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1. Executive Summary 

Falls amongst older residents of Blackburn with Darwen (BwD) is a significant issue for individuals, 

families and services.  This Integrated Strategic Needs Assessment (ISNA) considers a ‘healthy 

ageing’ approach to be crucial in falls prevention.  Our focus is to help people stay strong, active, and 

confident, particularly from the age of 50 onwards, however we recognise that it is important that all 

residents are living in a good environment throughout their life course. 

Hip fractures are a serious consequence of falls and commissioners locally incur approximately £1.6 

million each year as a result of hip fractures in over 65 year olds.  Falls are a major reason for long-

term care and can have a substantial impact on an individual’s quality of life. 

The number of people aged 65 and over falling at least once a year is expected to increase by 35% in 

BwD between 2015 and 2030.  An estimated 5,421 people aged 65 and over fell at least once in 2014 

and this is expected to rise to an estimated 7,500 in the next 15 yearsa.  With the second highest 

rate of permanent admissions to care homes in people aged 65 and over in England, BwD faces 

particular problems as people living in residential care are twice as likely to fall compared to 

community residents and often experience recurrent falls.  

In BwD the rate of admissions for injuries due to falls in people aged 65 and over is higher than both 

the North West and England average.  Women are at particular risk given the higher prevalence of 

bone disease.  Inequalities exist within the borough.  There are more ambulance call-outs for falls in 

over 65s in the more deprived areas of BwD.  Eliminating these inequalities savings for health and 

social care could be achieved.   

In considering the level of need relating to falls and the current services, there are disparities 

between the four localities.  The number of ambulance call-outs was highest in the West locality.   

Service reviews reveal that uptake is often lower in wards with apparently greatest needs.   The full 

extent of the burden of falls is difficult to determine but approximately 1,500 ambulance call-outs 

are made annually for falls in people aged 50 and over in BwD, with an average cost of £235 each 

time.  Over a third of these are then not conveyed to A&E, suggesting an alternative response may 

be more appropriate. As such, a Falls Pickup service is currently being scoped locally.   

A substantial amount of falls prevention and care is offered to older residents in BwD.  Specialist hip 

fracture care has a sizeable impact on health and social care budgets.  In 2012/13 115 hip fractures 

incurred an estimated cost of £2.3 million for the borough, thus the lack of a fracture liaison service 

                                                           
a
 Based on population figures by the Office for National Statistics (ONS) 2012-based subnational population projections for 

Local Authorities   http://www.poppi.org.uk/  
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to avoid future hip fracture is an obvious gap in our current services.  The community falls pathway 

has recently been reconfigured to align with the evidence-base and provides multifactorial risk 

assessment and intervention including a step-wise exercise programme.   Many services provide 

early preventative measures that address wider determinants of health and promote healthy ageing 

to prevent falls and injury.  Links with these critical partners and initiatives (e.g. Decent and Safe 

Housing, opticians, podiatrist, Age UK and ‘Safe and Well’) could be strengthened to develop a 

comprehensive falls pathway. 

Extensive engagement work has been carried out to capture the views of local residents around falls 

and their prevention.  Experiences of those individuals who have fallen, and of their carers, and the 

perceptions of individuals at risk of falling have all been used to inform this ISNA and its 

recommendations. 

Whilst obtaining a definitive picture of the true extent of falls is challenging an attempt has been 

made to take data from a variety of sources to understand how older people fall, who is at risk and 

how they progress after a fall.  This ISNA has raised areas for potential further research to better 

understand the variability of ambulance call-outs made for falls in care homes.   

 

The following are a set of key recommendations arising from this ISNA: 

¶ Work with relevant partners in LA, health and community and voluntary sector to ensure 

other strategic plans take appropriate account of the importance of falls prevention  

¶ Raise awareness of healthy and active ageing, ensuring everyone recognises falls are not an 

inevitable part of getting old  

¶ Falls prevention to be a key public health issue within the Making Every Contact Count 

programme and ensure all professionals identify at risk individuals and promote services 

¶ To re-orientate evidence-based falls prevention services to meet needs and areas for 

targeted intervention highlighted by the ISNA 

¶ To review current commissions to better address the substantial numbers of ambulance call-

outs and subsequent transfers to A&E and hospital admissions 

¶ Coordination of acute and urgent care services with community services to prevent falls and 

restore independence 

¶ To build upon and strengthen links between existing services to ensure a clear falls pathway 

that provides both a targeted and universal approach to falls prevention 

¶ Specifically consider care homes in commissions for falls services 

¶ Ensure local falls and fragility fracture data and subsequent sharing of data is robust  

¶ Integrate falls-related initiatives by public health, social care, NHS and other agencies 
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2. Defining the issue 

2.1 Falls 

 άΧŀƴ ŜǾŜƴǘ ǿƘƛŎƘ ǊŜǎǳƭǘǎ ƛƴ ŀ ǇŜǊǎƻƴ ŎƻƳƛƴƎ ǘƻ ǊŜǎǘ ƛƴŀŘǾŜǊǘŜƴǘƭȅ ƻƴ ǘƘŜ 

ƎǊƻǳƴŘ ƻǊ ŦƭƻƻǊ ƻǊ ƻǘƘŜǊ ƭƻǿŜǊ ƭŜǾŜƭέ 

National Institute for Health and Clinical Excellence (NICE) (2004)
1
 & World Health Organisation (2010)

2
 

2.2 Older People  

 

The original impetus for the Integrated Strategic Needs Assessment (ISNA) 

came from the 50+ Partnership. The focus is on older people as falls occur 

more frequently as we get older and the consequences are often more severe.  

Residents must live in a good environment that supports them to stay strong, 

active and confident throughout their life course.  In particular though, the 

years between 50 and 65 offer an opportunity for positive changes to ensure 

healthy ageing.  Local services should focus both on this transitional period and on older age groups 

to ensure services and interventions are in place for those who need them3. 

 

 

3. Why is this issue highlighted? 

 

 

 

 

3.1 National  context  

Falls are not an inevitable part of getting older and early prevention  is important as a person 

who falls is at greater risk of future falls with potentially more serious consequences  

A fall is a significant event  with high personal cost  to the individual and their carer. A third of 

older people develop a fear of falling 4 that negatively impacts on their quality of life 

Falls are a huge cost for health and social care services. Falls and fractures in over 65s account 

for over 4 million bed days each year in England  alone5 and are the cause of 40% of 

ambulance call -outs  to older people’s homes  

Falls are a major precipitant of people moving from their own home to long-term nursing  or 

residential care 6,7  

Up to 14,000 people die  annually in the UK as a result of a fall and fracture d neck of femur 8 

with a cost to health and social care of £6 million daily .  

1 in 3 people over the age of 65  and 1 in 2 people over the age of 80 falls 

at least once each year1 
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3.2 Local context  

With an ageing population, the number of people aged 65 and over falling at least once a 

year is expected to increas e by 35%  in BwD between 2015 and 2030. 

An estimated 5,421  people aged 65 and over fell at least once in 2014 and this is expected 

to rise to an estimated 7,500 in the next 15 yearsb. 

The rate of admissions for injuries due to falls  in people aged 65 and over is higher 

than both the North West and England average 

With the second highest rate  of permanent admissions to care homes in people aged 65 

and over in England, BwD faces particular problems as people living in residential care  are 

twice as likely  to fall compared to community residents and often experience recurrent 

falls  

There are disparities within the four localities with the greatest number of ambulance call-

outs for falls occurring in the West locality. 

Inequalities  exist within the borough.  There are more ambulance call-outs for falls in over 

65s in the more deprived areas of BwD. 

 

4. Who is at risk and why? 

Over 200 causes for falls have been identified in research9 and often these interact.  At the individual 

level, medical conditions and changes associated with ageing can cause falls.  For example low blood 

pressure, heart arrhythmias, previous stroke, Parkinson’s, incontinence and cognitive and visual 

impairment.  Multiple medications can cause drug interactions, poor compliance or side effects.   A 

lack of exercise can result in muscle weakness and balance problems.  Social and community 

networks are important and social isolation is associated with an increased risk of falls10.  Wider 

environmental factors - housing and living conditions 

(e.g. cold, damp housing, poor lighting and uneven 

paving) - can put individuals at an increased risk of 

falls.  An approach that encourages healthy, active 

ageing to prevent falls should consider the influence 

of individual, lifestyle (nutrition and exercise) and 

wider social determinants. 

 

                                                           
b
 Based on population figures by the Office for National Statistics (ONS) 2012-based subnational population projections for 

Local Authorities   http://www.poppi.org.uk/  

Figure 1. Social determinants of health rainbow 
Source: Dahlgren and Whitehead (1991) 
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4.1 Females 

 

Osteoporosis causes bones to become fragile and break easily following a minor fall – causing what 

is called a fragility fracture11.  Oestrogen is essential for healthy bones and as this hormone falls in 

the menopause, females are particularly vulnerable to developing osteoporosis (2% of women aged 

50 years and by the age of 80, 25% of women12).  This is reflected in the higher incidence of 

emergency admissions for falls injuries in older women in Blackburn with Darwen (BwD) particularly 

in those aged over 80 who are more than twice as likely to be admitted to hospital for a falls injury 

as their male counterparts (figure 2)13.   Other explanations are that women’s muscle mass declines 

faster than that of men14, often older women live alone15  and they often use a greater multitude of 

medications putting them at risk of falls.   

 

Figure 2.  Emergency admissions for falls-related diagnoses: age sex pyramid, April 2011 to March 

2014, Blackburn with Darwen Clinical Commissioning Group  

 

4.2 Care home residents   

 

Care home residents are particularly high risk for falls as they are more likely to suffer cognitive 

impairment such as dementia and multiple long-term health conditions.  75% of nursing home 

residents fall annually, approximately twice the rate of older people living in the community16. 
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5. Level of need in the population 

Blackburn with Darwen (BwD) has a relatively young population compared to the England average.  

Older people tend to live in the more rural parts of the borough, particularly the Darwen locality 

(figure 3). 

Figure 3.  % people aged 45-64 and 65+ by output areas overlaid with localities, 2011 

 

 

 
 

To understand the full extent of the burden of falls and falls-related injuries in the Borough is 

difficult.  Data from a number of different sources has been used to inform this Integrated Strategic 

Needs Assessment (ISNA).  Data is collated and most complete for hospital admissions with hip 

fractures.   Hospital admissions for fall-related injuries are collated but there are issues with coding 

at hospitals as not every admission or attendance will be coded as a fall but rather the injury 

sustained.  

Ambulance call-outs for falls have been used as a proxy measure of the burden on health services.  

Many more falls may be dealt with in primary care but this data is not accurately recorded or 

collated.  In addition, far more individuals will fall but not seek support from health or social care 

services but be at greater risk of a more serious fall in the future with greater cost to both the 

individual, family and health and social care services. 
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5.1 Hospital admissions ɀ hip fractures   

¶ The rate of hospital admissions for hip fractures  between 2010/11 to 2012/13 has been 

similar to the rest of the North West and England. 

¶ 115  hospital admissions for hip fracture in people aged 65 and over occurred in 2012/13 

(75% of these were in people aged 80 and over). 

¶ A hip fracture costs the NHS alone £12,13717, a total of £1.39 +million in 2012/13.  1 in 3 end 

up leaving their own home and moving to long-term care7 resulting in social care costs to the 

local authority on average of £3,879 over 2 years18. 

¶ A hip fracture remains the most common cause of accident-related death, with a 20% 

mortality rate within 4 months and a 30% mortality rate within a year2. 

5.2 Hospital admissions ɀ fall injuries   

¶ 457  hospital admissions for falls injuries in people aged 65 and over occurred in 2012/13 

¶ Two-thirds of these were in people aged 80 and over; this supports the national trend that 

frequency of falls increases with age.  The older age group are more likely to have 

comorbidities and poor mobility but it could be indicative of a relationship between falls and 

institutions.   

¶ The rate of hospital admissions for falls injuries  in persons aged 65 and over between 

2010/11 to 2012/13 has been worse than both the national and regional average  

(figure 4).   

Figure 4.  Rate of hospital admissions due to falls injuries in 65s and over, by lower tier local 
authorities, 2012/13 
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¶ The rate of admissions for falls injuries in females aged 65 and over was significantly worse 

than the England average in 2012/13.  More women than men are admitted for falls across 

all age groups, except the youngest (50-64) (figure 5).  Potential reasons are discussed in 

section ‘Who is at risk?’. Perhaps particularly relevant to BwD is that 5,094 females over 65 

live alone in BwD compared to just 2,398 men.19 

¶ The trend in falls admissions in those aged 50 years and over has been steady between 

2009/10 to 2012/13. 

 

Figure 5. Number of falls admissions in BwD for people 50 years and over, between April 2008 and 

March 2013, by age group and gender 

 

 

5.2.1 Seasonal variation 

¶ Whilst there is no clear pattern in hospital admissions for falls by month in BwD (figure 6) 

the number of emergency admissions for falls involving ice and snow increased by 

twentyfold across the North West in the winter 2009/10 (average temperature 1.7˚C ) 

compared to winter 2006/7 (5.7 ̊ C)20. 

¶ In BwD the average length of stay following falls admission is higher than the national 

average. 
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Figure 6.  Emergency admissions for falls in 65 and over in patients of BwD CCG, monthly activity 

volumes and average length of stay in hospital, April 2011 to March 2014 

 

 

5.2.2 Location of falls 

¶ Location of a fall is not always accurately recorded.  Figure 7 shows that falls that are 

admitted to hospital have most often occurred in the home. 

¶ A report21 by the Trauma and Injury Intelligence Group looking at injury attendances across 

Lancashire Accident and Emergency Departments in 2012/13 suggested half (50%) of all 

injury attendances occurred in the home22, with the most serious falls happening on the 

stairs23. 

¶ One-fifth of falls occur in a public place. Outdoor falls occur amongst the more active older 

people and are influenced by outside extrinsic factors e.g. uneven pavements24. 

 

5.3 A&E attendances ɀ falls   

Based on CCG data, approximately 40-70 admissions per month occur for falls.  A&E records for falls 

are unfortunately inadequate, as falls are coded as ‘other injuries’.  We know that there are 

approximately three times as many A&E attendances as hospital admissions for falls25; therefore we 

estimate falls-related A&E attendances are approximately 120-210 per month. 
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Figure 7. Emergency admissions for falls: description of fall by ICD-10 code and location of fall, in 

BwD CCG 2011/12 to 2013/14 

 

 

5.4 Ambulance call -outs for falls  

52% of trauma and injury-related North West Ambulance Service (NWAS) call-outs across the North 

West of England are for fallsc.  There were 1486  ambulance call-outs for falls in BwD for adults over 

50 years old in 2013/14.  This figure has been fairly consistent since 2011/12. 

Difficulties arise with local data surrounding an individual’s fall; medical history, ethnicity and living 

arrangements are not recorded and collated.  It should also be noted that when an ambulance is 

requested, the location to which it is summoned may not be the same as the location where the 

incident occurred, nor where the patient resides; therefore the crude rate of ambulance call outs is 

not a falls- or residence-based measure.  However, as Royal Blackburn Hospital does not collate the 

location of the fall and given that approximately half of falls occur in the home, this is a reasonable 

approximation.   

    

5.4.1 Where is the greatest need? 

¶ Disparities in the number of ambulance call-outs for falls exist within the four localities.  The 

largest volume of call -outs for falls  in adults aged 50 and over is in the West locality  

(figure 8).   

                                                           
c
 Based on number of ambulance call-outs in NWAS between January 2013 to December 2013 
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¶ The highest rates of ambulance call-outs for falls between 2010/11 to 2013/14 have been to 

Shear Brow  (North locality) and Wensley Fold  (West locality).  

Figure 8.  Map of falls-related ambulance call-outs to patients aged 50+, 2011/12 to 2013/14, BwD 

 

5.4.2 Deprivation and falls 

¶ Shear Brow (North locality) and Wensley Fold (West locality) are two of the most deprived 

wards in the Borough.  Using local data it is possible to see a gradient of inequality with 

more ambulance call-outs for falls in over 65s in the more deprived areas of BwD (figure 9).  

People living in one of the 20% most deprived areas of BwD are at approximately 85% 

increased risk of fallsd.   If we could eliminate this inequality, 825 ambulance call-outs 

could have been prevented between 2011/12 to 2013/14e with potential to realise savings 

for health and social care. 

                                                           
d
 Risk Ratio = 1.84 Rate in most deprived / rate in least deprived 

e
 The rate difference of falls in over 65s between the most deprived areas and least deprived areas of 

Blackburn is 118 per 1000 population per 3 years.  The population attributable risk is 46 per 1000 population.   
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¶ The Borough is relatively deprived compared to the rest of England and we suspect that 

factors contributing to falls, such as poor health, poor nutrition, poor housing and other 

social and environmental issues, are more prevalent in some groups of our older residents. 

o 7,937 households are fuel poor in BwD26 and the over 65s make up 50% of these 

households.   Cold, damp housing  reduces mobility and dexterity thus increasing 

the risk of falls. 

o Undetected  visual impairment  is more likely in deprived populations27.  Some 

ethnic groups are at greater risk of diabetes or glaucoma and this can be undetected 

due to a reticence to attend for routine eye examinations31. 

¶ Interestingly, the Public Health Outcomes Framework provides evidence for inequalities 

across England in hospital admissions for falls injuries but not for hip fractures.  This could 

explain why BwD, as a deprived Borough, has a worse status for falls injuries but not hip 

fractures. 

Figure 9.  Rate of ambulance call outs for falls in over 65 year olds, April 2011 to March 2014 by 

deprivation quintile 

 

5.4.3 Falls in care homes 

¶ BwD has the second highest rate of admissions to care homes  in people aged 65, with 

1186.6 permanent admissions per 100,000 per year in 2013/1428.  We know that people 
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living in residential care are twice as likely to fall compared to community residents and 

often experience recurrent falls highlighting an imperative area for targeted improvement.  

¶ In 2013/14 13.4% of ambulance call-outs for falls were from care homes (194 in all).  10-20% 

of institutional falls result in a hip fracture and 30% of people that are admitted to an acute 

hospital for a fall come directly from a care home39.  

¶ In the West locality, where a large volume of ambulance call-outs for falls is made, there are 

a number of adults in care (residential, nursing care, extra care and sheltered housing), 

mainly in Corporation Park.  In contrast, Wensley Fold, the ward with the largest number of 

ambulance call-outs between April 2011 and March 2014, has no care homes but a large 

number of hostels. 

¶ Variation in ambulance call-outs for falls exists across care homes (figure 10).  Further 

research has been commissioned to better understand the differences.  Research in other 

areas in the North West29 has concluded a number of internal (e.g. care home policies and 

procedures) and external factors (e.g. healthcare professionals’ advice) contributed.   

¶ Older people in residential care and nursing homes30 may have undetected visual 

impairment and eye disease despite NHS domiciliary sight tests being available free of 

charge to those unable to attend community optometric practice. 

 

Figure 10. Rate of ambulance call-outs for falls in BwD care homes between April 2013 and March 

2014 
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5.4.4 Transfer to other healthcare providers 

Between 24 to 38% of ambulance call-outs for falls in BwD are not conveyed to hospital (figure 11).  

This proportion is greatest in the older age group (80+).  This suggests that many ambulance call-

outs could be dealt with differently and raises the potential for a ‘pick up service’.  

Figure 11. Falls-related ambulance call-outs to patients aged 50+, in BwD, April 2011 to March 2014 
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5.5 Other areas of need 

5.5.1 Dementia 

¶ There are an estimated 829 cases of dementia  (based on QOF Dementia register 2014) in 

BwD Clinical Commissioning Group31.  Falls and fractures are the most common reason for 

dementia sufferers to be admitted to hospital32 33.   Amongst older hip fracture patients, 19% 

have dementia34.   

5.5.2 Alcohol 

¶ Research demonstrates a correlation between alcohol consumption35 and falls, and alcohol 

use can accelerate the loss of postural control36.  Our understanding of alcohol-related harm 

in later life is currently limited.  Data is limited as Royal Blackburn Hospital currently does 

not collate data about alcohol in A&E attendances. 

5.5.3 Osteoporosis 

¶ BwD CCG average Quality Outcomes Framework (QOF) score for secondary prevention of 

fragility fractures is slightly below the national average (6.7) at 6.48.  This could be improved 

by use of a fracture liaison service to ensure practices have a register of those with a record 

of fragility fracture. Everybody on this register should have a diagnosis of osteoporosis 

confirmed on DEXA scan and treatment with an appropriate bone-sparing agent. 

 

6. Good Practice 

Numerous standards and guidelines exist to reduce the number of falls and their impact.   In 2009, 

the Department of Health37 set out four key areas for intervention that commissioners working 

collaboratively across health and social care should consider: 

Objective 1: Improve outcomes and efficiency of care after hip fracture 

Objective 2: Fracture Liaison service to respond to first fracture and prevent the second 

Objective 3: Early intervention to restore independence through falls care pathway 

linking acute and urgent services to secondary falls prevention 

Objective 4: Prevent frailty, preserve bone health and reduce accidents 

 

 

Services high in the pyramid (figure 12) i.e. hip fracture care have a sizeable impact on health and 

social care budgets.  Targeting early preventative measures at the largest proportion of adults in the 

bottom level and support to move people to the ‘universal level’38 can potentially prevent these 

people from ever reaching this point.  

http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
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Figure 12.  A systematic approach to falls and fracture prevention39 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

6.1 Best practice  in hip fracture care  

The British Orthopaedic Association and British Geriatrics Society have provided advice on the best 

practice in the care and secondary prevention of hip fractures39.  Royal Blackburn Hospital performs 

relatively well in NICE Quality Standards for hip fracture care40 (Table 1), however, areas for 

improvement are discharging fewer people back to residential or nursing homes and reducing the 

average length of hospital stay (currently 3.8 days longer than the England average). 

Table 1:  Royal Blackburn Hospital performance in NICE Quality Standards for hip fracture care, with 
regional and national comparisons   

 
Royal Blackburn 

Hospital 
North West National 

Number of hip fracture cases admitted 456 8202 58,972 

Admitted to orthopaedic ward in 4 hours (%) 53.5 53.4 48.3 

Surgery within 48 hours (%) 75.4 72 73.8 

Assessed by geriatrican within 72 hours (%) 97.1 74.9 86.8 

Bone protection medication started on this 
admission (%) 

100 93.6 97.3 

Specialist falls assessment or awaiting clinic 
review (%) 

100 92.8 96.8 

Average length of stay [acute + post-acute] 
(days) 

22.8 21.3 19 

 

 

 

 

Older people 

Individuals at high risk of first 

fragility fracture or other injurious 

falls 

Non-hip fragility 

fracture patients 

Hip 

fracture 

patients 

SPECIALIST 

TARGETED 

UNIVERSAL 

http://www.bgs.org.uk/pdf_cms/pubs/Blue%20Book%20on%20fragility%20fracture%20care.pdf
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6.2 Fracture Liaison Service  

A Fracture Liaison Service (FLS)  is recommended by the British Orthopaedic Association and 

Department of Health39.  A Nurse Specialist assesses patients over the age of 50 who have suffered a 

fragility fracture (a low impact fracture), been admitted to hospital or attended A&E and outpatient 

fracture clinics13.  The nurse investigates bone density and ensures that, where appropriate, bone 

protecting treatments are prescribed with subsequent monitoring of adherence.  They also liaise 

directly with falls services and coordinate care across health and social care services.  This approach 

was associated with a 7.3% reduction in emergency admissions relating to hip fracture in Glasgow41. 

 

6.3 Early intervention to restore independence through falls care pathway linking acute 

and urgent services to secondary falls prev ention  

DH (2009)39 advise a falls service  that can triage and assess older people who have fallen or who 

are at high risk of falling.  Practitioners should have appropriate skills, with access to secondary care 

specialists and facilities.  A Falls Coordinator  ensures coordination and integration of hospital and 

community efforts and promotes falls management and prevention to other agencies.  In addition to 

medical, nursing, social care and therapy staff, a comprehensive falls pathway should include 

podiatrists, exercise coordinators, ambulance staff, A&E, pharmacists and Home Improvement 

Agency staff2.  An innovative falls pathway is Fylde Coast Falls Pathway (Appendix 2). 

NICE Guidelines1 identify three key priorities for falls prevention: 

1. Healthcare professionals routinely ask ing  whether an older person has fallen in the past year  

2. A multi -factorial falls risk assessment  delivered by a specialist falls team 

3. A multi -factorial targeted intervention  including: strength and balance training; home 

hazard and safety assessment; vision assessment and referral and medication review.  

Treating poor vision reduces the annual fall rate by an additional 14% when added to exercise and 

home hazard management42.  Cheltenham General Hospital is an area of exemplary practice as they 

have a comprehensive referral form for primary care health professionals, and make published 

information widely available to patients. Eye health professionals proactively identify older patients 

at risk of falling and refer direct to the falls service43. 

 

 

file:///C:/Users/holly_jenkins/Desktop/Holly%20Jenkins/Blackburn%20projects/Falls/Policy%20and%20evidence/Policy%20and%20evidence/Used/NICE%20CG161%20falls-assessment-and-prevention-of-falls-in-older-people-pdf.pdf
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Figure 13: Components of a multifactorial risk assessment 

 

 

 

 

 

 

 

 

 

 

 

 

6.3.1 in the community 

To support identification of individuals at risk of falls, a Cŀƭƭǎ ΨtƛŎƪ ¦ǇΩ ǎŜǊǾƛŎŜ in Fylde administered 

by Vitaline and Progress House Housing proved very effective.  ‘At risk’ individuals are given a 

pendant. When they fall, a member of staff attends to support them back to their feet using 

specialist lifting equipment if uninjured and they are then referred to the community falls service to 

prevent repeat falls.  In 2012/13 Vitaline received 1383 calls and following assessment 172 of these 

were referred to the ambulance service with 104 conveyed to hospital.  Average response time fell 

from 122 to 27 minutes44. 

 

6.3.2 in the hospital  

The National Patient Safety Agency (NPSA) report Slips, Trips and Falls45 identifies the need for a 

comprehensive falls prevention policy.   

 

Multifactorial Falls 
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Assessment of 
osteoporosis risk 

Home hazards 

Medication 
review 

Assessment of gait, 
balance and 
mobility and 

muscle weakness  

Cognitive 
impairment 

and 
neurological 
examination 

Cardiovascular 
examination 

Visual 
impairment 

Fear of falling 

Urinary 
incontinence 
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http://www.nrls.npsa.nhs.uk/resources/?entryid45=59821
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6.3.3 in care homes 

The Department of Health39 recommends interventions in care homes should include: 

- Providing high-strength vitamin D and calcium supplements 

- Staff training e.g. modifiable risk factors and preventative measures 

- Education for residents e.g. exercise and falls prevention, hip protectors 

- Environmental assessments e.g. bed height, floor surfaces 

- Therapeutic exercise programmes 

Telemedicine has been used in care homes across Airedale and Bradford to allow nursing staff to 

access the Telehealth Hub.   This hub is staffed by highly skilled nurses specialising in acute care, with 

consultant physician review of residents who trip and fall.   

An integrated approach to dementia and falls is recommended46.  NHS Suffolk integrated falls and 

dementia pathways for residents in a nursing home in the county47.  A mental health nurse has been 

specifically appointed to provide training to nursing home staff to improve knowledge and 

understanding of dementia and risk of falling.  Another staff orientated, multi-faceted training 

intervention in nursing homes led to 50% reduction in the number of participants who sustained at 

least one fall with no notable difference of effect in cognitively impaired compared to those well.48  

Physical design is important too in preventing falls among people with dementia, with particular 

attention paid to colour contrast, floors and lighting.   

A project called ‘Steady On!’ involves member of staff working with groups of older persons from 

across East Lancs to promote community action and help raise issues within various organisations 

e.g. pothole fixing, safer transport etc. 

 

6.4 Prevent frailty, preserve bone h ealth and reduce accidents  

 

Universal approaches to falls should include improving balance and strength, healthy eating, 

addressing low self-efficacy and fear of falling, and ‘environmental approaches’ to falls prevention by 

addressing hazards.  These are outlined in the National Service Framework (NSF) for Older People 

in England49 key recommendations. 

 

http://www.airedale-trust.nhs.uk/wp/wp-content/uploads/2013/09/TelehealthTalkWinter2014HIGHRES.pdf
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Mrs X appeared to be at risk of further falling and it 

was initially recommended that she stay in a 

residential home.  The ITAR team set up monitoring 

visits from Care Watch and the Home Care Crisis 

Team to ensure her safety at home pending a re-

assessment of her needs. A care package was put in 

place which allowed Mrs X to remain at home. 

 

7. Current services and initiatives 

7.1 Fracture care  

Hip fracture patients are currently cared for in East Lancashire Hospitals Trust (ELHT).  For non-hip 

fragility fractures, there is not currently a Fracture Liaison Service for Blackburn with Darwen (BwD) 

residents. A fracture liaison service implementation group are developing a business case for roll-out 

of the service to BwD. 

7.2 Individuals at risk of falls  

7.2.1 Secondary care 

Hospital in-patients are at high risk of falls.  ELHT has a comprehensive falls policy and inpatients are 

assessed for falls risk.   The position for Falls Coordinator in the hospital is currently vacant.  

For Blackburn with Darwen residents who have fallen and are struggling to cope within their own 

home environment or are unable to be discharged home from hospital there are several 

intermediate care beds .  These include consultant-led rehabilitation beds at Pendle Community 

Hospital, sub-acute beds with care managed by GPs with 24-hour nursing care, and, within a 

residential care setting, social rehabilitation beds and short-term care beds for a period of 

convalescence or to determine long-term care needs.   

Reablement  provides planned short-term assistance to adults to enable them to remain in their 

own home.  A package of care support is provided for a maximum of six weeks.  Of those people 

receiving reablement or intermediate care support, 88% were still living at home 3 months after 

leaving hospital in March 2012 – an increase from 77% in 2011. 

The Independent Living Service (ILS) set up 

an In tegrated Triage and Response  

team to assess, refer on, and signpost 

individuals to appropriate services to 

avoid hospital stays or admission to 

residential care.  On the left is a case study 

of a lady seen by paramedics because of 

falling and referred to the service.  
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The Enhanced Integrated Care Support  service is being piloted in East Blackburn with Darwen.  

This offers home support for individuals at high risk of hospital admissions but not exclusively for 

falls. 

7.2.2 Falls Pathway 

In some cases GPs refer to the Consultant Geriatrician-led MDT Falls Clinic at ELHT in cases of 

unexplained falls (blackouts or unexplained medical cause).  Otherwise referral can be made to other 

community services following the community falls pathway (figure 14).  Work is ongoing to 

strengthen links with hospital-based therapists for those discharged from hospital to the community 

to encourage preventionf. 

Figure 14: Community falls pathway for Blackburn with Darwen 

Following completion of a Falls Risk Assessment Tool (FRAT) and review of falls risk factors, you 

identify the patient has fallen or is fearful of falling.  Please consider the following referral pathway: 

 

All individuals referred to the community falls pathway are first screened by a team member at 

Lancashire Care Foundation Trust (LCFT) to determine whether they require clinical assessment and 

intervention from either the Rapid Assessment Team or the Community Rehabilitation team 

(outlined in figure 14). If this is not required, they can be referred for lower level preventative 

support from Blackburn with Darwen Borough Council Falls Prevention Team.   

                                                           
f
 Discussion with Cheryl Kenyon, Rapid Assessment Team Manager, LCFT 
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“This has been a 

wonderful service… I 

found the programme to 

be comprehensive and it 

has helped me to regain 

my mobility and my 

independence.  I cannot 

praise this service too 

highly.  It has been 

brilliant.”    

 

Rapid Assessment Team (RAT) & Community Rehabilitation Team (CRT)  

The RAT provides urgent specialist assessments and interventions to 

prevent unnecessary hospital admissions and to promote safe 

effective discharge from hospital.  The team consists of nurses, 

occupational therapists, physiotherapists, assistant practitioners and 

rehabilitation assistants who can support a patient in their own home 

up to 4 times a day over a 96 hour period.  All patients referred will 

have a falls screen, triggering a multifactorial falls assessment as 

required.  31% (n=963) of referrals the team received between 

January 2012 and December 2012 had a primary diagnosis of falls.  A 

further 252 had a secondary diagnosis of falls. 

The CRT is a multidisciplinary team that provides long-term interventions at home, focusing on: fear 

of falling, bone health, medications, gait, home hazards, balance/strength, eyesight, transfers, 

postural hypotension and promoting independence in activities of daily living.  A new initiative is 

underway to establish a community clinic in Spring Bank Court that will link with classes provided by 

BwD Borough Council Falls Prevention Team.   

 

North West Ambulance Service (NWAS)  

As part of a ‘falls alert’ initiative, when NWAS see a patient that has fallen, this is faxed to, and 

triaged by, the RAT and the CRT.  If the paramedic deems the patient medically safe to stay at home, 

the RAT contact the patient to determine whether they require an immediate multifactorial falls 

assessment within 2 hours or a further assessment within 5 days.  Unfortunately this initiative has 

not been utilised to its full potential and in 2012/13 a total of just 70 falls alerts were made by fax. 

12 of these were seen by the RAT and 21 by the CRT50. 

Other options are currently being scoped by BwD CCG including a Falls Pickup Service .   Patients 

who have fallen but are unable to get up are attended by a non-999 response and referral for 

ongoing community prevention of falls made. 

Safe and Well is a current initiative that aims to embed assistive technologies to keep people 

independent in their own homes.  It offers funded options for personal alarms from Age UK and 
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Figure 15.  Flow chart for Falls Prevention Team service 

“You have restored my confidence 

when I was feeling at my lowest. I have 

just had such a great time attending all 

of the different sessions. It has 

increased my confidence greatly.”    

Twin Valley Homes and other equipment from Telegenta.  Telecare is a cost-effective service that 

avoids unnecessary use of emergency services.  A pendant alarm and environmental sensors link to a 

response centre where an operator will agree the most appropriate action when someone falls: 

contacting a family member or neighbour, medical services or sending a telecare team member to 

provide assistance and reassurance or take further emergency action.  The service costs £762 per 

year.  Since 2012, 139 falls detectors have been issued to date, with 112 still in the community51.  On 

average there were 18 calls per month for falls52. 

 

7.3 Falls prevention  

Wellbeing service  

If a person falls or is worried about falling 

and the RAT deems a clinical assessment 

and intervention is not required the 

individual is referred to the Wellbeing 

Service (Figure 15) and once suitability is 

determined for specialist exercise, 

stepwise progression is encouraged 

through the different programmes.   

201 referrals were received in 2013/14, 

approximately a quarter of which were 

from GPs.  Greater referrals between other 

Council services could be made. 
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Figure 17. Households in fuel poverty = new 

definition, output areas overlaid with localities, 2012 

“I want to thank you for 

having the patience required 

for us oldies! After falling and 

hurting parts that are hard to 

mend, it’s a timed approach 

to getting back on your feet. 

Family and friends destroy 

what confidence you have 

left i.e. ‘you don’t want to be 

doing that’, etc.”    
 

In 2013/14 only 2 referrals to the falls prevention service were for residents living in Shear Brow 

(compared to 15 from Mill Hill).  Given the highest number of ambulance call-outs for falls in older 

people was in Shear Brow there appears to be a discrepancy between service uptake and need. 

Other critical partners exist within the Borough to build an integrated approach to healthy ageing 

and falls prevention2. 

Decent and Safe Homes (DASH) (BwD BC) 

A home improvement agency offers multiple interventions to reduce falls.  Environmental hazard 

assessment with small aids e.g. non-slip bath mat provision or home maintenance checks of both the 

internal and external property is offered.  

The subsequent handyperson service 

completed 500 small DIY repairs in 2013/14 

thought to directly impact on falls. 

Fuel poverty is a contributory factor for 

falls53 .  Strength and dexterity decrease as 

the temperature drops54  and damp housing 

is linked with arthritis.  10% of falls 

admissions can be attributed to living in fuel 

poor homes55.  The prevalence of fuel poor 

homes is highest in the North but uptake of 

DASH impartial advice on energy efficiency 

and housing options is highest in the West.  

The most utilised service between April and 

Figure 16. Referrals made to the falls prevention 
service, BwD BC by locality in 2013/14  

North

East

West

Darwen

Unknown

Not resident in BwD

http://www.blackburn.gov.uk/Pages/DASH-Decent-and-safe-homes.aspx
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Figure 18. DASH referrals received, by 
locality, April 2014 to September 2014  

North

East

West

Darwen

A single lady who lives alone started 

having falls so rang DASH.  They carried 

out an assessment and the Handyperson 

fixing an outside light and fitting a second 

grab rail in the WC, and reattached a 

trailing flex.  Onward referrals were made 

to ILS for a raised toilet seat, stair lift and 

falls alarm, and to the Falls Prevention 

Team for exercise and podiatry.    

September 2014 was the Handyperson service. The majority (65%) are self-referrals, followed by 

other agencies through ‘Agency Help Link’ (a relatively new referral service that can be used by any 

health care professional).   

 

 

 

 

 

 

 

 

 

 

Pharmacies 

Medication Use Reviews (MURs) are an important tool to identify older people at increased risk of 

falling due to the type or number of medications they are taking.  In 2013/14, 10,195 MURs were 

conducted in BwD, each pharmacy on average conducting 204 MUR per year.  With long opening 

hours and an informal environment this offers potential for greater falls prevention, especially for 

deprived populations. 

Other services  

Voluntary sector services including Age UK offer low level foot care and a befriending service for 

over 50 year olds which can reduce social isolation - often a consequence of 

falls.  Care Network can help customers to access practical help e.g. 

gardening, shopping etc.  

Other services that could be more involved in prevention of falls include the Lancashire Fire and 

Rescue service and Opticians.  Lancashire Fire and Rescue conduct approximately 4,500 home safety 

checks per annum in Blackburn with Darwen.  The majority of these are for vulnerable residents, 

providing an opportunity to integrate falls prevention activities.   
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8. Gaps 

Gathering local intelligence in relation to falls highlights where there are gaps in data collection and 

current services. 

8.1 Data 

¶ Health care data is not provided on an individual level thus it is not possible to determine 

the size of impact locally around risk factors such as alcohol or dementia, living alone, repeat 

falls or inequalities by ethnicity. 

¶ Incomplete data collection in Accident & Emergency means many falls are coded as ‘other 

injury’ rather than ‘falls’ and the location of the falls incident is not accurately recorded.  

Other forms of data could be utilised better to assess if there are ‘hot spots’ for falls in the 

outdoor environment. 

¶ Whilst falls occurring in care homes are reported to commissioners, this is not currently 

collated in a way that can inform and monitor falls services. 

8.2 Services 

¶ There is no Fracture Liaison Service  currently available for Blackburn with Darwen 

residents despite a strong evidence base. There is such a service currently available to East 

Lancashire residents. 

¶ A comprehensive falls pathway  will encompass treatment and preventative services via a 

single point of access, with strong links to support individuals to be as active and healthy as 

possible.   

o Currently there is not a dedicated falls coordinator spanning the acute and 

community fall services to support continuity of care for those individuals who have 

fallen or who are identified as high risk of falling.   

o As a significant proportion of ambulance call-outs are not conveyed to hospital there 

is an opportunity to be more proactive, signposting individuals into a dedicated falls 

service.  

o Services promoting universal healthy ageing are not well integrated into the current 

falls pathway e.g. home improvement agency, optometrists, podiatry and pharmacy. 

¶ Inequalities exist in falls, and current falls prevention and DASH services have lowest uptake 

in some of the areas of highest need. Poor public awareness  of services is evident in some 

areas.  
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9. Value for money 

 

Specialist hip fracture care has a sizeable impact on health and social care budgets - a single hip 

fracture costs £20,000 in the UK56.  Falls, particularly if recurrent or with injuries, greatly increase the 

chances of care home admission.   A fracture liaison service is supported by a strong evidence-base 

and is a proven cost-effective intervention to identify individuals at risk of hip fracture.   

A substantial proportion of ambulance call-outs are not then conveyed to hospital.  Investment in 

telecare and a falls pick up service would deliver cost savings.  A falls pick up service in Fylde & Wyre 

has delivered estimated cost savings of over £26,000 in the first six months44. 

Figure 19. Costs of various health interventions by the King’s Fund 

 

By taking early preventative measures and promoting a healthy ageing approach we can potentially 

prevent people from ever suffering a hip fracture.   

10. Involvement 

10.1 Introduction  

Engagement activities were carried out with a number of groups of 

older people and others across Blackburn with Darwen (BwD).  The 

purpose of these activities was to discover the views and opinions of 

people at risk of a fall or who had had a fall. The perception of 

individuals as to the causes and potential ways to reduce the incidence 

and severity of falls was sought, along with their invaluable personal experiences of the 

consequences of a fall.  
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10.2 Method  

The activities included one to one interviews and a range of activities based on focus groups.  These 

were conducted in a variety of settings including: residential homes, day centres, community 

centres, hospitals, the premises of the 50+ partnership and participants’ own homes. 

10.3 Participants  

Participants were obtained by means of contacts through the 50+ partnership and by contacting 

local NHS services, voluntary and local authority agencies.  There was an intention that groups who 

might sometimes be under represented should be fully included in the engagement activities. There 

was therefore representation from the older South Asian population obtained by the Inter Madrassa 

Organisation and representations from the Blind and Macular Degeneration Society and Carers 

groups.  Specifically, the groups are detailed in table 2.   

Table 2.  

 Group Location Number 
(M: F) 

F
o
c
u
s
  
g

ro
u
p
s 

Older People’s Forum Age UK 8 

Livesey Luncheon 
Club 

Livesey Children’s 
and All Age Centre 

 

Carers’ Forum  7 

Macular 
Degeneration Society 

Mill Hill community 
centre 

 

 Group Location Number 
(M: F) 

Age range (%) Ethnicity 

S
e
m

i-s
tr

u
c
tu

re
d
 in

te
rv

ie
w

 

Burnley General 
Hospital 

Burnley 20 
(8:12) 

 

65 – 96 
(45% over 80) 

White British (16) 
Asian (1) 

Asian British (2) 
Not recorded (1) 

IMO South East Asian 
groups 

Day centre 14 
(3:11) 

 

51 – 88 
 

Indian (6) 
Indian Gujarati (5) 
British Indian (2) 

Malawi (1) 

Outreach clients of 
the 50+ partnership 

People’s own 
homes 

7 
(4:3) 

 

57 – 84 
(even 

distribution of 
ages) 

Not collated 
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There were seven different groups in all with a total of seventy-two participants.   Of all those people 

interviewed, 95% had experienced a fall, of which 

approximately half occurred inside and half outside 

the home.  Many of these were around the 

house/garden.  

10.4 Results 

10.4.1 Causes 

At all the focus groups, significant concern was expressed 

about poor maintenance of pavements, and uneven 

pavements, kerbs and roads was most frequently cited as 

a cause for falls (figure 20).  Those residents who are 

partially sighted raised a particular issue with lowered 

pavements in unpredictable places.  Street hazards such 

as vehicles parked on pavements and overhanging hedges 

were often perceived to cause falls.  

Ȱ)Ô ÈÁÓ ÍÁÄÅ ÍÅ ÍÏÒÅ ÃÁÒÅÆÕÌ ×ÈÅÎ )ȭÍ ×ÁÌËÉÎÇȟ ÁÎÄ ÍÏÒÅ Á×ÁÒÅ ÏÆ ÐÁÖÅÍÅÎÔÓȟ 

ÂÅÃÁÕÓÅ ÔÈÅ ÒÏÁÄ ) ÆÅÌÌ ÏÎ ×ÁÓ ÂÕÍÐÙȠ ) ÎÅÅÄ ÔÏ ÇÅÔ ÓÈÏÅÓ ÔÈÁÔ ÆÉÔ ÂÅÔÔÅÒ ÁÓ ×ÅÌÌȢȱ  

(67, female)  

Figure 20. Number of people citing various causes of falls [Source:  engagement work in BwD] 
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The conditions of outside pavements and paths were a perceived hazard and many reported feeling 

extra cautious about leaving the house during the wet and winter seasons.   

Ȱ) ×ÏÒÒÙ ÁÂÏÕÔ ÇÏÉÎÇ ÏÕÔÓÉÄÅ ÁÎÄ ÆÁÌÌÉÎÇȟ ÅÓÐÅÃÉÁÌÌÙ ×ÈÅÎ ÔÈÅ ÆÒÏÓÔ ÉÓ ÏÕÔȢ  )Ô ÊÕÓÔ 

ÔÁËÅÓ ÏÎÅ ×ÒÏÎÇ ÓÔÅÐ ÁÎÄ ÔÈÁÔȭÓ ÉÔȟ ÙÏÕȭre ÄÏ×Î ÏÎ ÔÈÅ ÆÌÏÏÒȣȢȱ  (79, male)  

Other hazards inside the home were recognised including rugs, carpets and mats as well as tripping 

over pets. Many individuals recognised that poor lighting and eyesight problems were a contributory 

factor to their fall.  This perhaps often goes unrecognised.  Poor balance and mobility, dizziness and 

unsteadiness were recognised as causes.  Whilst medications were recognised as a potential cause 

of falls by carers, the other focus groups did not mention this and instead described dizziness, for 

which medications or a change in medication may potentially be the underlying cause 

Ȱ7ÈÅÎ ) ÁÍ ÏÕÔÓÉÄÅ ) ×atch where I go because sometimes I feel very weak because I 

ÁÍ ÏÎ ÍÅÄÉÃÁÔÉÏÎȢ  4ÈÁÔ ÍÁËÅÓ ÍÅ Á ÂÉÔ ×ÅÁË ÁÎÄ ÍÙ ÌÅÇÓ ÁÒÅ ×ÅÁËȱ  

         (63, female) 

 

Strikingly many of the older persons felt that there was no apparent reason for a fall and that they 

just happened.  They often attributed it instead to not paying attention, not taking care or taking 

risks such as climbing ladders. 

 

10.4.2 Consequences 

One of the biggest concerns about falls were physical 

injuries including broken hips, wrists, back and bruising.    

Significantly, psychological consequences were also 

mentioned by the majority, primarily a loss of confidence 

and a continual fear of falling which prevented the person 

from carrying out normal activities such as leaving the 

home.   

ȰI used to go out to the local shop every morning for the paper but I have asked them 

ÔÏ ÄÅÌÉÖÅÒ ÉÔ ÎÏ× ÁÓ ) ÁÍ ÓÃÁÒÅÄ ÏÆ ÆÁÌÌÉÎÇȢȱ     (Male, 96) 

 

Ȱ)Ô ÒÏÂÓ ÙÏÕ ÏÆ ÙÏÕÒ ÉÎÄÅÐÅÎÄÅÎÃÅȟ ÁÌÌ ÔÈÉÓ ÂÅÁÕÔÉÆÕÌ ×ÅÁÔÈÅÒ ÔÈÉÓ ÓÕÍÍÅÒ ÁÎÄ ) 

ÈÁÖÅÎȭÔ ÂÅÅÎ ÏÕÔȱ                (Female, 83) 
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Carers expressed an overwhelming concern that if they themselves experienced a fall, this would 

have a huge impact on the person they were caring for.  They reported that if it required them to be 

admitted to hospital they would seek discharge at the earliest available time to return to their caring 

role.  Many people reported the impact of falls on their families and the support that they drew on 

from members of their family.  However, for many individuals, living alone meant they were 

particularly worried about the consequences of falling without that support.    

Ȱ) ÓÈÏÕÔÅÄ ÆÏÒ ÍÙ ÈÕÓÂÁÎÄ ÂÕÔ ÈÅ ÃÏÕÌÄÎȭÔ ÈÅÁÒ Íe because he had the TV on.  I was 

ÏÎ ÔÈÅ ÆÌÏÏÒ ÆÏÒ Ô×ÅÎÔÙ ÍÉÎÕÔÅÓ ÉÎ ÔÈÅ ÆÒÅÅÚÉÎÇ ÃÏÌÄȣ  ) ÎÏ ÌÏÎÇÅÒ ÈÁÖÅ ÔÈÅ ÃÏÎÆÉÄÅÎÃÅ 

to ÇÏ ÏÕÔ ÁÌÏÎÅȢ  3ÉÎÃÅ ÍÙ ÈÕÓÂÁÎÄ ÄÉÅÄȟ ) ËÎÏ× ) ÎÅÅÄ ÔÏ ÂÅ ÍÏÒÅ ÃÁÒÅÆÕÌȢȱ 

              (Female, 84) 

 

For a lot of people who had fallen, unless they were concerned about having broken something or 

were unable to get up without assistance they often did not seek any further advice and many 

people recalled multiple falls.  Generally an ambulance was called by someone with them.  Often 

people felt reassured by being checked over by ambulance crew and did not seek any further 

assistance following that.   

Sadly, a few people at the Livesey luncheon group reported feeling let down by others in their 

community.  One gentleman who lived alone described falling outside and calling for help: 

Ȱ) ÓÈÏÕÔÅÄ ÆÏÒ ÈÅÌÐ ÁÎÄ ÓÏÍÅ ÌÁÄÓ ÃÁÍÅ ÏÖÅÒ ÂÕÔ ÔÈÅÙ ÄÉÄÎȭÔ ÄÏ ÁÎÙÔÈÉÎÇȢ  4ÈÅy just 

laughed and walked away.  Luckily, a few minutes later my neighbour came by and 

ÈÅÌÐÅÄ ÍÅ ÂÁÃË ÔÏ ÍÙ ÆÌÁÔȢȱ       (Male, 67) 

 

Very few people made contact with falls 

prevention services themselves.  Generally if 

they had been to hospital, there were also 

positive outcomes in that modifications were 

made to homes to prevent further falls and 

they received physiotherapy.  However, very 

few people were aware of all the community 

services available and only a few had attended 

a falls clinic following a fall. 
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Figure 21 Number of people reporting different consequences of falls  

 

 

10.4.3 Prevention 

The participants indicated that the most significant ways of reducing 

falls would be the proper maintenance of roads, kerbs and 

pavements.  Many recognised the need for physical improvements in 

the home with modifications such as rails.  

Ȱ)Î ÍÁÎÙ ÈÏÕÓÅÓ ÔÈÅ ÃÁÒÐÅÔ ÉÓ ÌÏÏÓÅ ÁÎÄ ÔÈÅ ÆÕÒÎÉÔÕÒÅ ÎÏÔ ÓÁÆÅȟ ÐÌÁÃÅÓ ÁÒÅ 

ÏÖÅÒÃÒÏ×ÄÅÄȣÓÏ ÐÅÏÐÌÅ ÁÒÅ ÍÏÒÅ ÐÒÏÎÅ ÔÏ ÆÁÌÌÉÎÇȢ  0ÅÏÐÌÅ ÓÈÏÕÌÄ ÃÏÎÔÁÃÔ ÔÈÅ 

ÒÅÌÅÖÁÎÔ ÁÇÅÎÃÉÅÓȱ             (Male, 83) 

 

Person-centred precautions included simply being mindful and paying attention to what one was 

doing and in what surroundings. Other initiatives included getting more exercise and having regular 

health checks and reviews of medication. It was also suggested that people should make full use of 

walking aids a way of preventing falls (figure 22).    

Many people felt information concerning falls prevention should be made more available.   Various 

ways to do this were suggested including leaflets through doors, but several people thought that 

more outreach work would be beneficial such as having the information at day centres or 

community centres. 

0 5 10 15 20 25 30

LƴƧǳǊȅ ƛƴŎƭǳŘƛƴƎ ōǊƻƪŜƴ ƘƛǇΣ ōŀŎƪΣ  ǿǊƛǎǘ ŀƴŘΧ

Home safety adv ice and/or improvements

tƘȅǎƛƻǘƘŜǊŀǇȅκhŎŎǳǇŀǘƛƻƴŀƭ ¢ƘŜǊŀǇȅκtǳǘ ƻƴΧ

Falls pathway, service/group

Fear of falling

Support from paramedics

District nurse visits

Respite care

Loss of taste

Personal belongings broken

Depression

Isolation

Walking more slowly

Brain scan

Stay in hospital

Wheelchair
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Figure 22. Number of people who suggested various ways to prevent falls 

 

 

It should be noted that there was a high degree of fatalism in respect of falls with the main 

suggestion for prevention being that there was not in fact much or anything that anyone could do to 

prevent falls.   Many reported not wanting to ‘bother’ anyone either. 

Ȱ) ÈÁÄ ÍÙ ×ÒÉÓÔ ÁÌÁÒÍ ÁÎÄ ) ÃÏÕÌÄ ÈÁÖÅ ÃÁÌÌÅÄ ÆÏÒ ÈÅÌÐ ÂÕÔ ) ÄÏÎȭÔ ÌÉËÅ ÔÏ ÂÏÔÈÅÒ 

ÁÎÙÏÎÅȢ  ) ÔÈÏÕÇÈÔ ÉÔ ×ÁÓ ÍÙ ÆÁÕÌÔ ÓÏ ) ÓÈÏÕÌÄ ÄÅÁÌ ×ÉÔÈ ÉÔ ÍÙÓÅÌÆȢȱ     

         (Female, 80)  

 

Healthwatch has produced a number of case studies found in the report - The impact of falls on 

residents and their carers. 

 

In February 2015, residents who had contributed to the development of the ISNA were 

invited to view the findings and make final comments and suggestions.  The final report 

from this event has been published.  Further information about the day can be found in 

Appendix 4.  It was suggested that the exercise classes already available be offered in other 

community centres or that transport be provided. 

 

 

 

 

0 1 2 3 4 5 6 7 8 9

Don't know, nothing, falls are inevitable

.Ŝ ƳƛƴŘŦǳƭΣ Ǉŀȅ ŀǘǘŜƴǘƛƻƴΣ Řƻƴϥǘ ōŜ ŎƭǳƳǎȅΣΧ

Modifications around the home

Use walking aids

Educate bus drivers

More home visits and meals on wheels

Alarms

LƳǇǊƻǾŜ ŀŎŎŜǎǎǎ ǘƻ ƘƻƳŜǎΣ ǎƘƻǇǎΣ ǇǳōƭƛŎΧ

tǊŜǾŜƴǘ ŎŀǊǎ ǇŀǊƪƛƴƎ ƻƴ ǇŀǾŜƳŜƴǘǎ ŀƴŘΧ

Be more organised indoors

No cyclists on pavement

Reduce slopes for wheelchairs

Carers not to get too tired

More nurses on the wards

http://www.healthwatchblackburnwithdarwen.co.uk/sites/default/files/uploads/50+_Falls_Report_opt.pdf
http://www.healthwatchblackburnwithdarwen.co.uk/sites/default/files/uploads/50+_Falls_Report_opt.pdf
http://bwd50plus.org.uk/images/pictures/type-image-category-name-here-3/50-partnership-falls-event-11.pdf?v=7096d422c3454306c6091cacf01acd20
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11. Recommendations 

The Integrated Strategic Needs Assessment of Falls has led to several key recommendations: 

11.1 Universal prevention of falls and healthy ageing  

¶ Work with relevant partners  in LA, health and community and voluntary sector to 

ensure other strategic plans take appropriate account of the importance of falls prevention 

o Work closely with planning and housing departments to 

Á ensure future policies align with an ‘active and healthy ageing’ environment 

Á efficiently target preventative resources, map injury hotspots and ensure 

known hazards are addressed promptly 

Á tackle fuel poverty, targeting affordable warmth initiatives at vulnerable 

households  

o Use community groups and voluntary sector to raise issues and promote action 

regarding fall hazards for pedestrians e.g. pavements, neighbourhood gritting etc. 

¶ Raise awareness of healthy and active ageing, ensuring everyone recognises falls are not 

an inevitable part of getting old 

o General awareness raising through public campaign FALLSTOP to promote good 

bone health, foot care and footwear, eye tests, home hazard, physical activity and 

regular medication review 

o Utilise community groups and networks to raise awareness and disseminate 

information  

11.2 Improve uptake and access to existing services  

¶ Make every contact count  

o It should be every professional’s responsibility to identify at risk individuals and 

promote existing falls services. 

o Falls prevention to be a key public health issue within the Making Every Contact 

Count programme to ensure that providers are supporting the wider prevention 

agenda and a strategic approach is taken to optimise use of preventative and 

primary care services. 

o All professionals should promote the use of proactive basic falls risk assessment – 

routinely ask whether they have fallen in the past year and about frequency, context 

and characteristics2, and know how to refer into falls pathway 

o These recommendations could be supported by provision of training sessions to 

professionals and monitoring of referrals 
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¶ To re-orientate evidence-based falls prevention services to meet needs and areas for 

targeted intervention highlighted by the Integrated Strategic Needs Assessment for Falls 

o Ensure progression through a structured evidence-based exercise programme  

o Pilot delivery of current falls prevention services in alternative settings e.g. postural 

stability instructor (PSI) classes in housing association sheltered schemes and care 

homes (for both residents and wider community) 

o Coordination of falls services in localities using existing data to improve access 

amongst hard-to-reach groups e.g. older persons living in areas of deprivation  

11.3 Service reviews and commissioning  

¶ Consider the commissioning of a Fracture Liaison Service  based on a best-evidence 

model e.g. Glasgow model, to respond to the first fracture to prevent the second. 

¶ To review current commissions to better address the substantial numbers of ambulance call-

outs and subsequent transfers to A&E/hospital admissions.  

o The existing falls alert pathway  (in which ambulance crew can refer direct to the 

Rapid Assessment Team) is currently underutilised.  The NHS Commissioning for 

Quality and Innovation (CQUIN) payment framework could be used to support 

robust pathways that ensure consenting and appropriate older adults who remain 

on-scene following a 999 call for a fall are referred to a falls service. 

o To note and learn from the integrated North West Ambulance Service and urgent 

care service model currently underway until March 2015 (ambulance call-outs for 

falls coded green are attended by both a paramedic and therapist).  To use the 

evaluation of this pilot and other models of ΨFalls Pick-5Ð ÓÅÒÖÉÃÅÓȭ (e.g. a call-out 

vehicle with a community mobile warden/community alarm/community volunteer 

service) to inform future commissioning intentions. 

¶ Co-ordination of acute and urgent care services with community services  to 

prevent falls and restore independence  

o Linking secondary care and community services, involving a key group of health and 

social care staff who work to integrate hospital discharge planning, rehabilitation, 

admission avoidance and community services. 

o This should build upon existing commissions and policies; Integrated Triage and 

Response (ITAR) pathway, Community Falls Pathway, intermediate care beds and 

emerging East Lancashire Hospital Trust falls policy. 
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¶ To build upon and strengthen links  between existing services to ensure a clear falls 

pathway  that provides both a targeted and universal approach to falls prevention in older 

persons. 

o Utilise other community services to enhance multidisciplinary assessment and 

intervention e.g. DASH, opticians, community pharmacies (targeted medicine user 

reviews), chiropody, reablement. 

o Enhance service uptake with single point of access and reciprocal referral processes 

between health, social care, local authority and voluntary services. 

o Support use of a common assessment tool by all professionals  

¶ Specifically consider care homes in commissions for falls services: 

o Review care homes policy, procedures and pathways around falls prevention 

o Ensure care home residents have regular medication reviews, access to therapeutic 

exercise, use of domiciliary eye tests, high strength vitamin D and calcium, hip 

protectors and environmental assessments 

o Provision of evidence-based training and support to staff 

11.4 Improving data and intelligence  

¶ Ensure local falls and fragility fracture data , and the subsequent sharing of data is 

robust  and available to help inform commissioning decisions 

o Improved coding of falls in A&E, including the location of the fall and alcohol-related 

attendances  

o Mapping data from Capita highway reports (including those that do not meet 

current criteria for repair i.e. <4cm) onto falls data to identify ‘hot spots’ 

o Use of telecare monitoring data to gather intelligence around risk  

o Support strengthened links between services and monitoring of local falls service 

provision by data collection of referrals 

o Develop a robust reporting system for falls in institutions and support sharing of 

information between health and social care 

11.5 Strategic integration  

¶ Continue to integrate falls-related initiatives by public health, social care, NHS and other 

agencies  

o Locality teams and integrated health and social care (e.g. IHS) 

o Alcohol strategy 
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o Dementia strategy coordinator and dementia friendly communities 

o Safe and Well 

12. Existing strategies, plans and policies 

The Health and Wellbeing Strategy outlines integrated commissioning plans to correct issues of links 

between NHS primary and secondary care, community settings and local authority.  

Existing strategies: 

¶ Older People’s Strategy 2011-15 

¶ Older People’s Housing Strategy 2011-16 

¶ Accident Prevention Strategy 2014-17 

Dementia strategy priorities have been outlined, an important issue given the rising number of older 

people with dementia and falls. 

Related Integrated Strategic Needs Assessments: 

¶ Dementia 

¶ Loneliness and Social Isolation 

¶ Alcohol  

 

13. Where to find out more 

Age UK  http://www.ageuk.org.uk/  

The 50+ Partnership http://bwd50plus.org.uk/  

NICE (2004) Clinical Guidance 21: Assessment and prevention of falls in older people 

British Orthopaedic Association and British Geriatrics Society (2007)The care of patients with fragility 

fracture 

NICE (2008) Technology Appraisal 160: primary prevention of osteoporotic fragility fractures in 

postmenopausal women  

NICE (2008) Technology Appraisal 161: review of treatments on secondary prevention of osteoporotic 

fragility fracture in postmenopausal women  

NICE (2011) Clinical Guidance 124: hip fracture  

Department of Health (2009) Falls and fracture: effective intervention in health and social care  

NHS Operating Framework 2012-13 

Royal College of Physicians (2010) Falls and Bone Health Audit 

Public Health Outcomes Framework www.phoutcomes.co.uk  

http://bwd50plus.org.uk/what-we-do/the-older-peoples-strategy.html
http://www.blackburn.gov.uk/NLPEL3/EL3.025%20Blackburn%20with%20Darwen%20Borough%20Council,%20Older%20People’s%20Housing%20Strategy%20(2011%20–%202016).pdf
https://www.blackburn.gov.uk/Lists/DownloadableDocuments/BwDAccidentPreventionStrategy2014-2017ASummaryPaper.pdf
http://www.dementiaaction.org.uk/assets/0001/3873/BwD_dementia_strategy_priorities.docx
http://www.blackburn.gov.uk/Lists/DownloadableDocuments/Dementia.pdf
http://www.blackburn.gov.uk/Lists/DownloadableDocuments/Loneliness_and_Isolation.pdf
http://www.blackburn.gov.uk/Lists/DownloadableDocuments/Appendix-A-Alcohol-JSNA.pdf
http://www.ageuk.org.uk/
http://bwd50plus.org.uk/
http://www.nice.org.uk/guidance/cg21
http://www.bgs.org.uk/pdf_cms/pubs/Blue%20Book%20on%20fragility%20fracture%20care.pdf
http://www.bgs.org.uk/pdf_cms/pubs/Blue%20Book%20on%20fragility%20fracture%20care.pdf
http://www.nice.org.uk/Guidance/TA160
http://www.nice.org.uk/Guidance/TA161
http://www.nice.org.uk/guidance/CG124
http://www.rcpa.org.uk/MyFiles/Files/Jul%2009%20-%20Falls%20and%20Fractures,%20Effective%20Interventions%20in%20Health%20and%20Social%20Care.pdf
https://www.gov.uk/government/publications/the-operating-framework-for-the-nhs-in-england-2012-13
https://www.rcplondon.ac.uk/resources/national-audit-falls-and-bone-health-older-people
http://www.phoutcomes.co.uk/
http://www.ageuk.org.uk/
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14. Key contacts 

Yvonne Hulse, 50+ Partnership Coordinator (Age UK BwD) 

Michael Rawsterne, Public Health Research Analyst (BwD Borough Council) 

Holly Jenkins, Public Health Specialty Registrar (BwD Borough Council) 

 

15. Key indicators 

Key indicators  

¶ Compliance with standards for hip fracture treatment and care 

¶ Increase the number of people undergoing fracture risk assessment after a fragility fracture 

with recommendation for osteoporosis treatment 

¶ Halt the rising number of falls and related injuries admitted to hospital 

¶ Improve on national targets on falls and fracture 

¶ Number of people progressing through community-based therapeutic exercise programme 

 

National measures include: 

¶ QOF score for secondary prevention of fragility fractures 

¶ Rate of admissions to hospital with hip fracture in adults aged 65 and over 

¶ Rate of admissions to hospital with falls injuries in adults aged 65 and over 

Importantly, inequalities within the borough should be measured. 

 

 

16. Appendices 

Appendix 1  

Sources of data 

North West Ambulance Service (NWAS) for local data of falls.  This is primary data i.e. what is 

telephoned through to the NWAS and recorded as a fall, not the secondary data following clinical 

paramedic assessment.   Other sources of routine falls data used are outlined in Table 3. 
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Limitations of the data 

¶ Not everyone reports having a fall so data sources do not capture a large proportion of falls. 

¶ Data is often coded by the injury sustained e.g. a fracture rather than the cause (a fall) so 

caution should be taken as not every injury will be a result of a fall. 

¶ Lack of key information collected e.g. location, related circumstances and ethnicity. 

¶ There is a risk of double counting. 

Table 3.  Routine sources of data about falls 

Outcome Rationale Geographical 
breakdown 

Issues Source 

Emergency hospital 
admissions for falls 
injuries in persons 
aged 65 and over, 
directly age-sex 
standardised rate 
per 100,000  

A measure that reflects 
the success of services in 
preventing falls 

Local 
Authority 
(LA), regional 
and national 

Hospital Episode 
Statistics are 
generally robust 
but variations in 
coding quality 
exist. 

Public 
Health 
Outcomes 
Framework 

Emergency hospital 
admissions 
(fractured neck of 
femur) indirectly age 
standardised ratio, 
65 years and over 
 
 
Subdivided into: 
65-79 years old 
80+ years old 

A good proxy measure for 
falls and fractures,  most 
common injury related to 
falls, more than 95% are 
caused by a fall in ≥65 
 
Interventions for recently 
retired and active older 
people are likely to be 
different in provision and 
uptake for frailer older 
people. 

LA, regional, 
national 

Hip fractures are 
a better 
reflection of 
severe falls as a 
minor fall is likely 
to result in 
admission if the 
person has a poor 
living 
environment or 
social network. 

Public 
Health 
Outcomes 
Framework 

Death from 
unintentional 
injuries (2008-2010) 

 LA  Injury 
Profiles 

 

  

http://www.phoutcomes.info/search/falls%20injuries#gid/1/pat/6/ati/101/page/0/par/E12000002/are/E06000008
http://www.phoutcomes.info/search/falls%20injuries#gid/1/pat/6/ati/101/page/0/par/E12000002/are/E06000008
http://www.phoutcomes.info/search/falls%20injuries#gid/1/pat/6/ati/101/page/0/par/E12000002/are/E06000008
http://www.phoutcomes.info/search/falls%20injuries#gid/1/pat/6/ati/101/page/0/par/E12000002/are/E06000008
http://www.phoutcomes.info/public-health-outcomes-framework#gid/1000044/pat/6/ati/102/page/3/par/E12000002/are/E06000008
http://www.phoutcomes.info/public-health-outcomes-framework#gid/1000044/pat/6/ati/102/page/3/par/E12000002/are/E06000008
http://www.phoutcomes.info/public-health-outcomes-framework#gid/1000044/pat/6/ati/102/page/3/par/E12000002/are/E06000008
http://www.phoutcomes.info/public-health-outcomes-framework#gid/1000044/pat/6/ati/102/page/3/par/E12000002/are/E06000008
http://www.apho.org.uk/default.aspx?QN=INJURY_PAGE02
http://www.apho.org.uk/default.aspx?QN=INJURY_PAGE02
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Appendix 2  
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Appendix 3  

 

Department of Health (2001) National Service Framework for Older People  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Falls prevention 

Population strategy: 

¶ Encourage weight bearing and strength 
enhancing physical activity. 

¶ Promote healthy eating (including 
adequate calcium intake) and reduce 
smoking. 

Community strategy: 

¶ Ensure pavements are in good repair 
and adequate street lighting is provided. 

¶ Ensure homes and property is safe. 

Preventing falls in individuals: 

¶ Interventions that target multiple risk 
factors (both intrinsic risk factors and 
environmental hazards). 

¶ Identify those at risk of developing 
osteoporosis and offer appropriate 
advice and treatment. 

Preventing falls in service settings 

¶ Record and provide critical incident 
analysis of any fall in hospital, residential 
care or nursing homes. 

Care and treatment following a fall 

Primary care 

¶ GP to assess for risk of osteoporosis and 
provide treatment as necessary. 

¶ GP to refer to the specialist falls service 
for assessment, hospital for treatment of 
specific injuries or intermediate care for 
rehabilitation. 

In hospital 

¶ Upon arrival to A&E early assessment 
should be taken to determine if they are 
safe to return home or require admitting 
to hospital/ intermediate care. 

¶ All older people attending hospital 
should be reviewed by the specialist falls 
service.   

¶ If deemed to be high risk of osteoporotic 
fracture but without injury, referral for 
assessment of bone mineral density 
should be made. 

¶ Hospital discharge should involve 
support from OT, voluntary agency, 
social worker or mobility equipment and 
involve older people and carers 

¶ Operations for hip fracture repair should 
be within 24 hours of admission. 

Rehabilitation following a fall 

¶ Individually tailored, multi-agency and multi-disciplinary. 

¶ Increase stability during standing, transferring, walking and other functional movement. 

¶ Help older people regain independence and confidence. 

¶ Improve safety of individual’s home by identifying and addressing hazards. 

¶ Teach hazard awareness and coping strategies, including community alarms 

¶ Signpost to voluntary sector support e.g. National Osteoporosis Society. 
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Appendix 4  

3ÕÍÍÁÒÙ ÏÆ ÔÈÅ %ÎÇÁÇÅÍÅÎÔ %ÖÅÎÔȟ +ÉÎÇ 'ÅÏÒÇÅȭÓ (ÁÌÌȟ 7ÅÄÎÅÓÄÁÙ ρρth  February 2015  

 

The event was held to invite all those who had taken part in the engagement activities and 

contributed to the development of the Integrated Strategic Needs Assessment (ISNA) to view the 

findings and to make final comments and suggestions.  A presentation of the ISNA and the findings 

was given and then workshops held to consider a) the issues that still needed to be considered and 

b) additional recommendations.    

Findings 

a) Issues still to be considered by the ISNA: 

 

¶ Cars parking on the pavement can cause paving to break and crack resulting in trip hazards. 

¶ Cars parking over drop down kerbs are hazards. 

¶ Pot holes not being filled appropriately can be very dangerous. 

 
b) Additional suggested recommendations to those already in the report.  

¶ Improve transport to exercise classes. 

¶ Provide more affordable exercise groups in community centres. 

¶ Expand on the data sharing systems that are already in place. 

¶ Consider a Falls One Stop shop that provides a falls/health MOT at a local community 

centre. 

¶ Raise awareness of what to do and who to contact following a fall.  

 

Members of the workshops were also asked to rank the recommendations from the ISNA in their 

order of importance.  The top three recommendations prioritised include: 

1. Improve communication systems between the ambulance service and community based 
services through the rapid assessment team. 
 

2. Work with wider local authority departments such as housing and highways to ensure future 
plans take appropriate account of the importance of falls prevention. 
 

3. Improve links between hospital discharge, GPs and community based support services. 
 

The event ended with a presentation by the FALLSTOP Campaign which emphasised the support and 

services available for people who have fallen and how to prevent falls.   

For a full account of the report, and for a full list of the issues and recommendations, please follow 

this link.  

 

http://bwd50plus.org.uk/images/pictures/type-image-category-name-here-3/50-partnership-falls-event-11.pdf?v=7096d422c3454306c6091cacf01acd20
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