
 
 

  

  

 

 

 

 

 

 

 

 

 

 

 

A Draft for Consultation 
 

 

Supporting People to Live Well: Dementia, Carers and Falls Prevention 

Older people are an important and growing population in South Gloucestershire.  We 

celebrate the fact that we are living longer.  To maintain good health and to stay well 

we need to work together as a community to provide care and support both when 

people are well and when their health is not so good. 

In South Gloucestershire we want to make real change for older people and over the 

coming months we are consulting on three issues that significantly impact on older 

people’s wellbeing: dementia services, falls prevention and support for carers.  Many 

carers care for older people, and many are older people themselves.  

We recognise that becoming a carer can happen at any age.  We are also asking 

adult carers under the age of 50, and young carers, under the age of 18, what they 

think our priorities should be. 

These matters do not affect anyone in isolation.  All three can be part of an 

individual’s daily life and it makes sense to seek people’s views on them at the same 

time.  We would like to encourage you to take the time to let us have your comments 

and feedback on any one or all of these matters. 
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Foreword 
 

Falls are a common cause of injury and loss of independence in older people. As well as the 

physical impact, a fall can lead to adverse psychological and social outcomes. As people get 

older they may fall more often for a variety of reasons, including reduced muscle strength, 

problems with balance, poor vision, and dementia.  

 

The consequences of a fall can also cut across all local agencies working with older people, 

preventing older people from falling and supporting those who do is a key challenge for the 

NHS and social care. 

 

Fragility fractures caused by osteoporosis are common. Promoting bone health is a key part 

of this strategy. Strengthening bones and reducing falls risk in older age will help to prevent 

fragility fractures… 

 

Falls are not an inevitable consequence of old age and whilst not entirely preventable a lot 

can be done to reduce risk of falling. The  aim  of  this  strategy  is  to  reduce  the  number  

of  people  who  fall  in South Gloucestershire, and improve outcomes for those who do. 

 

Falls prevention and bone health is just one part of care and support for older people and 

must be seen in an integrated way with frailty, dementia and social support… 

 

Dr Ann Sephton  

Chair, Falls and Bone Health Strategy Group  

Deputy Clinical Chair, South Gloucestershire CCG  
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1. Introduction 

 
Falls and fall-related injuries are a common and serious problem for older people. As well as 

the physical impact of the fall – such as cuts, bruises and fractures - falls can lead to adverse 

psychological and social outcomes. Loss of mobility and confidence can cause loneliness, 

social isolation and loss of independence. Older people who fall who are unable to get up 

for some period of time are at risk of hypothermia and pressure-related injuries.  

 

Falls are common – 1 in 3 people aged over 65 living in their own home fall each year. This 

rises to 1 in 2 for those over the age of 80 who are either at home or in residential care. 

Most falls do not result in serious injury, but approximately 5% of older people who live in 

the community will require hospitalisation as a result of a fracture.  

 

In South Gloucestershire, approximately 3,800 ambulance call outs, 1,600 emergency 

attendances, 900 hospital admissions and 260 hip fractures are related to falls in older 

people each year.  

 

Osteoporosis is a disease where bones become more fragile and are at increased risk of 

fracture. In the UK, it is estimated that the lifetime risk of bone fracture is 1 in 2 for women 

over the age of 50 and 1 in 5 for men. The incidence rises with age, from 2% at age 50 to 

25% at age 80 in women.  

 

Hip fractures in particular have a major impact on quality of life and are fatal in 20% of 

cases. One year after a hip fracture, 40% of patients are unable to walk independently and 

80% cannot manage basic tasks such as shopping. It is a major factor in admission to nursing 

homes.  

 

The cost of falls and poor bone health to health and social care is considerable. Hip fractures 

alone are estimated to cost health and social care £2.3 billion per annum nationally. Often 

there are financial consequences for families and carers in terms of carer time and time off 

work. The cost of falls to the health and social care system in South Gloucestershire is 

estimated to be around £10m each year. 

 

There is good evidence that implementing a range of interventions will reduce falls and 

injuries in older people and also provide a good return on investment. For example, for 

every £1 spent on physiotherapy, £1.50 is saved across the whole pathway.1 Other areas 

have demonstrated that a community matron falls programme saves £2.69 for every £1 

spent.2 In-patient falls prevention programmes, housing adaptation schemes and tailored 

exercise programmes have also demonstrated good value for money.   

 

                                                      
1 Chartered Society of Physiotherapy http://www.csp.org.uk/ 
2 NHS Institute. Staying Safe, Preventing Falls. 
http://www.institute.nhs.uk/images//documents/BuildingCapability/HIA/2.Preventing%20falls.pdf 
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This strategy sets out how South Gloucestershire will reduce falls in older people over the 

next three years. It will require a co-ordinated response across organisations – NHS, Local 

Authority and the Voluntary Sector – building on existing good practice and preventing falls 

within everyday practice. It draws on evidence of what is known to work, including NICE 

guidelines, addressing known gaps in local services.  

 

With a focus on prevention and early intervention, the strategy aligns with direction of 

travel set out in the NHS Five Year Forward View and the Care Act. Resources across health 

and social care are under increasing pressure so this strategy prioritises interventions with 

an economic benefit.  
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1. Strategy on a page 
The diagram below provides a summary of the strategy and key actions proposed to achieve 

its aim of reducing falls and fall-related injuries in those aged over 65, ensuring effective 

rehabilitation and treatment for those who have fallen. The new Community Falls Service 

for South Gloucestershire will be central to delivery of these actions. 
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2. Aims and priorities 
 

The South Gloucestershire Falls and Bone Health Strategy sets out the actions to be taken to 

improve the health of older people at risk of falling and bone fragility fractures.  

 

Implementation of this strategy will increase independence, prevent premature deaths and 

reduce fear of falling. The approach in South Gloucestershire mirrors the approach 

advocated by the Department of Health, with action in the following four areas:  

 

1. Prevent frailty, promote bone health and reduce injuries through encouraging 

physical activity and healthy lifestyle and reducing unnecessary environmental 

hazards.  

 

2. Early intervention to restore independence– through the falls pathway, linking acute 

and urgent care services to secondary prevention of further falls and injuries.  

 

3. Respond to the first fracture and prevent the second through fracture liaison 

services in acute and primary care settings. 

  

4. Improve patient outcomes and increase efficiency of care after hip fracture through 

compliance with core standards.  

 

The main aim of the strategy over the next three years is:  

 

“To reduce falls and fall-related injuries in those aged over 65, ensuring effective 

rehabilitation and treatment for those who have fallen”. 

 

This will require  

 

- Development of a co-ordinated communications plan to increase awareness 

amongst older people and their carers of good bone health, and steps required to 

reduce falls 

 

- Targeted programmes to reduce the risk amongst those most likely to fall, 

addressing environmental, medication, social isolation and lifestyle risk factors as 

well as promoting exercise 

 

- Robust systems to identify those at risk of osteoporosis and fragility fractures 

underpinned by an audit process to monitor uptake of advice and treatment 

 

- Development of a systematic case finding approach for the  voluntary sector and 

professionals outside of the NHS to identify those at risk of falling, taking steps to 

reduce the risk and where necessary a clear process for onward referral 
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- Falls prevention to be embedded into relevant health and social care workstreams, 

supported by clear pathways across health, social care and the voluntary sector to 

ensure timely access to services for those who have fallen or suffered a fragility 

fracture 

 

- Integration of falls and fracture prevention within South Gloucestershire’s frailty 

work programme 

 

- A framework for monitoring the quality, outcomes and cost effectiveness of local 

falls and fracture services, incorporating the Public Health England falls, fragility and 

fracture prevention audit and the NICE Quality Standard for falls [QS86].  
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3. Where we are now 

 
In 2014/15 there were 981 hospital admissions for injuries due to falls in the over 65s in 

South Gloucestershire, of which, 69% were in the over 80s and 67% in women. In the same 

year there were 272 hospital admissions for hip fractures, 69% in the over 80s.  

South Gloucestershire’s rate of hospital admissions for fall-related injuries is significantly 

below the national average. However, there has been an increase in both number and rate 

every year over the last 3 years (Graph 1). This increase is particularly notable in those aged 

over 80 (Graph 2). 

 

Graph 1: Injuries due to falls in people aged 65 and over 2010/11-2014/15. 

 
Source: Public Health Outcomes Framework 
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Graph 2: Injuries due to falls in people aged 80+ 2010/11-2014/15. 

 
Source: Public Health Outcomes Framework 2016 

 

The rate of hospital admissions for hip fractures in 2014/15 was similar to the national 

average but again has increased over recent years. The reasons for these trends are unclear.  

 

Graph 3: Hip fractures in people aged 65 and over 2010/11-2014/15. 

 
Source: Public Health Outcomes Framework 2016 
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As most falls do not result in a hospital admission and changes in the way admissions are 

coded can affect the trend, it is useful to examine other sources of data to identify patterns 

of falls in the community. Locally there are two sources – ambulance data and emergency 

department attendances.   

 

In 2014/15, the ambulance service attended an average of 318 fall-related incidents a 

month, a figure that has remained steady over recent years. Half of all ambulance calls outs 

result in transfer to hospital, with 10% managed as ‘hear and treat’ and 40% managed as 

‘see and treat’.3 The proportion of calls that relates to falls has declined over time (Table 1).  

 

Table 1: Ambulance calls for falls in South Gloucestershire 2012/13-2015/15 

Ambulance calls  2012/13 2013/14 2014/154 

Monthly average -  fall-related calls 317 296 318 

Falls as % of all calls 16.6% 14.7% 13.7% 

Source: South West Ambulance Service  

 

The Emergency Department at North Bristol Trust recorded 1648 attendances for South 

Gloucestershire CCG patients aged over 65 as a result of a fall between 1st April 2014 and 

31st March 2015.5 The average age of those attending was 82.  The true number of over 65s 

in South Gloucestershire attending the ED as the result of a fall is likely to be higher as 

patients will attend other hospitals or minor injury units and some attendances may not be 

coded as fall-related.  

 

Certain factors increase the risk of falls in older people.  Risk factors often interact with 

multiple increasing the risk of falling. Figure 1 and Table 2 detail some of the major risk 

factors and the relative risk of a fall6: 

  

                                                      
3 SWAST for South Glos for the period 1st Oct 2014 to 31st Jan 2015 
4 Average for 11 months, March 14 – February 15.  
5 Data extracted from NBT’s Cerner system in 14/15. 
6 Source: American Geriatric Society Panel on Falls Prevention, Journal of the American Geriatric Society, 2001 
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Figure 1: Risk factors for falls in older people 

 
 

 

Table 2: Risk factors for falls in older people 

Risk factor Relative Risk Risk factor Relative Risk 

Muscle weakness  4.4 Arthritis  2.4 

History of falls  3.0 Impaired daily living activities  2.3 

Gait deficit  2.9 Depression  2.2 

Balance deficit  2.9 Cognitive impairment  1.8 

Use of assistive device  2.6 Age > 80 years  1.7 

Visual deficit 2.5   

 

 

Dementia 

Dementia increases the risk of falls and injury from a fall. One large study reports that over a 

year, 66% of people with dementia experience a fall compared with 36% of non-dementia 

sufferers7.  Of falls related admissions from nursing, residential, sheltered and Extracare 

housing, 51% recorded a diagnosis of dementia compared to the South Gloucestershire 

average of 19%. The proportion of fall-related admissions with dementia increased with age 

to 25% in the over 85s (Graph 3).  

 

  

                                                      
7 Allan LM,  Ballard  CG,  Rowan  EN,  Kenny  RA. Incidence and prediction of falls in dementia: a prospective 
study in older people. PLoS One. 2009;4(5):e5521. 
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Graph 3: hospital admissions for injury from falls with dementia recorded South 

Gloucestershire 

 
 

 

Medication and alcohol use 

There is a significant increased risk of falling with use of medications such as psychotropics, 

anti-arrhythmic medications, and sedatives. With the increase in number of older people 

experiencing multiple long-term conditions the number of prescribed medications has 

increased. Risk is increased significantly if a person is on more than four medications. 

Alcohol consumption in older people has been associated with increased risk of falls in part 

because of its impact on postural stability, and also because of interactions with medication. 

There is little local data available on the association between falls and medication use. Data 

is available on alcohol related hospital admissions. This data shows that admissions with a 

recorded diagnosis of alcohol declined with age.  

 

 

Graph 4: Hospital admissions for injury from falls with alcohol recorded South 

Gloucestershire 
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Housing Type  

For those living in a residential or care home, the risk of a fall is increased with around 60% 

of residents falling each year compared to 30% in the community. South Gloucestershire’s 

hospital admissions data for 2013/14 show that 23% of hospital admissions for falls in the 

over 65s were in people living in a nursing or residential home, supported living or Extracare 

housing.  Most of these admissions were from people living in residential homes (48%) and 

nursing homes (36%) and admission rates were highest in these settings (see graph 5). There 

was no clear correlation with social housing type although there are generally higher rates 

in areas with a higher density of social housing (graph 6). 

 

Graph 5: hospital admissions due to falls by specialist housing type 

 
 

 

Graph 6: hospital admissions due to falls by deprivation 

 
 

There are considerable geographical variations in the fall-related admissions. Compared to 

South Gloucestershire, average rates are significantly higher in the wards of Yate North, 

Frenchay and Stoke Park, Woodstock (Kingswood), Yate Central, and Filton (Graph 7).  
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Graph 7: hospital admissions due to falls by ward 

 
 

Economics of falls  

Falls result in a considerable economic burden across health and social care.  Nationally falls 

and fractures are estimated to cost the NHS more than £2.3 billion per annum. Of the costs 

arising from a fragility fracture, 45% are for acute care, 50% for social care and long term 

hospitalisation, and 5% for drugs and follow-up.i  One recent study in Torbay reported costs 

before and after a fall-related hospital admission increased by 160% in community care; 

37% in social care; and 35% in acute hospital.ii Often there are financial consequences for 

families and carers in terms of carer time and time off work.  

 

In South Gloucestershire some of the costs attributable to injuries resulting from falls are 

known and these are detailed in table 3 below. Other costs, most notably the cost to social 

services, GP practices, community services and for out-patient appointments, are unknown.   

 

Table 3: Estimated annual costs of falls in the elderly in South Gloucestershire 

Service Number of cases Total costs 

Ambulance – transfers to hospitaliii 3816 £408,312 

Emergency attendances (NBT)iv 1648 £238,960 

Hospital admissions 923 £2,874,800 
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4. What works  
 

Falls and fracture prevention and management – what works? 

The overarching aim of the Department of Health (DH) in relation to falls, as outlined in the 

National Service Framework for Older People, is to reduce the number of falls that result in 

serious injury and ensure that those who have experienced a fall receive effective treatment 

and rehabilitation.v  

 

To support the development of effective falls and fracture services nationally, the DH issued 

good practice guidance based around four broad objectives ordered by increasing size of 

impact (see Figure 2).vi 

 

Building on this, guidance issued by the National Institute of Health and Care Excellence 

(NICE) outlines the key priorities for implementation of recommendations for the 

assessment and prevention of falls in older people, with additional recommendations for 

preventing falls in hospital settings.vii 

 

Preventing falls in older people 

In order to determine case risk/identification, the role of healthcare professionals in 

routinely discussing falls with the older people they come into contact with is stressed. For 

individuals requiring medical attention due to a fall, reporting frequent falls, or 

demonstrating poor gait or balance, it is recommended that they be offered a multifactorial 

falls risk assessment (see Table 4); ideally within a specialist falls service as part of an 

individualised, multifactorial intervention. Such interventions could include strength and 

balance training, a home hazard assessment and intervention, a vision assessment and 

referral, or medication review with modification/withdrawal.  

Prevent frailty, 
promote bone 
health and 
reduce injuries 
– through 
encouraging 
physical activity 
and healthy 
lifestyle, and 
reducing 
unnecessary 
environmental 
hazards.

Objective 4

Early 
intervention to 
restore 
independence –
through falls 
care pathways, 
linking acute 
and urgent care 
services to 
secondary 
prevention of 
further falls and 
injuries.

Objective 3

Respond to a 
first fracture 
and prevent the 
second –
through 
fracture liaison 
services in 
acute and 
primary care 
settings.

Objective 2

Improve patient 
outcomes and 
improve 
efficiency of 
care after hip 
fractures 
through 
compliance with 
core standards.

Objective 1

Figure 2: DH key objectives for the development of effective falls and fracture services 
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Further recommended falls prevention techniques include: strength and balance training, 

exercise in extended care settings, home hazard and safety interventions, psychotropic 

medication review, cardiac pacing, encouraging the participation of older people in falls 

prevention programmes and education and provision of information. 

 

Table 4: NICE recommendations for components of multifactorial falls risk assessments 

Recommended Not recommended Insufficient evidence 

 Identification of falls history 

 Gait, balance and mobility, and 

muscle weakness assessment 

 Osteoporosis risk assessment 

 Older person’s perceived functional 

ability and fear of falling 

 Visual impairment assessment 

 Cognitive impairment assessment 

and neurological examination 

 Urinary incontinence assessment 

 Home hazards assessment 

 Cardiovascular examination and 

medication review 

 Brisk walking  Low intensity exercise 

combined with 

incontinence 

programmes 

 Group exercise 

(untargeted) 

 Cognitive/behavioural 

interventions 

 Referral for 

correction of visual 

impairment 

 Vitamin D 

 Hip protectors 

 

 

In preventing falls and fractures in the community, there are a number of interventions for 

which there is reliable evidence of their effectiveness when used as part of a multifactorial 

intervention (see Table 5). Figure 3 illustrates the relationship between the three 

components most commonly included in successful interventions – exercise, home 

adaptation/modification, and withdrawal/minimisation of psychoactive medication.viii  

 

 
 

 
 

Exercise - balance, 
strength, and gait 

training

Adaptation or 
modification of 

the home 
environment

Withdrawal or 
minimisation of 

psychoactive 
medication

Figure 3: The three components commonly featured in successful multifactorial interventions 
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Evidence from a high-quality review identified that group and home-based exercise 

programmes and home safety interventions reduced the rate of falls and risk of falling; 

multifactorial assessment and intervention programmes reduced the rate of falls but not the 

risk of falling and Tai Chi reduced the risk of falling. The review also found that vitamin D 

supplementation did not appear to reduce falls but may be benefit individuals with lower 

vitamin D levels before treatment.ix 

 

Preventing falls within hospital 

The NICE guidance states that people aged over 65, or 50-64 with an underlying condition 

that is judged by a clinician to lead to an increased risk of falls, should be considered at risk 

of falling in hospital. For these individuals, the appropriateness of a multifactorial falls risk 

assessment and intervention to identify risk factors that can be treated, improved or 

managed during the hospital stay, should be considered. Such risk factors could include 

cognitive and/or visual impairment, footwear, incontinence and medication. 

 

A report by the World Health Organization (WHO) identified a range of interventions that 

are commonly implemented within hospital settings, but stressed that these have not been 

robustly evaluated (see Table 5).x More recently, a high-quality review of interventions 

found that exercise in sub-acute hospital settings appeared to be effective. Also, 

multifactorial interventions in hospital settings appeared to reduce falls, but not necessarily 

the risk of falling.xi 

 

Preventing falls in long-term care and residential care settings 

Among all residents within long-term care and residential care settings – including those 

with dementia and cognitive impairment – vitamin D and calcium supplementation has the 

strongest evidence of effectiveness in reducing the rate of falls. The use of exercise or 

multifactorial interventions is supported by inconclusive evidence. The range of 

interventions for which there is at least some evidence of effectiveness within long-term 

care and residential care settings can be found in Table 5x,xi 
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Table 5: Effectiveness of interventions to prevent and manage falls and fractures 

Community settings Hospital settings Residential care settings 

Good evidence  

 Gait training and advice 

on appropriate use of 

assistive devices 

 Review and modification 

of medication 

 Reduction or withdrawal 

of psychotropic 

medication 

 Exercise programmes, 

with balance training 

 Treatment of postural 

hypotension 

 Cardiac pacing 

 Modification of 

environmental hazards 

Poor evidence  

 Staff education 

programmes and self-

management 

programmes without 

measures to implement 

recommended changes 

 Vision checks and 

modification alone 

 Home assessment and 

modification alone 

 Assistive devices alone 

Good evidence 

 Care bundle approach 

(pain relief, pressure sore 

prevention, IV fluids) 

 Lower bed 

 Mats on floor 

 Safe-transfer 

 Exercise training 

 Alarm devices (inc. bed 

alarms) 

 Hospital discharge risk 

assessment 

 Referral for continued 

healthcare upon 

discharge 

Poor evidence 

 Physical or 

pharmaceutical restraints 

 Bed sides 

Inconclusive evidence 

 Multifactorial 

interventions in acute 

hospital settings 

Good evidence 

 Vitamin D and calcium 

supplementation 

 Gait training and advice 

on appropriate use of 

assistive devices 

 Review and modification 

of medication 

 Reduction or withdrawal 

of psychotropic 

medication 

 Nutritional review and 

supplementation 

 Staff education 

programmes 

 Post-fall problem solving 

sessions 

Poor evidence 

 Hip protectors 

Inconclusive evidence 

 Exercise programmes 

 Multifactorial 

interventions 
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5. Actions  
This section briefly outlines the services in South Gloucestershire that contribute to 

reduction of falls and future action needed to meet the stated objectives of the strategy 

 

The future action is drawn on  

- South Gloucestershire Joint Strategic Needs Assessment 2016; 

 

- A gap analysis of local services against the NICE Guideline CG161, Falls: assessment 

and prevention of falls in older people and NICE Quality Standard Falls in older 

people: assessment after a fall and preventing further falls (QS86); 

 

- South Gloucestershire’s submission to the Public Health England’s Fall and Fragility 

Fractures Prevention Programme;  

 

- Stakeholder engagement through the South Gloucestershire Falls Strategy Group 

 

- Best practice as identified by the literature and innovations in other areas;  

 

- Feedback from patients, carers and stakeholders.    

 

The future action is set out in line with the four key objectives for falls and fracture 

prevention as identified by the Department of Health (Figure 4). 

 

Figure 4: Four key objective for falls and fracture prevention 

 
Source: Department of Health 
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6.1 Prevent frailty, preserve bone health, and reduce injury 
 

Objective: Prevent frailty, preserve bone health, and reduce injuries – through preserving 

physical activity, healthy lifestyles and reducing environmental hazards.  

 

Aimed at: All older people 

 

What’s happening now?  

Many of the health promotion initiatives and programmes in South Gloucestershire 

contribute to falls prevention and good bone health. Among these is private sector housing 

which undertakes minor adaptations to prevent falls. Friendship and Exercise Clubs aimed at 

older people run in 10 different venues around South Gloucestershire. These classes offer 

lower intensity lifestyle courses that aim to improve strength, flexibility and balance to 

promote independent living.   

 

What do we need to do next?  

 

 Public awareness: Develop a local communication strategy for older people and their 

carers aimed at increasing awareness of practical steps to prevent falls and maintain 

good bone health.  

 

 Staff awareness: Increase awareness of falls prevention and the local falls pathway 

through provision of education and training of staff in contact with groups at risk. This 

includes the housing and voluntary sector as well as health and social care.  

 

 Environmental hazards: Integrate falls into strategies and plans concerning the physical 

environment in and outside of the home, addressing issues such as maintenance of 

pavements, roads and physical design of homes to prevent falls including in people with 

dementia.  

 

 Home hazards: Raise awareness of the link between home hazards and falls, 

encouraging a culture of proactive reduction of environmental hazards in all housing 

sectors.  

 

 Housing adaptations: Establish and pilot systems for community services and the 

voluntary sector to identify home hazards and make direct referrals to the Local 

Authority home adaptation team, reducing the time for installation.  

 

 Exercise and activity: Promote existing exercise classes, “Friendship and Exercise Clubs” 

and other opportunities for an active lifestyle. These aim to reduce sedentary behaviour 

by introducing light activity to reduce prolonged sitting throughout the day.  
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 Healthy lifestyle: Promote nutritional awareness and other lifestyle advice that 

contributes to reducing falls and fragility fractures among older people, particularly 

focusing on exercise, Vitamin D, alcohol, and smoking cessation.  This needs to include 

signposting and direct referrals to lifestyle services from those in contact with older 

people who have fallen.   

 

6.2 Prevention and management of those at high risk  

 

What’s happening now?  

GPs opportunistically ask patients at risk about falls and then complete a falls risk 

assessment using a structured tool that provides a focused basis for the identification of 

factors contributing to the person falling and gives guidance for appropriate interventions 

and onward referral. Community staff are also encouraged to routinely ask older people 

about their risk of falls and then offer them a multifactorial falls risk assessment.  

 

When patients are discharged from NBT the discharge summary to the GP provides details 

of any falls they have had whilst in hospital. 

 

Patients with complex medical problems may be referred for a comprehensive geriatric 

opinion at North Bristol Trust  

 

There is a dedicated falls speciality Physiotherapy service run by Sirona care and health, 

which provides individual comprehensive assessment  to identify those impairments that 

are likely to respond to rehabilitation e.g. muscle weakness and balance deficits. A home 

visit and environment hazard assessment is carried out. Interventions include individually 

tailored progressive exercise programmes on an individual basis or in a group setting at 

various venues in South Gloucestershire. However, capacity is limited. 

 

Physiotherapy has been shown to be the single most effective intervention in preventing 

falls. 

 

What do we need to do next?  

 

In South Gloucestershire the gap is particularly around a dedicated community falls service, 

proven in other areas to be cost effective by preventing hospital admissions. The primary 

goal is therefore to develop a: 

 

Objective: Intervene early to restore independence through a falls care pathway, 

linking acute and urgent care services to secondary falls prevention services.  

 

Aimed at: Individuals at high risk of a first fragility fracture or other injurious fall.  
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- Dedicated Community Falls Service: This would be a multi-disciplinary team whose 

primary goal would be to reduce further falls and reduce hospital admissions. It 

would be staffed by health care practitioners with clear links to other community 

teams and secondary care e.g. Frailty Community Service and fracture liaison 

services at NBT. 

 

It would act as a single point of access for referrals for falls and fracture prevention 

and would assess, treat and case manage as well as refer on to other agencies. It 

would provide input for independent community dwellers and include those people 

who are not so frail or housebound  

 

It would have a remit to develop capacity within different organisations to reduce 

falls and would be able to monitor activity and outcomes across the falls pathway, 

across organisational boundaries.  

 

A business case for this service has been developed.  Improvements can also be made with 

existing resources, particularly:  

 

- Education and Training: Ensure falls prevention is embedded in everyday practice 

for primary care and community staff who are in contact with high risk groups and 

appropriate assessments and interventions are undertaken. A co-ordinated training 

and education programme needs to underpin this work.  Audits should evidence 

these processes.   

 

- Exercise classes: Enable all patients who would benefit from falls specific exercise 

classes to access them. A step up and step down arrangement between the 

Physiotherapy Falls Service and Community Exercise Classes should be in place. 

 

- Care homes: Ensure residential and nursing homes as well as Extracare homes have 

clearly documented procedures for reporting falls and reducing falls risk. These 

should include a critical analysis of incident forms to identify root causes, common 

factors and overall patterns.  There should be a staff training programme in place so 

that staff can  identify those at risk of falls and undertake relevant interventions 

including picking up patients safely from the floor.   

 

- Bone health: Establish a process for continuous improvement of treatment for 

osteoporosis. This includes a review of current provision of osteoporosis treatment 

in primary care against NICE guidelines for primary care of osteoporosis case finding 

and management.    

 

- Falls assessments: Ensure consistency of approach in the community settings by 

reviewing and standardising tools used. 
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- Ambulance services:  Develop care pathways to ensure non-conveyed 999 callers 

who have fallen are identified and receive a falls assessment and appropriate 

interventions in order to prevent further falls and involving the emergency services 

again. 

 

Develop a robust care pathway to other agencies for those patients who are triaged 

as uninjured, following a 999 call due to a fall and are seeking assistance to get up 

from the floor.  

 

- Community In-patients: Put in place effective in-patient falls policies and procedures 

and training with compliance and monitoring against the NICE Clinical Guideline 161 

and Quality Standards (QS86).   

 

- Working in partnership with NBT  to ensure that patients who have fallen as an in-

patient, or present to hospital with a fall, are offered a multifactorial falls 

assessment in the community. There are a number of more recent community 

initiatives that support this model. E.g. Discharge to Assess Project ( pathway 1)  

 

- Make every contact count: Building on schemes such as First Contact and Integrated 

Care Project, increase the number people identified as at risk of falling and offered 

advice. This needs to be supported by guidance tools for staff outside of the NHS 

with appropriate instruction for referral and signposting.  

 

- Assistive technology: A co-ordinated approach to assistive technologies, prioritising 

those most at risk of falls 
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6.3 Respond to the first fracture, prevent the second  

 

What’s happening now?  

Non-hip fragility patients are seen mostly in the emergency department at NBT where they 

are assessed and treated for the fracture. They are seen by the Fracture Liaison Service at 

NBT, with some South Gloucestershire patients also accessing UHB and the RUH. The 

Fracture liaison service assesses the need for investigation and treatment of osteoporosis 

and provides information and guidance to the person’s GP.  

 

What do we need to do next?  

Improve communication between the acute and community sectors, ensuring that patients 

who have suffered a fragility fracture are identified, have a comprehensive falls assessment 

and are effectively followed up in the community. This will require  

 

- Patient identification: Ensure robust systems continue to be in place across NBT to 

identify all fragility fracture patients, including those with spinal fractures and that 

they are referred to the Fracture Liaison Service.  

 

- Community follow-up: Develop care pathways between the fracture liaison service 

and the community, for non-hip fragility fracture patients, so that these patients are 

offered a multi factorial falls assessment and that they are taking the correct 

medication. 

 

- Secondary prevention: Develop an education and training programme for primary 

care staff ensuring effective secondary prevention is undertaken following hip and 

non-hip fractures, supported by an audit programme for NICE osteoporosis 

assessment and treatment.  

 

 

  

Objective: Respond to the first fracture, prevent the second – through Fracture 

Liaison Services in acute and primary care. 

 

Aimed at: Non-hip fragility fracture patients 
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6.4 Hip fracture patients 

 

What’s happening now?  

An Orthogeriatrics service runs at North Bristol Trust Monday to Friday including Bank 

Holidays, the performance of which is reported in the National Hip Fracture Database 

(NHFD). These data show outcomes at NBT are good in many areas and the team works 

closely with the Community Rehabilitation Team on discharge.   

 

All hip fracture patients have a multi-factorial falls and bone health assessment and are seen 

by an Occupational Therapist and Physiotherapist whilst they are inpatients. Many patients 

will have ongoing rehabilitation provided within their homes delivered by the Community 

Rehabilitation Teams following discharge. The ICE summary has been changed to include a 

prompt for GP surgeries (with support from practice pharmacists) to add second-line bone 

treatments given at NBT to patient’s medical notes.  

 

What do we need to do next?  

Continue to improve care for patients in the areas where relative performance indicates 

improvements can be made. This will improve outcomes for patients and reduce the 

demand on acute and social services. Specific areas that need addressing include:  

 

- Discharge summaries: Ensure bone medication is entered into patient notes in GP 

practices following discharge and appropriate follow-up action taken.   

 

- Exercise: Ensure all hip fracture patients are accessing the community physiotherapy 

falls services and continued attendance at these services is high.  

 

- Improving performance: Develop plans to improve performance as identified in the 

annual NHFD report for NBT – for example, pressure ulcers and length of stay.  

 

- Expand the culture of partnership working with NBT to provide a seamless service 

for the patient between the acute services and the community. This should involve 

both health and social care agencies. 

Objective: Improve outcomes and improve efficiency of care after hip fracture by 

following the 6 “Blue Book Standard”.     

 

 Aimed at: Hip fracture patients 
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6. Implementation  
 

The implementation of this strategy will be overseen by the South Gloucestershire Falls 

Prevention Strategy Group. This group has representation from the CCG, NBT, South West 

Ambulance Service, Sirona care and health, The Local Authority, Age UK, and Bris Doc Out of 

Hours Service. 

 

This group will co-ordinate the actions set out in this strategy and monitor progress against 

agreed indicators. It will report on progress to the Better Care Fund Steering Group.  

 

The development of a new Community Falls Service and falls pathway will be central to 

delivery of the strategy. 

 

7. Monitoring  
The strategy group will develop and regularly monitor progress against the objectives stated 

in this strategy with a range of indicators. These are aligned with the falls targets set by the 

Better Care Fund programme. The primary outcome measure is a reduction in 

 

- Admissions for injuries due to falls in people aged over 65 (directly standardised 

rate), with an aim of reducing the rate. 

 

The indicators contained in the NICE Quality Standards (QS 86) and the Public Health 

England Falls and Fractures Programme will be monitored by the strategy group. Other 

performance indictors will include  

 

- Ambulance call out for falls and percentage transferred to hospital in the over 65s 

- Hip fracture admission in the over 65s (directly standardised rate).  

- Risk assessment undertaken by GPs in older population at risk. 

 

The group will set local targets annually and will ensure that the local falls care pathway has 

indicators to demonstrate outcomes.   
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