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Falls are highly prevalent amongst older people and have substantial financial and social costs for health services and the community. Prevention of falls is the key to managing this threat to older people. General practitioners can identify older people at risk of falls on their caseloads. Once identified, actions can be taken to reduce the risk of falls by referring to appropriate services available in the community, such as allied health practitioners. However, the level of engagement in evidence based falls prevention by GPs is unknown. This study aimed to explore how British general practitioners (GPs) address falls prevention with older people, and to determine if there are any gaps in practice. As a pilot study, another aim was to test the feasibility of methods to survey GPs, if a larger survey was warranted from the findings. An on-line cross-sectional survey was distributed by email to all the Clinical Commissioning Groups in NHS England (n = 213) and individual general practices listed on the NHS Choices website, supplemented by invitations distributed to CCGs through Twitter and LinkedIn sites. Thirty-seven responses were received. Most GPs were unfamiliar with the 2013 NICE guidelines on assessment and prevention of falls in older people (51.4%, n = 19), and only 29.7% (n = 11) asked older people if they had fallen during consultations. If falls risk was identified, 81.1% (n = 30) frequently made referrals to physiotherapy (PT) and 56.8% (n = 21) to occupational therapy (OT). Most GPs did not identify older people on their caseloads as being at risk of falls unless they presented with a fall, and referral rates to relevant AHPs or falls prevention programs were low. Barriers to implementation of falls prevention best practice were identified. Alternative methods are needed to capture the falls prevention practice of a wider sample of GPs.
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INTRODUCTION

The high incidence of falls and fall injuries in older people living in the community, combined with the aging population, makes falls prevention a high priority for healthcare professionals. In this paper, the following definition of a fall will be used: “an unexpected event in which the participants come to rest on the ground, floor, or lower level” Lamb et al. [(1), p.1619]. In the UK, older people aged 65 and over are at highest risk of falling, with 30% of people over 65 years and 50% of people over 80 years falling at least annually (2). Injury from a fall is the most common cause of emergency hospital admissions for older people, and around 40% of ambulance attendance is related to older people (3). One study identified that the total cost to the UK government from hospital admissions due to unintentional falls was almost £1 billion, with over half of this cost incurred by the National Health Service and the remainder by the Personal Social Services for long term care (4). Hip fractures are serious injuries resulting from a fall. A significant increase in hip fractures in the UK in the last two decades suggests that if these rates continue to rise, hip fractures following falls could account for up to 140,000 hospital admissions each year, by 2036 (5). Currently, the overall costs of falls to UK healthcare services are estimated at £2 billion a year (6). Monetary costs aside, falls significantly impact on disability outcomes for older people, can be a major precipitating factor for older people moving from their own home into long-term nursing or residential care (7), and are the leading cause of death for older people (8).

Falls risk factors have been identified over several decades of study since the early 1980s. These risk factors are commonly divided into intrinsic risk factors (those that are related to the health of the person e.g., arthritis, vision), extrinsic risk factors (those that are related to the environmental characteristics of a person e.g., home hazards) and behavioral risk factors (individual cognition, insight, attitudes, and distraction e.g., decision-making, habits, using ladders, impulsivity) (3, 9). Deandrea et al. (10) undertook a meta-analysis of 74 prospective studies and considered 31 risk factors. The strongest associations identified were history of falls (OR = 2.8 for all fallers; OR = 3.5 for recurrent fallers), gait problems (OR = 2.1; 2.2), walking aids use (OR = 2.2; 3.1), vertigo (OR = 1.8; 2.3), Parkinson disease (OR = 2.7; 2.8), and antiepileptic drug use (OR = 1.9; 2.7). Other risk factors were identified but could not be evaluated due to a variety of definitions and measurement techniques used in the studies selected for the review. Some risk factors for falls are modifiable such as gait and mobility problems, visual deficits, environmental hazards, medication management and incontinence (9), however, other risk factors are not (such as age and gender).

Falls prevention strategies have the potential to reduce falls and falls injuries by between 10% (11) and 40% (12). Despite evidence that some falls prevention interventions are effective (12), falls rates and rates of hospitalizations due to a fall continue to increase [(13), p.45]. The latest Cochrane systematic review of community based fall interventions (12) and other systematic reviews and meta analyses (14, 15) demonstrate continued support for balance and strength exercises, home safety interventions and medication reviews as effective in preventing falls in community residing older people. A meta-analysis of exercise interventions for fall prevention (15) found that exercise reduced the risk of falling by 17% (RR = 0.83, 95% CI 0.75–0.91). This review provides a pooled estimate across 44 exercise trials. Results also indicated that best effects were observed when high doses of exercise (>50 h) were included in a program, when challenging balance exercises were included and excluded walking programs. A meta-analysis of randomized trials of environmental interventions (14) found a significant reduction in the risk of falling of 21% for all six trials (n = 3,298) RR = 0.79 (CI: 65–0.97). Highest effects were with a sub group of people at high risk of falls with existing risk factors such a poor vision (RR = 0.61 CI:0.47–0.79), although protective effects were also achieved for older people at lower risk of falls. Pit et al. (16) also conducted a cluster randomized controlled trial which demonstrated the value of medication reviews and academic detailing in reducing falls at 12 months follow up.

The first step in addressing the falls prevention needs of older people is to identify those who may be at risk of falling. Clinical guidelines and other recommendations indicate that older people should be asked about any falls experienced in the previous year and, if relevant, the frequency, context and characteristics of those falls, whenever they are in contact with a health professional (2, 6, 17). Therefore, if general practitioners (GPs) and allied health professionals (AHPs) are to promote the well-being of older people in the community, they will have a key role of identifying older people at risk and linking them with appropriate services to provide evidence based interventions. Primary health care is the most appropriate service delivery model for an effective falls prevention strategy as virtually all older people living in the community will be connected to a GP. Falls prevention in this context will require effective engagement from GPs in liaison with AHPs (particularly occupational therapists and physiotherapists) working in the community. Currently, the level of falls prevention engagement by GPs is unknown. In the UK, GPs are best placed to identify early falls risk in their older patients as they are primary referral agents and gatekeepers for other community services (6), and they have prolonged contact with their older patients. However, GPs tend to work in response to problems that patients present with rather than work preventively, despite this being a key function of primary care services (18). Amongst the older population attending general practice, the risk of falls has been identified in 50% of patients (19). A study of implementation of health assessments and increased screening in general practice boosted the identification of fallers 3-fold (20), supporting the need for early identification of falls risk in the primary care setting. Falls can be prevented. However, few older people are asked by their general practitioner (GP) about falls or are offered interventions to prevent falls (21). Among those GPs that do address falls, few base their falls prevention practice on recognized clinical guidelines (22). No clear model currently exists for engaging GPs in falls prevention, resulting in missed opportunities to fully address the needs of older people in the community (23).

There is limited published evidence about the current practice of British GPs in relation to falls prevention. A small Australian survey study (24) showed that despite identifying previous falls as an important falls risk factor, only 27% of GPs in the study asked about falls during a consultation with an older person. GP referrals to allied health services were low, despite evidence of the effectiveness of AHP falls prevention interventions (14, 15). American studies indicated that GPs identified multiple medications as an important falls risk factor, especially sedatives, antipsychotics and anti-hypertensives, alongside poor mobility, lack of exercise and home hazards. Common barriers for GPs to undertake falls prevention, included needing to prioritize more acute needs or comorbidities of their older patients, lack of time for thorough falls risk assessment and patients not being prepared to address their falls risk (22, 25, 26). One Australian qualitative study reported that GPs usually dealt with falls prevention after an older person presented with a fall, or if the older patient themselves raised concerns about falls, but primary prevention was not usually carried out (27). As the health systems within which GPs work vary between countries, some of the US and Australian findings may not be easily transferable and inform the British context.

Changes to the GP contract in the UK will require GPs to have knowledge and skills in falls prevention, and use referral pathways to involve AHPs as part of GP co-ordination of care packages for those people over the age of 65 (28, 29). All older people will have a dedicated GP personally accountable for their care, and GPs will oversee personalized care plans integrating all services for those that are deemed to have moderate or severe frailty. GPs will need to identify older people on their caseloads to identify levels of frailty. This will help to reduce inequalities in care, improve access to care and enable early, proactive targeted and appropriate interventions for older people in need. The program will focus on the key evidence-based interventions of falls risk identification and annual medication review. As the level of knowledge and skills that GPs have in fall prevention is unknown, this pilot survey research project was undertaken as a first step to investigate how British GPs identify older people at risk of falls. The aims of the study were to determine the current practice of GPs in relation to falls prevention, to explore how GPs identify older people at risk of falls and their understanding of effective falls prevention interventions, to identify the referral practices of GPs to allied health falls prevention services. We also aimed to test the feasibility of the online survey method to gain information about the practice of GPs in fall prevention.

MATERIALS AND METHODS

A cross-sectional survey method was used to gather information from practicing GPs. As GPs in NHS England are subject to specific GP contract arrangements, and the GP system operates differently in Scotland, Wales and Northern Ireland, the survey target group was GPs within NHS England.

Data Collection

An electronic survey using the Survey Monkey™ platform was developed including items based on literature related to GP practice in falls prevention, current British falls prevention clinical guidelines, and results from Australian and US studies. Surveys are an appropriate method to examine health professionals' perceptions and practices, identify educational requirements and inform health services planning and development (30, 31). Survey topics included the perceptions, knowledge and routine practice of GPs in relation to identifying, screening and assessing falls risks in their patients, their falls management and referral practices, and barriers and facilitators to them effectively preventing falls in their older patients. The survey was pre-tested to ensure clarity of survey layout, question design and to confirm survey completion time (32). Only minor changes were required as the survey was adapted from a previous one used with Australian GPs (24). Table 1 provides a full list of survey questions.


Table 1. Survey items.
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Ethical approval was granted by the University of Sydney, Australia (approval no: 2013/610) and Brunel University, London, UK. As the survey was focused on service evaluation, did not involve the randomization of participants, did not involve changing patient care and did not anticipate generalizable findings, it was not considered research that needed NHS ethical approval (33). All practicing GPs in NHS England were eligible to participate. All clinical commissioning Groups (CCGs) listed on the NHS Choices website at the time of the survey (n = 212) were sent an email with a link to the survey, and asked to distribute the link to their individual GPs to complete. This was supplemented by invitations with the survey link sent out to CCGs through Twitter and LinkedIn sites. Additionally, 379 emails were sent to GP surgeries where email addresses were published on the NHS Choices website. Of these, 66 were returned as undeliverable. A reminder was sent out to all the email addresses 3 weeks after the initial invitation.

Data Analysis

All returned surveys could not identify participants. Responses were checked, coded and manually entered into SPSS for analysis. Descriptive statistics were used for initial analysis. Relationships between GP characteristics and clinical practices were identified. Any open-text written answers to the questions identified in Table 1 were collated. These were independently coded by the researchers and then reviewed for consensus. Themes emerging from the codes were discussed by both researchers and were related to GP behavior and practice in relation to falls risk screening and assessment, and the key issues identified by participants.

RESULTS

General Practitioner and Practice Characteristics

Only 37 responses were received to the survey. Because of the multiple methods used to distribute the survey, and the reliance on CCGs to distribute the survey link, it is not possible to calculate an accurate response rate. However, responses were received from 8% of the CCGs. The minimum number of GPs who may have been emailed the request was 591 (212 CCGs + 379 additional GPs), providing a response rate of 6%. The responses were from across the NHS England catchment area (see Figure 1). The GPs who responded from the 22 CCGs indicated in Figure 1 demonstrate that responses were received from GPs in urban, rural and regional areas of NHS England.
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FIGURE 1. CCG areas that responded to the survey.



Most GP respondents were female (n = 26, 70.3%), worked in practices of 0–5 GPs (n = 17, 46%), and 97% employed a practice nurse. Compared to available data on GPs in NHS England, this sample was underrepresented by male GPs but the range of GP practice size was broadly representative. Most GPs had practiced in the UK for more than 20 years (n = 13, 35%). Respondents estimated that a quarter of their caseload consisted of people over the age of 65 years and approximately half of the older people seen each week were at risk of falls (see Table 2).


Table 2. Demographics and practice characteristics of survey respondents (n = 37).
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Falls Prevention Practice Regarding Older (65+ Years) Community Dwellers

Routine screening practices by GPs for falls risk with older patients were infrequent, according to survey respondents. A third of GPs routinely asked older people during a consultation, if they had previously had a fall, despite over 80% of them identifying previous falls as an important falls risk factor. Only a quarter of respondents indicated that they were familiar with the NICE guidelines for falls prevention (2) and implemented them in their practice. Very few GPs indicated that they routinely used any accepted falls prevention screening practices. For instance, the Timed Up and Go test (34) is a commonly used, simple method to identify falls risk which can be conducted easily. Medication-related screening practices were also not undertaken routinely by most respondents with only up to 60% of GPs identifying falls risk associated with medications. These findings were inconsistent with the high proportion of GPs indicating that mobility and gait issues, and medication issues were important to address. Whilst most GPs indicated that medical, medication and mobility-related falls risk factors were most important for them to attend to, less than half of respondents identified other known risk factors for falls such as home hazards, urinary incontinence and depression (see Table 3).


Table 3. Falls prevention practice and opinions of GPs (N = 37).
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When asked how often an older person should be screened for falls risk, respondents indicated only when a patient reported falling (n = 27, 77.1%), during a general health check (n = 23, 65.7%), during other related consultations (n = 22, 62.9%), once a year (n = 10, 28.6%) or as part of every consultation (n = 3, 8.6%). A total of 64 qualitative comments were made by respondents in free text boxes associated with each question in the survey. Two key themes emerged from the qualitative comments. First, some GPs acknowledged their own lack of attention to falls in their practice with older people and therefore, their associated lack of knowledge about falls, or where to refer to when seeking assistance. For one participant, this was related to system barriers. For instance:

“Ideally [falls screening should happen] every consultation BUT in 10 minutes that is not possible unless it is the reason for the patient's consultation.” (P7. Female, 3 GPs in practice, worked in the UK for 20+ years).

For another participant, this was attributed to a lack of awareness. For instance:

“Doesn't cross my mind enough, and sometimes not quite sure who to refer to.” (P.19. Female, 3 GPs in practice, worked in the UK for 0–5 years).

Secondly, other GPs indicated that they would independently manage their clients and would trust their own judgement about when falls screening might be needed. For instance:

“I don't routinely screen for falls risk. This is not part of my usual practice in any defined way.” (P.37.Female, 3 GPs in practice, worked in the UK for 0–5 years), and:

“I mainly try to sort out the patient myself.” (P17. Male, 9 GPs in practice, worked in the UK for 11–15 years).

Barriers to Falls Prevention in GP Practice

Barriers identified by GPs to undertaking falls risk screening and referring to AHPs predominantly related to lack of time and a busy, complex caseload (see Table 4). Smaller proportions of respondents expressed doubt about the effectiveness of falls prevention interventions, and whether patients would willingly engage in falls prevention activities.


Table 4. Barriers to falls prevention for GPs (n = 37).
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Assessment of Falls Risk Factors in GP Practice

Assessment of activities of daily living, foot pain, footwear, mobility and vision were considered as the primary role of the GP by 20–30% of respondents. However, most GPs indicated they would delegate some assessments to AHPs such as gait, mobility, home hazards, vision, muscle weakness, sedentary lifestyle, foot pain or footwear, incontinence and activities of daily living (see Figure 2).
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FIGURE 2. GP opinions on who should asses each falls risk factor in older people (N = 30).



Community Falls Programs and Allied Health Professionals (AHP's)

GPs indicated that they made an annual mean number of 22.8 (95% CI 11.8–33.8) referrals to any AHP in a year. If GPs identified a patient with falls risk, they indicated that they would initially refer to a NHS falls clinic (n = 15, 42.9%), undertake a more in depth medical assessment appointment themselves (n = 13, 37.1%), directly refer to an AHP (n = 6, 17.1%) or refer to a geriatrician or other specialist (n = 1, 2.9%).

DISCUSSION

This study aimed to explore the current practice of British GPs in relation to falls prevention, to determine if there was a gap in practice, and to test the feasibility of survey methods to gain this information. Findings indicate a lack of awareness of clinical guidelines for falls prevention services by these GPs, with most not pro-actively identifying older people on their caseloads as being at risk of falls, and low referral rates to AHPs or falls prevention programs. Very few GPs routinely asked older people if they had experienced a fall during consultations, and qualitative data indicated that GPs in this small sample often overlooked investigating falls or identifying older people on their caseload with an increased risk of falls. It appears that respondents did not think about or engage in falls prevention screening, irrespective of their length of time in practice, but why this was the case is not known from the survey responses. This was despite GPs estimating that a mean number of 22 older people with falls risk factors were seen by them each week (Table 2).

There were inconsistencies about ratings given by GPs about what they thought was important to prevent falls, and how they implemented these into their practice. For instance, although previous falls and gait problems were rated as important, GPs did not ask about falls, or undertake simple tests of gait during their consultations with older people. Despite citing lack of time as a serious barrier to undertaking falls prevention activities, many GPs indicated that they should be the primary health professional that assessed many falls risk factors rather than delegating this to other health professionals who were specialized in the area. Clearly there is a gap in routine falls prevention practice which should be investigated more comprehensively beyond the limitations of this pilot study. Furthermore, whilst high numbers of respondents indicated that some AHP's were important to refer to, this was not matched by the frequency of reported referrals to the same AHP groups (see Table 5).


Table 5. GP referral practices and opinions about AHPs and falls prevention (N = 37).
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In relation to feasibility findings, the low response rate may indicate that the use of online surveys is not likely to encourage responses from GPs, who may receive multiple competing emails for their attention. From a research perspective online surveys are a very efficient and economical way to gather and download data, however, this benefit may be lost if GPs are less likely to respond to an online survey rather than a hardcopy survey. For those that did respond the survey did elicit important information about the fall prevention practice of GPs, suggesting that the survey itself was designed well. More comprehensive responses may have been gained by involving CCGs in the early stages of study design for them to actively support dissemination and response to the online survey (35).

These findings are consistent with studies from the US and Australia, indicating that few older people are asked by their GP about falls or are offered interventions to prevent falls (21, 24), and few GPs practice according to recognized clinical guidelines (22, 24). Clinical guidelines recommend that in the first instance older people should be regularly asked about any falls (2, 6, 17, 36). Guidelines also recommend specific interventions that older people should be given to reduce their risk of falls (2, 37, 38). These interventions include minimizing medications, tailored exercise programs, treating vision impairment, managing postural hypotension, managing heart rate and rhythm irregularities, vitamin D supplementation, managing foot and footwear problems, modifying the environment and providing education. Most of these interventions will require GP referral to access services in the community.

Several barriers to providing evidence-based falls management were reported, which are also reflected across the literature. A slow take up of allied health services to address falls that has also been attributed to organizational barriers, difficulty for GPs in initiating the process (39) and a lack of understanding of what AHPs can offer (40). This survey indicates that little appears to have changed since these studies were published. The barriers to implementing evidence based falls prevention practice expressed by survey respondents are confirmed in the literature (41). These include practical issues such as access and time, appreciating relevant social and cultural factors, and client preferences about how advice is delivered and by whom. Another systematic review identified that additional training can improve implementation of falls prevention interventions, although this may not be as effective for the management of falls in primary care settings (42). Support is needed to develop accessible pathways to identify older people at risk and to develop better partnerships and collaborations with other health professionals (23). These issues were confirmed by British GPs in these study findings.

Strengths and Limitations of the Study

This appears to be the first study to identify GP practice in falls prevention in the UK. Study results have provided some preliminary information about the current level of falls prevention activities undertaken in general practice, and have identified that further investigations are needed to facilitate better falls prevention practice at the primary care level. The low response rate is a major limitation and results should be interpreted with caution as they cannot be generalized. However, the initial findings are important enough to instigate further investigation to ensure falls prevention is effectively undertaken in general practice once the gaps in service are known. It is well documented that there are difficulties in gaining adequate response rates from GPs for survey research (43–45), and GP response rates in published studies can be under 30% (43), or as low as 0.1% (46). For this study, the use of on-line surveys and invitations may have contributed to the low response rate (47), and as a non-funded study, there were no funds to offer monetary incentives to GPs to participate. Referring to postal surveys, Edwards et al. (48) identified the following techniques known to increase survey responses: monetary incentives, short surveys, personalized questionnaires and letters, use of colored ink, use of stamped return envelopes, contacting participants before sending surveys, follow up contact and providing non-respondents with a second copy of the survey. When compared with online surveys used with GPs, the participation rate in online surveys has been shown to be much lower than those delivered by mail (49), although mailed surveys also have consistently reported low response rates. Therefore, despite the benefits of using online surveys as was done in this pilot study, future studies should also use postal surveys to maximize responses. Future surveys will need to be designed as short as possible, be offered online and by mail with stamped return envelopes, and include an incentive to participate. Alternatively, strategies such as telephone or even face-to-face interviews with GPs may be more successful. Collecting data at conferences attended by GPs and supporting the survey by advertisements in GP journals are other possibilities. However, these strategies are also costly in terms of resources and time.

Implications for Research and Practice

Falls experienced by older people in the community are preventable, but only if older people at risk of falls are identified and their falls risk is adequately managed. The latest Cochrane systematic review of community based fall interventions (12) demonstrated the effectiveness of balance and strength exercises, home safety interventions and medication reviews for preventing falls in community residing older people. However, the preliminary findings from this study suggest that there are gaps in falls prevention management practice by GPs, and barriers to implementation of falls guidelines in practice. Barriers included lack of time during consultations, other more pressing issues and a lack of educational materials to give to patients (22). More effective partnership between GPs and AHPs is needed. As the majority of GP practices in this study employed a practice nurse, some delegation of falls prevention screening could be possible if practice nurses were offered sufficient training. Education should be offered to GPs, AHPs, practice nurses and patients to ensure that best practice falls prevention is available in primary health settings. Clearly, this study should be replicated with a larger, more comprehensive sample of GPs to confirm the findings, using an alternative form of data collection, and incorporating methods to encourage GP participation.

CONCLUSION

Clinical guidelines indicate that older people should be asked regularly about any falls by health professionals but the study findings indicated that this rarely occurs in practice. GPs are in a position to identify older people on their caseload who are at risk of falls and put in place management strategies to reduce this risk at a primary prevention level. However, the findings also describe the primary health context as time poor for GPs. This pilot study justifies a more comprehensive survey across NHS England is needed to confirm these findings, and that paper surveys individually delivered to GPs may be more effective in gaining responses.
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