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Executive Summary

This report describes the findings of the Derby and Derbyshire falls needs assessment 2017.
It focuses on the needs of older people aged 65 years or over who have fallen in their home,
in the community, in residential or nursing care homes and in hospitals. The outcome of this
assessment will help identify gaps in or changes to existing service provision that can be
addressed through commissioning, and will help agree priorities for future resource
allocation to prevent and reduce the impact of falls, improve health and reduce inequalities.

The work to develop this report has involved: - a stakeholder conference to inform the JSNA
and its recommendations; a literature review of published evidence; use of modelled data
and actual data - from EMAS, A&E and service providers such as DCHS - to identify the
impact of falls on the local population; identification of local services; and economic
modelling of interventions to reduce falls and their impact.

Analysis of the epidemiological data shows that falls are one of the largest causes of
emergency hospital admissions for older people and create a significant demand for
ambulance services. Around one third of older people (70,100) will fall each year and as a
conseqguence there are around 11,000 ambulance call outs. In Derby and Derbyshire
around 60% of fallers are conveyed to hospital. In 2014/15 there were 6,000 hospital
admissions due to falls and approximately 6% (4500) were coded as injurious (broadly in line
with the published evidence). The data shows that the risk of injurious falls increases with
age and females are at greater risk than males. Across the City and County around 1100
older people sustain a hip fracture as a result of falls. As the population of Derby and
Derbyshire ages, the projected number of falls is expected to increase.

In Derbyshire around 4.5% of older people reside in care or nursing home, but in 2014/15
they accounted for a 18.4% (816) of injurious falls and 22.5% of hip fractures (250) reflecting
an older, frailer population with complex multi morbidities.

Derbyshire has similar or worse admissions from injurious falls and hip fractures across the
range of indicators, compared to England and the comparator CIPFA group. Chesterfield,
Southern Derbyshire and High Peak districts are significantly worse than the England
average for injurious falls. Chesterfield is also worse than the England average for hip
fractures.

Derby performs similar or worse on injurious falls, and similar or better on hip fractures
compared to England. They are somewhere of the middle of the comparator CIPFA group.

A literature review found that falls are not an inevitable consequence of aging and there is
strong evidence supports the notion that one third of falls are preventable by identifying
those at highest risk, ensuring that they receive a multi-factorial assessment and
implementing appropriate interventions such as strength and balance exercise etc.

Economic modelling work that has been undertaken found that these interventions are cost
effective and implementation of the key interventions could deliver net savings to the public
sector of between £590K - £4m.



Key Needs and Service Gaps

1 Awareness: Older people need to have improved awareness of the risks of falls and
that many are preventable. We also need to raise awareness amongst health and
social care professionals.

1 Prevention activities: capacity and uptake of activities (e.g. strength and balance
exercise classes) to reduce the primary risk of falls is limited.

1 Falls pathway: Current absence of an integrated falls pathway across Derby City and
Derbyshire to enable professionals to understand their role, refer to relevant falls
prevention/ response services and coordinate on-going care.

1 Risk identification: The existing processes for identifying those at higher risk of falling
are limited; resulting in low referral numbers to primary and secondary prevention
initiatives and services, high levels of unmet need and ultimately a high number of
(preventable) falls in over 65s.

1 Capacity: The capacity of existing community falls services is limited compared to
potential demand.

1 Improving outcomes/ cost savings: Potential to improve outcomes and achieve cost
savings to the system:

U 20% of Ambulance call outs coded as less serious (Green 4) may not need
EMAS and could be attended by other providers e.g. Falls Recovery Service.

U 13% of admissions were likely to have been avoidable because injuries were
superficial. Emerging evidence from a pilot in Leicestershire suggests that
further admissions could be avoided if more effective measures were in place
to assess and provide support to fallers who have minor injuries.

1 Data collection: Limited data on the impact of falls services to enable effective
evaluation of the current picture and assess areas of inequity/inequality.

Recommendations for Commissioners and Partners

1 Across Derby and Derbyshire a place based approach should be established to
reduce the number of hospital admissions due to falls, with a particular focus on the
three Districts (Chesterfield, High Peak and South Derbyshire) with the highest rate of
injurious falls.

1 Develop an integrated falls pathway for Derby and Derbyshire to enable the
identification and rapid referral of people identified at higher risk of falls to appropriate
falls prevention services. All health/social care staff and other professionals who
regularly work with older people should be made aware of the pathway and provided
with relevant training/support to ensure its successful implementation.

1 Increase capacity and uptake of community based primary falls prevention activities
e.g. strength and balance training, particularly within the Derby City area.



1 Review the current arrangements for EMAS responding to fallers particularly those
coded as O0Greend to assess the opportuniti e
is more cost effective and responsive.

T Areviews houl d be undertaken of DCHS 6falls seil
ensure that the service is providing a consistent approach across the County, has
sufficient capacity to deal with O6high ri sk
falls prevention services such as Strictly No Falls and can provide data on patient
outcomes.

1 Clinical audits should be carried out in primary care to assess whether older people
living in the community are asked about falls and are referred for multifactorial
assessments and interventions in line with current NICE Guidance. Similar audits
should be carried out for those attending hospitals due to an injurious falls.

1 Establish a single site information portal for falls providing a universally available pool
of knowledge, guidance, awareness raising and training materials/e-learning to act as
the main local resource/reference point, both for direct access by the public
(individuals and their families/carers) and for use by hospital, community health, social
care and third sector staff.

1 Review and agree core shared data set requirements and data collection/reporting
requirements across the system, to facilitate more effective evaluation of existing falls
services and the impact of falls across the health and social care system.

1 A MECC approach should be taken to raising awareness amongst older people and
carers that falls are not an inevitable part of ageing, encourage active ageing and
helping people to reduce their risk of falls.

1 A review of the approach taken by those CIPFA neighbours of Derbyshire (such as
North Yorkshire) that have better performance in preventing injurious falls, should be
undertaken to identify what lessons could be learnt.

Figure 1 (overleaf) provides an infographic summary of falls in Derbyshire and Derby.



Figure 1: Infographic of Falls in Derbyshire
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Chapter 1 - Background
1.1 Introduction

Falls are predominantly a problem in older age and as the population ages we observe a
concomitant rise in the number of falls and fall-related injuries. Falls have significant human
costs as well as financial costs to our health and social care system and society.

A fall is a symptom, not a diagnosis. It can be a marker for the onset of frailty, the first
indication of a new or worsening health problem and/or can represent a tipping point in a
personb6s |life, triggering a downward decl.
with frailty, but it is not only frail people who fall.

ne

Many falls are preventable. People aged >65 years over have a 30% risk of falling at least once

a year and increasing to 50% in those aged >80 years. Falls can lead to pain, distress, injury,
loss of confidence and even death in some cases. They also increase attendances at A&E,
admissions to hospital, social care support needs and long-term admissions to residential care
homes.

1.2 Policy Context

National Policy

Falls and bone health are a national priority; the Public Health Outcomes Framework (PHOF)*
includes indicators for injuries due to falls in people >65 years; the NHS Outcomes Framework
(NHSOF)?i n ¢ | uealpeg pedple to recover from episodes of ill health or following injuryd
(domain 3) and the Adult Social Care Outcomes Framework (ASCOF)? relating to 6 hancing

the quality of life for people with care and supportnee d s 6 ( d o ma elayingland realuctidg ¢ d

the need for care and supportodo (domain 2)

There have been a number of national policy and strategy documents related to falls and bone
health:

National Policy and Strategy Documents

1 The assessment and prevention of falls in older people, NICE Clinical
Guidelines CG161, 2013°

1 Public Health Outcomes Framework 2013 to 2016, DH*
9 Adult Social Care Outcomes Framework 2013/2014, DH, 20138

1 Breaking Through: Building Better Falls and Fracture Services in England, Age UK and
National Osteoporosis Society, 20122

(RCP), 201242

1 Natiolqal Audit of Falls and Bone Health in Older People. Royal College of Physicians,
2011+

{ Stop falling: start saving lives and money, Age UK, 20102
{ Falls and fractures: effective interventions in health and social care, DH, 20092

1 The Care of Patients with Fragility Fracture, British Orthopaedic Association and British
Geriatrics Societv. 2007

1 Implementing FallSafe care bundles to reduce inpatients falls, Royal College of Physicians



http://www.phoutcomes.info/public-health-outcomes-frameworK
http://content.digital.nhs.uk/nhsof
http://content.digital.nhs.uk/article/3695/Adult-Social-Care-Outcomes-Framework-ASCOF
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.gov.uk/government/publications/healthy-lives-healthy-people-improving-outcomes-and-supporting-transparency
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/141627/The-Adult-Social-Care-Outcomes-Framework-2013-14.pdf
http://www.ageuk.org.uk/PageFiles/22486/Article/breaking_through_building_better_falls_and_fracture_services_in_england_2012.pdf?dtrk=true
https://www.rcplondon.ac.uk/file/918/download?token=TAIm8Nct
https://www.rcplondon.ac.uk/projects/national-audit-falls-and-bone-health
http://www.ageuk.org.uk/documents/en-gb/campaigns/stop_falling_report_web.pdf?dtrk=true
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.fractures.com/pdf/BOA-BGS-Blue-Book.pdf

Local Policy

The Derbyshire Health & Wellbeing Strategy 2015-17* has two priorities relevant to falls,
namely:

1 Keeping people healthy and independent in their own home;
1 Creating healthy communities

Derby's Health and Wellbeing Strategy 2014-19%° details objectives under the priority 6 p r oting
health and well beingd

i To achieve health and social care system transformation

9 To shift care closer to the individual
1 To reduce inequalities in health and wellbeing

There is currently no falls prevention strategy for Derbyshire.


https://www.derbyshire.gov.uk/images/20160414%20Healthy%20Derbyshire%20v1.1_tcm44-272838.pdf
https://www.derbyshire.gov.uk/images/20160414%20Healthy%20Derbyshire%20v1.1_tcm44-272838.pdf

Chapter 27 Epidemiological Information

2.1 Fallsi the issue

Falls and fall-related injuries are a common and serious problem for older people. People aged
>65 years have the highest risk of falling, with 30% of people >65 years and 50% of people >80
years falling at least once a year®. World Health Organisation (WHO) states that more than 50%
of injury related hospital admissions amongst people aged 65 and over are caused by falls*.
Between 10-25% of fallers will sustain a serious injury requiring hospital admission including
mainly hip fractures, traumatic brain injuries and upper limb injuries?. Falls are estimated to
cost the NHS and social care more than £2.3 billion per year®.

2.2 Risk factors for falls in older people in the community

Falls should not be considered a normal or inevitable part of ageing. There are numerous risk
factors that increase the likelihood of falls in older people. Groups at elevated risk of falls
include those aged >75 years, inactive people and those living in relative isolation®.

Risk factors for falls in older people can be grouped into those that are internal/ individual and
those that are external/ environmental. Table 1 (below) summarises key internal risk factors:

Table 1: Statistical summaries of falls risk factors®®

Risk factor Mean Risk/Odds Ratio
(Range)
Muscle weakness 4.4 (1.5-10.3)
History of falls 3.0 (1.7-7.0)
Gait deficit 29(1.3-5.6
Balance deficit 2.9 (1.6-5.4)
Use of assist devices 2.6 (1.2-4.6)
Visual deficit 2.5 (1.6-3.5)
Arthritis 2.4 (1.9-2.9)
Impaired activities of 2.3 (1.5-3.1)
daily living
Depression 2.2 (1.7-2.5)
Cognitive impairment 1.8 (1.0-2.3)
Age >80 years 1.7 (1.1-2.5)



http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
http://www.who.int/ageing/publications/Falls_prevention7March.pdf
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.ncbi.nlm.nih.gov/pubmed/12180240
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.ncbi.nlm.nih.gov/pubmed/12180240
https://www.ncbi.nlm.nih.gov/pubmed/12180240

External factors can also increase falls risk®, such as:

A Poor or cold housing

A Inappropriate footwear

A Home hazards such as poor lighting, stairs, absence of handrails, wet or polished floors,
rugs, worn or unsecure carpets, reaching for storage such as high shelves

Many risk factors i such as balance impairment, muscle weakness, polypharmacy and
environmental hazards i are potentially modifiable®. Falls rarely result from a single factor;
predominantly being multifactorial with a combination of an interaction between internal and
external risk factors?24, Older people with multiple risk factors are at greater risk of having a
fall. Recognising and modifying risk factors (where they are modifiable) is crucial in preventing
falls. Multifactorial interventions have been suggested as the most effective strategy to reduce
declines in function and independence thereby preventing associated costs of complications
resulting from falls%,

Most falls occur in the home; however incidence rates for falls in nursing homes and hospitals
are two to three times greater than in the community and complication rates are also
considerably higher’. 10% to 25% of institutional falls result in fracture, laceration or need for
hospital care?.

2.3 Whois at risk of falls resulting in fractures?

The consequences of falls can be minor, but as we age people are more likely to become
unsteady and fragile, fall more frequently and the consequences more serious. Those with
general fragility and osteoporosis resulting in bone density depletion are more likely to
experience fractures following a fall®*. The elderly are more likely to be fragile and women are
more at risk of developing osteoporosis than men. Incidence of osteoporosis is around 30% for
men and women aged over 70 rising to 40% for people aged over 80. Women aged over 80
have a 25% higher risk of osteoporosis?.

Fractures resulting from falls are a major cause of mortality and disability in older people.
Fractures are often a turning point for older people and those recovering from them (e.g. hip
fractures) can require more continuing care from both health and social care services. The
estimated annual cost of treating fractures caused by osteoporosis in the UK is £1.8 billion®.
Other people at risk of fractures from falls include those with type 2 diabetes and those with
epilepsy taking antiepileptic drugs (AED) - again higher in those with longer-term AED
exposure’. Level of hip fractures is used as an indicator for falls and can indicate the need for
preventative measures.

2.4  Atrisk of falling in the community

Modelled data for Derby City and Derbyshire, using 2015 mid-year estimates and prevalence
estimates from O6Falls and fhaeattuheandeddeical ve:
indicates that 70,000 people will fall in any given year**. The full table of modelled data is

included in Appendices A and B of this report.


http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
http://www.biomedcentral.com/1471-2318/14/14
https://www.ncbi.nlm.nih.gov/pubmed/27125497
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD000340.pub2/epdf
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.ncbi.nlm.nih.gov/pubmed/11601951
https://www.ncbi.nlm.nih.gov/pubmed/11601951
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.ageuk.org.uk/documents/en-gb/campaigns/stop_falling_report_web.pdf?dtrk=true
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf

Table 2: Modelled data showing all age population, population aged 65+ and number estimated
to fall in any given year. (Sources: ONS 2015 mid-year estimates, DHX, DCC PHIKS team)

Derbyshire (inc. Derby) Total for 4 CCGs

All ages 1,036,616 1,036,844
65+ 203,520 201,875
Will fall 70,101 69,535

25 At risk of falling in hospital

There were approx. 130,000 admissions in 2014/15 in those aged 65+ (exc. those admitted for
a fall) and these are all considered at risk of a fall according to NICE guidelines®. In addition
people aged 50-64 with certain conditions are also considered at risk but not quantified here.
The National Audit of Inpatient Falls gives rates of falls per 1000 occupied bed days (OBD):
Derby Royal achieves 8.27 while Chesterfield Royal achieves 8.67 against national average of
6.5, showing that inpatient falls are higher locally than nationally?.

2.6 Atrisk of falling in a care home

Older people living in care homes are three times more likely to fall than those in the
community; therefore as a third of over 65s are likely to fall, it is likely that all care home
residents are at riskz2. In Derbyshire there were 3669 care home beds without nursing and 4041
care home beds with nursing registered with the CQC as at 31/03/16. (Source: C (C)

2.7 Multifactorial falls risk assessment

Modelled data for Derby City and Derbyshire, using 2015 mid-year estimates and prevalence
estimates from DH% indicate that 35,000 people will require an assessment each year
(Appendix A). Current data from DCHS (Table 3) shows there were just under 5,000 referrals to
community falls services, although this is known to be an underestimate. The vast majority of
referrals were aged >65 years, most commonly those aged 86-95 years. The most frequent
referrers were local GPs (Table 4). More accurate reporting of those receiving a multifactorial
assessment (MFA) would enable a clearer assessment of population level needs.


http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.rcplondon.ac.uk/projects/outputs/naif-audit-report-2015
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf

Table 3: Referrals to specialist community falls services, 2015/16. (Source: DCHS,

unpublished)
Age Range Female \E] Grand Total

Under 65 182 136
65-75 424 302 726
76-85 1,092 745 1,837
86-95 1,162 599 1,761
Over 95 156 51 207
Grand Total 3,016 | 1,833 4,849

Table 4: Source of referral to specialist community falls services, 2015/16. (Source DCHS,

unpublished)
Referral source Grand Total

GP 1513
Acute Hospital 998
EMAS 744
Allied Health Professional 670
Community Hospital 378
Care Co-ordinator 350
Community Nursing 296
Intermediate Care Team 254
Social Care 250
Spa 250
Housing 187
Self-referral 139
Other 131
Community Matron 107
Care Home 87
Hospital (unspecified) 86
Specialist Nurse 79
A&E/MIU 42
Community Care Worker 32
Community Mental Health Team 13
Voluntary Service 4
Day Centre 3
Falls Partnership Service (FPS) 2
Grand Total 6615

Table 4 shows the range of different sources of referral to specialist falls services received by
DCHS. The majority are from GPs, closely followed by acute hospitals and the East Midlands
Ambulance Service (EMAS). Discrepancies in between tables 3 and 4 are explained by the



occurrence as duplicates where one person may have been referred to DCHS multiple times
per year by different referral sources.

2.8 Falls in the community- attended by an ambulance

There were nearly 11,000 ambulance call outs in Derbyshire (including Derby City) for falls, to
people aged 65+ in 2015/16. Just under 60% were conveyed to hospital, this varied slightly by
CCG. (Source: GEM/EMAS, 2015/16 data, unpublished)

Table 5: Ambulance call outs for falls in people aged 65+ in 2015/16. (Source: GEM/EMAS,
unpublished)

Total Conveyed % Conveyed
NHS Erewash CCG 1,156 658 57%
NHS Hardwick CCG 1,087 597 55%
NHS North Derbyshire CCG 3,227 1,949 60%
NHS Southern Derbyshire CCG 5,475 3,230 59%
Derbyshire 10,945 6,434 59%

Table 6: Ambulance call outs for falls in people aged 65+ in 2015/16, by AQI (Ambulance

Quality Indicator) code. Red 1 is most serious, Green 4 is least. For explanation of codes see

Figure 1 below. (Source: GEM/EMAS, unpublished)

RED1 RED2 GREEN1

GREEN2 GREEN3 GREEN4 TOTAL

NHS Erewash 9 198 2 899 1 292 | 1,401
CCG

NHS Hardwick 4 197 1 798 0 256 | 1,256
CCG

NHS North 26 615 10 2,432 9 647 | 3,739
Derbyshire CCG

NHS Southern 66 | 1,049 11 4,056 12 1,354 | 6,548
Derbyshire CCG

Derbyshire 105 | 2,059 24 8,185 22 2,549 | 12,944
Green 4 call outs are categoriseda s Gemergency,non-l i f e t hreateningo

(2549 of total 12,944) of call outs, it is likely a proportion of these did not need EMAS
assistance. Discrepancies between table 5 and 6 are potentially explained by the re-
categorisation of call outs.




Figure 2: Categorisation of 999 calls (Source: EMAS call categorisation overview?
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2.9 Falls Alert Service

The falls alert service commissioned by Derbyshire County Council attended 5418 falls in
2015/16, and only 15% were then referred to an ambulance. There is an equivalent service in
Derby City which attends approximately 1,000 fallers per annum. (Source: year to date data for
16/17, CareLink, unpublished). We do not currently have data on the % that are conveyed to
hospital.

Table 7: Breakdown of Falls Alert Service attendances, by month. (Source: DCC, 2015/16,
unpublished)

Calendar Month in 2015/16 No. attendances
Apr 434
May 424
June 424
July 458

August 431
Sept 456
Oct 427
Nov 435
Dec 494
Jan 517
Feb 422
March 496
Total 5418



http://www.emas.nhs.uk/about-us/trust-documents/

Table 8: Outcome of Falls alert service attendances, where escalated. (Source: DCC, 2015/16)

Total % of all falls

Ambulance called for Fall 838 15.5%
Call handler requested 407 7.5%
Warden on site requested 376 6.9%
Client requested 26 0.5%
Carer, neighbour etc. 24 0.4%
Other 5 0.1%
Faller Soiled 35 0.6%
111 97 1.8%
Falls Subtotal 5418 100%

2.10 Accident and Emergency

6,722 (60%) people aged 65+ were transported to hospital following a fall in 2014/15 and 6434
(58%) in 2015/16%. From the admissions data we know from 4027 injurious falls in 15/16, that
3851 (96%) had admission source A&E (Source: GEM/SUS, unpublished). It is not possible
within the A&E dataset to accurately identify falls as there is not a diagnostic code for this.

2.11 Hospital admissions- All falls

There were nearly 6,000 hospital admissions due to falls in 2014/15 to Derby/Derbyshire
patients (where there was an external cause relating fall/s).Table 9 below indicates the majority
of these were injurious falls (where there was also a primary diagnosis of an injury in addition to
the falls code), but there were a number of other areas with high numbers of admissions e.g.
musculoskeletal, senility and urinary which indicates a proportion of these were likely to have
been avoidable.

Table 9: Breakdown of primary diagnosis for all falls admissions, 2014/15 (Source: HES, DCC
PHIKS team)

Diagnosis chapter No. of
Admissions

Injuries and poisonings 4,440
Diseases of the musculoskeletal system and connective tissue 441
Symptoms/signs not elsewhere classified (inc. senility, fainting, 263
syncope)

Diseases of the circulatory system 224
Diseases of the respiratory system 166
Diseases of the genitourinary system 120
Diseases of the nervous system 35
Mental/behavioural disorders 33
Certain Infectious and parasitic diseases 32
Diseases of the digestive system 27
Endocrine/metabolic/nutritional (inc. diabetes) 23
Diseases of the skin and subcutaneous tissue 21
Neoplasms (inc. cancer) 21
Blood/immune disorders 8
Diseases of the eye/adnexa 8
Grand Total 5,862



http://www.emas.nhs.uk/about-us/trust-documents/

2.12 Hospital admissions- Injurious falls

The majority of falls result in no serious injury, but annually approximately 5% of older people
living in the community who fall experience a fracture or need hospitalisation??. There were
4,027 injurious falls across the 4 CCGs in 2015/16 (Source: SUS/GEM, unpublished), or 4,440
across Derbyshire/Derby City local authorities in 2014/15 (Source: PHOFY). The totals for
Derbyshire in table 10 versus those in table 11 vary because the former is based on GP

registration and hence the registered population, the latter is based on postcode of residence of
the patient.

Table 10: Injurious falls 65+ by financial year and CCG (Source: SUS/GEM, unpublished)

CCG 131 141 151
03X: NHS Erewash CCC( 36| 38 37
03Y: NHS Hardwi ck C( 45 ] 4 2 41

04J: NHS North Derby 1, 3 1, 3 1,3

04R: NHS Sout hern D¢ 1, 8 1, 9 1, 9

Grand Tot al 4 . 0 4 1 4 . 0

Table 11: Injurious falls 65+ Derby City and Derbyshire county LAs, 2014/15 (Source: PHOF?)

Al | malefemale

6 579 1, 4 52| 8 8
80+ 3,0 8 6 | 2,1
Tot al Il njuriqg 4, 4 1, 3 3,0

Source: PHOF, 14/15 data, local authority level

Figure 3 shows the variation across the county in terms of admission rates from injurious falls,
Chesterfield is the district with the highest rate. Figure 4 is trend data for injurious falls is
presented first for Derbyshire and Derby City LAs, thenf or t h & distrists. Thege 8how
that there is a consistent upward trend across areas in the rate of injurious falls.

Figure5s hows t he v ar iwhithishows the worstSpateas@re Gity Centre North,
Chesterfield East, Southern Derbyshire, City North West and High Peak. There is considerable
overlap of confidence intervals reflecting the low numbers when comparing such small areas
therefore caution should be taken in interpretation.
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Figure 3: Injurious falls 65+ by district, DSR per 100,000, Derby City and Derbyshire county,
2014/15 (Source: PHOFY)
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Figure 4: Trends: Injurious falls (Source: PHOF?)
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Figure 5: Crude injurious falls rate 65+, by place, 2014/15 (Source: HES3/DCC PHIKS team,

unpublished)

Crude Injurious Falls admission rate per 1000 65+, by place, 2014/15 (Source: HES/DCC PHIKS team)

0.0 5.0 10.0 15.0 200 250 300

350

City Centre North

ICT 3 - Chesterfield East
Southern Derbyshire
City North West

ICT 7 - High Peak
Belper

City North East

STP average

ICT 4 - Chesterfield Central
ICT 5 - South Hardwick
Long Eaton

llkeston

Amber Valley North
Heanor

South Dales

ICT 2 - North Bolsover
ICT 6 - North Dales

City South

City Centre South

ICT 1- Dronfield, Killamarsh and Eckington

Figure 6: Injurious falls 14/15 65+ by age (breakdown of the 4,440 by individual age)
(Source: HES/DCC PHIKS team, unpublished)

Number of injurious falls admissions by individual age, 65+, Derby and
Derbyshire, 14/15
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Table 12: By age band, 14/15 data (breakdown of the 4,440 by 5 year ageband) (Source:

HES/DCC PHIKS team, unpublished)

Ageband Number of Population Crude Rate per
injurious falls (2015 mid-year 1000 pop
admissions estimate, Derby

+ Derbyshire)

65-69 330 64,463 5.1

70-74 436 49,080 8.9

75-79 649 37,036 17.5

80-84 950 27,016 35.2

85-89 1,074 16,417 65.4

90+ 1,001 9,508 105.3

Grand Total 4,440 203,520 21.8

Figure 7: Crude rate (per 1000 population) of injurious falls admissions by individual age, 65+,
Derby and Derbyshire, 14/15 (Source: HES/DCC PHIKS team, unpublished)
Crude rate (per 1000 population) of injurious falls admissions by
individual age, 65+, Derby and Derbyshire, 14/15
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Note- population not available by individual age for 90+, therefore the crude rate at this point
appears to jump as the point is actually for 90+.

Figures 6, 7 and table 12 show that prevalence of falls increases sharply with age, with the
highest numbers occurring around age 85, and crude rates increasing gradually from age 65.
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2.13 Injurious falls by injury

The 4,400 injurious falls across Derby City and Derbyshire can then be broken down by type of
Injury, so we can consider how serious they were, and whether hospital admission was

appropriate.

Table 13: breakdown of the 4,440 injurious falls by diagnosis (Source: HI team, Derbyshire PH

team, using HES data 14/ 15.

Number s

i n bratket

This shows that there were 595 out of the 4,440 injurious falls that were superficial, which is

Type of injury

Number of
admissions

Injuries to the head 1,529 (432
superficial)
Injuries to the hip and thigh 1,238 (30)
Injuries to the knee and lower leg 371 (51)
Injuries to the shoulder and upper arm 345 (14)
Injuries to the elbow and forearm 307 (17)
Injuries to the abdomen, lower back, lumbar spine and pelvis 251 (18)
Injuries to the thorax 162 (18)
Injuries to the wrist and hand 85 (3)
Injuries to the ankle and foot 49 (3)
Injuries to the neck 43 (4)
Complications of surgical and medical care, not elsewhere 21
classified
Injuries involving multiple body regions 14 (3)
Certain early complications of trauma 14
Injuries to unspecified part of trunk, limb or body region 5(2)
Other and unspecified effects of external causes 3
Burns and corrosions 3
Grand Total 4440 (595
superficial)

13%, and these admissions could potentially be avoided.
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2.14 Falls to care home residents

It has been possible for GEM to extract an approximate figure for falls admissions based on
care home data sourced from NHAIS on a monthly basis to identify admissions associated with
care homes for the 65 plus age group. Care homes are identified by postcode and Residential
Institute code. The presence of an Rl Code will always override any postcode match. Despite
this there will still be a small numbers of patients included in the care homes falls admissions
that are not care home patients but are patients over 65 plus age group who reside in private
residence and share the same postcode as care home residents.

Table 14: Injurious falls in 65+ at care home postcodes (Source: SUS/GEM, unpublished)

CCG ‘ 1314 1415 ‘ 1516
03X: Erewash CCG 59 56 58
03Y: Hardwick CCG 99 89 77
04J: North Derbyshire CCG 261 263 261
04R: Southern Derbyshire 333 | 408 | 289
CCG

Grand Total 752 816 685

Table 15: Hip fractures in 65+ at care home postcodes (Source: SUS/GEM, unpublished)

CCG ‘ 1314 1415 1516

03X: Erewash CCG 21 17 17
03Y: Hardwick CCG 37 27 32
04J: North Derbyshire 83 79 82
CCG

04R: Southern 93 127 100
Derbyshire CCG

Grand Total 234 250 231

2.15 Fractures

There are approximately 1,100 hip fractures per year, the majority occurring in females aged
over 80. Tables 16 and 17 below show this data broken down by CCG and financial year, and
then by age and gender.

Table 16: Hospital admissions from hip fractures by financial year and CCG. (Source:
SUS/GEM, CCG level, unpublished)

CCG 131 141 151
03X: NHS Er 10 10 96
CCG

03Y: NHS Ha 13 12 12
CCG

04J: NHS No 33 36 37
Derbyshire

04R: St he 52 50 50
Derbyshire

Grand Tot al 110 1009 1009
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Table 17: Hospital admissions from hip fractures by age and gender, for Derby City and
Derbyshire County (Source: PHOF 2014/15, local authority level)

Al l mal e f emal
6 57 9 34 10 13
80 + 80 19 61
Tot al Hi p fr| 115 30 84

2.16 Hip fractures by district.

The following extract from PHOF? (figure 8) shows that there is considerable variation in hip

fractures across the County and Derby City, with admissions statistically higher than England in
Chesterfield, similar to England in most of the districts and lower than England in Derby City.

Figure9s hows the wvariati on a andtheveorsttsIplacesare Elestdrfigld 6 p |
East, Southern Derbyshire, Belper, South Hardwick and City North West. There is considerable

overlap of confidence intervals reflecting the low numbers when comparing such small areas

therefore caution should be taken in interpretation.

Figure 8: Hip fractures 65+ by district, DSR per 100,000, Derby City and Derbyshire county,
2014/15 (Source: PHOF?)
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Figure 9: Crude hip fracture rate 65+, by place, 2014/15 (Source: HES/DCC PHIKS team)

Crude Hip Fracture admission rate per 1000 65+, by place, 2014/15 (Source: HES/DCC PHIKS team)
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The following map, Figure 10 (extracted from local health) of CCG level hip fractures shows a
similar picture, with lower than average admission ratio in southern Derbyshire, similar to
England in Erewash and North Derbyshire and worse than England in Hardwick CCG.

Figure 10: Emergency hospital admissions for hip fractures, standardised admission ratio
2010/11- 2014/15, clinical commissioning groups (2015) (Source: PHE local health, 2016)

E hospital admissions for hip fra persons aged 65+, standardised admission ratio, 2010/11-2014/15 - source: Hospital Episodes Statistics (HES). Copyright © 2016. The Health and Social Care
Information Centre. All rights reserved.
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Figure 11: Trends in Hip fractures (Source: PHOF?)
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2.17 Discharge from hospital

Di sc

harged to usual pl ace of residence

Out

of the 1,098 hip fracturee, 0673 ewerde ndies ¢ IS

SUS/ GEM 015/ 16 dat.a, unpublished)

Death

There were 119 deaths with upMer)l yiinnhao Opglebo,slee f a (
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Chapter 37 Local Performance

3.1 Targets and performance

Given the population level impact and importance of falls, this is reflected in there being a
number of falls indicators in PHOF2, and also the number of risk factors for falls in the PHE

fingertips adult social care profile tool. These are presented in the appendices 3-7 of this report,

for

Derbyshire

(and

constituent

comparators (local authorities with similar socio demographic characteristics).

Summary data from PHOF 2014/15* for falls indicators is presented below:

Table 18 - PHOF Indicator 2.24 i Age/Sex Standardised Rate of emergency hospital

admissions for injuries due to falls per 100,000 population (2014/15 data) *

Table 19 - PHOF Indicator 4.14i - Age-sex standardised rate of emergency admissions for

Group England Derbyshire | RAG Status
65+ Person 2125 2189 Amber

65+ Male 1740 1755 Amber

65+ Female 2509 2622 'Red |
65-79 Person 1012 991 Amber

65-79 Male 826 769 Amber

65-79 Female 1198 1212 Amber

80+ Person 5351 5663

80+ Male 4391 4616
80+ Female 6312 6711

fractured neck of femur per 100,000 population (2014/15 data)*

di stricts

Group England Derbyshire | RAG Status
65+ Person 571 576 Amber
65+ Male 425 407 Amber
65+ Female 718 745 Amber
65-79 Person 239 245 Amber
65-79 Male 167 157 Amber
65-79 Female 312 333 Amber
80+ Person 1535 1537 Amber
80+ Male 1174 1135 Amber
80+ Female 1895 1939 Amber

wher

Some headlines on the risk factors for falls for Derbyshire based on the 14/15 data (excluding
Derby) are presented below:

1 Demographically Derbyshire (excluding Derby) is similar to its CIPFA comparators which
is to be expected given how CIPFA groupings are defined. The vast majority of the group

have

1 Derbyshire has higher than average prevalence of learning disabilities, and visual
impairment. Some care must be taken in interpretation as this could reflect better
diagnosis rather than true prevalence. However prevalence is quite mixed across the
comparators, so it looks like prevalence is potentially higher, despite similar

hi gher

demographics.

t han

Engl and %) &-8band8d+. der

1 Derbyshire has higher than average prevalence of dementia, and this is reflected
generally across the comparators, again unsurprising given their older populations.

peopl
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Derbyshire has a lower rate of people supported through the year than England and
some of the other comparators (although many are also lower) which could be an
indicator of unmet need

Derbyshire has similar levels of social isolation to England and most of the comparators

Derbyshire has higher than average permanent admissions to care homes, and this is
quite mixed across the comparators indicating that need is potentially higher despite
similar demographics

Derbyshire has higher levels of older people receiving attendance allowance and
Disability living allowance. This could indicate higher prevalence of disability, or good
relative uptake of benefits.

Some headlines for Derby City are presented below:

T

= =2 =

3.2

Derby has lower than average levels of people aged 65-74 and 75-84, and similar to
average levels of people 85+.

Prevalence of dementia is similar to England, quite mixed across the group. This could
reflect variable diagnosis rates.

Derby has higher prevalence of visual impairment.
Derby has higher rates of older people supported, which may help to reduce falls.

Derby may have higher prevalence of disability, as indicated by attendance allowance
and DLA uptake.

Derby has similar to average admissions to care homes, and social isolation

Falls headlines:

Derbyshire has similar or worse admissions from falls and fractures across the range of
indicators, compared to England and the comparator group.

Derby City performs similar or worse on injurious falls, and similar or better on hip fractures.
They are somewhere of the middle of the group on this.

Quilts for Derby City and Derbyshire are presented in the appendices of this report.
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Chapter 47 Overview of Current Services

A wide range of services are provided across the City and County that aim to prevent falls and
respond to people who have fallen.

4.1 Falls Prevention Services

Falls Prevention covers the preventative measures that can be put in place to avoid and
mitigate the impact of falls on people primarily those aged over 65. Many of these will align with
the wider topic of frailty, which encompasses the problem of falls alongside a number of other
age related health and social care issues but for clarity the focus of this report remains on falls.
These services are provided by a wide range of organisations.

Housing

District Councils and the City Council Environmental Health Teams provide advice and
undertake enforcement of private sector housing conditions to ensure they are free from
hazards to health. These hazards include falls on stairs, from high levels, trips and the risk of
falls associated with cold. Disabled facilities grants are delivered by Environmental Health in
partnership with Derbyshire County Council Disability Design Team and Occupational
Therapists. District Councils and the County/City Councils provide affordable warmth schemes,
reducing the risk of falls associated with cold homes.

Derbyshire Handyvan Service provides practical support to help older and vulnerable people to
live independently in their own homes e.g. securing loose carpets, fitting handrails, changing
light bulbs etc. all of which reduce the risk of falls in the home.

Social housing organisations (District/City Councils, Other Housing Organisations) provide
accommodation and monitoring plus floating support for older people to support them to live
independently at home.

Derbyshire Fire and Rescue Service undertake safe and well checks to around 8000 homes
across the City and County. The service principally focuses upon fire hazards but also provides
advice on other hazards and has recently begun to undertake falls risk assessments.

Footcare

Tootsies foot care provides affordable and accessible basic foot care for people aged 50+ who
do not meet the eligibility criteria for NHS Podiatry but who have difficulty in caring for their feet
effectively. Countywide service supporting around 700 older people.

Strength and Balance Exercise

Derbyshire County Council Public Health has commissioned Age UK to deliver evidence based
falls prevention exercise groups across the County (Strictly No Falling (SNF)). There are
around 130 classes that provide chair based strength and balance, Tai Chi, Otago and PSI
training to around 1500 older people. The service also seeks to engage with care homes.
Individuals can self-refer or be referred by their GP. Transport assistance is available to enable
people to access classes. Most classes require participants to pay a small charge.

23



4.2 Falls response services

Derbyshire CC (Adult Social Care) commission the Falls Alert Service (FAST) that enables
appropriate telecare equipment to be deployed including lifeline and pendants, bed occupancy
sensor, automatic lamp activation, and waist-worn fall detector, which is all provided free
subject to a £2.50 per week monitoring fee. Any alerts raised will be received at the local 24
hour monitoring centre who can then take appropriate action including notification of GP or alert
a response team (Housing Wardens) to assist people. A similar service operates in Derby 1
Derby Carelink.

FIRST St John Ambulance - available to residents in High Peak and North Dales localities.
Service takes referrals from EMAS for patients who have fallen but are manageable at home; as
well as referrals from GPs to provide immediate support to recent fallers or patients at risk of
fall. Service provides immediate care and immediate interventions to reduce fall/ repeat fall as
well as onward referral to a range of services including Integrated Care Service. Service works
closely with Primary Care to ensure appropriate services within the community.

4.3 Specialist Falls Service/ Community Rehabilitation Team (DCHS)

DCHS are commissioned via a block contract to provide a specialist falls service across the

County. The service undertakes multifactorial risk assessments of people who have usually

had a fall or been identified as being at higher risk of a fall and includes clinical assessment of

an individual 6s balance and physical probl ems,
nutrition, environmental assessments, equipment provision, advice, strength and balance

training. The service refers onto to other services such as SNF etc. as necessary

The services sees around 5000- 6000 people per annum who are usually referred via their GP
but also referred from other services such as EMAS, hospitals etc.

4.4  Acute Hospital Services

Both Chesterfield Royal and Derby Royal hospitals provide services that deal with more
complex cases involving people who have fallen and to identify people at higher risk of hip
fractures. Services include:

Fracture Liaison

Fracture liaison services which aim identify patients over 50 years of age who have suffered a
fragility fracture after minimal trauma (usually a fall) an assessment of their osteoporosis risk
and appropriate management.

Ortho-Geriatric Services

Ortho-geriatric services for more complex cases of people who have fallen or identified as being
at higher risk of falling and have other problems with continence, mobility, fear of falling and
confidence issues. The service is part of a wider frailty service for older people and includes
comprehensive geriatric assessments (CGA) and other services as appropriate such as
physiotherapy, occupational therapist, dietician, vision etc. A personalised care plan will be put
together and ongoing treatment and support provided
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Chapter 57 Evidence Review

5.1

Introduction

Substantial evidence, numerous standards and current guidelines exist to reduce the number of
falls and their impact. In 2009, the Department of Health set out four key areas for intervention
that commissioners working collaboratively across health and social care should consider3:

Objective 1:
Objective 2:
Objective 3:

Objective 4:

Improve outcomes and efficiency of care after hip fracture
Fracture Liaison service to respond to first fracture and prevent the second
Early intervention to restore independence through falls care pathway linking

acute and urgent services to secondary falls prevention

Prevent frailty, preserve bone health and reduce accidents

These objectives are represented by the pyramid diagram shown in Figure 12. Services high in
the pyramid 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
reaching the higher tiers.

t he
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Figure 12: A Systematic Approach to Falls and Fracture Prevention. Source: DH:

5.2
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falls
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Hip Fractures

fragility fracture or other injurious

A Best Practice Tariff was introduced in 2010/11 to promote best practice in the care and
secondary prevention of fragility hip fracture in line with the clinical guidelines and quality
standards from NICEZ2. and the web-based National Hip Fracture Database. In particular key
clinical characteristics of best practice are:

Prompt surgery (less than 36 hrs from admission)

Appropriate involvement of geriatric medicine along the care pathway

Fracture prevention assessments and tailored interventions (falls multi factorial

assessment and bone health)
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http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
https://www.nice.org.uk/guidance/cg124
https://www.nice.org.uk/guidance/qs16

53 Non Hip Fraaqility Fractures

The most effective way of identifying people at risk of hip fractures, and organising appropriate
treatment, is to focus on two particular groups:

patients with new frag
frac

ity fr
patients who have actured in

O¢ O«

Identifying patients at higher risk is advocated by the British Orthopaedic Association?,
DH%2 and NICE®. For those patients with a new fragility fracture this can be done by a Fracture
Liaison Service.

For patients who have fractured in the past or are at risk of osteoporotic fractures, a primary
care-based fracture liaison programme can undertake proactive case finding of unassessed
fragility fracture and other high-risk patients across a much wider group.

Effective secondary prevention of falls must become an integral part of the approach for non hip
fragility fractures including multi factorial falls assessment and appropriate interventions.

54 Identify people at risk of Injurious Falls (Inc. First Fragility Facture)

People in the Community
Key elements for success advocated by the DH: and NICE? include:

1 Falls care pathway

9 Falls Coordinator ensures coordination and integration of hospital and community efforts
and promotes falls management and prevention to other agencies.

9 Healthcare professionals routinely asking whether an older person has fallen in the past
year

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

A multi-factorial targeted intervention including: strength and balance training; home
hazard and safety assessment; vision assessment and referral and medication review.

1 Encouraging the participation of older people in falls prevention programmes
1 Providing education and information to health/social care professionals and people at risk
on the risks of falls and how to prevent them

People in Hospital

RCP estimate that a comprehensive falls reduction programme in hospitals can reduce falls by
20-30%%. NICE CG 161° identifies the following measures for reducing inpatients identified as
being at risk (all patients aged 65 and over and patients aged 50 to 64 years who are judged by
a clinician to be at higher risk) of falling in a hospital:

1 Ensure that aspects of the inpatient environment (including flooring, lighting, furniture and

fittings such as hand holds) that could aff

identified and addressed.

1 Consider a multifactorial assessment and a multifactorial intervention ensuring that any
mul tifactori al assessment identifies the
hospital that can be treated, improved or managed during their expected stay.

1 Provide information to the patient and their family on falls and how to reduce the risk
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http://www.fractures.com/pdf/BOA-BGS-Blue-Book.pdf
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.rcplondon.ac.uk/projects/outputs/naif-audit-report-2015
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance

People in a care home

Evidence on what interventions are effective in care homes is less clear but best practice (DH,
Care Inspectorate/NHS Scotland®) is that the following approach should be taken:

Management: policies and practices

9 All residents should receive a multifactorial risk assessment on admission and any
individual risks should be identified and addressed. A recent Cochrane review?
concluded evidence for multifactorial interventions in care facilities suggests possible
benefits, but this was inconclusive.

All staff should receive fall awareness training

1 All falls should be recorded and the data regularly audited to identify areas for self-
improvement

1 Work in partnership with local Health Services and Local Authorities as an integral part of
a multi i agency care pathway

Support for residents

1 Exercise and activity that incorporate strength and balance training can reduce the risk of
falls but a Cochrane review? concluded that there is no evidence overall that exercise
reduces falls in care facilities, but may be more effective in less frail residents.

Provision of Vitamin D

Ensuring the provision and use of suitable walking aids
Vision assessments

Foot care and footwear

Medication is appropriate

Information for residents on how to reduce their risk of falls

= =4 -4 _a_9_-°

Improving the environment

1 Ensure that aspects of the care home environment (including flooring, lighting, furniture
and fittings such as hand hol ds) aehat coul d
systematically identified and addressed

55 Prevent frailty, preserve bone health and reduce accidents i Primary Falls Prevention

The emphasis should be on self-care, health education and promotion to enable active ageing
and minimise the risk of falls and fragility fractures with a particular focus on:

1 Informing and educating older people about active aging including that many falls are
preventable by simple measures

9 Older adults should aim to be active and include strength and balance interventions e.g.
Tai Chi

Ensuring the home environment is safe
Calcium and vitamin D provision for housebound people (PHE2)

E

27


http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.careinspectorate.com/images/documents/2712/Falls%20and%20fractures%20new%20resource%20low%20res.pdf
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