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1. Background
1.1 Introduction
With an increasing ageing demographic, a significant public health challenge is the incidence of falls. The frequency of falling increases with age and can have serious consequences for older people. 35 per cent  of people aged 65 and over who live in the community fall each year, increasing to 45 per cent for those 80 years and older (DH:2009)  
The prevention of falls is high on the government agenda.  In the UK, falls are a major cause of disability and mortality. The risk of injury after a fall is higher in the older population because of reduced protective reflexes and greater bone fragility (Dhital: 2010). Every year, approximately 310,000 patients, the majority of whom are elderly, present at UK hospitals with fractures, of which around 80,000 people suffer an osteoporotic hip fracture due to falling (British Orthopaedic Association: 2007). The annual cost of treating osteoporotic fractures in the UK is £1.8 billion - an estimated £1.5 million per PCT (Age UK: 2010).  Recurrent falls are associated with increased disability and are the leading cause of death resulting from injury in people aged 75 years and over (Scuffham et al: 2003). Age UK (2010) reported that an older person dies every five hours as a result of a fall. 
Historically, falls were accepted as an unavoidable problem of advancing years and frailty. However, there is now a large-body of evidence based research that considers that such events can be predicted and prevented (Close: 2001; Becker et al: 2003; Chang et al: 2004; Oliver and Masud: 2004; Cox et al: 2008; DH: 2009; Cameron et al: 2010). Effective interventions are important and can result in significant benefits with regard to improving individual well-being.  
Changes in visual components such as visual field, acuity contrast sensitivity and depth perception has been identified as a key risk factor in falling (Dhital et al: 2010).
1.2 Methodology

This literature review was undertaken by Arup during November 2010 and was not restricted to care homes only but included general research on falls and older people. 

The following databases were searched: 

· AMED

· BioMed

· Cochrane Library

· PubMed

Keywords used included:

· "older people"

· "elderly"

· "sight loss"

· "vision loss"

· “visual impairment”

· "falls"

· “falls prevention”

· “care homes”

· “long term settings"

In addition, a number of journals were hand searched for appropriate information.  

Studies that were published in English appeared in refereed journals and addressed the specific challenges around falls and/or falling in older people and people with sight loss were included.  

The following were excluded: studies not reproduced in English, studies focusing only on younger people who had fallen or younger people with visual impairments.

2. The Care Home Population

This section examines the risk of falling in older people, particularly exploring reasons that might exacerbate the risk of falling in residents with visual impairments living in long term facilities. Current policy and best practice in falls management and prevention interventions are also discussed.

Falls are believed to be a contributing factor in 40 per cent of admissions to nursing homes (Close 2001). This population of older people is more likely to experience a fall than those living in the community. Approximately 60 per cent of people living in care homes experience recurrent falls each year (DH 2009). It has been estimated that up to 25 per cent of falls in institutions result in fracture, laceration or the need for hospital care (MacLean: 2007).

Serious sight loss can also be a contributory factor of an older person being admitted into a care home (NCHR&D Forum: 2006). Sensory difficulties have been noted as having negative impact on a resident’s quality of life (Cook: 2006) and can lead to depression, social isolation, loneliness, reduced mobility, as well as an increased risk of falling (Berry et al: 2004; Cattan et al: 2010).

2.1 Impact of falls in care homes
2.1.1 For residents

The consequences of a fall can be extensive. Besides physical injuries, falling can also have an effect on a person’s level of psychosocial functioning. For instance they could develop a fear of falling again or lose confidence in being able to move about safely resulting in increased dependence and loss of autonomy. Reduced mobility could lead to social isolation and depression. Oddy (2003) advised that a fall could induce an acute confusional state and with an existing diagnosis of dementia may cause the person to be viewed as ‘difficult’. For instance, they may be frightened of falling again and refuse to stand or walk. If they have cognitive impairment and are not able to communicate this fear; such apprehension could be shown in agitated behaviours leading to misunderstandings by staff. When care staff are busy or feeling stressed their patience might be stretched to breaking point (Stokes: 2003) which could lead to poor care practices.

2.1.2 For care home staff

Care homes are charged with ensuring the safety of their residents. Complaints and litigation may suggest a breach in the duty of care and could create negative publicity, family members may assume that a fall has occurred due to negligence by staff.  Oliver (2007) advised that families may complain that “something should have been done”. In addition, Mitchell (2009) reported that as well as fear of recrimination, staff may experience feelings of guilt or distress, particularly if the fall resulted in an individual being injured.
2.1.3 For the care home business

The key objective of any care home must always be to provide high quality care for all residents however underlying that is the need to be and remain a business and secure appropriate funding for that purpose.  
The recent health reforms are moving healthcare towards a service driven by patient outcomes and patient choice rather than a service which is provider driven.   Care homes are closely aligned to healthcare and patient choice is becoming increasingly important as more and improved service information is shared with a better informed population with higher service expectations. The impact of this could potentially result in care homes with more recorded falls not being the preferred choice of the informed resident and the number of residents reducing with the subsequent reduction in business.

3. Risk factors relating to falling in older people with visual impairment in residential settings

There are numerous reasons why people fall. NICE (2004) identified over 400 risk factors that could increase the risk of falling. Woolf and Akesson (2003) divided the main risk factors into eight categories:

1. Age-related deterioration

2. Visual Impairment

3. Problems with balance, gait and mobility

4. Cognitive Impairment

5. Blackouts

6. Incontinence

7. Drug therapy

8. Hazards – personal and environmental

Although ‘visual impairment’ has been listed as a separate category, numerous studies emphasise how reduced vision either from normal ageing or specific eye conditions are linked to the other seven risk categories. For example, impaired vision has been shown to adversely affect postural stability and increase the risk of falling in older people (Lord: 2006). Incontinence issues might result from an individual’s lack of ability to identify a toilet because of their vision problems and/or affect their capability of walking easily to its location.
There is a higher prevalence of visual impairment in older people who live in nursing or residential homes compared with people of a similar age living in the community (Tielsch et al: 1995; West et al: 2003; Horowitz: 1994; Van de Pols et al: 2000; Van Newkirk et al: 2000; Evans et al: 2008). Much of this impairment is due to correctable conditions such as refractive error or cataract. Owsley et al (2007) advised that the reasons are not fully understood but that a variety of factors might contribute to the high rates of visual problems in this population.  A number of possibilities for this have been suggested:

· Visually impaired people may be more likely to be admitted to residential care, although a recently completed UK study by Evans et al (2008) suggested that visual impairment did not add significant extra disadvantage leading to nursing home admission and that other co-morbidity factors may be more significant.  

· Eye care services may be more difficult to access for this population.  Such difficulties have been observed in a number of studies (Goetzinger et al: 1996); and 

· Residents living in care homes are frailer with increased levels of co-morbidities.  Consequently, eye care interventions may be overlooked or thought to be unnecessary for this client group with spectacle usage or vision assessments for those with cognitive impairments being underutilised.

4. The impact of vision impairment on falls
4.1 Normal age related vision changes and visual impairment

Campbell (2005) emphasised that it was important to understand the difference between normal vision changes due to aging and visual impairment. As individuals get older they experience age-related differences in a number of visual functions. These can include increased glare sensitivity as well as reduced visual acuity; contrast sensitivity; accommodation; depth perception and visual field. The extent to which the pupil dilates also decreases with age resulting in an older person needing two or three times as much light as younger people (Pool: 2007).  Such changes can predispose a person to the risk for falling through declined visual functioning. For example, a person may have difficulty walking at night or be unable to see an object in their path due to a greater sensitivity to glare or a reduction in their visual field. These difficulties would increase the likelihood of a person experiencing a slip or trip.

Historically, public awareness of preventable or treatable visual problems in the older population of the UK has been poor (Wormald et al: 1992).  Often individuals’ sight loss problems remain undetected.  Research has shown that the majority of people have vision problems which could be improved by surgery or spectacles. One UK study found that 17 per cent of visual impairment in people over 65 years was solely related to uncorrected refractive error which could be resolved by the provision of spectacles (Reidy et al: 1998) whilst another stated that over 30 per cent of visual impairment in the over 75s was due to refractive error (Evans et al: 2002).
Studies have demonstrated that people in residential facilities can experience difficulties in accessing regular eye assessments (de Winter et al: 2004), not wear their spectacles or use out of date prescriptions or wear inappropriate spectacles.  For example, multifocal spectacles have been shown to impair distant depth perception and contrast sensitivity and can increase the risk of trip incidents and falls in older people. Haran et al (2010) in a study to determine whether the provision of single lens distance glasses to older wearers of multifocal glasses reduced falls, noted that such wearers (i.e. wearers of multifocal glasses) had a high risk of falls when outside their homes and when walking up or down stairs.

4.2 Specific Eye Conditions

If age-related changes in visual function occur in combination with eye conditions then this can result in significant visual impairments. The most prevalent eye conditions in older people include cataract, glaucoma, age related macular degeneration (AMD) and diabetic retinopathy. Tideiksaar (2002/3) referred to these as the “Big Four” noting that these conditions caused “a multitude of symptoms that increased fall risk”.

Specific eye conditions including visual problems that could increase the risk of falling are discussed below.

4.2.1 Cataracts

Cataracts are the most common cause of treatable vision loss in the UK and are caused by cloudiness of the lens which prevents light reaching the retina resulting in poor vision, increased sensitivity to glare and difficulties seeing under low light levels. Because the reduction in sight is gradual or just accepted as a consequence of old age, cataracts may not be reported.  Evans et al (2004) estimated that 26 per cent of cases of sight loss in people aged over 75 years were due to cataracts which could be successfully treated in almost 90 per cent of all cases.

Cataract surgery has a high level of efficacy and has minimal complications. A randomised control trial undertaken by Harwood et al (2005) supported this and confirmed the benefits of first eye cataract surgery in reducing the risk of falls. A Canadian study suggested that patients who waited more than 6 months for cataract surgery may experience a reduced quality of life and increased rate of falls during that time (Hodge et al: 2007). Friedman et al (2005) noted that nursing home residents faced significant obstacles to obtaining cataract surgery but that this intervention can improve the quality of life of frail nursing home residents. These barriers included lack of willingness by family members, guardians or residents themselves in consenting to surgery; difficulties with transportation and lack of advocates to arrange appointments.  

4.2.2 Glaucoma

Glaucoma is caused by a build-up of aqueous humour as a result of drainage problems and this produces a build-up of pressure within the eye. The condition can be treated with daily eye drops or an artificial drainage hole created in the eye.  However, it is vital that this disease is detected early to prevent damage to the cells of the retina and optic nerve fibres causing peripheral visual field loss. The resulting ‘tunnel’ vision effect can cause difficulties with mobility and identification of hazards.  

A diagnosis of glaucoma and self-identified worsening of vision has been identified as predictors of falling (Dolins and Harrison: 1997). The Salisbury Eye Evaluation found that visual field loss was a primary vision component in increasing the risk of falling (Freeman et al: 2007). Likewise a prospective Los Angeles Latino Eye study confirmed an independent association with central and peripheral visual impairment and an increased risk of falls (Patino et al: 2010).  Haymes et al (2007) noted that patients with glaucoma were over three times more likely than control subjects to have experienced a fall in the previous 12 months. An increase of postural sway in older patients with glaucoma was reported by Black et al (2008) who surmised that this may be a contributing factor in the increased risk of falls.  

Benefits of early detection were highlighted in research undertaken by Bayer & Farrari (2002). They reported that in a group of 886 nursing home residents, there was a higher rate of glaucoma amongst the 112 residents with Alzheimer’s disease. The course of sight loss due to glaucoma was also found to be swifter and more aggressive in these patients than in those residents without dementia possibly due to non-compliance regarding daily eye drop medication.

Interestingly, (Glynn et al: 1991) in another study of falls in older patients with glaucoma found that the use of glaucoma medications could pose as great a risk of falls as visual impairment. Although they concluded that further research was needed to explore this connection, nonetheless they advised physicians to be alert to the possibilities of toxic reaction to medication in this population.

4.2.3 Age related macular degeneration

Age related macular degeneration (AMD) is the greatest cause of visual loss in older people (Macular Disease Society: 2010). It is caused by progressive damage to the macular which is the central part of the retina. The condition is traditionally divided into two forms – ‘wet’ and ‘dry’. ‘Dry’ AMD is the most common, develops slowly, and accounts for up to 80 per cent of cases of which 20 per cent of sufferers develop severe visual impairments. There is currently no cure or treatment for dry AMD. In contrast, there has been significant development in treatment for ‘wet’ AMD. However, this type is more aggressive and can progress much more quickly and can have a severe impact on visual functioning (Redmond and While: 2008).

People with AMD have reported decreased central vision, mobility, physical activity and quality of life (Klein et al: 2003; Hassell et al: 2006; Williams et al: 1998) but often remain living independently within the community (Brezin et al: 2004). Research by Szabo et al (2010) concluded that the condition was an overlooked risk factor in injurious falls, stating that older women with AMD were particularly more at risk as they had shown to have impaired balance, slower visual reaction times and poorer vision, compared with age-matched controls.  

4.2.4 Diabetic retinopathy

Diabetes is the leading cause of blindness in the UK.  Retinopathy occurs when blood vessels in the retina of the eye become blocked, leaky or grow haphazardly.  This damage reduces light passing through to the retina and if left untreated can cause blindness. Retinopathy can be treated by laser which is very successful if the condition is caught early and is generally pain free (Diabetes UK:2010).  However, people with diabetes are also more likely to develop cataracts and glaucoma (Nazarko: 2010).

Dhital et al (2010) reported that there was a paucity of evidence relating to the effects of diabetic retinopathy to falls. Although this population has been included in a number of studies of falling and people with visual impairments, the condition has not been studied separately.

Because retinopathy does affect an individual’s visual field, this in its self may increase the risk of falling. However, other diabetic factors also need consideration such as lower limb neuropathy which could affect balance as well as any concurrent morbidity such as heart disease which may affect walking and mobility. A review conducted by Lord et al (2006) found that reduced edge contrast sensitivity may predispose older people to trips due to lack of observation of hazards both within the home and in the external environment. Poor control and high glucose levels have been shown to affect the ability to distinguish colours and contrasts (Nazarko: 2010)’ and therefore may affect a person’s risk of falling.

4.3 Other health conditions that can affect vision
4.3.1 Stroke
Falling has been identified as a major complication in people who have had a stroke (Yates et al: 2002). It has been estimated that up to 70 per cent of individuals who return home after a stroke will fall especially during the first few months and this could result in a move to long term care (Mackintosh et al: 2006).

Sixty per cent of people who have a stroke will have visual problems (Jones and Shinton: 2006), with those who have had a right-sided stroke more likely to experience visual difficulties. Common stroke-related visual problems include Haemianopia (loss of half of the visual field) which is often accompanied by lack of awareness of the left side of the body (known as neglect); blurred vision, double vision and Nystagmus (jerky uncontrollable eye movements that cause difficulty in focussing) (Narzarko: 2007).  

Yates et al (2002) noted that stroke survivors with motor and sensory deficits were at a higher risk of falling as compared to those with motor deficits alone.  They surmised that the risk of falling did not increase with the addition of a visual impairment but that people with motor, sensory and visual impairments had a much lower mobility status than compared with motor impairments alone; stating that 81 per cent of individuals with all three impairments were unable to maintain a standing position for one minute.

4.3.2 Dementia

Recent estimates suggest that 64 per cent of people in residential and nursing home settings are living with dementia (AD Society: 2011) and a common concern for care staff is their increased tendency to fall. Although falls are multi-factorial, the combined effects of sight loss and dementia in this population have been overlooked. Morse (2000) surmised that because the prevalence of both dementia and visual impairment increases with age, the degree of sight loss among people with dementia may be greater than in the general population although no reliable data is currently available.  
Trigg and Jones (2005) estimated the number of people over 75 years with both conditions, based on the data for each individual morbidity, to be 2.5 per cent of this older population. However, they advised that this figure was likely to be an under-estimate because visual impairment studies will not have accounted for individuals that are considered ‘untestable’. Lawrence et al (2008) reported that the impact of sight loss in the lives of people with dementia was not recognised by mental health professionals and despite the launch of a National Dementia Strategy in 2009 (DH:2009), sight loss has remained largely invisible in dementia policy and practice.
Individuals with dementia in care homes often stop receiving regular ophthalmologic examinations or using correctly prescribed spectacles resulting in sight problems remaining undetected and untreated (Koch et al: 2005).

Findings from a number of studies appear to confirm that, even without specific eye conditions, people with dementia experience visual problems due to increased impaired visual contrast sensitivity, depth perception, motion perception and colour discrimination (Keri et al: 1999).

In a study of 2,015 newly admitted residents to nursing homes aged 65 and over, Doorn et al (2003: 1213) found that dementia increased the risk of falling by “Impairing judgement, gait, visual-spatial perception, and the inability to recognise and avoid hazards”.  
Optimising sight to ensure people with dementia can obtain maximum information about their environment cannot be overemphasised when considering fall prevention strategies in long term settings (Cormack et al: 2000).

4.4 The impact of visual components and their impact on falling – conflicting data

Dhital et al: 2010 reported that there is conflicting data as to the importance of different visual components and their impact on falling. Although studies have shown that people with impaired vision are more likely to fall and experience hip fractures than their sighted peers (Abdelhafiz and Austin: 2003; Ivers et al: 1998; Cummings: 1996; Smith et al: 1995; De Boer et al: 2004) it was still unclear which measure was the most significant.  For example, the Beaver Dam study showed impaired visual acuity to be associated with an increased risk of falls (Klein et al: 2003). Research by Lamoureux et al (2010) asserted that visual acuity had been found to be an independent risk factor for falls, but the results were not unanimous. Their study showed that other aspects of visual function such as visual field, contrast sensitivity and depth perception were not found to be associated with falling. Conversely, other studies have found that contrast sensitivity and impaired depth perception did have a significant effect on fall risk (Lord: 2006).
Nevertheless, Dhital et al (2010) advised that “the association between visual loss and falls would seem to be intuitive” and assessment and recognition of visual problems were essential in order to rectify reversible causes of visual impairment.  Indeed the Centre for Policy on Ageing (1996) in their “Code of Good Practice for Residential and Nursing Home Care Settings” agreed that visual impairment could limit mobility and jeopardise safety, suggesting that residents should be encouraged to have regular eye tests and that the care home should seek medical advice on cataracts and other eye conditions which may be amenable to clinical interventions (Centre for Policy and Aging:1996).  

However, despite the well documented and evidenced recognition of the importance of undertaking a visual assessment on people who have fallen, a recent audit showed than 50 per cent of healthcare settings did not utilise a proforma to prompt staff to undertake a standardised visual acuity assessment (Royal College of Physicians: 2009).

5. Section summary

There is a high prevalence of people with visual impairment in care homes. Although it appears that visual impairment in isolation is not the main reason for nursing home admission (Evans et al: 2008), nevertheless the presence of this condition increases the risk of falling in this population (Berry et al: 2004; Cattan et al: 2010).
Studies have shown that, in many cases, eye care interventions, such as appropriate spectacles or cataract surgery, could improve people’s vision but that eye assessment may be more difficult to access for this population resulting in visual problems being undetected and not treated. 
It has been noted that residents in long term facilities are frailer than the general population with increased levels of co-morbidities. Consequently, families and care staff may perceive eye care interventions as unnecessary resulting in spectacle usage or vision assessments for those with cognitive impairments being overlooked.
Finally, although there is conflicting data on the importance of different visual components and their impact on falling, assessment and recognition of individual visual problems is important. However, even in the presence of severe visual impairment, other factors may also be significant in reducing an individual’s risk of falling. This is of value when planning prevention and rehabilitation programmes for people with visual impairments who are at high risk of falling, particularly those in residential settings.

6. National policies and guidelines

The section reviews UK policy guidance regarding falls prevention and associated interventions particularly in relation to residential care settings and a resource for up to date information on good practice regarding falls prevention and management is identified.

6.1 The National Service Framework for Older People

The National Service Framework (NSF) for Older People: Standard Six (DH: 2001) aims to reduce the number of falls which resulted in serious injury. It accentuates the value of local health and care services (including care homes) working together to reduce falls and injuries and emphasised that older people who have fallen should received effective treatment and rehabilitation.  Milestones include an audit of procedures, putting in place risk management measures by all care providers and the establishment of local integrated falls services. It advises that staff working in community health, primary and social care settings should be trained to recognise people at risk of falling and be able to refer them to the falls service for assessment.

6.1 The National Institute for Clinical Excellence (NICE)

In 2004, the National Institute for Clinical Excellence (NICE) issued clinical practice guidelines for the NHS in England and Wales regarding the assessment and prevention of falls in older people (NICE: 2004). These recommendations covered older people aged 65 years or older who lived in the community, either at home or in a residential or nursing home.  
This guidance recommends a number of key priorities. 

Healthcare professionals should routinely ask older people if they have fallen in the past year. 
Those who have fallen, reported recurrent falls or are considered at risk of falling, should be offered a multi-factorial falls risk assessment performed by an appropriately trained professional normally at a specialist falls services. This should be documented. The risk assessment should identify:

· falls history

· any gait, balance and mobility, and muscle weakness

· osteoporosis risk

· perceived functional ability

· fear relating to falling

· visual impairment

· cognitive impairment 

· urinary incontinence

· cardiovascular problems

· medication modification needs

· possible home hazards

For a person who has suffered an injurious fall or is thought at risk of falling, multi-factorial interventions aimed at promoting independence and improving physical and psychological functioning of that person are recommended. Individuals and carers should also be offered information, both verbally and in writing recommending which measures should put in place to reduce the risk of falling. Such information should be supplied sensitively as indicated by Yardley et al (2006) in the next paragraph. 
Yardley et al (2006) warned that advice about falling could potentially be patronising and distressing. Their findings from a qualitative study on older people’s views of advice about falls prevention suggested that older people did not reject falls prevention advice because of ignorance of their risk of falling, but because they saw it as a potential threat to their identity and autonomy. Messages that focused on the positive benefits such as improving balance may be more acceptable and effective rather than just general advice on falls prevention.

NICE guidelines are based on best evidence available in preventing falls identified in high quality research studies. Some interventions are not recommended because of insufficient evidence. For example, the guidelines stated that there was no evidence that correction of vision as a single intervention was effective in preventing falls (Campbell: 2004). Likewise, exercise as a single intervention in long term care settings was not recommended; a conclusion also drawn by a recent Cochrane Review (Cameron et al: 2009).

Correction of vision and exercise were included as components within multi-factorial intervention falls programmes by Jenson et al (2002).  They reported on a cluster randomised trial for preventing falls in nine residential care facilities.   It was concluded that an interdisciplinary, multi-factorial fall prevention programme that avoided the use of physical restraints and targeted older people, staff and the residential care environment appeared to reduce the number of residents who fall and subsequently the number of femoral fractures. [Note: The Commission for Social Care Inspection (CSCI) have described physical restraints as:

“Physical restraint: a physical restriction to moving around as one wishes.  This might be using belts or cords, sheets or blankets to tie or secure someone to a place such as a chair or a bed; chairs or beds from which someone is unable to move; bed or side rails; or chair or lap tables.” CSCI (2007 p8)

Cameron et al (2009) reviewed five trials that tested the effect of Vitamin D supplementation in nursing care facilities (Bischoff 2003; Broe 2007; Chapuy 2002; Flecker 2005; Law 2006).  These reported positive results in reducing the rate of falls suggesting that vitamin D supplementation in people living in nursing care facilities is effective. 

6.2 National Hip Fracture Database

Progress regarding improvement in the quality of hip fracture care and secondary prevention is currently monitored by the National Hip Fracture Database. The 2010 report (National Hip Fracture Database: 2010) recognised that patients from nursing and residential care homes who suffer hip fractures were disadvantaged due to the likely prevalence of co-morbidities. Mortality was higher in this population and many had little potential for rehabilitation due to previous disability and/or cognitive impairment and subsequently often required ongoing nursing care (National Hip Fracture Database: 2010).  Difficulties of nursing home residents in accessing rehabilitation or receiving a comprehensive assessment of falls and osteoporosis risk compared with those admitted from their own homes was also highlighted by Burleigh et al(2010) who advised that joint working across orthopaedic and geriatrics would improve care of older hip fracture patients in hospital.

6.3 Staff Education and Training

Monitoring and reducing the risk of falls and their effects in residential settings is the responsibility of care home managers (Pountney: 2009).  To reduce the risk of falls and injuries, and improve residents well being and quality of life, quality standards must be in place including effective falls policies, a safe physical environmental for residents and a well trained workforce.

These responsibilities are highlighted in Standard 3 of the National Minimum Standards for Care Homes for Older People (DH: 2003) which advises that no service user moves into a home without their needs being assessed and met whilst Standard 7 advises that the service user’s health, personal and social care needs are set out in an individual plan of care, with particular attention to the prevention of falls.

NICE (2004) suggested that all health care professionals dealing with patients known to be at risk of falling should develop and maintain basic professional competence in falls assessment and prevention and emphasised that Continuing Professional Development (CPD) is essential in order to maintain high standards.

This is equally true for care home staff with Standard 30 of the National Minimum Standards for Care Homes for Older People (DH: 2003) published by the Secretary of State for Health under 23(1) of the Care Standard Act 2000 advising the need for a staff training and development programme to ensure that staff fulfil the aims of the home and can meet the changing needs of service users; whilst Standard 33 advises that effective quality assurance and quality monitoring systems should be in place which are regularly reviewed. Care Homes are encouraged to work with their local Primary Care Trust (or future GP Commissioning Consortia) to keep abreast of current and effective falls assessments and interventions. Recently, Mitchell (2009) advocated that Falls Champions within care environments should join local working groups to access advice on local training programmes.

Additionally, specialist organisations (for example:  RNIB, RNID, AD Society or Arthritis UK), are able to give specific advice regarding physical, sensory and/or cognitive impairments that can increase the risk of an individual falling.

By prioritising staff training and supporting residents with falls awareness, the quality of care offered by the home would be improved. Even when falls cannot be prevented, steps that can enhance quality of life and increase the well being of individuals by minimising the risk should always be considered.

6.4 Care Standards Act 2008

The Health and Social Care Act – Essential standards of quality and safety superseded the Care Standards Act from 1st October 2010.  These essential standards consist of 28 regulations that are set out in two pieces of legislation: the Health & Social Care Act 2008 (Regulated Activities) Regulations 2010 and the Care Quality Commission (Registration) Regulations 2009 (CQC: 2011)

When the Care Quality Commission check providers’ complaints against the essential standards, they focus on the 16 regulations (out of 28) that come within Part 4 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010 that most directly relate to the quality and safety of care.  Providers must have evidence that they meet the outcomes.

There is an associated outcome for each regulation.  This is described as the expected experiences people have as a result of the care they receive.  Some of the evidence providers used to demonstrate they met the old standards can be used for these new standards.  However, providers need to be able to show that they:

“deliver positive outcomes for people who uses services;

Capture information about how people experience the services they provide.” (NHS East Midlands: 2010).
Although the regulations and outcomes do not make any specific reference to the prevention of falls, registered Care Home Managers are responsible for managing the risks and the effects of falls in care homes (Help the Aged: 2004; CQC: 2011)) Staff are expected to be fit for their job, have the right qualifications, skills and experience and undertake appropriate training for their role.  Residents should be able to understand the care and treatment choices available to them and be able to express their views and be involved in making decision about their care.

6.5 The Prevention Package for Older People

In 2009, the Department of Health launched “The Prevention Package for Older People (DH: 2009) to assist Primary Care Trusts, Strategic Health Authorities and Local Authorities in prioritising and effectively commissioning services that focus on supporting the health, well-being and independence of older people.  This includes documents about falls and fracture prevention.  

Headline messages for older people, families and carers were that:

· “Falls are a risk as you get older, but not inevitable

· Staying active and dealing pro-actively with any long-term condition will reduce frailty and preserve independence

· If you are getting unsteady, seek advice so underlying factors, such as eyesight, medications, nutrition, strength and balance, can be addressed” (p6)
7. Best Practice in Falls Prevention and Falls Management
7.1 What is Best Practice?

Help the Aged (2004) advised there were three overarching interrelated areas of action that Care Homes should consider in reducing falls.  These included:

Management: policies and practices

· Assessment

· Training and Awareness

· Falls records and audits
Support for residents

· Exercise and activity

· Increasing bone density

· Reduce the impact of falls

· Vision

· Footcare and footwear

· Clothing and dressing

· Information
Improving the environment

· National minimum requirements for a safe environment

· Environmental assessment
Care staff need to concentrate on these activities to help prevent falls within their care home.  Evidence indicates that a holistic approach which includes resident, staff and institutional factors can be successful (Magaziner et al: 2007).
The most up to date UK best practice guidance found during this literature review was a publication produced by NHS East Midlands entitled “Guidance on Best Practice in Care Homes for the Prevention and Reduction of Falls and Fractures” (DH: 2010)  This document is aimed at commissioners and providers of services of both social care managed homes and independent sector homes which was produced to complement the Strategic Health Authority’s Falls and Bone Health QIPP (Quality, Innovation, Productivity and Prevention) programme of work.  NHS East Midlands also recommended Help the Aged’s interrelated areas of action in preventing falls and supplied a check list to assist providers of care in either nursing or residential care homes.  

The guidance also recommends seven key points for commissioners in relation to falls and bone health when they are commissioning services from care homes.  These included:

1. Falls prevention strategy in place

2. Links with primary, community and secondary health care

3. Screening process to identify residents at risks

4. Training and ongoing awareness for staff

5. Environmental assessments

6. Support for residents

7. Systems to monitor and learn from falls

7.2 ProFaNE – Prevention of falls Network Europe

Current research and best practice examples focusing on falls prevention and management can be accessed through the Prevention of Falls Network Europe (ProFanE). A four-year thematic network coordinated by the University of Manchester, ProFane has 25 partners across Europe and is funded by the European Community Framework 5. It also has Network Associates from a number of EU and non-EU countries who give advice and experiences at meetings, seminars and conferences. 
The network has four main themes:

· Taxonomy and co-ordination of trials

· Clinical assessment and management of falls

· Assessment of balance function

· Psychological aspects of falling.

Its objective is to bring together workers from around Europe to focus on a series of tasks required to develop multi-factorial prevention programmes aimed at reducing the incidence of falls and fractures amongst elderly people and introduce best practice widely across Europe. 
The ProfaNE website contains information regarding current best practice publications and research papers on falls prevention and an active discussion board.  These can be accessed at http://www.profane.eu.org/about/about.php.

7.3 Other Falls Prevention Guidance specifically for Care Home Populations

A number of other useful publications which focus specifically on reducing falls within the care home community have been located and are detailed below:
	Name of Publication
	Link

	Preventing Falls in Care Homes
	http://www.scie.org.uk/publications/briefings/briefing01/index.asp

	Preventing Falls – Managing the risk and effect of falls amongst older people in care homes
	http://www.carecommission.com/index.php?option=com_content&task=view&id=7530&Itemid=249

	Activity Provision Benchmarking good practice in care homes
	http://www.cot.org.uk/Homepage/Policy_and_Practice/Policy_and_practice_resources/Areas_of_Practice/Older_people/Activity_Matters_Toolkit/ 


7.4 Section Conclusion

This section has examined current policy guidance relating to falls and falls prevention interventions and discussed the need for ongoing education and training for care home staff to ensure they can fully meeting the care needs of their residents.  A best practice checklist (see 4.7.1) was identified and will be used during Part Two of this report to highlight any gaps in RNIB’s current falls prevention activities.  Finally, ProFaNE, an up to date resource on good practice in falls prevention and management plus additional publications relating to good practice regarding falls prevention and management in care homes and their web links was identified and links to documents for preventing falls particularly for older people in residential care were highlighted.

8. Conclusion

This extensive literature review has evidence a large amount of research which has been carried out that focuses specifically on reducing falls and has shown the complexity of the cause of and resulting management and prevention of falls 

The review identified a number of topics, all of which evidence suggests, play a contributory role either as a single item or as part of a multi factorial approach to the prevention of falls.

These topics included:

· The Care home population

· Impact of falls in care homes

· Risk factors relating to falling older people

· The impact of vision impairment on falls

· National Policies and guidelines

· Exercise

· Staff training

· Best Practice in falls prevention and falls management
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