Cornwall JSNA 2011-2014

Trips and Falls
Introduction
This paper provides an overview of the existing, emerging and projected profile of
trips and falls incidents in Cornwall and is a supporting document to the Cornwall Joint
Strategic Needs Assessment (JSNA).
This document seeks to:
 Identify what we know about trips and falls nationally and in Cornwall;
 Explore the emerging trends and policy direction;
 Examine the projected future needs for the population across Cornwall; and
 Provide a robust evidence base to inform decision making and ensure that
appropriate, quality services are in place.

Key messages
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Falling is a serious and frequent occurrence in people aged 65 and over and
those with long term or neurological conditions.
Hip fractures are the most frequent fragility fracture caused by falls and the
commonest cause of ‘accident’ related death, but are often not managed well.
Falls present a significant cost to the individual; the consequences can range
from distress and loss of confidence, loss of independence and quality of life,
and occasionally, death. There are also considerable financial costs associated
with falls in terms of local health and care services.
Good clinical practice can reduce death and disability resulting from hip
fractures and prevent future falls and fragility fractures, but despite evidencebased guidance on preventing and treating falls in older people there is an
inconsistent approach to recognition, diagnosis and management of those at
risk across the county.
Commissioning of falls services is very variable. Not sure what this means? Do
you mean across health and social care – in which case, I would agree.
Commissioning falls services in health isn’t variable – it’s just me! – but
services are provided in different ways across the county, is that the message?
There are economic benefits of effective interventions to prevent and manage
falls.
Exercise is the only intervention that by itself reduces falls among older adults.
However, multi-factorial interventions e.g. a combined programme of exercise,
vision assessment, and fall prevention education, can also increase older
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people’s ability to continue to live safely and independently. Simple early
interventions can provide effective results.
Falls prevention initiatives have medium/ long term cost benefits for the NHS
and Local Authority, related to a reduction in residential and nursing home
admissions, hospital admissions, better physical function and quality of life.



National Picture
Key Facts



Falls are the leading cause of injury deaths among people aged 65 and over,
more than half of which occur in their own home.
Each year 1 in 3 people over 65 and almost 1 in 2 people over 85
experience one or more falls, many of which are preventable. Hip fracture is
the most common serious injury related to falls in older people. Around
76,000 hip fractures occur in the UK each year, costing the NHS £1.4 billion,
and numbers may double by 2050. (Healthy lives, healthy people White Paper:

Our strategy for public health in England. Department of Health. November 2010)











About 45 per cent of people aged over 80 who live in the community fall
each year. Between 10 and 25 per cent of such fallers will sustain a serious
injury. (Falls and Fractures, Department of Health, 2009 )
After a fall, an older person has a 50% probability of having seriously
impaired mobility and a 10% probability of dying within a year.
Being physically active reduces the risk of later hip fracture by up to 50%
(2009 Annual Report of the Chief Medical Officer. Department of Health. London.
July 2010)

Fractures can result in more than 13 extra consultations with the GP in the
year following injury.
A non-injurious fall can still be fatal if the person is unable to get up from
the floor and cannot summon help. Lying on the floor for more than 12
hours is associated with pressure sores, dehydration, hypothermia,
pneumonia, and death.
Evidence shows that specific programmes for improving strength and
balance can reduce the risk of falls by as much as 55 per cent
Women are more likely than men to fall and sustain a fracture resulting in
more hospital and emergency admissions however men are
disproportionally affected by falls related mortality
Falls are a contributing factor in 40% of admissions to nursing homes.

Falls are costly for the individual, the NHS, and the care and support system. Falls
cost the NHS and social care an estimated £6m per day or £2.3bn per year. 1
However, this figure represents the cost associated with hip fractures alone. In
Cornwall, the cost of acute hospital admissions and ambulance activations for a fall
was £7.9m. This figure does not take into account other costs associated with falls
that do not result in a hospital admission but that may still require treatment or care.

1

National Osteoporosis Facts and Figures, NOS website

http://www.nos.org.uk/NetCommunity/Page.aspx?pid=328&srcid=312 accessed October 2010
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Older adults are at higher risk of falling than younger individuals, and are more likely
to sustain an injury as the result of a fall. 2 They are more prone to trips and falls as
we get older as bones become fragile and joints become less flexible. Women in
particular have smaller bones and experience a rapid lost of bone density after their
menopause due to reduced oestrogen which protects bones. Balance isn’t as good for
older people as when they were younger and these all cause unsteadiness and a
likelihood of falls. In the UK, falls are a major cause of disability and the leading cause
of mortality resulting from injury in people aged above 75. 3 It must be recognised
however, that falling is not an inevitable result of ageing, but does pose a serious
concern to many older people and to the health and social care services as well as the
wider community.
The consequences of an individual experiencing a fall or experiencing the lack of
ability to get up after a fall can include:






A fear of falling
Loss of confidence in moving about
Loss of mobility, leading to social isolation and depression
Loss of independence increasing dependency on families, carers and services
Physical discomfort, hypothermia, pressure related injury, infection, pain,
serious injury, inability to look after oneself, or a long term disability.

Falling, and fear of falling, therefore, has a serious impact on quality of life and health
of older people and on health and social care costs. After a hip fracture, 50 per cent of
people can no longer live independently 4 and return to their usual place of residence
and for some it is the event that forces them to leave their homes and move into
residential care.
Evidence shows that specific programmes for improving strength and balance can
reduce the risk of falls by as much as 55 per cent. 5
Women are more likely than men to fall and sustain a fracture resulting in more
hospital and emergency admissions however men are disproportionally affected by
falls related mortality 6
The risk of falls and osteoporosis is strongly correlated with age. It is known, for
example, that the prevalence of osteoporosis in men in the older population is 6% for
60-69 year olds, 14% for 70-79 year olds and 24% for those aged 80 and over. For
women the figures are 14%, 37% and 61% respectively.
An ageing population means that the rate of falls and fractures are increasing and will
continue to do so unless action is taken to address serious inadequacies in services.

2

Campbell, A.J., Borrie, M.J., Spears, G.F., Jackson, S.L., Brown, J.S., Fitzgerald, J.L., 1990.
Circumstances and consequences of falls experienced in a community population 70 years and
over during a prospective study. Age Ageing 19, 136–141.
3
P Scuffham, S Chaplin, and R Legood, Incidence and costs of unintentional falls in older
people in the United Kingdom, J Epidemiol Community Health. 2003 September; 57(9): 740–
744.
4
Age Concern/ Age UK, Stop Falling: Start Saving Lives and Money, 2010
5
P. A. Logan et al., Community Falls Prevention for People Who Call an Emergency Ambulance
after a Fall: Randomised Controlled Trial, ‘British Medical Journal’, 11 May 2010.
6
Stevens I A et al (2006) The costs of fatal and non-fatal falls among older adults. Injury
prevention 12 (5) 290-295.
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Multi-factorial interventions can increase older people’s ability to continue to live
safely and independently. In addition to the personal and social benefits for the
individual and community, falls prevention has implications for cost effectiveness for
the NHS and Local Authority, related to a reduction in residential or nursing home
admissions, hospital admissions and better physical function.

Causes of Slips Trips & Falls
Common causes of falls, particularly in the elderly include:
Environmental
 This may due to the state of the floor or ground covering i.e. rugs, or frayed
carpets, any spilt liquids/ wet floors.
 Inadequate or dangerous footwear.
 Lighting and visual effects may affect ability to see where a person may be trying
to walk.
 Uneven surfaces or irregular features on stairs increase the risks of falling.
 Lack of safety equipment such as grab rails
 Height of furniture.
 Obstructions such as cables across walking areas, electrical and telephone socket
outlets
 Inappropriately cited fixtures and fitting i.e. door/ window catches, door steps
resulting in over reaching/ climbing on furniture
Physiological
 Physical defects, altered mobility due to pain from rheumatoid conditions.
 Osteoporosis
 Modest physical deconditioning, poor muscle tone - general weakness
 Alcohol dependence, including withdrawal.
 Metabolic disturbance, hypoglycaemia, hyponatraemia.
 Visual impairment.
 Previous hip fracture.
 Frailty and weight loss, poor nutrition.
 Peripheral foot neuropathy / diabetes.
 Neurological conditions causing slow postural reflexes, drug induced
 Parkinsonism, stroke, Transient Cerebral Ischemia or Epilepsy.
 Gait and breadth of foot position, any activity where centre of gravity is displaced,
including reaching or leaning, walking is essentially an unstable condition, as the
centre of gravity projects outside the base of support for most of the gait cycle.
 Acute illness and infections.
 Postural hypo-tension, particularly when getting out of bed/chair too quickly
 Medications, especially the use of four or more prescription drugs and compliance
with this regime.
 Cognitive impairment, confusion, depression, dementia, loss of initiative.
 Distractions/fatigue
 Drugs and Medications

Prevention and Early Intervention
Many preventive intervention programmes aimed at recognised risk factors have been
established and evaluated. These have included exercise programmes designed to
improve strength or balance, education programmes, medication optimisation,
environmental modification in homes or institutions, and nutritional or hormonal
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supplementation. In some studies, interventions designed to reduce the impact of
single risk factors have been evaluated. However, in the majority multiple
interventions have been used. 7 Effective interventions are important and can result in
significant benefits with regard to improving individual well-being.
The following interventions / combination of interventions have been shown to help
reduce falls in community, residential and hospital settings, as follows:
Community
 Education and information
 Individually tailored exercise/physical therapy programme
 Referral for correction of visual deficiency
 Manage postural hypotension
 Manage heart rate and rhythm abnormalities i.e. Cardiac pacemaker insertion
for syncope associated falls
 Nutritional/vitamin supplementation
 Address foot and footwear problems
 Home hazard modification
Residential
 Staff training and awareness
 Resident and residents family education and information
 Regular medication reviews
 Referral for correction of visual deficiency
 Individual or group exercise/physical therapy programmes
 Regular nutritional/vitamin supplementation review
 Environmental checks/audits
 Routine foot health and footwear assessments
 Use of assistive technology / adaptations encouraged and routinely checked
 Staff contact is increased with residents at high risk of falling, especially at
times when falls are frequent (this is often early morning and evening).
 Procedure for transfer of falls risks information alongside care plan on
admission to hospital and conversely on discharge
A helpful guide is available to download from Help the Aged:
http://www.housingcare.org/downloads/kbase/2312.pdf
Hospitals
 Staff training and awareness
 Patient and patients family education and information
 Baseline risk factor assessments with care plans to minimise risk
 Clear falls reporting / monitoring mechanism
 Written policies should be available for all staff, including a specific policy on
the use of side-rails and restraints
 Use of appropriate assistive technology / adaptations
 Environmental checks/audits (e.g. lighting, flooring, call bells, grab rails, trip
hazards)
 Medication monitoring

NICE, Clinical practice guidelines for the assessment and prevention of falls in older people,
Nov 2004

7
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Focus on promoting safer systems to reduce falls in hospital wards/
departments

Source: Dr David Oliver, BGS Autumn Conference, Birmingham, Nov 2008

This information is set out in the ‘Clinical practice guideline for the assessment and
prevention of falls in older people’:
http://guidance.nice.org.uk/CG21/Guidance/pdf/English
There is a significant body of research around the effectiveness of falls interventions,
one of the largest studies has been the Cochrane review, titled ‘Interventions for
preventing falls in older people living in the community’. The Cochrane review
concluded the following 8 :




Prevention programmes that target an unselected group of older people with a
health or environmental intervention on the basis of risk factors or age, are less
likely to be effective than those that target known fallers.
Even amongst known fallers, the risk reduction whilst significant is small, and
the clinical significance remains less clear.
Interventions that target multiple risk factors are marginally effective, as are
targeted exercise interventions, home hazard modification and reducing
psychotropic medications.

Gillespie LD, Robertson MC, Gillespie WJ, Lamb SE, Gates S, Cumming RG, Rowe BH.
Interventions for preventing falls in older people living in the community. Cochrane Database
of Systematic Reviews 2009, Issue 2. Art. No.: CD007146. DOI:
10.1002/14651858.CD007146.pub2

8
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Where important individual risk factors can be corrected, focused interventions
may be more clearly effective.
It appears that interventions with a focused intention may in fact be
multifactorial.
There is ongoing debate about the optimum duration and intensity of
interventions. However, there is evidence that effective exercise programmes
should be of at least 50 hours duration and include highly challenging balance
9
and NO walking component. These can be group or home exercises.
Some interventions – for example, brisk walking – may increase the risk of
falling.

Few studies of the cost effectiveness of fall prevention strategies have been
undertaken. Costs per person for a fall prevention programme can differ greatly.
Based on evidence from New Zealand and Australia, the cost per fall prevented differs
widely among programmes, from €80 to €880 (approx £70 to £768) per fall
prevented by home-based exercise to about €2700 (£2,355) per fall for home
modification. For injury reduction, costs also differ widely for home based exercise,
from €208 to €3654 (£181 to £3,187) and home modification costs were €9,500
(8,286) per injury prevented. More work is needed to identify cost effective strategies
in Europe. 10

Policy Context
On the state of public health: 2009 Annual Report of the Chief Medical
Officer. Department of Health. London. July 2010
The report highlights the importance of establishing and maintaining regular physical
activity throughout life; specifically health benefits include: stopping and reversing
weight gain; reducing the risk of diabetes, heart disease, stroke and some cancers;
and preventing osteoporosis and reducing falls in older people. At every stage of life,
physical activity has something to offer. It is never too late to begin and we are never
too old to continue.
The report identifies that many people accept weakness, pain and loss of function as
inevitable consequences of ageing. By maintaining strength, the risk of falls decreases
and overall mobility improves, enabling older people to preserve their independence
and participation in the activities of daily living, such as climbing the stairs, using the
bathroom and getting dressed. Low impact activities to improve flexibility and muscle
strength can also help to reduce the pain and loss of function caused by injury and
physical impairment. These activities must therefore be a core component of regular
physical activity for older adults in England.
Recommendations from the report include particular emphasis on strength and
balance activities for older adults.
Lets Get Moving. A new physical activity care pathway for the NHS.
Department of Health. September 2009
9

Sherrington c, et al. (2008) Effective Exercise for the Prevention of Falls: A Systematic
Review and Meta-Analysis
10
Todd C, Skelton D. (2004) What are the main risk factors for falls among older people and
what are the most effective interventions to prevent these falls? Copenhagen, WHO Regional
Office for Europe (Health Evidence Network report;
http://www.euro.who.int/document/E82552.pdf, accessed 5 April 2004).
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The Let's Get Moving (LGM) physical activity care pathway is based on the principles
of the NICE public health guidance 2006: Four Commonly Used Methods to Promote
Physical Activity, which endorses the delivery of brief interventions for physical
activity in primary care as both clinically and cost effective in the long term.
Falls & Fractures: exercise training to prevent falls. Department of Health,
2009.
This publication takes the form of a suite of downloadable prevention package
resources designed to support PCTs, SHAs and Local Authorities in prioritising and
effectively commissioning services that support the health, well-being and
independence of older people.
Clinical Guideline on the Assessment and Prevention of Falls in Older People
(2004).
The National Institute for Clinical Excellence (NICE) published clinical guidelines on the
assessment and prevention of falls in older people for use in the NHS in England and
Wales. The guidelines, published in 2004, give recommendations for good practice
based on the best available evidence of clinical and cost effectiveness. Its publication
had the effect of updating the National Service Framework for Older People.
The NICE guideline identifies five key priorities for implementation of a service for the
assessment and prevention of falls in older people:
1. Case/risk identification
2. Multifactorial falls risk assessment
3. Multi-factorial interventions
4. Encouraging the participation of older people in falls prevention programmes
including education and information giving
5. Education of Healthcare professionals
National Service Framework for Older People, published in 2001
The National Service Framework for Older People (2001) identified the need for the
NHS to work in partnership with councils to take action to prevent falls and reduce the
resultant fractures or other injuries in their populations of older people and to ensure
effective treatment and rehabilitation for those who have fallen through a specialised
falls service. Health and social care organisations were required to their current
procedures, put in place falls risk management procedures and put in place an
integrated falls service by 2005.
The NSF proposed the following interventions:










8

prevention, including the prevention and treatment of osteoporosis
provision of information, advice and support specialist falls service within
specialist multi disciplinary and multi agency services for older people to work
with those at high risk of falling
encouragement of appropriate weight-bearing and strength enhancing physical
activity
promotion of healthy eating (including adequate intake of calcium)
smoking reduction
good pavement repair and street lighting
making properties safer
improving the diagnosis, care and treatment of those who had fallen
rehabilitation and long- term support.
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Slips trips & falls in hospital, NPSA, 2007
This booklet summarises key findings and recommendations from Slips, trips and
falls in hospital, the third report from the NPSA’s Patient Safety Observatory. The
observatory was set up to examine and prioritise patient safety issues in order to
support the NHS in making healthcare safer.
The aim of the report is to give NHS staff an understanding of the scale and
consequences of patients falling in hospital, and suggests interventions that, when
used together, can reduce falls and injuries. The full report includes case studies,
resources and practical examples of how to implement falls prevention policies and
improve learning from falls.

http://www.npsa.nhs.uk/site/media/documents/2786_PSO_Falls_WEB_x.pdf
Slips & trips in the health services, HSE Information Sheet No.2.

http://www.hse.gov.uk/pubns/hsis2.pdf
Reducing slips and trips risk in the health services: 2 year campaign.

http://www.hse.gov.uk/slips/campaign.htm
and http://www.hse.gov.uk/foi/internalops/sectors/public/7_06_06.pdf
Cornwall: setting the scene
Demographics
Cornwall has an estimated 535,300 residents 11 living in 255,066 12 households
dispersed across the County’s 3,559 sq km. It has been growing since the 1960’s,
and has consistently grown quicker than the rest of the South West region, and is
amongst the fastest growing areas in the UK.
Cornwall’s population is estimated to reach 633,200 by 2030 13 , an increase of 97,900
(18.3%).
The population of Cornwall is not only gradually increasing but also changing
demographically. In line with national trends Cornwall's population is getting older as
average life expectancy continues to rise. Between 2010 and 2030 the number of
people aged over 65 is projected to increase by 54.6%, resulting in over one in four
people being aged over 65.
The projected growth in the number of people aged over 85 is particularly significant,
with an increase of 113% between 2010 and 2030. The number of males in this age
group is projected to increase by over 176% and females by 84%.

Age
70-74
Group

27,100
2010

32,100
2015

39,900
2020

34,400
2025

36,800
2030

39,800
2033

75-79
65-69

21,500
34,500

24,300
42,600

29,000
36,400

36,300
38,800

31,600
44,200

32,600
45,900

11

2010 Mid Year Estimates, Population Estimates Unit, ONS: Crown Copyright 2011.
December 2010, Council Tax Return, Cornwall Council
13
2008-based subnational population projections and Mid Year Population Estimates,
Population Estimates Unit, ONS: Crown Copyright 2010.
12
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80-84

16,600

17,700

20,700

25,000

31,500

28,600

85-89

10,900

11,700

13,200

16,100

19,900

24,500

6,100

8,000

9,900

12,500

16,400

19,000

539,900

562,000

585,800

610,400

633,200

645,500

90+
All
ages

ce: Population Estimates Unit, ONS: Crown Copyright 2010.

Projected population in Cornwall and Isles of Scilly (2010)

Projected population in Cornwall and Isles of Scilly (2030)

Source: Population Estimates Unit, ONS: Crown Copyright 2010.
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Sour

There are higher proportions of older people on the south coast and in more affluent
rural villages, such as the St Just in Roseland area, St Mawes, alongside some areas
in or near town centres, which are closer to service points – Bude Poughill, the
Alverton area in Penzance, Penponds in Camborne, and the docks and seafront area in
Falmouth.

Trips and Falls in Cornwall – Context
30 – 50% of people aged over 65 years will fall each year. In Cornwall, there are
116,000 people aged over 65 years (2010), so this equates to between 34,800 and
58,000 people falling every year.
For every 100 people who fall, 20 will need medical help, 10 people will sustain a
fracture, and 5 will require hospitalisation. Locally, this means 6,960 – 11,600
people will require medical help, 3,480 – 5,800 will sustain a fracture and
1,740 – 2,900 will require hospitalisation.

Ambulance use
Many people in later life who fall require the help of the ambulance service. Annually,
ambulance services nationally respond to 700,000 calls from older people who have
fallen, which accounts for 10 per cent of total calls. Around 25 per cent of these do
not need to go to hospital. 14 Falls cost £115 per ambulance call-out. 15
14

Falls and Fractures: Effective Interventions in Health and Social Care, Department of Health,

2009.

11
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In 2009/2010 South West Ambulance Service Trust (SWAST) answered 5,717 calls in
Cornwall from people who had fallen (this represents 17% of all their 999 calls). Of
these, 2,344 (41) were taken to an acute hospital, of which 477 had a fractured neck
of femur.
The cost of this activity in terms of ambulance activations and acute hospital
admissions (but not including the cost of acute activity, rehabilitation or consequential
ongoing care needs) was £7.9m (£6.4m on acute admission activity and £1.4m on
ambulance activations).
Of those who are attended most are not taken to hospital. In 2010/2011 to date the
percentage of patients conveyed has reduced from 41% for the same period last year
to 37%. For the year to date (2011) there have been 34 (3.6%) less people conveyed
to hospital following a fall.
The number of activations for falls in 2010/11 has remained similar to 2009/10 with
the exception of August, which was substantially higher than usual at 540 in August
2010. This figure exceeds the upper limit previously seen in the last 2 years (518).
SWAST: Ambulance Activations for Falls
(comparison of 2010/2011 YTD with 2009/2010)

2009/2010
2010/2011

No. of Activations for Falls

700
600
500
400
300
200
100
0
Apr May Jun

Jul Aug Sep Oct Nov Dec Jan Feb Mar

The peak in December 2009 in the chart above shows the impact of the icy weather
before Christmas that year. The importance of timely and visible public information
about falls prevention in such conditions is clear.

15

J.L. Newton et al., ‘The Costs of Falls in the Community to the North East Ambulance
Service’, Emergency Medicine Journal, 23: 479–81 (2006) doi:10.1136/emj.2005.028803
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SWAST: People Conveyed to hospital following a Fall
(comparison of 2010/2011 YTD with 2009/2010)

2009/2010
2010/2011

300
250
200
150
100
50
0
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

SWAST: %age of Falls Patients Conveyed to hospital
(comparison of 2010/2011 YTD with 2009/2010)

Feb

Mar

2009/2010
2010/2011

50
45
40
35
30
25
20
15
10
5
0
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Non-elective admissions
No.
25

Fragility
fractures
Fractured NoF
All falls related
non-elective
admissions

2008/9
£
113,357

No.
43

2009/10
£
234,651

No.
68

Totals
£
348,008

433

2,669,797

477

3,209,495

910

5,879,292

1,778

5,283,850

2,064

6,493,181

3,842

11,777,031

The information below shows that the number of admissions for falls so far this year
(2011) has reduced very slightly by 8 (1%) but the number of patients admitted with
fractured neck of femur has reduced by 56 (26%). It also shows that the average
length of stay for has reduced by 2 days for both groups; this is a 13% reduction for
patients with a fractured neck of femur and a 25% reduction for all falls patients. The
average age of patients over 65 admitted following a fall is 82 years.

13
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The charts below set out performance within the Royal Cornwall Hospital in relation to
fractured neck of femur admissions. They indicate that, after some decline in
performance against these measures during early 2010/11, there has been a marked
improvement since the internal review of the pathway and action plan from
September 2010. While there have been signs of progress in recent months, RCHT
recognises there is still further work to do to improve the fractured neck of femur
pathway.
Fractured neck of femur patients at RCHT April 2010/ Jan 2011
% of NOF patients admitted within 2 hours

% of NOF patients diagnosed w ithin 1 hour

50

50
40
70

30

50

20

30

10

10

0
A pr-10

M ay-10

Jun-10

Jul-10

Aug-10

Sep-10

Month

Oct -10

Nov-10

Dec-10

No of NOF patients

Jan-11

Performance (%)

Performance (%)

45
40

90

90

35

70

30
25
20
15

50

30

10
5
0

10
Apr-10

M ay-10

Jun-10

Jul-10

Aug-10

Sep-10

Month

Actual
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Oct -10

Nov-10

Dec-10

Jan-11

No. of NOF patients
Actual %

% of NOF patients operated on within 36 hours

40
35
30
70

25
20

50

15
10

30

5
0

10
Jan-10 Feb-10 Mar-10 Apr-10

May10

Jun-10 Jul-10

Aug10

Sep-10 Oct-10 Nov-10 Dec-10 Jan-11

Month

No. of NOF patients
Actual

Source: RCHT, March 2011

Further information on performance within the Royal Cornwall Hospital and other
South West Hospitals was collated as part of the National Hip Fracture Database
National Report 2011. This data is set out in appendix 1.
GP Practices with the highest number of falls per 1000 population
All Reg All
Avge
Av
Practice
Rate/1000 Total £ £/Spell
Pts
Pts
Age
FALMOUTH HEALTH CENTRE
8,884
71
83
7.99 179,605
2,530
VEOR
8,902
55
84
6.18 123,637
2,248
OLD BRIDGE
9,631
58
81
6.02 145,836
2,514
PORTSCATHO
3,729
21
84
5.63
45,373
2,161
THREE SPIRES
13,578
76
84
5.60 206,389
2,716
ST KEVERNE
2,874
16
85
5.57
50,964
3,185
CARNON DOWNS
5,252
29
85
5.52
83,122
2,866
ST MARYS
2,460
13
85
5.28
33,107
2,547
CAMELFORD (NASH)
2,848
15
77
5.27
32,944
2,196
WADEBRIDGE AND
CAMELFORD
7,570
39
82
5.15 102,039
2,616
PERRANPORTH
7,031
36
83
5.12 105,576
2,933
ST AGNES
7,873
40
81
5.08
95,553
2,389
Source: Cornwall and Isles of Scilly PCT, 2010
Acute Falls for those Aged 65+ 2009/2010
600

500

Number of Patients

Performance (%)

90

400

300

200

100

0
65-69

70-74

75-79

80-84

85-89

90-94

95+

Age

Source: Cornwall and Isles of Scilly PCT, 2010
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Falls in Health settings
Acute Hospitals
Royal Cornwall Hospital

Derriford Hospital
Royal Devon and Exeter
Hospital
North Devon District
Hospital

Slips trips and falls remain the most frequently reported
patient safety incidents at the Royal Cornwall Hospital
Trust. In April 2011 there were a total of 120 falls
incidents103 of which were patients.
To be collated
To be collated
To be collated

Community Hospitals
Bodmin Community Hospital

To be collated

Camborne/Redruth Community To be collated
Hospital
Falmouth Hospital

To be collated

Fowey Community Hospital

To be collated

Helston Community Hospital

To be collated

Launceston Hospital

To be collated

Liskeard Community Hospital

To be collated

Newquay Hospital

To be collated

St Austell Community Hospital

To be collated

St Barnabas Hospital, Saltash

To be collated

Stratton Hospital, Bude

To be collated

Mental Health Units
Bodmin Community
Hospital
Trengweath Mental
Health Unit, Redruth
Longreach House,
Camborne/Redruth
Hospital
Haven Unit, Redruth
Lower Cardrew House,
Redruth
Selwood House, St
Austell
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Falls in Social Care settings
Falls are believed to be a contributing factor in 40 per cent of admissions to nursing
homes 16 . This population of older people is more likely to experience a fall than those
living in the community. Approximately 60 per cent of people living in care homes
experience recurrent falls each year 17 . It has been estimated that up to 25 per cent of
falls in institutions result in fracture, laceration or the need for hospital care 18 .
Care home residents are at high risk of falling due to the following factors 19 :
 Previous falls account for 40 per cent of moves to a care home; people who
have fallen once are at high risk of falling again.
 Residents are likely to be physically frail; have a medical condition such as
stroke, Parkinson’s, arthritis or dementia; or have a sensory or physical
impairment that increases the risk of falling.
 Some medication and some combinations of medication may increase the risk
of falling.
It is estimated that annually falls in care homes can range from 600 to 3,600 per
1000 beds 20 . In a recent UK study of 56 homes 21 , with mean occupancy of 1,862
residents, there were 2,690 falls in 1 year, with mean falls rates as high as 3 per
resident per annum in specialist residential homes for clients with dementia 22 .
In 2010/11 there were 1,099 admissions to the Royal Cornwall Hospital from
registered care/ nursing homes. 233 of these admissions were due to a fall and 41
due to a broken hip 23 .

Housing
Poor or unsuitable housing can increase the need for care for older people, for
example if living conditions harm their help or if they can no longer manage in their
own homes.
Housing condition is measured in terms of ‘non-decent’ homes. These are homes
which do not meet legal minimum standards, are not in a reasonable state of repair,
do not have reasonably modern facilities, or do not provide a reasonable degree of
thermal comfort. 93,800 private sector dwellings were estimated to be non-decent in
Cornwall in 2010. 24

16

Close, J. C. (2001). Interdisciplinary practice in the prevention of falls - a review of working
models of care. Age and Aging , 30 (Suppl 4), 8-12.
17
Department of Health. (2009). Falls and Fractures: Effective interventions in health and
social care. Leeds: Department of Health.
18
MacLean, C. (2007). Comparative Effectiveness of Treatments to prevent fractures in men
and women with low bone density or Osteoporosis. Rockville MD: Agency for Healthcare
Research and Quality.
19
Help the Aged, Preventing Falls; Managing the risk and effect of falls among older people in
care homes, May 2004.
20
Rubenstein LZ, Josephson KR, Osterweil D. Falls and fall prevention in the nursing home.
Clin Geriatr Med 1996; 12: 881–902.
21
Morse J. Preventing Patient Falls. London: Sage, 1994.
22
D. Oliver, T. Masud, Preventing falls and injuries in care homes, Age and Ageing Vol. 33 No.
6, British Geriatrics Society 2004.
23
Cornwall and Isles of Scilly PCT, Corporate DB IP Ep Tables & Care/Nursing Home Datasets
24
Draft Cornwall 2010 Housing Condition Survey (2010)
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Of the private sector homes with a head of household aged 65 to 74 it is estimated
that 39.6% of homes were non-decent. This figure is 41.7% for head of household
aged over 75. However there is no clear correlation between the age of the head of
the household and the number of homes which are non-decent.
In 2001 the proportion of people living in Cornwall without central heating was high
(17%) compared to nationally (7%). Almost one in five of these people were aged 65
or over. Fuel poverty is also high in Cornwall, affecting an estimated 17.7% of all
households. Achieving a reasonable level of thermal comfort is likely to be a
significant issue for those older people who live in homes which are hard to heat or
who are financially limited. Older people with existing health problems are likely to be
particularly vulnerable to the cold.
Poor heating is a recognised risk factor in falls.

Household Adaptations
Age UK estimate that over three quarters of a million people aged 65 and over in the
UK need specially adapted accommodation because of a medical condition or
disability, and 145,000 people of this age report living in homes that do not meet
their needs. 25
Levels of household adaptations are likely to increase with an increasingly aging
population, resulting in further older people wanting to remain in their own homes.
Minor Adaptations
Adaptations to people’s homes are a vitally important solution where they experience
difficulties managing or maintaining independent living through illness or disability
and can assist in preventing falls in the home.
Adaptations are simplistically
categorised as being either minor, usually where the cost is less than £1,500, or
major (Disabled Facilities Grants) - where the cost is above £1,500.
Minor adaptations include items such as simple grab rails, small modifications
entrances and exits; simple ramps or new steps. Such minor adaptations are
funded through self-provision, provision via Adult Care & Support (legislation
the free provision of items under £1,000 to eligible people) or via the
housing provider.

made to
typically
requires
person’s

The Department of Adult Social Care have a group of staff called Technical Officers
whose role is the fitting of minor adaptations and delivery and fitting of equipment.
The figures below also include minor adaptations completed for children through the
Department of Children, Schools and Families.

25

Older people in the United Kingdom, May 2010 (Age UK, 2010)
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Minor Adaptations 2009/10 to 2010/11
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Disabled Facilities Grants
Major adaptations are frequently, though not exclusively, provided via the Disabled
Facilities Grant (DFG).
The duty to fund major adaptations through a DFG includes consideration of the
applicant’s ability to pay or contribute toward the cost of the adaptation works. A
person’s ability to pay for or contribute to the cost is determined by their income and
/ or savings.
To qualify for a DFG the relevant legislation uses the definition of a suitable applicant
as meeting the ‘permanent and substantial’ disabled definition as set out in the
National Assistance Act 1948. Further more, the Housing Grants, Construction and
Regeneration Act 1996 uses a broad definition within Section 100 (1) which refers to
where there is i) Substantial impairment of sight, hearing or speech ii) Mental
disorder or impairment of any kind, and iii) Substantial physical disability. DFG’s are,
therefore, not available to people who have moderate levels of physical disability or
moderate impairments to their sight, hearing or speech. In such cases, minor
adaptations or equipment could be utilised.
No. of DFG referrals from April 2010 - May 2011

Date
Apr-10
May-10
Jun-10
Jul-10
Aug-10
Sep-10
Oct-10

19

No of
Referrals
385
303
393
408
377
400
419

No of People
on Waiting
List
1006
932 *
463
412
466
524
452

Average No.
of weeks wait
(shortest to
Longest
Not recorded
Not recorded
4-28
2-20
2-19
5-16
3-14
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Nov-10
Dec-10
Jan-11
Feb-11
Mar-11
Apr-11
May-11

500
323
500
457
482
365
371

452
447
411
405
432
421
423

4-12
2-13
2-14
3-16
3-13
3-13
2-11

* Note – At this stage referrals were outsourced to Access Independent to address
back-log.

In 2009 Cornwall Council assisted 713 DFG clients. Approximately 60% of the DFG
budget was spent on Registered Social Landlord (RSL) stock and 90% of clients were
older people (65+).

Lifeline
Lifeline provides a caring service throughout Cornwall. You now have a way of calling
for help 24 hours a day, 365 days of the year.
Equipment is provided to support the individual in their home and tailored to meet
their needs. It can be as simple as the basic community alarm service, able to
respond in an emergency and provide regular contact by telephone, to detectors or
monitors such as motion or falls and fire and gas that trigger a warning to a response
centre. As well as responding to an immediate need, telecare can work in a
preventative mode, with services programmed to monitor an individual's health or
well-being. Often known as lifestyle monitoring, this can provide early warning of
deterioration, prompting a response from family or professionals. The same
technology can be used to provide safety and security through bogus caller and
burglar alarms.
Cornwall Lifeline deal with approximately 300, 000 calls per year in total and in
2010/11 there were 11,500 people with a ‘Lifeline’ service and 910 with a ‘Lifeline
Extra’ service. In the same year the service received 2,431 alerts due to a slip, trip or
fall, 897 of which required an ambulance call out and hospital admission.

Trips and Falls in Cornwall – Projections
The figures provided in the table below include population projections for Cornwall and
specifically the 65+ age group. These figures have been used to apply estimated rates
from national studies to give an indication of the expected demand for specific
services and associated costs. Actual figures for the year 2009/10 are provided under
the previous heading ‘Non-elective admissions’. Further work is required to
understand the variances between the estimated numbers and costs.
2010

2015

2020

2025

Population

535,300

562,000

585,800

610,400

Total Population over 65
(figures may not add due to
rounding)

116,000

136,400

149,100

163,100
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Male population over 65

52,300

62,900

68,900

75,500

Female population over 65

63,700

73,600

80,300

87,500

21.7

24.3

25.5

26.7

34,800/
58,000

40,920/
68,200

44,730/
74,550

48,930/
81,550

Number likely to attend A&E in a
year (study estimates 2.9% of
65-69, 3.7% of 70-74 year olds
and 9.5% of people aged 75 +)

7,177

8,285

9,448

10,939

Number of hospital admissions
in a year (study estimates
0.52% of 65-69, 0.92% of 7074 year olds and 3.68% of
people aged 75 +) 16
Costs of treating accidental falls
(NHS and social care) (studies
estimate costs to be £810,000
per 10,000)16

2,433

2,787

3,235

3,827

% of population of 65 years and
older
Expected number of falls in a
year (Study suggests 30% to
50%) 26

27

£2,430,000 £3,240,000 £3,564,000 £3,888,000

Falls Prevention Services in Cornwall
Falls Specialist Team
The service provides assessment of older people who have fallen, and / or are at risk
of falls. It aims to find the causes and factors that contribute to falls risks and advise
on preventative measures to reduce risk of further falls. The Team deals with more
complex cases where there are recurrent or unexplained falls which are not already
managed by other services, with the main aim being to help keep people active and
independent.
Falls and QiPP – the national Quality, Innovation, Prevention and
Productivity programme
Working with the emerging clinical consortia across Cornwall, we are building an
information base around the main reasons for acute hospital admissions, which
include falls. This information, which can be analysed in a variety of ways, e.g. by
individual practice, clinical condition, population age, will support the consortia in
prioritising which areas they wish to concentrate on first. The consortia will shortly
receive data packs for their localities with supporting information about the services
that are currently available and potential future interventions.

26

Help the aged 2007. Preventing Falls, Reducing falls risk among older People.
Incidence and costs of unintentional falls in older people in the United Kingdom. P.
Scuffham, S. Chaplin, R. Legood. Journal of Epidemiology and Community Health: Sept 2003;
57, 9 740-744.
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Exercise Continuum
One of the QiPP falls initiatives, the Exercise Continuum is a model of physical activity
opportunities for older people, including those with chronic long term conditions and
people who are at risk of a fall. The model will co-ordinate existing services and start
to plug the gaps where provision is inadequate, so that people have access to a
continuum of exercise opportunity and the benefits can be sustained over long periods
of time.
The Exercise Continuum is part of the Changing Lives programme, to create support
networks and universal services at a local level. We are working with Age Concern
Cornwall, Volunteer Cornwall, Cornwall Sports Partnership, the Council, Public Health,
local GPs, physiotherapists and the fitness industry to develop the Continuum.
medical
non medical

LEVEL 1
Rehab
therapy

LEVEL 2
Rehab step-down,
chair-based

LEVEL 3
Maintenance







Functional assessment scores mostly 5 and 6
High dependency patients requiring 1:1 or group rehab e.g. pulmonary, cardiac, falls
Physio/OT led, hospital setting
Duration determined by individual needs
No cost to the patient









Functional assessment scores mostly 3 and 4
Rehab step-down group activity programmes, community setting, minimum 20 weeks
Includes condition-specific and falls prevention groups
Pre-screening includes goal-setting and motivation to exercise
Core balance and strength, chair-based and low-level exercise tailored to individual needs
Lifestyle Matters, condition-specific education, future goal setting
First 20 weeks free to the patient








Functional assessment scores 1-2
Self-led, ongoing physical activity, community setting, group or individual
‘Active at 60’ community agents, health champions, trained group leaders
Available to people in their own homes as well as in a group
Alternative methods of delivery available to people with cognitive impairment
Likely to incur a cost to the individual – around £3 per session?

Working to the ‘Changing Lives’ principles:

Reshape what we already have, add value not new layers

Bridge the gap between statutory agencies and local
people

Steady On!
This is a Changing Lives project in the developmental stages. Working with Age
Concern Cornwall and Volunteer Cornwall, we are developing a volunteer role to work
within GP practices to support people who are at risk of a fall, or who are worried
about falling. The volunteers will be trained in identifying risk factors, giving advice
and support about simple interventions that can help reduce the risk of a fall such as
exercise and diet, and signposting on to other relevant services. It is proposed that
this project will run in two GP practices where there is a high incidence of falls. We
are exploring the possibility of independent evaluation by the University of Exeter.
Falls Risk Screening
The application of the ‘5 Question Tool’ (5QT) has been extended fairly recently to the
Emergency Department, Minor Injury Units and we are implementing a CQUIN
incentive target for the South West Ambulance Service Trust to apply the 5QT to any
person they attend as a result of a fall. This will greatly increase our knowledge and
understanding of who falls, where, why and with what outcome, which will help to
target our resources for prevention in the future.
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Falls risk screening: Handyperson pilot
We know that falls are the leading cause of injury deaths among people aged 75 and
over, more than half of which occur in their own home. We have recently started
piloting the use of the 5QT by the Handyperson Scheme in the Camborne/Redruth
area and also by the Home Safety Assessors in the St Austell/Par area. The aim is to
offer older people the screening test as part of a full home safety check that also looks
at slip and trip hazards. The potential to roll this out more widely, for example
working alongside the Community Safety Partnership, is also being explored.
Telehealth
A pilot is underway to test the effectiveness of telehealth in relation to falls prevention
and we now have up to 80 units available. The target group is patients with heart
failure, who alternate between dehydration and syncope, in order to monitor their
diuretics and reduce the risk of falling. Clinical leads are also looking at the potential
benefits for people with Parkinson’s Disease.

RCHT’s Action Plan
RCHT has developed an action plan to take forward a number of areas to improve
services:






Developing a dedicated Programme Board to drive performance and to agree
clear pathways across the Trust and with the PCT
Developing protocols and escalation processes within the Emergency
Department to ensure early diagnosis
Ensuring effective communication between the Emergency Department and
Trauma Wards to speed the placing of patients into appropriate trauma beds
Improving the provision of theatre capacity to undertake early operations on
patients
Maximising efforts to reduce length of stay post-operation and transfer of
patients to appropriate care locations

Conclusions
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Much can be done but we need to act together. There are messages for all ages
but this group may wish to focus on particular aspects.
Work with the young to promote both a healthy diet and impact exercise, to
create strong bones so fragility occurs at later ages
Continued physical activity needs to be promoted for all ages and low impact
for older ages groups. This will need to be available across the whole county
with appropriate solutions for rural areas.
Falls assessment needs to used by all service so falls can be prevented by
suggesting appropriate interventions
The use of simple messages about safe environments and top tips to reduce
falls need to be encouraged by all services private, statutory and C&V
Best practice needs to be adopted
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% Admitted to OW in 4 hours

% Surgery within 48 hours (BB2)

% Treated without surgery

% Arthroplasties cemented

% Pressure ulcers

% Assessed by geriatrician

% Bone medication at admission

Mean (SD) acute stay length
(days)

WGH
YEO
SHA
National

% Data completion

BAT
BRI
CHG
FRY
GLO
MPH
NDD
PGH
PLY
PMS
RCH
RDE
SAL
TOR
WDH

% Cases submitted / facilities
audit estimate

Royal United Hospital, Bristol
Bristol Royal Infirmary
Cheltenham General Hospital
Frenchay Hospital, Bristol
Gloucestershire Royal Hospital, Gloustershire
Musgrove Park Hospital, Taunton
North Devon District Hospital
Poole General Hospital
Derriford Hospital, Plymouth
The Great Western Hospital, Swindon
The Royal Cornwall Hospital, Treliske
Royal Devon and Exeter Hospital, Exeter
Salisbury District Hospital
Torbay District General Hospital
Dorset County Hospital
Weston General Hospital, Weston-SuperMare
Yeovil District Hospital
Overall
Overall

Cases submitted

Hospital

Estimated number of cases
(facilities audit)

Hospital code

Appendix 1

550
350
310
500
400
400
250
923
550
350
500
633
187
495
300

469
306
284
465
401
382
225
866
509
363
455
547
226
395
255

85.3
87.4
91.6
93
100.2
95.5
90
93.8
92.5
103.7
91
86.4
120.9
79.8
85

92.1
89.2
85.5
91.2
98.3
93.2
87.4
91.8
85.6
98.2
90.1
94.2
89.1
86.1
92.3

41.4
40.8
17.6
33.3
61.1
69.6
67.1
45.7
12.8
78.8
68.8
47.2
36.3
63.8
70.6

87.7
85.5
82.7
94.6
98.4
98.5
95.1
87.8
87.6
94.3
76.1
92.2
87.6
84.3
84.1

2.6
2.6
1.8
0.9
0.5
1.6
4
1
2
1.1
0.7
2.4
1.3
0.8
6.7

50
100
56.6
100
38.2
88.3
73.9
82.5
85.2
61.1
80.8
98.4
28.6
94.1
52.5

3.9
0.4
0.8
1.4
1.1
2.1
4
0.8
0.2
4.9
8.1
2.9
4
0.9
0.9

30.7
8.2
74.3
50.5
62.3
37.7
5.3
0.3
79.6
73.8
87.9
76.1
48.7
81.8
5.1

9
11.1
11.6
10.5
11
4.2
14.2
13.6
3.1
3.3
5.1
17.6
17.3
0.8
31.4

12.9 (8.7)
17.1 (15.8)
16 (10.7)
23.4 (16.4)
14.5 (9.5)
15.7 (13.8)
10.9 (6.3)
13.4 (12.6)
14.9 (9.7)
18.7 (20.5)
13.6 (10.4)
13.6 (9.8)
18.6 (15.2)
10.2 (6.0)
12.6 (12.6)

268
250
7216
61202

216
175
6,539
53,443

80.6
70
90.6
87.3

93.7
94.3
91.5
92.3

52.8
89.7
50.3
48.2

84
93.9
89.1
86

3.7
0
1.8
2.8

97.7
88.6
76.7
68.2

7.8
2.5
2.5
3.4

17.6
28
46.6
42.5

10.6
53.1
11.5
11.7

16.6
17.5
15.1
16.4
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(14.7)
(14.6)
(12.9)
(14.2)

