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Focus group participant 
(Taken from audio recording transcript) 

“… Falling is a 
horrendous 
experience. They 
[falls] have 
destroyed my 
confidence. I’m 
frightened to death 
of falling; [pause] 
that it could 
happen anywhere. 
I don’t know when 
it will happen 
again, it’s just that 
things that I used 
to be able to do I 
can’t do now …” 
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Executive Summary 
 
This report describes the findings of the Wakefield Falls Health Needs 
Assessment  2011. 
 
The Health Needs Assessment focused on the health needs of people aged 
50 years and over who have fallen within the last 5 years, and live within the 
Wakefield District. The outcomes of the assessment will inform the strategic 
direction for the Falls and Bone Health Programme.  It will identify gaps in 
service provision that can be addressed through the commissioning process 
and help to agree priorities and resource allocation in order to improve health 
and reduce inequalities. 
 
The aims of the Health Needs Assessment were; 
 

• To systematically review the health issues facing older people aged over 
50 year focusing on falls and bone health 

• To inform strategic direction for the Falls and Bone Health Programme 

• To identify gaps in service provision to be addressed through the 
commissioning process 

• To agree priorities and resource allocation in order to improve health and 
reduce inequalities  

 
The objectives of the Health Needs Assessment were: 
 

• To understand older people’s experiences, the patient journey and 
expectations 

• To identify gaps in provision of services 

• To identify key components of a health response required to meet key 
health needs 

• To identify the social impact of a fall and the effects on independence and 
well-being 

• To identify older people’s perception of risk and falls prevention 
 
A qualitative assessment was undertaken in order to understand people’s 
perception of falls risk, identify the social impact of a fall, and the effects on 
independence and well-being, exploring an individual’s journey and 
experience.  The quantitative methods included data analysis of A&E 
attendance, hospital admissions and Yorkshire Ambulance Service (YAS) 
data relating to falls and fractures. 
 
 
Qualitative Findings  
 
The whole experience of a fall for an older person was identified as having a 
significant impact on their life and whilst all the findings are interlinked there 
were four key themes identified through the qualitative analysis.  They were; 
 

• Cause of Fall 
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• Impact of Fall 

• Support for those who Fall 

• Falls Prevention 
 

The majority of falls occurred in the home or garden. Falling outside was 
attributed to the pavement and condition of walkways. Many of the 
participants had other health conditions that may have contributed to their fall. 
Falls impacted on the respondents, emotionally, socially, physically and 
financially.  

 
There were also common experiences in that the majority of respondents had 
experienced multiple falls and not had anyone talk to them about falls 
prevention prior to their first fall. 
 
There were also shared perceptions relating to falls; they were trivialised as 
‘just a trip’ and accepted as an inevitable part of ageing. People reflected that 
they had been rushing around, not recognising their limitations. In many cases 
participants could not identify how their falls could have been prevented. 
 
To reduce the impact, it was felt by the participants that post fall support 
would be beneficial in the form of, home support and adaptations, advice to on 
how to prevent further falls, exercise and support groups. 
 
 
Quantitative Findings 
 
Data analysed highlighted a number of areas: 
 

• Health Inequalities 

• Location 

• Geographical spread 

• Time of fall 

• Fracture 
 
 
A&E attendance and hospital admissions are higher for females than males 
with an increased prevalence in the 80 plus age group. Patients living in 
deprived areas of Wakefield are more likely to fall. 
 
Trends in hospital admission and attendance data showed that most falls 
occurred in the home and the percentage of falls in the home increases with 
age.  
 
The pattern between hospital admission and A& E attendance across the 
district mirrors the geographical spread of the ageing population e.g. 
institutions. There is an increased percentage of ambulance call outs 
attributed to institutions which also increases with age.  
 
Hospital admissions increase in the winter months with a peak in December. 
The majority of falls occur in the morning. 
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Fracture neck of femur is the top primary diagnosis for both sexes but this 
injury affects women more than men. There is also a difference in types of 
injury between the sexes. Fractures are more prevalent amongst females with 
fracture of lower end of radius the second biggest diagnosis and one that is 
commonly associated with a fall and poor bone health.  
 
 
Conclusion 
 
A review of the information collated for the Falls and Bone Health Needs 
Assessment confirms the assertion that falls is a serious and frequent 
occurrence in people aged 65 and over, and that by extension the prevention 
of falls remains a significant Public Health challenge.  The local data 
developed, both quantitative and qualitative, provides a direct correlation to 
national data modelling and research related to the causes and location of 
falls, the impact of a fall. It therefore provides a focus to develop a Wakefield 
Approach to falls awareness, prevention and management of fallers which are 
detailed in the recommendations that follow. 
 
 

Recommendations  
 
The Health Needs Assessment has helped identify the falling population in 
Wakefield and areas of work to be undertaken: 
 
Raising Awareness   
 

o Expand on current initiatives e.g. falls on buses, Staying Steady 
Campaign, and build on the concept that falls is everyone’s business.  

o Develop different approaches to engage with the community e.g. 
advocating a social model of ageing amongst public and professionals 
and encourage social change and timely interventions 

o Revisit the current falls prevention material in the community and how 
the information is received and applied. Ensure links to other falls 
prevention areas and agree a multi- agency Wakefield approach.  

 
Falls Prevention 

 
o Raise awareness of falls in the community and in general practice 

promoting the use of the level 1 falls risk screening tool (FRAT) and 
linking it to level 2 falls risk tool, ensuring organisational sign up. 

o Use opportunities in primary care e.g. Waiting Room Campaign   
o Consider targeting at risk groups e.g. those with specific health 

conditions 
o Consider a range of approaches to engage and agree with wider 

partner organisations to support the development of the Wakefield 
approach.  
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Areas of deprivation 
 

o Explore further the relationship between deprivation and falling to 
inform areas for preventative work 

 
Women and falling 
 

o Ensure a Wakefield approach to addressing falls and osteoporosis e.g. 
through osteoporosis guidelines, action planning 

o Identify opportunities to support G.P. Practices  
 
 
Home 
 

o Examine existing home safety information in the community, building 
on the preventative work that already exists.   

o Explore further opportunities to establish a Wakefield approach to falls 
prevention across all organisations, professional groups and the 
community.  

 
 
Support after a fall 
  

o Review current support systems/ rehabilitation programmes in place 
and ensure adequate social support at community level for after a fall  

o Revisit discharge pathway to address the needs of fallers 
 
Institutions, falls and fallers 
 

o Explore policy, procedures and pathways around falls prevention and 
the proactive management of fallers in institutions, including extra care 
housing facilities 

o Identify opportunities to support institutions and care facilities ensuring 
that they are part of the Wakefield approach to falls and fallers. 
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1. Introduction 
 
1.1 Rationale 
 
In 2010 NHS Wakefield District undertook a market analysis of the current 
provider environment in response to three main drivers which were:  
 
1. Transforming Community Services 
2. Quality, Innovation, Productivity and Prevention (QIPP) Strategy.  
3. The World Class Commissioning Strategic Plan Refresh 
 
Falls and bone health was identified as a priority area for review and redesign 
building on activity identified in the National Service Framework (Standard 6) 
for Older People (2001) and the DoH Guidance, Falls and Fractures (2009). 
 
One of the priority areas was to systematically assess the needs of the 
population to contribute to service commissioning activity with regards to 
preventing falls and fractures. This is an area of key activity identified in recent 
DH Guidance (2009) ‘Falls and Fractures’. 
  
 
1.2 Aims  
 
The aims of the Health Needs Assessment were; 

• To systematically review the health issues facing older people aged over 
50 year focusing on falls and bone health 

• To inform strategic direction for the Falls and Bone Health Programme 

• To identify gaps in service provision to be addressed through the 
commissioning process 

• To agree priorities and resource allocation in order to improve health and 
reduce inequalities  

 
 
1.3 Objectives 
 
The objectives of the Health Needs Assessment were: 

• To understand older people’s experiences, the patient journey and 
expectations 

• To identify gaps in provision of services 

• To identify key components of a health response required to meet key 
health needs 

• To identify the social impact of a fall and the effects on independence and 
well-being 

• To identify older people’s perception of risk and falls prevention 
 
A qualitative assessment was undertaken in order to understand people’s 
perception of falls risk, identify the social impact of a fall, and the effects on 
independence and well-being, exploring an individual’s journey and 
experience.  The quantitative methods included data analysis of A& E 
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attendance, hospital admissions and Yorkshire Ambulance Service (YAS) 
data relating to falls and fractures. 
  
1.4 Definitions 
 
1.4.1 Fall 
 
As defined by National Institute for Health and Clinical Excellence (NICE) 
(2004) and the World Health Organisation (2010) a fall is: 
 
“…an event which results in a person coming to rest inadvertently on the 
ground or floor or other lower level…”  
 
1.4.2 Older people 
 
Older people are not a uniform group and have a wide range of varying needs 
(DoH 2001). Although there are commonly used definitions of old age, there is 
no general agreement on the age at which a person becomes old (WHO 
2011). Entry to old age can be as young as 50 years especially with in 
vulnerable groups.  
 
For the purpose of this Health Needs Assessment, the age of 50 years and 
older will be used as the general definition of an older person.  The rationale 
for this decision relates to the fact that the years between 50 and 65 are a 
transition period for many people, with numerous life changing events.  Many 
of these changes are positive and bring with them new or renewed 
opportunities.  Other changes are less positive and can reduce choice and 
independence.  Local services need to focus on this transitional period in life, 
as well as older age groups, to ensure that appropriate services and 
interventions are in place for those who need them. (Don’t Stop Me Now: 
Preparing for an Ageing Population: Audit Commission 2008). 
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2. Literature Review 
 
A desk based review of literature was undertaken using online material, grey 
literature and books from SWYPFT library. This was to explore the current 
context globally and locally and identify guidance from national policies and 
good practice. Literature was also gathered to identify the cause and impact of 
a fall.  
 
Search terms used were Falls, Falls Prevention, Older Adults, Older People 
 
 
2.1 Global context 
 
Globally, falls are a major public health problem and it is estimated that 
424,000 fatal falls occur each year which makes it the second leading cause 
of unintentional injury death, after road traffic injuries (WHO 2010). Falls and 
fall-related injuries among older people are major issues for health and social 
care providers in Europe and the world (Todd and Skelton 2004). Falls are the 
most serious and frequent home accident among older people and are a 
major reason for admission to hospital or a residential care setting, even when 
no serious injury has occurred (Todd and Skelton 2004). Fall-induced injuries 
are increasing more rapidly than can be accounted for by the increase in the 
elderly population (Todd and Skelton 2004).  
 
 
2.2 National context 
 
Falling is a serious and frequent occurrence in people aged 65 and over. Each 
year, 35% of over-65s experience one or more falls. About 45% of people 
aged over 80 who live in the community fall each year. Between 10 and 25% 
of such fallers will sustain a serious injury (DoH 2009).  Falls and fractures, in 
people aged 65 and over, account for over 4 million bed days each year in 
England alone (Hospital Episode Statistics 2011).  Research has identified 
Falls as one of the main causes of disability and the highest cause of mortality 
from injury among older people over the age of 75 years in the United 
Kingdom (Health Education Authority 1999). Falls are also considered to be a 
major factor leading to premature admission to permanent residential care 
(Audit Commission 2000).  
 
Falls often lead to reduced functional ability, and have a significant impact on 
social interaction and thus an increased dependency on families, carers and 
services.  In research conducted into the epidemiology of falls for the British 
Geriatric Society (2010), it was suggested that one third of older people 
developed a fear of falling after a fall, and that those with a fear of falling had 
reduced functional ability related to daily living, and a consequently lower 
quality of life.   
 
An ageing population means that the rate of falls and fractures are increasing 
and will continue to do so.  Information from the Office for National Statistics 
(2009) details the reality of the ageing population in the UK. Over the last 25 
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years the percentage of the population aged 65 and over increased from 15% 
in 1984 to 16% in 2009, an increase of 1.7 million people.   This trend is 
projected to continue, by 2034, 23% of the population is projected to be aged 
65 and over compared to 18% aged under 16.  The fastest population 
increase has been in the number of those aged 85 and over, in 1984, there 
were around 660,000 people in the UK aged 85 and over. Since then the 
numbers have more than doubled reaching 1.4 million in 2009. By 2034 the 
number of people aged 85 and over is projected to be 2.5 times larger than in 
2009, reaching 3.5 million and accounting for 5% of the total population. 
 
 
2.3 Local context 
 
In Wakefield, the number of people aged over 65 is due to rise by 44% and by 
the year 2025 the numbers of people over 80 will almost double (Care 
Services Efficiency Delivery 2008), which make falls prevention a significant 
public health challenge. The prevalence of falls is expected to be increasing 
by 2% each year due to an ageing population (DoH 2009a). In Wakefield falls 
are the most common reason for injury related ambulance attended incidence, 
compromising of 46% of all age attendances (Adult Injury Prevention Strategy 
Scoping Report, March 2011). The majority of injury related emergency 
admissions (75%) in the 65+ age group is for falls. The rate of frailty also 
increases with age which impacts on the severity of a fall, making it clear that 
services and health care systems need to respond to this agenda.  
 
A local authority and PCT population of 300,000 may currently include 45,000 
people aged over 65. Of these: 15,500 will fall each year, 6,700 will fall twice 
or more, 2,200 fallers will attend an accident and emergency (A&E) 
department or minor injuries unit, a similar number will call the ambulance 
service, 1,100 wiIl sustain a fracture, 360 to the hip. Based on NICE 
guidelines (2004) and population modelling, amongst a population of 300,000 
around 10,000 people per year who fall should receive a falls assessment, 
with a further 5,000 potentially requiring a brief screening of gait and balance 
(DoH 2009 a) 
 
Resident Population Breakdown 
 
This information presented in Figure 1 is taken from ONS population 
estimates from mid 2009 and looks at resident population breakdown in the 
over 50’s which accounts for 116,058 of the resident population. 
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Figure 1. Population aged 50+ split by age group and gender 
 
 
The resident population breakdown above helps illustrate Wakefield’s ageing 
population. In line with National trends the number of people over 50 is 
growing. In Wakefield the male/female split is fairly equal across the 
population age groups with a noticeable increase in the number of females 
when we look at the 80+ age bracket. This reflects the national trend on 
females living longer than males.  
 
Data developed for the Joint Strategic Needs Assessment 2011/12 states that 
as is typical nationally, the Wakefield age profile reflects the larger birth 
cohorts of the 1950s and 1960s and the greater numbers of women in older 
age than men. Numbers are projected to keep on increasing, albeit more 
slowly than elsewhere in the region, with improved life expectancy resulting in 
a greater proportion of the population being made up of people in older age 
groups.  According to this data, Wakefield is expected to encounter a large 
population structure change within the next five years, with the older persons 
grouping growing by over 11% by 2016 (73,000 persons), and over 22% by 
2021 (80,900 persons).  By 2031, the older persons population is expected to 
have grown by over 50%, representing a population close to 100,000 persons. 
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Figure 2. Population aged 50+ split by deprivation quintile 
 
 
Figure 2 looks at the over 50 population by deprivation in Wakefield. A slightly 
bigger proportion of our ageing population live in areas of lower deprivation 
than high. Again the national trend for females to live longer than males is 
observed.  
 
 

 
Figure 3. Population distribution of residents aged over 50  
 
 
Figure 3 illustrates the geographical spread of our ageing population. It should 
be noted that the distribution of the population aged over 50 as represented 
above will be affected by the location of institutional establishments such as 
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residential/nursing care homes as well as extra care and sheltered housing 
facilities in the Wakefield district. 
 
The map illustrates that some areas in the South East of the district have a 
particular ageing population.  
 
 
2.4 Guidance and recommendations 
 
The National Service Framework for Older People, Standard 6 (2001) set out 
aims to reduce the number of falls which resulted in serious injury and to 
ensure effective treatment and rehabilitation for those who have fallen. The 
standard encourages the NHS to work in partnership with councils to take 
action to prevent falls and reduce resultant fractures or other injuries in their 
populations of older people. 
 
Older people who have fallen should receive effective treatment and 
rehabilitation and, with their carers, receive advice on prevention through a 
specialised falls service (DoH 2001) 
 
The standard sets out changes needed to reduce the number of falls and their 
impact by: 
 

• Prevention, including the prevention and treatment of osteoporosis 

• Improving the diagnosis, care and treatment of those who have fallen, 
and  

• Rehabilitation and long-term support. 
 
The National Institute for Clinical Excellence (2004) focused on the 
assessment and prevention of falls in older people with particular reference to: 
 

• Case/risk identification 

• Multifactorial falls risk assessment 

• Multifactorial interventions 

• Encouraging the participation of older people in falls prevention 
programmes including education and information giving, and 

• Professional education 
 
There was an emphasis on the fact that all older people who are in contact 
with a health care professional should be routinely asked if they have fallen in 
the past year. Health professionals working with people who are at risk of 
falling should offer falls prevention advice and information as to where 
individuals can go for further assistance (NICE 2004). 
 
The Department of Health guidance, Falls and Fractures Effective 
Interventions in Health and Social Care (2009a) looks at developing services 
to achieve four objectives. These are listed below in order in terms of impact 
and evidence-base and have a role for different risk groups. 
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Objective 1: Improve patient outcomes and improve efficiency of care after 
hip fractures through compliance with core standards. 
Objective 2: Respond to a first fracture and prevent the second – through 
fracture liaison services in acute and primary care settings. 
Objective 3: Early intervention to restore independence – through falls care 
pathways, linking acute and urgent care services to secondary prevention of 
further falls and injuries. 
Objective 4: Prevent frailty, promote bone health and reduce accidents – 
through encouraging physical activity and healthy lifestyle, and reducing 
unnecessary environmental hazards. 
 
 
2.5 Causes of falls 
 
There are many causes of falls, and although age is a risk factor they are 
often perceived as an inevitable part of the ageing process (WHO 2007). 
Evidence shows that once someone has fallen, they are more likely to fall 
again.  One fracture makes a subsequent fracture 5 times as likely. Two 
fractures increase the rate of further fracture by up to 7 times (Ross et al 
1993). Falls are more common among older women then men, however fall-
related mortality is higher among older men (WHO 2007).  
 
There are a wide range of separate risk factors which impact on falls many of 
which can be modified or changed often reflecting underlying extrinsic and 
intrinsic risk factors (DoH 2009a; DoH 2009b; Help the Aged 2007).  
 
Extrinsic factors include social and physical factors that relate externally to the 
environment (DoH 2009b). This may include obstacles, slippery surfaces, poor 
lighting and poor footwear. As people age they are less likely to be able to 
cope with the extrinsic risk factors that they may have been able to manage 
before (Todd and Skelton 2004). People of all ages can ‘trip’ or ‘slip’ and can 
usually correct themselves easily and safely, but at some point, the ability to 
correct a ‘slip’ or ‘trip’ declines due to poor balance mechanisms (intrinsic), co-
ordination or strength (Todd and Skelton 2004). 
 
Intrinsic factors relates to a persons ability to respond to extrinsic factors (DoH 
2009b) and can include poor balance, gait or mobility including degenerative 
joint disease and motor disorders such as stroke and Parkinson's disease 
(DoH 2009a , Todd and Skelton 2004, Stalengoef et al 2002). Intrinsic risk of a 
fall is significantly increased if a patient is taking four or more medications, in 
particular blood pressure lowering medications (Todd and Skelton 
2004).Vision impairment is associated with increased risk of falls (WHO 2007, 
Cambell 2010). Research has shown that 75% of older adults who suffer a fall 
as a result of poor vision had a visual impairment that could have easily been 
corrected (AgeUK 2011).  
 
Older people with cognitive impairment and dementia are at an increased risk 
of falling (Shaw 2002). Risk factors such as mobility impairment and 
behavioural disturbances in people living with dementia contribute to their high 
risk for falls (Harlein et al 2009). Depression is also a significant predictor of 
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falls (NICE 2004). Isolation and depression can be triggered by lack of social 
participation can increase fear of falling (WHO 2007). Fear of falling can 
increase the risk of falls through a reduction in social participation and loss of 
personal contact - which in turn cause an older adult to de-condition and 
increase isolation and depression. 
 
Falls can also be due to multiple reasons which can combine extrinsic and 
intrinsic factors, such as environmental hazards and underlying medical 
conditions such as, stroke or arthritis (Royal Society for the Prevention of 
Accidents 2011). 
 
As well as risk factors the prevalence of falls is highest in people with learning 
disability, dementia, stroke, osteoporosis, living in a communal establishment 
care home (NICE incidence s 2.3 x greater) 
 
 
2.6 Osteoporosis and falls 
 
One of the underlying risk factors is osteoporosis. Osteoporosis is a 
progressive systemic skeletal disease characterised by low bone mass and 
micro-architectural deterioration of skeletal tissue. (Atenstaedt et al 2007). It 
results in compromised bone strength, causing bones to become fragile and 
break easily, often following a minor bump or fall. These broken bones are 
often referred to as fragility fractures. (National Osteoporosis Society, 2011) 
Osteoporosis literally means ‘porous bones’.  
 

 Osteoporosis is known as a silent disease because the deterioration of 
skeletal tissue proceeds with no outward sign until fracture occurs.  It is these 
fractures, and the concomitant pain, that give osteoporosis its clinical 
significance. The whole skeleton is affected, but the sites most prone to 
fracture are the wrist, spine and hip.  

One in two women and one in five men older than 50 years will sustain an 
osteoporotic fracture at one of these sites (National Osteoporosis Society 
Website, 2011). 25% of women over 80 will have some form of osteoporosis 
(NICE, 2011). Older women are therefore more likely to have a serious injury 
as a result of a fall. An estimated 3 million people in the UK suffer from 
osteoporosis and more than 310,000 osteoporotic fractures are sustained 
each year. This annual total is projected to increase, primarily as a result of 
the ageing of the UK population. The combined social care and acute costs 
for treating the current level of osteoporotic factures in the UK have been 
estimated at more than £1.7 billion annually. (NICE)  
 
Secondary prevention relates to the prevention of osteoporotic fragility 
fractures in those who have already sustained an osteoporotic fracture. 
National Institute of Clinical Excellence (NICE Guidance TA087) guidelines 
recommends the use of Bisphosphates to reduce the risk of further 
osteoporosis-related fractures (broken bones) in women who have gone 
through the menopause and who have already had an osteoporosis-related 
fracture. Guidelines advocate the use of DEXA scanning to confirm 
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osteoporosis. There are also planned 2011 /12 Quality and outcomes 
framework (QOF) indicators on secondary prevention. 
  

 
2.7 Location of fall 
 
Falls and fractures tend to occur mainly in the community, home and hospital 
(DoH 2009a). Falls in the home environment account for almost half of total 
falls (NCIPC 2008), and the most serious falls happen on the stairs (RSPA 
2011). Outdoor falls occur amongst the more active older people and are 
influenced by the outside extrinsic factors such as uneven pavements, curbs 
and walkway conditions (Li, Keegan, Sternfeld, et al 2006).  
 
 
2.8 Falls Prevention  
 
Research suggests that some older people reject the idea that they are at risk 
of a fall, either because they are genuinely confident or over confident of their 
capabilities, or because they fail to accept that they are ‘at risk’ as they feel 
this may stigmatise them as old and frail (Help the Aged 2005). Health and 
independence are an important aspect of older people’s lives, and often older 
people associate falling as incapacity and inability (Bond and Corner 2004). 
 
Although recognising and modifying risk factors is a crucial part of preventing 
falls (DoH 2009) a lot of older people and their family members and carers are 
unaware of factors or behaviours that put them at risk of falling, and are also 
unaware of what actions they can take to reduce their risk (NCIPC 2008). 
 
 
2.9 Impact of a fall 
 
Over 400,000 older people in England attend A&E Departments following an 
accident and up to 14,000 people a year die in the UK as a result of an 
osteoporotic hip fracture (DoH 2001). It is estimated that 4.6 million hospital 
bed days were used in 2006/7 in England for fractures in over 60 year olds 
and frailty related falls in over 75 year olds.  The number of admissions for 
falls increased by 36% over the five years between 2003/4 and 2008/9.  With 
an ageing population, this is likely to continue to increase (DoH 2011). 
Fractures occur most commonly in the hip, spine and wrist. Vertebral fractures 
due to osteoporosis can cause loss of height, curvature of the spine and 
chronic back pain (DoH 2001).  
 
A fall can have a significant impact on someone’s life and the consequences 
can be life threatening (DoH 2009a; Salkeld, Cameron, Cumming, Easter, et al 
2000). Falling can precipitate loss of confidence, and fear of falling can 
become a significant barrier to physical activity and therefore lead to 
decreased independence and mobility (Li et al 2006).  A fall, and fear of 
falling, can have a significant individual human cost, for example, fewer than 
half of older people that sustain a hip fracture after a fall return to their usual 
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place of residence and for some older people it is the event which forces them 
to leave their homes and move into residential care (Audit Commission 2000).  
 
The fear of mental and physical health decline and becoming dependant on 
other people for basic needs is high amongst older people (Bond and Corner 
2004).  One study found that 80% of older women surveyed would rather be 
dead than experience the loss of independence and quality of life that results 
from a bad hip fracture and subsequent admission to a nursing home 
(Salkeld, et al 2000).  
 
Experiencing a fall and the subsequent loss of independence can result in a 
loss of control over self worth, self reliance, confidence, choice and control of 
every day life events (Bond and Corner 2004; Lord et al 2007). Loss of 
independence can lead to a downward spiral of unnecessary social 
restrictions (Lord et al 2007).  Some older people are fearful of falling, but they 
are most concerned about loss of mobility and independence (DoH 2009a). 
 
 
2.10 Local approach 
 
The Wakefield approach to meet guidance, recommendations and good 
practice can be found in the appendix. (Appendix 1) The results of this Health 
Needs Assessment will further inform the work of this programme. 
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3.0 Qualitative Methods 
 
A multiple methodology was applied throughout the Health Needs 
Assessment process and included the following; 
 
a. Focus groups with older people 
b. Semi structured interviews 
c. A literature review of the evidence relating to falls 

 
 

3.1 Qualitative Engagement 
 
Engaging with older people who had experienced a fall was a key part of the 
approach to the Health Needs Assessment.  The Health Needs Assessment 
sought to explore the following questions: 
 

• To understand older people’s experiences, the patient journey and 
expectations 

• To identify gaps in provision of services 

• To identify key components of a health response required to meet key 
health needs 

• To identify the social impact of a fall and the effects on independence and 
well-being 

• To identify older people’s perception of risk and falls prevention 
 
 
3.2 Method 
 
3.2.1 Sampling  
 
The population assessed were people aged 50 years and over, in particular 
those who had fallen within the last 5 years, who live within the Wakefield 
District. 
 
 
3.2.2 Recruitment 
 
Participants were recruited to the study using a flyer designed with support 
from the Communications Team. The flyer was distributed to adults aged 50 
years and over on the PPI people bank, members of the older people’s forums 
and featured in the local newspaper. It was also promoted by staff working in 
the integrated networks and by the Health and Wellbeing Development 
Workers. Members from the Wakefield Healthy and Active Life Group 
including Age Concern Wakefield District, Re-Connect, Ponte-Live-At-Home 
and Library Services also promoted participation. 
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3.2.3 Focus Groups 
 
Initially 6 focus groups were completed at community venues across the 
district and 28 participants were involved. The groups were facilitated by two 
members of the project team using a schedule to help guide the discussions. 
The focus group schedule was developed during a workshop with staff that 
had experiences relevant to the Health Needs Assessment e.g. working with 
older people, experience of Health Needs Assessment’s. The questions were 
developed to help answer the objectives of the Health Needs Assessment 
(see Appendix X) and minor changes to the schedule were made following 
experiences of the first focus groups. All focus groups were recorded and 
transcribed.  
 
3.2.4 Semi-Structured Interviews  
 
Feedback from this part of the Health Needs Assessment indicated that 
participants were not entirely comfortable with a group situation, particularly 
when they knew others in the group. As a result of this additional semi 
structured one to one interviews were conducted, 11 in total with 3 
representative’s from the BME community. The interview was guided by the 
focus group schedule for consistency and reliability. The interviews were 
carried out in the participants’ homes by the two focus group facilitators and 
where appropriate team members that were able to speak languages 
appropriate for the BME community being interviewed. Due to time constraints 
notes were made during the interviews which were typed up. 
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4.0 Qualitative Findings 
 
A thematic approach was taken. The transcripts from the focus groups and 
interviews were read through, with initial thoughts noted in the margin against 
the aims and objectives of the Health Needs Assessment. These notes were 
then used to generate main themes and sub themes. The transcripts were 
read repeatedly over a period of time and the codes were applied to each 
piece of text. Once this process had been completed the analysis was 
checked again to ensure the text had been coded accurately; this was also 
checked by someone independent of the initial analysis. Text from the 
transcripts was then assigned to the relevant theme and sub theme and 
weighting was given to the most frequently recurring theme. The themes 
identified from the data are presented in the findings section. 
 
 
4.1 Overview 
 
The focus groups and interviews generated rich in-depth data highlighting the 
experiences of older people who had fallen.  The whole experience of a fall for 
an older person was identified as having a significant impact on their life and 
whilst all the findings are interlinked there are four key themes that have been 
identified through the qualitative analysis.  They are; 
 

• Cause of Fall 

• Impact of Fall 

• Support for those who Fall 

• Falls Prevention 
 

Further to the four key themes, there were common characteristics in terms of 
the respondents experiences related to their falls. In most cases the majority 
of respondents: 
 

• had not had anyone talk to them about falls prevention prior to their first 
fall 

• had experienced multiple falls and endured a range of physical injuries 
 

Many respondents also shared common perceptions related to their views 
about falls and the reason for the fall occurring: 
 

• Falls were trivialised as ‘just a trip’, even when the physical injuries as 
a consequence were severe 

• Falling was accepted as an inevitable part of ageing 
 

“… I think it is very hard to define why we fall…I know as we get older 
your reactions and senses aren’t quite what they were…” 

 

• At the time of their fall many people reflected that they had been 
rushing around and either trying to fit too much into their day or trying 
to do more than they were able to, not recognising their limitations 
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• In many cases participants could not identify how their falls could have 
been prevented 

 
 

4.2 Cause of Fall 
 
Although participants could not personally identify why they fell, themes were 
identified as they reflected on their experience.  
 
 
4.2.1 Location 
 
Respondents reported falling in a number of different locations.  Most 
common locations were in the home where steps and obstacles were cited as 
the main causes; in the garden whilst hanging out the washing or putting up 
hanging baskets and whilst out and about many reported falling up and off 
kerbs. 
 
“…my falls are always [on] the stairs…that’s my thing, for some reason I just 

fell down the stairs and have done it frequently since being married…” 
 

 “… [I] fell over the dog’s toys…” 
 

“…I got up in the middle of the night, made a cup of tea and tripped on rug…” 
 

“…I was putting my hanging baskets out and suddenly went dizzy…” 
 

“…I fell in the back garden, I was actually getting the washing in at the time, it 
was evening, and we still can’t understand why I ended up on the floor …” 

 
 

4.2.2 Conditions of pavements and walkways 
 
When participants were asked about what caused their fall when they were 
out and about the conditions of the walkways and pavements were identified 
as a problem. 
 

“…there are a lot of autumn leaves coming down and it’s very wet, it’s just a 
death trap…” 

 
 “…two [falls] were due to an uneven pavement…” 

 
 Icy, snowy pavements were also identified as the cause of falls, 
 

“…ice was on the platform because on the other side of the platform it had 
melted. The train was pulling up, I put my foot forward and went down to the 

floor…” 
 

“…I fell in the snow I lost my balance and slipped…” 
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Kerbs were often blamed, although it wasn’t clear as to why this was, whether 
it was the kerb that was proud or that participants were less mobile and 
unable to lift their leg.  
 

 “… I tripped up on a little kerb…” 
 
 

4.2.3 Health conditions 
 
As participants were describing their fall experience, it was noticed that many 
had other health conditions that may have contributed to their fall. The main 
factor was that they had reduced mobility.  
 

“…when I’m walking around I tend not to pick my feet up like I used to…” 
 

 “…I get up with great difficulty, I have a trembling hand and I have to get up 
slowly. I don’t make excuses, this is how I do it and it takes me time. It hurts 

from this side and this side. If I turn I can’t turn my head fully…” 
 

Other participants commented on how a stroke had affected their mobility. 
One member commented that the stoke was the defining moment for the start 
of falls.  
 

“…[suffered a stroke] and that’s when I started to fall…it just won’t do what I 
want it to do [leg] I will be walking in the house and I can trip over a matchstick 

on a bad day…” 
 

One participant felt that their blood pressure was the cause of their fall. 
 

“…I get high or low blood pressure…I was discharged the next morning and 
was told it was due to blood pressure loss…” 

 
 

4.5 Impact of a Fall 
 
Respondents confirmed that falls have the potential to have a major impact on 
older people. The most significant data captured was related to the impact of 
a fall and whilst physical injuries were reported and there was some reference 
to the financial implications, by far the greatest impact on those who fall were 
the psychological/ emotional impact and the social impact of a fall.  Every 
participant involved in the focus groups and interviews reported that their falls 
had affected them in at least two of the following categories. 
 
 
4.5.1 Psychological / Emotional impact 
 
Shock, trauma, and loss of confidence were reported by all female 
respondents whilst the male respondents talked about loss of pride.  The 
shock and trauma was experienced at the time of the fall and remained for a 
short time afterwards, however, the loss of confidence in themselves and their 



 

21 

abilities has a longer lasting impact on their lives, their health and wellbeing.  
Fear of falling is ever present with the bulk of the respondents.   
 

“…Falling is a horrendous experience…” 
 

 “…The falls have destroyed my confidence.  I’m frightened to death of 
falling…” 

 
“…I am worried about falling, if I break anything or if I get hurt or if I die…” 

 
“…I’m scared that it might be worse than last time.  Because you know you 
are never going to be as good.  You know that with the slightest fall, if you 
break anything you are not going to bounce back quite the same, there is 

going to be something that’s not working properly…” 
 

 “…it makes you very aware that we are vulnerable and you have to look 
where you are going and be more aware…” 

 
 

4.5.2 Social impact 
 
For those who have had significant injuries, leaving them with less mobility, 
the fall has resulted in the temporary loss of independence. Some were not 
able to go outside of their home and were housebound for a time.  Some were 
too afraid to go outside, especially on their own, the fear of falling whilst out on 
their own further restricted social activities.  Due to the longer term effects of 
their injuries some reported that they were unable to continue to engage with 
activities that they had previously enjoyed such as gardening, shopping, 
walking, going on day trips, and golfing.  
 
The loss of confidence, feelings of vulnerability and their fear of falling mixed 
together with reduced physical mobility and ongoing pain management were 
identified as real barriers to being socially active.  
 

“…I was on my own and couldn’t get out for seven months…” 
 

“…I’m getting about a bit more but I don’t venture into town on my own 
anymore…” 

 
“…I would like to venture further – what stops me is the pain I get in my 

shoulder and when I get it I can’t move…” 
 

“…It has narrowed my life as I used to love walking…” 
 

“…I used to play a lot of golf but I can’t go golfing now I enjoyed my car... I 
used to go all over fishing but I had to sell that – you see my right leg does 

what it wants to do – it’s made a big difference to my life…”  
 

“…it takes the pleasure out of ever going out…” 
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4.5.3 Physical Impact 
 
A range of physical effects were experienced by those who had fallen from 
minor cuts and bruises to ligament damage and to fractured hips requiring 
surgery.  The majority of respondents had fractured bones as a result of their 
fall.  Most common were wrist fractures, ankle fractures and hip fractures, with 
one respondent fracturing both hips after two separate falls.  Other fractures 
identified were elbow fractures, fractures of the vertebrae and pubic bone 
fractures.   
 
“…I was taken to A&E who confirmed I had broken my hip...the following day I 

had to have a hip replacement…” 
 

All those involved in the study had experienced either short term or long term 
pain as a result of their injuries.   
 

“…I was in a great deal of pain [when I fell] and the pain is getting worse.  
Unfortunately I have ruined the muscles in the right hip which is where most of 

the pain is now as I’ve kept the weight off my left knee… “ 
 

“…it did drastically slow me and affected my work as it was painful to go up 
and down stairs…” 

 
The physical injuries, the result of surgical interventions and the longer term 
pain experienced has resulted in reduced mobility for some. 
 

“…in 1993 I fell and broke the top of my humorous.  Later in 1993 I fell and 
broke the right hip which was pinned… but you’re not as mobile…” 

 
“…But you find that when you have a fall when you are younger you can 

correct yourself and I can’t do anything about it now I’m older…” 
 

 
4.5.3 Financial Impact 
 
Some individuals reported that their falls also had financial implications.  One 
respondent had to take early retirement due to the physical and emotional 
impact of their fall. Another respondent has to get taxi’s to the shops and GP 
practice and another respondent pays for someone to come in and clean for 
them. 
 
 
4.6 Support for those who fall 
 
4.6.1 Temporary Home Support 
 
Participants commented that every fall led to a temporary loss of confidence, 
the more severe falls resulted in reduced mobility and ability to carry out 
everyday tasks which prompted them to report the need for temporary home 
support. It was felt by most participants that if a professional could carry out 
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an assessment of their abilities and then tailor a support package that met 
their temporary rehabilitation needs, this would restore independence. The 
type of support needed ranged from someone getting them some food 
shopping, someone making them a drink or a meal, helping with light 
housework, arranging medication deliveries, and to helping people get the 
financial support that they were entitled to.  It was suggested that someone 
who understands what it is like to fall would be beneficial.  Acknowledgement 
was made that every individuals needs are different but a common request 
was for a little extra support temporarily to help them get back on their feet. 
 
“…I couldn’t make anything to eat and I couldn’t make a drink.  I couldn’t pick 
a kettle up. I just couldn’t do anything. I used to go into the garden and cry…” 

 
“…You just get discharged and forgotten about… 

” 
“…They automatically think there will be somebody there for you and that you 

can cope…it just doesn’t work like that…” 
 

 “…When you go home initially you need help for a few days…” 
 

 “…there is no-one to ring to make me a cuppa or help me get back on my 
feet.  I’d like to see someone shop for me, just some temporary support…” 

 
 

4.6.2 Longer Term Support 
 
A significant theme for more long term support was around bathing – being 
able to get in and out of the bath. 
 

“…I have a shower over the bath and I would love to get a bath…” 
 

“…I would love to get in the bath – that’s what I miss…” 
 

“…I haven’t been in for 14 years!...” 
 

“…I got in the bath fully dressed – I managed to get in but I couldn’t get out. It 
took me half an hour to turn myself round and get out – never again…” 

 
 

4.6.3 Communication 
 
The final most significant theme was that of communication.  The majority of 
respondents reported having received good services from health and social 
care in terms of receiving treatment.  Where most respondents would like to 
see some changes is in how their condition and treatments are discussed with 
them and explained to them.  Many did not feel that services communicated 
effectively with them and they felt that they had not been informed of their 
diagnosis, treatment plan, discharge and aftercare.  Respondents felt that as 
well as being communicated to as patients they would like to see more 
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communication between hospital and community services and that services 
need to be more joined up in their working so that they are not forgotten.  
 

“…we need to be listened to and to be kept informed…” 
 

 “…the hospital and the community need to be coordinating the system…” 
 

 
4.6.4 Support Groups 
 
The suggestion of a support group for people who fall was suggested by many 
participants. 
 

“…they’ve got a stroke clubs, diabetes clubs and all that sort of thing…” 
 

“…a self help group would be nice. That would benefit me, someone to talk to 
who understands.  Someone who has fallen and knows what I mean…” 

 
 

4.7 Falls Prevention 
 
Participants were asked how their fall could have been prevented and what 
they would like to see in place to help themselves and other people prevent 
falls.  
 
 
4.7.1 Home safety 
 
Although not mentioned as a cause of the fall, when asked what could have 
been done to prevent a fall, participants commented on improving the lighting.  
 

“…switching a light on in the room...” 
 

Putting items away and making items used on a daily basis more accessible 
was also a reoccurring factor to help improve home safety. 
 

“…steps being put back away and yes all the slip mats [put away]…” 
 
 

4.7.2 Home adaptations 
 
It was recognised that home adaptations are needed to help prevent future 
falls. Some members of the focus groups were able to organise home 
adaptations themselves and received help from family members with the 
installation. 
 

“…we’ve got handles outside the front door and one at the garage…we’ve 
had them fitted by my son in law…” 
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 “…I’ve got all my rails done by ringing up and got my step altered by looking 
in the yellow pages and looking all over and looking in the council leaflets…” 

 
It was noted that participants received contrasting experiences and had 
different expectations about adaptations in the home. Some felt that home 
adaptations should be paid for and organised by external services, others 
although they believed home adaptations would help them didn’t know how to 
arrange such support. 
 
“…aids and adaptations came and I asked for a walk in shower. I was told the 

housing provider would not pay…” 
 

“…I started ringing up and asking for a handrail and when I asked if I could get 
somebody to help me and or get a care allowance I was told in no uncertain 
terms over the phone that there was no point and I wouldn’t get it as I would 

be alright in 3 months time…” 
 
 

4.7.3 Aids 
 
The majority of participants felt that using a stick or a Zimmer frame helped 
them after a fall. It helped to improve confidence and mobility. The was a 
consensus that using a stick or Zimmer frame was not a permanent 
intervention and should only be used to help participants recover from their 
fall. 
 
“…I know a zimmer frame will help a lot of people get about a bit that’s what I 

had in hospital when I first went in. They would be a help for people…” 
 

“…yes I used to use on of my husbands sticks but I found I was getting too 
reliant on the walking stick and I wasn’t using my posture correctly…” 

 
There were a number of respondents that stated that older people should be 
given an alarm that can be used when some one is out and about on their 
own, and within the home. There was some debate as to whether this should 
be paid for or not.  
 

“…Elderly people should be given a rape alarm for if they have accidents 
when no one is around…” 

 
“…my friend knows she has the care link and if she is ill she can ring the 

warden. I have thought about doing that later on, rather than depending on my 
family…” 

 
 

4.7.4 Pavements 
 
Nearly all participants felt that to prevent a fall, pavements needed to be 
improved. The improvements ranged from correcting uneven pavements, 
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keeping them clear of leaves and litter and gritting them during snowy and icy 
weather.  
 

“...I think the pavements could be improved, I think the leaves are worst! I 
think they could clean them better…” 

 
“…it’s just that the council always put lots of grit on the roads for cars, but they 
never think about the paths and the people that walk and yet that is where you 

are likely to fall…” 
 

Some group members suggested a reporting mechanism to let the council 
know about the conditions of the walkways 
 

“…if people do fall, they should report it immediately to their local councillor 
[paving]...” 

 
“…the council need to know to mend the pavements straight away…” 

 
 

4.7.5 Exercise and Physiotherapy 
 
Only one participant mentioned that she was actively taking part in exercise.  
 

“…I have started exercising this physiotherapy I had I was referred for aqua 
therapy and I realised how much good that was doing me and I have actually 
joined a health club which I can go to three times a week if I want and it only 
costs me the same as if I was going to the local bars…I have started looking 
after myself more because I have had to but I have just realised how much 

better off I am with the exercise because I was just seizing up altogether and I 
have always been active as you can tell…” 

 
Other participants, although not participating in any physical activity did feel 
that they would benefit from exercise and other information that could help 
them to prevent falls.  
 

“…I’d like preventative information such as tips with exercise…” 
 
For many of the participants a fall was a significant moment in their lives and 
forced them to become more aware of their physical ability. It is interesting to 
note as part of the discussion related to Falls Prevention that up to the time of 
the fall, participants were not recognising their inabilities, but after the fall they 
were more aware of their personal abilities.  
 
“…the only thing I have learned is that I just need to watch where I am going 

and check every step I take where I am walking…” 
 

“…watch and watch everywhere you are walking…” 
 
“…you have to concentrate on what you are doing with your feet…” 
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4.8 Summary 
 
The majority of the respondents fell in the home or garden. If they were out 
and about a fall was attributed to the pavement and condition of walkways. It 
was observed the many of the participants had other health conditions that 
may have contributed to their fall. Falls impacted on the respondents, 
emotionally, socially, physically and financially. To reduce the impact, it was 
felt by the participants that post fall support would be beneficial in the form of, 
home support and adaptations, advice as to how to prevent further falls, 
exercise and support groups. 



 

28 

5. Quantitative methods 
 
It is particularly difficult to gain reliable and accurate data relating to numbers 
of fallers due to a lack of standardised reporting and collecting systems. For 
example: 
 

• Coding systems - this typically relates to the injury sustained e.g. a 
fracture rather than the cause i.e. a fall. Using injury codes alone to 
develop a data picture must be done with caution as not every injury 
such as a fracture will be as a result of a fall.  

• Lack of other key information recorded e.g. location, circumstances 
relating to a fall 

• Double counting e.g. patients transferred through the system can 
sometimes be counted more than once. 

• Not everyone reports having a fall. Data sources do not capture a large 
percentage of falls that happen in the community, especially those that 
do not result in injuries needing medical attention. 

 
The data presented in this section is based on three sources:  

• Emergency admissions,  

• Ambulance call out 

• A&E attendances due to a fall. 
The data relates to all patients and incidents involving patients aged 50 or 
over that are resident in Wakefield 
 
The emergency admission data used for the Report had an external cause 
code between “W00 and W10” i.e. those relating to a fall. It is acknowledged 
that this will not account for every fall as this may not always be recorded.  
The ambulance call out data relates to incidents recorded on the Yorkshire 
Ambulance Service (YAS) minimum data set where the chief complaint was 
“Falls”.   
 
The A & E attendance data uses incidents recorded by Mid Yorkshire Hospital 
Trust. The data relates to A&E attendances that were coded as being a “Fall”, 
or where the patient had presenting complaint of “Limb injuries” and one of the 
following diagnoses: 
 

• Fracture of Distal Radius and/or Ulna 
• Fracture of Hip Joint 
• Fracture of Humerus 
• Fracture of Femoral Neck 

 
Again it is recognised that this data does not capture all falls but will give a 
pattern of falling activity. 
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6. Quantitative Findings 
 
6.1 Health Inequalities 
 
The first part of this data summary looks how emergency falls admission and 
A &E attendance rates vary by sex, age and deprivation.  

 
Figure 4. Rate of Emergency falls admissions split by age group and 
gender 

 
Figure 5. Rate of A&E attendances for falls split by year, gender and age 
band 
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Figures 4 illustrates the rate of emergency falls admissions by gender and age 
group across the last three financial years. Figure 5 combines A& E 
attendance for falls by year, gender and age band. In both data sets there are 
more female incidents for falls than male. 
 
The greatest number of admissions and A & E attendance is in the 80 plus 
age grouping. This is what we would expect given the relationship between 
age and frailty; people over 80 are more likely to be in failing health, mobility 
and have more co-morbidities. When they fall their injuries tend to be more 
severe. 
 
 

 
Figure 6. Population aged 50+ split by deprivation quintile compared 
with rate of emergency falls admissions.  
 
 

 
 
Figure 7. Population aged 50+ split by deprivation quintile compared 
with rate of A&E attendances for falls.  
 
 
The above data looks at the relationship between deprivation and falls. There 
is a link between deprivation and an increased likelihood of an emergency 
admission for falls (figure 6). This confirms other local research (Adult Injury 
Prevention Strategy Scoping Report, March 2011) into the relationship 
between deprivation and emergency admission. The report looked at factors 
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associated with areas of deprivation such as co-morbidities for smoking, 
alcohol, obesity, reduced mobility or poor living environments and social 
isolation that may result in a more likely admission to hospital. 
 
Figure 7 shows a very similar trend when examining the relationship between 
A&E attendances for falls and deprivation. Patients living in deprived areas of 
Wakefield are more likely to fall; confirming this as an area for targeted action. 
 
 
6.2 Where falls occur 
 

 
Figure 8. Type of A&E attendances for falls 
 
 
Figure 8 details where people fall that results in an attendance at A& E. 
Although labelled ‘trauma’, using the coding rationale outlined at the 
beginning of the section we assume this to relate to a fall.  Looking into the 
location of a fall can help inform prevention activity. A significant percentage 
of ‘attendance type’ is due to incidents at home. The same trend is seen in the 
falls admission data (Figure 9) where despite the quality of recording not 
being as good (given the large number of entries unspecified) there is still a 
significant percentage of falls recorded as occurring in the home (includes 
garden, yard etc).  The A& E attendance data helps illustrates that ‘public 
place’ is another significant area where falls occur particularly in the age 
bands 50-69. The data recording is not as good for the falls admission data so 
it is difficult to say whether falls that result in a hospital admission are 
distributed the same way. 
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Figure 9. Location of falls that resulted in an emergency admission 
 
 
However both data sets show that as people age the percentage of falls in the 
home increases, this could be due to older people’s decreased mobility and 
spending more time at home as they age. This suggests the need to raise 
awareness of hazards / falls in the home, and personal responsibility for 
maintaining individual safety.  
 
 
6.2.1 Geographical Spread 
 

 
Figure 10. Volume of falls that resulted in an emergency admission 
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Figure 10 describes the geographical spread by postcode levels of 
Wakefield’s fallers. As explained in the beginning, the distribution of the 
population of over 50’s is influenced by the location of institutional 
establishments such as residential/nursing care homes as well as extra care 
and sheltered housing facilities in the Wakefield district. We see a similar 
pattern in the distribution of where people are admitted from (figure 10) and 
also from A&E attendance data (figure 11).  
 

 
Figure 11. Volume of A&E attendances that we the result of a fall 
 
 
This pattern supports the national picture that the incidence of falls is greater 
in institutions with 50% falling at least once a year and 40& more than once 
(Skelton and Todd, 2004).In care homes the rate of falls is almost three times 
that of older people living in the community and injury rates are considerably 
higher, with 10-20% of institutional falls resulting in a hip fracture, and 30% of 
people admitted to an acute hospital coming directly from a care home (DoH 
2009). 
 
 
6.2.2 Falls and Institutions 
 
The data in this section relates to incidents recorded on the Yorkshire 
Ambulance Service (YAS) minimum data set where the chief complaint was 
“Falls”. This section looks at falls incidences where an ambulance was called 
and at the relationship between falls and institutions.  
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Figure 12. Volume of falls incidents where an ambulance was called 
 
 
The map above indicates that a high percentage of falls incidents where an 
ambulance call was made come from institutions; a significant number of 
which are from extra care schemes. From April 2009 to June 2011 there was 
a total of 9290 falls incidence where an ambulance was called, with 1400 
(16%) occurring within an institutions or extra care facility. When compared 
with the admission summary for falls (figure 10) and A&E attendance (figure 
11) we see the same pattern in terms of volume and geographical clustering 
around care homes and extra care facilities. There is a need to explore further 
the falling patterns that mirror the geographical spread of our ageing 
population as reflected in institution location. There are some geographical 
areas e.g. Knottlingley, Castleford where there appear to be a high number of 
ambulance call outs and A&E attendance compared with lower rates of 
admission. This could be due to a number of issues: 
 

• Inappropriate ambulance call out due to education/confidence issues 
within institution 

• Confidence in the A&E avoidance falls pathway 

• Fallers are sustaining injury needing attention but avoiding admission 
due to ongoing care that can be provided from within the institution.  
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Figure 13. Number of falls incidents where an ambulance was called 
split by age band of patient 
 
 
The graph above shows a significant increase in calls to the ambulance 
services as a person ages. The 80 plus age group are the least represented in 
the over 50’s population in Wakefield (see fig 1 earlier on resident population 
breakdown) but in the falls context represent nearly double the call outs to 
ambulances. This supports the national trend of the severity and frequency of 
falls increasing with age (DoH report) but it could also be indicative of a 
relationship between falls and institutions. Given that YAS chief complaint is 
falls, it is an area that warrants further exploration. 
 
  
6.3 When falls occur 
 
6.3.1 Time of Year 

 
 
Figure 14. Emergency falls admissions split by month of admission 
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Figure 14 looks at emergency falls admissions by month over the last 3 
financial years. There is a definite increase in admissions in the winter time, 
with a particularly noticeable peak in December. It is interesting to note that 
the level of emergency admissions consistently drops in January. This trend is 
seen also in the A& E attendance data set (Figure 15).  
 
 

 
 
Figure 15. A&E attendances for falls split by month attending 
 
 
6.3.2 Time of Day 
 

 
Figure 16. Percentage of calls for an ambulance occurring at each time 
band during the day 
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Figure 16 relates to the timing of ambulance calls.  The peak time is in the 
morning between 8am and 10am which suggests that this may be linked to 
individuals getting up and about. This trend is mirrored in the percentage of A 
& E attendances for falls split by time band, with a steady rise after 7 am and 
a peak between 10am and 11 am confirming morning as a significant risk time 
for fallers.  It also adds weight to data that suggests that a significant number 
of falls happen in the home (figure 9) confirming this as an area of health 
promotion and preventative work.  
 
 
6.4 Falls and Fractures 
 
6.4.1 Fracture neck of femur 
 
The data in this section relates to emergency admissions with an external 
cause of “falls” where the primary diagnosis was “Fracture neck of femur”. 
The data relates to patients aged 50 or over, resident in Wakefield. 

 
Figure 17. Rate of Emergency fracture neck of femur admissions 
following a fall, split by age band gender 
 
 
Figure 17 looks at the primary diagnosis for an emergency admission 
following a fall. As we would expect there is a positive relationship between 
age and gender, the literature indicates that the increased risk of osteoporosis 
in post menopausal women will contribute to this relationship. The data here 
shows that the 80 plus age group is most affected by this type of fracture and 
that women are affected more than men.  There is also a need to also 
consider the relationship to falls in institutional facilities at 80 plus as outlined 
with the ambulance data. 
 



 

38 

 
Figure 18. Rate of All Fracture emergency admissions following a fall 
 
 
Figure 18 looks at all fracture emergency admissions following a fall, split by 
age and gender over the last 3 financial years. The data shows that fractures 
are more prevalent for females and incidence increases with age.  What the 
data cannot reveal is if women are falling more than men or if they fall the 
same as men but they injure themselves more severely. This could be related 
to the presence of osteoporosis in women as they age, their bones being 
more prone to fracture.  
 
 
Table 1. Top ten primary diagnoses for patients aged over 50 who have 
been admitted as a result of a fall. Rate per 10,000 of the population 
averaged over 3 years (08/09, 09/10, 10/11) 
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Data taken from the top ten primary diagnoses (rate per 10,000 per 
population) as a result of falls admission split by gender also demonstrates a 
difference in injury between men and women. FNOF is the top primary 
diagnosis for both sexes but this injury affects women nearly 2 .5 times as 
much as men. There is also a difference in types of injury between the sexes. 
Fractures are more prevalent for females and men have more injuries relating 
to the head.  
 
Fracture of lower end of radius is a type of wrist injury which most often 
results from a fall with the hand extended during landing. Most wrist fractures 
occur in older postmenopausal women and osteoporosis also increases the 
risk. Healthy bones should be able to withstand a fall from standing height, so 
a broken bone in these circumstances is known as a fragility fracture. The 
above table shows that this type of fracture is the second biggest diagnosis for 
women affecting them 5 times more than men.  Data in figure 19 relates to 
emergency admissions with an external cause of ‘falls’ where the primary 
diagnosis was ‘fracture of lower end of radius’ in patients over 50 resident in 
Wakefield . The injury is markedly more prevalent in women across all the age 
groups compared with the fracture neck of femur which is more prevalent in 
the 80 plus age group.  
 

 
Figure 19. Rate of Emergency fracture of lower end of radius admissions 
following a fall, split by age and gender 
 
 

The data in this section relating to falls and fractures when combined with the 
literature review evidencing osteoporosis, falls and fractures builds a case to 
further explore the relationship between bone health and women in Wakefield.  
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6.5 Summary 
 

A&E attendance and hospital admissions are higher for females than males 
with an increased prevalence in the 80 plus age group. Patients living in 
deprived areas of Wakefield are more likely to fall. Fracture neck of femur is 
the top primary diagnosis for both sexes but this injury affects women more 
than men. There is also a difference in types of injury between the sexes. 
Fractures are more prevalent amongst females with fracture of lower end of 
radius the second biggest diagnosis and one that is commonly associated 
with a fall and poor bone health.  
 
Trends in hospital admission and attendance data showed that most falls 
occurred in the home and the percentage of falls in the home increases with 
age. The majority of falls occur in the morning and there are more falls in the 
winter months. 
 
The pattern between hospital admission and A& E attendance across the 
district mirrors the geographical spread of the ageing population and appears 
to be influenced by location of institutions. There is a significant number of 
ambulance call outs attributed to institutions which also increases with age.  
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7. Conclusion  
 
It is important to consider the local data developed for the Health Needs 
Assessment in light of national data modelling, in order to provide a wider 
context for consideration of the findings.  National data modelling developed 
for Falls & Fractures (DoH 2009), suggested that for a PCT population of 
300,000 for those over 65: 
 

• 2,200 fallers would attend A&E 

• 1,100 will sustain a fracture 

• 360 would sustain a hip fracture 
 

The Wakefield data, noting the limitations highlighted within the Report, with a 
resident population of 325,000, suggests that for those over 50 in 2010/11: 
 

• 3319 fallers attended A&E 

• 1182 sustained a fracture 

• 294 sustained a hip fracture. 
 

Thus the local data suggests that the findings are in line with the expected 
data modelling for the population of the Wakefield district . 
 
In light of information developed nationally it is accepted that due to an ageing 
population the rates of falls and fractures is rising, and will continue to do so.  
Falls in the Wakefield district were reported as the most common reason for 
an injury related ambulance attended incidence.  Many of the participants 
interviewed in the Focus Groups had experienced multiple falls and endured a 
range of physical injuries, and most had sustained a fracture.  This relates 
directly to the evidence that once someone has fallen they are more likely to 
fall again.  There is also further correlation with the National Osteoporosis 
Society research findings that falls are more common in women, (1 in 2 
women, than men, 1 in 5 men older than 50 years), with the possible links to 
osteoporosis.  This is evidenced in the local data in relation to A&E 
attendances which confirmed that there are more female incidents for falls 
than males, suggesting that females are more at risk of injury. 
 
There are many causes of falls with age being a risk, and as research in the 
literature review suggests there are a range of risk factors that can be 
modified or changed depending on the underlying extrinsic and intrinsic 
factors.  The extrinsic factors relate externally to the environment.  Intrinsic 
factors are those that relate to a person’s ability to respond to the extrinsic 
factors.  Intrinsic factors are those such as poor balance, impairment related 
to motor disorders, vision and mobility, and in relation to the increased risk 
associated with 4 or more medications.  It was noted amongst the participants 
questioned within the local qualitative element of the research, that many had 
other health conditions that may have contributed to their fall, with the main 
factor being reduced mobility, with some participants in particular being 
affected by stroke. 
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The local data confirms the relationship between ageing and falls, with the 
greatest number of emergency admissions in the 80+ age group, suggesting a 
relationship between age and frailty.  The local data also highlights an 
association between emergency admission for falls and social deprivation. 
This is important to note in light of the context already highlighted; that due to 
an ageing population the rates of falls and fractures is rising and will have a 
consequent effect on the health and social care economy.  
 
The extrinsic risk factors associated with the causes of falls underlined in the 
literature review were also captured within the this Health Needs Assessment, 
though this must be considered in light of the fact that as individuals age they 
become less able to cope with external factors that they managed previously.  
Participants reported the most common location of their falls being within their 
home, and garden.  This is supported by local data which confirms a 
significant percentage of falls which resulted in an attendance at A&E, was 
due to incidents in the home.  This reflects national research which identified 
that half of all falls occur in the home environment.  Further to this the timing 
of ambulance calls confirms that the morning is a significant risk time for falls 
as individuals begin to get up and about. 
 
External factors such as the condition of pavements and walkways were also 
reported as significant by individuals, and particularly in relation to seasonal 
difficulties, like falling leaves, ice and snow.  As expected, this is reflected in 
the local data related to emergency falls admissions and attendances at A&E 
when split by month.  There is a definite increase in the winter time, with the 
peak in December. 
 
Participants in the local research confirmed that falls have the potential to 
have a major impact on older people in particular.  Health and independence 
are seen as important to the lives of older people; falling is associated with 
incapacity and inability.  As suggested by nationally reported research, the 
greatest impact on those who fall are the psychological, emotional and social 
consequences.  Locally female participants reported shock, trauma and loss 
of confidence, whilst male participants spoke of the loss of pride.  Physical 
injuries resulted in reduced mobility and the consequent loss of 
independence, and social activities were often also curtailed as a result.  The 
fear of further falls, in association with reduced physical mobility were 
identified as real barriers to being socially active.  Local data confirms the link 
between age and falls, with the more severe injuries associated with those in 
the 80+ age group.       
 
A review of the information collated for the Falls and Bone Health Needs 
Assessment confirms the assertion that falls is a serious and frequent 
occurrence in people aged 65 and over, and that by extension the prevention 
of falls remains a significant Public Health challenge.  The local data 
developed, both quantitative and qualitative, provides a direct correlation to 
national data modelling and research related to the causes and location of 
falls, the impact of a fall. It therefore provides a focus to develop a Wakefield 
Approach to falls awareness, prevention and management of fallers which are 
detailed in the recommendations that follow. 
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8. Recommendations 
 
8.1 Raising Awareness   
 
Many participants could not explain why they fell, and accepted it as an 
inevitable part of ageing.  There is a need to address some of the myths 
surrounding ageing e.g. challenging perceptions relating to falling as an 
inevitable consequence of old age and encouraging personal responsibility for 
maintaining health and mobility. 
 

o Develop different approaches to engage with the community e.g. 
advocating a social model of ageing amongst public and 
professionals and encourage social change and timely 
interventions 

 
o Revisit the current falls prevention material in the community and 

how the information is received and applied. Ensure links to other 
falls prevention areas and agree a multi- agency Wakefield 
approach.  

 
 
Raise awareness of the underlying risk factors for falls and a reminder that 
falls is everyone’s (including friends, family, and health and social care 
professionals) responsibility. Consideration needs to be made to the peak of 
in the winter. 
 

o Expand on current initiatives e.g. falls on buses, Staying Steady 
Campaign, and build on the concept that falls is everyone’s 
business.  

 
 
8.2 Falls Prevention 
 
There is a need to improve access and awareness of falls risk assessments at 
level 1 (as a screening tool) and level 2 ( to address the underlying causes of 
falls). 

 
o Raise awareness of falls in the community and in general practice 

promoting the use of the level 1 falls risk screening tool (FRAT) 
and linking it to level 2 falls risk tool.  

o Use opportunities in primary care e.g. Waiting Room Campaign   
o Consider targeting at risk groups e.g. those with specific health 

conditions 
o Consider a range of approaches to engage with wider partner 

organisations to support the development of the Wakefield 
approach.  
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8.3 Areas of deprivation 
 
The analysis highlighted that people living in deprived areas are more likely to 
fall. This could be linked to a number of areas, for example the type of 
housing people have, accessibility of services and support, social marketing, 
educational levels and information availability.  
 

o Explore further the relationship between deprivation and falling to 
inform areas for preventative work 

 
This recommendation would need to be considered in the context of work in 
the prevention recommendations 
 
 
8.4 Women and falling 
 
Women fall or injure themselves more than men. There is a need for a 
coordinated approach to address falls and osteoporosis together as both 
these risk factors increase with age. The planned changes to GMS contracts 
for 2012 around osteoporosis indicators provides the opportunity for a more 
proactive approach to diagnosis and treatment of osteoporosis. QOF will help 
identify people at high risk of falls and fractures but this needs to be in the 
context of an appropriate Wakefield pathway. 

 
o Ensure a Wakefield approach to addressing falls and 

osteoporosis e.g. through osteoporosis guidelines, action 
planning 

o Identify opportunities to support G.P. Practices  

 
 
8.5. Home 
 
The home is the primary location where people are expected to fall. The 
Health Needs Assessment acknowledges that falls in the home can be due to 
a variety of intrinsic risk factors, e.g. medication, vision, hearing, balance etc 
however there is still a need to address the home environment and the 
hazards associated with this.  
 

o Examine existing home safety information in the community, 
building on the preventative work that already exists.   

 
Raising awareness of hazards that could contribute to a fall in the home and 
promoting personal responsibility for maintaining individual health, safety and 
wellbeing.  
 
 
Continue to build on work that recognises the multi factorial causes of falls 
such as the relationship between home environment alongside other risk 
factors for falls such as vision, hearing, medication etc 
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o Explore further opportunities to establish a Wakefield approach to 
falls prevention across all organisations, professional groups and 
the community.  

 
 
8.6 Support after a fall 

 
To address the impact of a fall, an holistic approach which encompasses 
physical, social, emotional and financial support is needed.  The current 
support system should be considered in this context.  Low level long term 
support at community level will help address the longer lasting impact of a fall, 
such as shock, trauma and social isolation due to fear of falling again and loss 
of confidence. 
  

o Review current support systems/ rehabilitation programmes in 
place and ensure adequate social support at community level for 
after a fall  

o Revisit discharge pathway to address the needs of fallers 
 
 
8.7 Institutions, falls and fallers 
 
There is need to explore further the falling patterns that mirror the 
geographical spread of our ageing population as reflected in the location of 
institution’s. There are some geographical areas e.g. Knottlingley, Castleford 
where there appear to be a high number of ambulance call outs and A& E 
attendance compared with lower rates of admission. This could be due to a 
number of issues: 
 

• Inappropriate ambulance call out due to education/confidence issues 
within institution’s 

• Confidence in the A&E avoidance falls pathway 

• Fallers are sustaining injury needing attention but avoiding admission due 
to ongoing care that can be provided from within the institution.  

• Fallers are more likely to be in the 80 plus age group and will have a 
number of co-morbidities  

 
o Explore policy, procedures and pathways around falls prevention 

and the proactive management of fallers in institutions, including 
extra care housing facilities 

o Identify opportunities to support institutions and care facilities 
ensuring that they are part of the Wakefield approach to falls and 
fallers. 
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Appendix 
 
Falls & Bone Health Programme 
 
NHS Wakefield District identified preventing falls and fractures as a priority 
area for review and redesign.  The first phase of the Programme was 
launched in February 2010 with a workshop to initiate workstreams associated 
with secondary care, and then in June 2010 a workshop to develop primary 
prevention initiatives.  The Falls & Bone Health programme is co-ordinated by 
the Older People’s Programme, within the Public Health Directorate. 
 
The Falls & Bone Health Programme has sought to implement a systematic 
approach to falls and fracture prevention as recommended in Falls and 
Fractures:  Effective interventions in health and social care (DoH2009).   The 
vision for the Falls & Bone Health Programme in the first phase has focused 
on the prevention of falls and fractures to underpin an integrated approach to 
the health promotion and active living of older people through: 
 

• A whole system approach to address the multi-factorial causes 
of falls & fractures. 

• A coherent and integrated model with clinical engagement in 
primary and secondary care, and with stakeholders from other 
partner organisations. 

.    
Based on information and evidence gathered, the following priority work 
stream areas related to prevention have been identified to reduce the 
incidence and improve the management of fallers.  
  
Prevent frailty, preserve bone health, reduce accidents 
 
Staying Steady Campaigns:  Plans were completed to provide 3 coordinated 
Staying Steady Campaigns in a year to target the main causes of falls working 
in partnership with agencies, voluntary sector groups, and older people’s 
forums. The first campaign ‘Staying Steady this Winter’ took the form of a 
leaflet to complement the Staying Steady Booklet, an information leaflet 
focusing on advice and information to prevent slips, trips and falls.  
 
The Spring into Summer campaign took the form of a leaflet to complement 
the Staying Steady booklet and was launched at the demonstration station at 
Wakefield Market in March 2011. The leaflet was used as an engagement tool 
to prompt dialogue around useful measures that can be taken to prevent falls 
around the home and garden and how to stay active for longer.  

 
Falls Awareness Week 
NHS Wakefield District and South West Yorkshire Partnership Foundation 
NHS Trust worked in partnership with Wakefield Council, Age Concern 
Wakefield District and Wakefield District Sight Aid to help raise awareness of 
the fact that some people, particularly those over 60 years of age who do not 
have regular eye examinations are putting themselves at an increased risk of 
falls. 
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The ‘Watch your Step’ campaign ran during National Falls Awareness Week 
(20-24 June 2011) and included local events across the district.  The aim was 
to help reduce falls in older people and those more likely to have eye diseases 
by highlighting the risks, demonstrating how they can be prevented and 
signposting people to local services and support available.   
 
Reduction of environmental risk factors 
The launch of ‘Staying Steady’ on the buses for National Older Peoples Day in 
October 2011, saw two events at Pontefract bus station and Wakefield bus 
station on the 5 October 2011. ‘Bus Angels’ from Arriva, and Health and 
Wellbeing Development Workers from SWYPFT travelled on popular bus 
routes used by older people promoting bus safety, and volunteers from Age 
Concern Wakefield District, and staff from Arriva were available to 
disseminate information to members off the public at the bus stations. 

 
Work was also completed with Arriva to make falls prevention part of 
mandatory training for bus drivers, and Health and Wellbeing Development 
workers from SWYPFT lead two events with Arriva staff to raise the profile of 
falls prevention.  
 
Early intervention 
 
Standardised Falls Risk Assessment Tools Level 1 & 2:  Work was 
initiated to review and standardise the multi-agency templates for Falls Risk 
Assessment Tools at Level 1 and 2, with the associated guidance material.  
This work was completed in partnership with colleagues across the health and 
social care community to promote those multi-factorial interventions focusing 
on the underlying causes of falls, and defining the localised referral routes to 
address such issues.   
 
The roll out of the use of the Risk Assessment tools has been undertaken with 
professional groups in the district, Adult Community Nursing, MY Therapy, 
Podiatry Team, and a pilot was completed with Social Work Teams 4&5.  
Further work is underway with the Health & Well-being team in the use of the 
Risk Assessment tool at Level 1.  This work has been supported by the 
implementation of CQUIN indicators related to the completion of Risk 
Assessment at Level 2 by Adult Community Nursing for appropriate 
individuals on their caseload.  
 
Pathway development:  An A&E Avoidance pathway was introduced in April 
2010 with Mid Yorkshire Therapy Services responding to referrals from 
Yorkshire Ambulance Service, and completing assessments at Level 2 to 
ensure appropriate referrals to services for individuals where appropriate 
following a fall.  Work was also completed to introduce a pathway for those 
individuals receiving a falls response from Wakefield District Housings 
Responder Service, linked to the Carelink alarm.   
 
Key Community Indicators:  Work has also been undertaken to review local 
community key indicators results related to the Falls and Bone Health, and 
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there has been the implementation of CQUIN indicators related to the risk 
assessment of falls, and the related care planning, in order to reduce the 
number of falls in healthcare settings. 
 
First Fracture Response and prevention of second 
 
The Programme has supported the development of Business Cases related to 
DEXA in Primary Care, and Direct Access to DEXA.  However, there has 
been no progress at this time. 
 
Hip Fracture 
 
The Falls and Bone Health Programme also supported partners in reviewing 
the local community key indicator related to the National Falls and Bone 
Health Audit 2010 published by the Royal College of Physicians.  The opening 
of the Orthogeriatric Unit MYHT in February 2011 will support the 
achievement of Best Practice Tariff related to timely access to surgery for 
patients with a hip fracture, and improve care for patients to ensure better 
outcomes.  
 
 


