




The situation we are facing 
•  An estimated 60,000 people over 65 require for medical attention for a fall 

each year. (TILDA  2017) 
 
• Low falls ( < 2metres) are the leading cause of injury, accounting for 81% of 

major trauma presentations  in people aged > 65 years (NOCA Major Trauma 
Audit 2017) which is an increase of 4% over the previous year figure. 

 
• Hip fractures - 3,608 people over the age of 60 were admitted to Irish 

hospitals with hip fracture in 2017. (Irish Hip Fracture Database) 
 
•  The number of hospitalisations for hip fractures is projected to triple from 

4301 in 2014 to 12,709 in 2046 (Kelly et al, 2018) 
 
• 168 people aged 65+ died from fall related incidents in 2017. (CSO) 
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NIMS Data – No. of incidents that occurred relating to 'Slips, Trips and 
Falls‘ involving 'Patient' or  'Service User'  – Hospital Groups 
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There was a total of 54,031 incidents between 2015-2018. Many of these incidents  were categorised under 
negligible, minor and moderate.  However, 105 were major/extreme. 



NIMS Data – No. of incidents that occurred relating to 'Slips, Trips and Falls involving 
'Service User' in Residential Care Centres for Older People 
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There was a total of 27,779 incidents between 2015-2018. Many of these incidents  were categorised under 
negligible, minor and moderate.  However, 48 were major/extreme. 
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• Each year almost 3,000 falls in hospital in England result in hip fracture or brain 

injury, typically subdural haematoma. ? Data for Ireland 
• Costs for patients are high in terms distress, pain, injury, loss of confidence, loss of 

independence and mortality, and costly in terms of increased length of stay to 
assess, investigate or treat even modest injury. 

• A fall in hospital often affects plans for a patient to return home or to their usual 
place of care as it impacts on the older person’s confidence and the confidence of 
their family and carers. 

• An economic analysis commissioned by NHS Improvement estimated that the overall 
cost of reported inpatient falls (including the cost of extra treatment, length of stay 
and litigation) as £630 million annually. 

• Likely that proportional costs in Ireland may be similar 

Inpatient falls – the big picture 

6 | 



What happens? 

Anderson, AIJM 2016 



QI Collaborative  
Multi-factorial Falls Risk  

Assessment Tool (Acute Hospital) 
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What’s needed to start 

Multidisciplinary falls steering group with wide membership representing all relevant 
professional groups. This is essential for ‘sign up’ as the proposed changes will affect all staff 
groups across nearly all specialties where patients over 65 are admitted. 
 
Removal of falls risk screening tool and its replacement with MDT falls assessment for all 
patients over 65. Any tool that screens patients over 65 ‘in’ or ‘out’ of an inpatient falls pathway 
or assigns a hierarchy of risk (low/moderate/high) needs to be replaced with an multifactorial 
falls risk assessment for all patients aged 65 and over that is also applicable to patients 
aged 50 to 64 with an underlying condition likely to put them at risk of falling. 
 



Why MFRA approach? 

• NICE Guidance and others have counselled strongly 
against screening people for falls ‘risk’ as being either 
high-risk / low-risk 

• Evidence from international settings is strongly pushing 
in direction of access for all > 65 to comprehensive 
assessment and selected patients 50-65  

• The fundamental question arises as to how this feasibly 
happens 

• Opportunity within the QI collaborative to test this 



 



Changing healthcare landscape 

Slaintecare 

Commissioning  Clinical Care 
Programmes  

RICOs 
CHNs GP contract 

Refreshed 
CCPs  



MFRA implementation reflects best practice 

• Composite of comprehensive assessment with a series of prompts 
where specific issues have been identified 

• That assessment typically being carried out initially as part of 
nursing assessment / care plan 

• Some may already be in place 
• We specifically are looking to highlight good practice – 
 high risk drug prescribing,  
 orthostatic hypotension and  
mobility baseline (reflects recent UK NHS C-QUIN approach) 
• But these three areas in themselves won’t address falls in absence 

of sustained attention to other areas of MFRA 



MFRA Guidance – Acute Hospital 

• Specific Guidance developed in relation to the key 
areas, will be focussed on during subsequent talks 

• Separate Guidance for MFRA for residential care in 
development- will include additional elements around 
mobility, diet and exercise 

• All areas relevant , compliance initially focussed on 3 
key areas 



Points to emphasise- Medication Use 

 
• Really promoting appropriate use of high risk medications…and 

more importantly appropriate avoidance of new prescribing 
• Want to avoid ‘new prescribing’ where this might be appropriate 
• If already on same long-term, is there an ongoing clinical 

indication 
• What reason being used for prescribing 
• Link with NCEC guidance from National Dementia Office re non-

pharmacological management of non-cognitive symptoms in 
BPSD in dementia (launching Dec 5th) 
 

 



Points to emphasise- Orthostatic Hypotension 

• Use of validated measurement 
• Who’s doing and why? 
• ? Follow on actions from same and how this will be 

managed 
 



Points to emphasise- Mobility 

• Using a high level approach to identify mobility needs 
• Teams will then need to work on those aspects that 

reflect referral pathways, access to equipment / 
assistance 

 



Cognition/ Toileting/ Vision/ Environment 

• If Delirium / Dementia improvement work ongoing in 
care setting, ? Opportunity to link with falls  

• Toileting- 45% of inpatient falls occur in toilet / 
bathroom (Tzeng, 2010) 

 
 
 



National Audit Inpatient Falls, NHS, 
2017 
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