
 

Lanarkshire Falls Strategy
Strengthening Falls, Fracture and 

Frailty Prevention and 
Management



  

• Population c 658,000

• Scotland in microcosm
– Rural & Urban

• Declining heavy industry/high unemployment 
/increasing indices of ill health

• New towns / increasing elderly population & 
increasing indices of long-term limiting illness 
exceeding national trends

This is Lanarkshire



 

Estimated 38000 people over 65 in Lanarkshire will 
fall each year. 

• 73% of all fall admissions are via A&E.

• Average stay due to fall is 14 days.

• 291 individuals (66%) return home after their fall; 
the rest are either transferred, delayed or pass 
away.

• 22% of fall admissions result in a delayed discharge 
– average length of delay is 6 days.

• 37 individuals pass away within three months of 
their fall; 19 of them in the same falls admission.

Source:ISD 2019



  



 

Falls Pathway Stage 1: Building resilience at a population level



 

Falls Pathway Stage 2: Take action earlier



 

Falls Pathway Stage 3: The right response and care at the time of a fall
and the right care thereafter



 

Falls Pathway Stage 4: target evidence-based and personalised support



  

Check
•Lying & Standing BP

•Manual Heart Rate

•Blood glucose

Consider
•Referral to DN, ICST

•If  loss of 

consciousness ref to 

GP

•Discussing with 

specialist falls service

Dizziness / 

Blackout

Complaints of 

Dizziness, Light-

headedness or 

“just went down”

Medications

Polypharmacy

High Risk 

Drugs
(See appendix2)

Check
•If any dizziness light-

headedness, visual 

disturbance, 

hallucinations

•Any recent changes to 

medications

•Compliance Use

•Use of over the counter 

medication

Consider
•Pharmacy / GP review 

of medication

•Referral for compliance 

aids

•Social work for 

medication prompt

Mobility & Balance

Unsteady gait/ 

balance/

Muscle weakness/ 

Fear of falling

Check
•Need for walking aid

•Appropriate walking aid 

being used

•Condition of current 

walking aid.

•Splints/prosthesis 

correctly fitted.

•Assessment of balance

Consider
•Referral to Community 

physiotherapist (house 

bound) / out-patient 

physiotherapy dept/ 

CARS/ICST

•Discussing with specialist 

falls service

•Referral to NHS Falls Class 

or Leisure class

Continence

Incontinent of 

urine & / or 

Faeces

Check
•Urinalysis

•Clothing easy 

loosened

•Catheter bags 

secured to leg

•Changes to 

elimination habits

Consider
•Referral to DN or 

Practice Nurse for 

continence 

assessment

•Provision of 

commode

Vision & Hearing

Visual or Hearing 

Impairment

Check
•If vertigo symptoms (room 

spinning)

•Hearing aids fitted 

correctly & working

•Wearing current 

prescription glasses

•Good lighting

Consider
•Optician for eye test

•Local domiciliary opticians 

•Discourage use of multifocal 

glasses- provide visual leaflet 

•Referral to Social Work 

Sensory Impairment Team

•Practice nurse for ear

assessment

LEVEL 2 – Falls Assessment Guidance Notes



  

Check
•Osteoporosis risk 

factors

•If had Dexa Scan 

•Prescribed bone 

medications

•Compliance with bone 

medication

•Calcium rich diet

Consider
•Referral to Osteoporosis 

Service 

•Lifestyle/ dietary advice.

•Referral to Community 

physiotherapist (house 

bound) / out-patient 

physiotherapy dept 

•Referral to leisure class 

Bone Health

Osteoporosis 

/ Previous 

Fractures

Feet / Footwear

Foot pain / 

discomfort

Splints / 

Prosthesis

Check
•Appropriate footwear

•Skin colour / sensation /  

movement

•Compliance with Splints 

/ prosthesis 

•Appliances are fitted 

properly

Consider
•Referral to podiatry 

•Referral to Orthotics 

•Footwear / foot care 

advice - provide foot 

care leaflet as 

appropriate 

Cognitive 

Impairment

New / increased 

confusion

Known cognitive 

impairment

Check
•For signs of infection

•If any recent  

medication changes

•Cognitive Assessment

Consider
•Referral to Community 

Mental Health Teams or  

GP

•Refer to Social Work 

Dept. for assistive 

technology assessment 

Environment

Is the 

environment 

safe / suitable?

Check
•Transfers (e.g. bed, 

toilet, chair)

•Safety on internal / 

external stairs

•Lighting suitable

•Home hazards

•Pathways around 

home clear

Consider
•Referral to OT (CARS 

/ ICST / Day hospital) 

•Referral to Social 

Work Dept

•Making Live Easier for 

equipment provision.

Frailty

Evidence of 

weight loss or 

poor oral 

intake

Check
•Weight

•Dentition

•Ability to make meals

Consider
•Referral to dietician 

for nutritional 

assessment.  

•Referral to Dentist for 

issues relating to 

dentition

•Referral to OT and 

Social Work Dept. 

LEVEL 2 - Falls Assessment Guidance Notes (continued)



 

Lanarkshire Falls Pathway

Specialist falls service and falls 

clinics

Falls Register, ICST; CARS; Social 

Work Staff (Home Support Managers, 

Community OT, Care Managers);  Day 

Services; Care Homes; Community 

Physiotherapy; Day Hospital; Hospital at 

Home;  new acute falls documentation

Scottish Fire & Rescue; Scottish 

Ambulance Service; GPs;  Podiatry; 

Orthotics; MSK Physiotherapy; 

Voluntary groups; Self 

Referral,Fracture Liaison Service

Level 1 & 2 of the Community Falls Pathway are supported by a comprehensive programme of  Falls 

Awareness & Pathway Training. 



 

Why Do We Need The Strategy? 
• There was a disjointed approach to falls prevention in NHSL

• Process mapping showed carried 16 different independent falls 
groups, each group with their own approach. 

• The revised falls strategy seeks to set out a common approach and 
purpose to tackling the incident of falls across NHS Lanarkshire.

• In developing the strategy a wide range of engagement took place 
with  a range of stakeholders  such as health improvement, 
community pharmacy, Scottish Fire and Rescue, Leisure Services  
Green Health Partnership



 

The Ambition For Lanarkshire
Our shared vision for Lanarkshire is:

Where possible more people live a life free from harm from 
falls.

We will:

• build an integrated approach: working more closely together across the 
system and with individuals and communities to design, plan, fund and 
deliver falls and fragility fracture prevention and management, and frailty 
prevention, identification, management and care.

• build resilience at a population level: working together across sectors and 
with individuals and communities to enable more people to maintain or 
build their resilience and reduce their exposure to risk factors for falls and 
osteoporosis



 

The Ambition For Lanarkshire

• take action earlier: working together across sectors and with individuals 
and communities to cultivate a shared responsibility for recognising and 
exploiting valuable opportunities to take earlier preventative action –
when signs of frailty and functional decline are first recognised and, after 
one fall or fragility fracture, to prevent another

• target evidence-based and personalised support: collaborating to deliver 
evidence-based, falls and fragility and fracture prevention interventions, 
for those at highest risk and with complex needs, with a focus on 
supporting people to achieve outcomes that are important to them 



 



 



 



 



 



 

Falls Register Analysis 2018/19

Source: ISD Analysis of Falls Register data 2019/2020



 

Source: ISD Analysis of Falls Register data 2019/2020



 

Source: ISD Analysis of Falls Register data 2019/2020



 

Falls Pathway Analysis
Level 3 – Analysis of 437 patients

Source: ISD Analysis of Falls Register data 2019/2020



 

Hospital Falls Collaborative 



 

Care Homes
Care Home liaison physiotherapist 

provides training on the ‘Managing falls 

and fractures in care homes good 

practice resource.’ 

This has included a walking aid review of 

all 80 care homes.



 

Next Steps

• Plan to establish sub groups for Falls Strategy Implementation 
- Falls Strategy Sub Group Leads already identified

• Falls Register e-Health Development – ?Morse, and visability!

• Hospital Falls Collaborative  to be rescheduled that was due to 
start on 1st April

• Links to electronic frailty index in community, focus of 
dementia and rehabilitation strategy

• Mandatory Educational Programme for staff



 


