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Abstract: 
 
Title: Epidemiological Study of Falls in Ireland based on Incident 
and Claims data created on STARSWeb from 2004-2008 
            

 

Objectives: To explore how national reported incident and claims data on 

“slips/trips/falls” in Ireland can be used to inform the impending national 

implementation plan outlined in the National Strategy on falls and bone health, 

‘Preventing falls and fractures in Ireland’s Ageing Population’.  

 

Methods: All incident and claims data relating to “slips/trips/falls” reported between 

1
st
 January, 2004 and 30

th
 September, 2008 were analysed. STARSWeb is the 

national secure web based incident reporting system. Using SPSS, the data were 

explored from national, regional and sectoral [Acute and Primary, Community and 

Continuing Care (PCCC)] perspectives. The study findings were informed by 

national epidemiological data and HSE activity levels, in addition to internationally 

relevant comparative data. 

 

Results: 84,144 incidents and 95 claims relating to falls were created on STARSWeb 

in the study period, constituting 37 % of all events reported. Most falls (58.3 %) were 

reported from within the acute sector. The falls rate equated to 2.7 falls reported per 

1,000 bed days (2006). When compared to falls rates in other countries, this suggests 

significant under- reporting. All HSE areas demonstrated similar falls distribution 

patterns when age and gender are examined demographically, with the peak 

incidence of falls amongst 75-84 year olds. Men aged 65 and over are more likely to 

fall than females of the same age. A greater percentage of persons aged 85 years and 

older were reported as falling in PCCC than Acute. Laceration (10.3 %), bruising (8 

%) and fracture (1.2 %) featured within the top six outcomes. Head (7.9 %), buttocks 

(4 %) and forehead (3.2 %) were the top three body parts affected. Most falls events 

reported (76%) resulted in “ No apparent injury/reaction.” 

 

The causes and circumstances of falls were explored by identifying the relationships 

between incident types, age, gender, time of day, staff reporting, specialities, 

contributory factors and systemic root causes. The majority of falls occured when 

service users were moving without supervision (49.8 %). Sixty six (66.2) % of falls 



 

iv 

 

were reported from the speciality of medicine, 11.2 % from Surgery and 8.3 % from 

Adult Mental Health nationally, the majority of the latter from within PCCC (6.9 %).  

 

Consequences of falls were explored by studying the claims profile for falls data 

using such variables as specialty, incident type specific, age, gender, outcome, risk 

rating and likelihood of claim. Eighty two (82) % of all claims arose within the acute 

sector. Almost fifty (49.5) % of claims related to a fall that occurred in Dublin Mid 

Leinster region, 23.2 % in the South, 20 % in the West and 7.4 % in Dublin North 

East. The majority of claims involved service users who fell when moving without 

supervision (43.6 %). Falls-related litigation was higher amongst females (71.3 %) 

than males (28.7 %). Fifty per cent of falls-related claims in PCCC were associated 

with a fatality, whereas fracture was the outcome for 36.5% of such claims arising in 

the acute sector.  

 

Conclusions: The findings will be important in benchmarking falls-related incident 

reporting trends nationally, regionally and sectorally. They serve to confirm the 

importance of incident reporting as a key risk identification tool in promoting patient 

safety. In keeping with the first goal of the National Strategy on falls and bone 

health, ‘Preventing falls and fractures in Ireland’s Ageing Population’, this study 

increases awareness about the problem of falls and fractures in at risk groups. The 

ongoing secondary analysis of STARSWeb falls data, as demonstrated in this study, 

will serve to inform the development of key performance measurement indicators, an 

integral part of any National Strategy implementation plan.  

 

Summary: This is an epidemiological study of falls in Ireland, based on incident and 

claims data created on STARSWeb from 2004-2008. Its objective is to explore how 

national reported incident and claims data on “slips/trips/falls” in Ireland can be used 

to inform the impending national implementation plan outlined in the National 

Strategy on falls and bone health, ‘Preventing falls and fractures in Ireland’s Ageing 

Population’. 

 

Keywords: epidemiology; accidental falls; incident reporting; claims; older people; 

patient safety 
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Aims and Objectives of this Study 

 

Aim 

The aim of this study is to examine the national, regional and sectoral incidence of falls, 

contributory characteristics factors and consequences as reported via the STARSWeb 

system. The findings will inform the proposed implementation plan outlined in the 

strategy ‘Preventing Falls and Fractures in Ireland’s Ageing Population,’ published in 

June 2008.  

 

Hypothesis 

Using falls-related incidents and claims data reported to the STARSWeb system for the 

period 2004-2008, this study will address the hypothesis that incident reporting and 

claims builds understanding as to the frequency, characteristics, contributory factors and 

consequences of falls, in various settings, serving to highlight important problem areas for 

targeted evidence-based interventions in keeping with the National Strategy ‘Preventing 

Falls and Fractures in Ireland’s Ageing Population’.  

 

Objectives 

To provide insights into:  

a. The most common characteristics of service users who fall within a variety of 

healthcare settings nationally. 

b. Service users’ activities and environmental factors associated with falls and 

fractures. 

c. Outcomes of falls and any interventions heeded to address these that may have 

implications for the wider learning community. 



 

 

1 

CHAPTER 1 

INTRODUCTION 
“Population aging is one of humanity’s greatest triumphs. It is also one of our greatest 

challenges” 

WHO (2002) Active Aging: A Policy Framework. Geneva. 

 

1.0 Overview 

This chapter aims to outline the impact of falls for older people and society at large. It 

reviews epidemiological data available internationally and nationally to determine the 

size of the problem so as to inform the aims and objectives of this study. Key 

organisations will be discussed with respect to how the burden of falls can be addressed. 

The Health Service Executive (HSE) is the national health and social care service 

provider and the State Claims Agency (SCA) has a dual remit for claims and risk 

management. 

 

1.1 The Problem of Falls in the Population 

The World Health Organisation (WHO) reveals that each year 28-35 per cent of people 

aged 65 years of age or over fall, increasing to 32-42 per cent of those aged 70 years of 

age or older,
1
 sometimes with serious physical and psychological consequences. Of 

those who fall it is estimated that 20-30 per cent of older people sustain serious injuries, 

to include bruising, hip fractures or head injuries 
2
 and may face a reduction in their 

quality of life. In addition, profound psychological effects can occur, to include reduced 

mobility, fear of further falls and social isolation.
 3

 Of those who survive hip fractures 

less than fifty per cent will be able to directly return home on discharge, with over 20 

per cent requiring long term care. 4 It is claimed that one fracture, regardless of where in 

                                                           
1  World Health Organisation, WHO Global Report on Falls Prevention in Older People 

(France: WHO Press,[2008]). p.1. 
2  CDC, "Centres of Disease Control and Prevention." Atlanta, GA 30333, USA, 

www.cdc.gov (accessed 9th May, 2009). 
3
  Health Service Executive, National Council on Aging and Older People and 

Department of Health & Children., Strategy to Prevent Falls & Fractures in Ireland's 

Aging Population: Report of the National Steering Group on the Prevention of Falls in 

Older People and the Prevention and Management of Osteoporosis Throughout Life 

p.14. 
4
  Ibid, p.1 



 

 

2 

the body, doubles the risk of subsequent fractures. 5 Older people make up a large and 

increasing percentage of the population worldwide and Ireland is no different in this 

regard.6  

 

In Ireland, it is expected that the number of older people, that is persons aged 65 and 

older, will double over the next 20 years. 7 One million will be 65 years or over with 

those 80 years or over making up the biggest population increase.
8
 As people grow older 

falls-related injuries become problematic.  

Falls are commonly defined as  

 “an event whereby an individual comes to rest on the ground or lower level with 

 or without loss of consciousness (AGS/BGS 2001)”.9 

The State Claims Agency (SCA) manages STARSWeb the national, secure, web-based 

reporting system for the publicly-funded healthcare system in Ireland. Falls constituted 

over 37 per cent of all clinical incidents reported in Ireland from January 2004 to 30
th

 

September, 2008. During this period, 84,144 falls-related events (created on 

STARSWeb as of 23rd December, 2008) were reported to this database, of which 95 

were claims, with an estimated contingent liability cost of €3.1 million. A recent Irish 

study calculated that it is costing the State €402 million to treat all falls and fractures 

each year (0.32 per cent of GNP which compares favourably with US estimates). 
10

 

These costings are set to rise exponentially in the coming years as the percentage of 

older people living longer increases. By 2020, and in the absence of the implementation 

                                                           
5
  Ibid, Section 1.0, p.14. 

6
  World Health Organisation, Population Ageing - a Public Health Challenge. Fact 

Sheet no 135 (Geneva: World Health Organisation,[Revised September 1998]). 
7
  Health Service Executive, National Council on Aging and Older People and 

Department of Health & Children., Strategy to Prevent Falls & Fractures in Ireland's 

Ageing Population: Report of the National Steering Group on the Prevention of Falls in 

Older People and the Prevention and Management of Osteoporosis Throughout Life 

(Dublin: Government of Ireland,[June 2008]).p.23. 
8
   Ibid, p.20. 

9
  National Institute for Clinical Excellence (NICE), Clinical Practice Guideline for the 

Assessment and Prevention of Falls in Older People CG021 Falls: Full Guideline (UK: 

Royal College of Nursing,[2004]) (accessed 9th May, 2009). p.4. 
10

  B. Gannon; E. O’Shea and E. Hudson, Technical Report 1: The Economic Costs of 

Falls and Fractures in People Aged 65 and Over in Ireland.   

 (Galway: Irish Centre for Social Gerontology,[2007]) (accessed 9th May, 2009) p.49. 



 

 

3 

of a national falls and fracture prevention strategy, the estimated costs will range from 

€922 - €1077 million per annum, and increase to  €1587-€2043 million per annum by 

2030. 11 

 

Bone health and falls injuries also represents a huge healthcare, social and financial 

burden internationally. 12  In recognition of this fact, the WHO Collaborating Centre for 

Patient Safety Solutions identified patient falls prevention as one of the next set of 

solutions that needed to be developed in 2007-2008. 13 Already the centre, through an 

international collaborative network, has identified and developed nine patient safety 

solutions, targeting key patient safety issues, including Patient Identification, 

Medication Safety, Communications, Wrong Site Surgery and Health Care-Associated 

Infections. Since May 2005, a well-established worldwide continuous dissemination 

process for these solutions has been in place. 

 

In Ireland the Health Service Executive (HSE) identified falls prevention in older people 

and the maintenance of bone health in the whole population as a priority. 14 This led to 

the establishment in 2006 of a National Steering Group to develop a strategy to prevent 

falls and fractures in Ireland’s ageing population. 15  

 

 

 

                                                           
11  Health Service Executive, National Council on Aging and Older People and 

Department of Health & Children., Strategy to Prevent Falls & Fractures in Ireland's 

Ageing Population: Report of the National Steering Group on the Prevention of Falls in 

Older People and the Prevention and Management of Osteoporosis Throughout Life 

(Dublin: Government of Ireland,[June 2008]). Section 4.0, p.38. 
12  World Health Organisation. WHO Global Report on Falls Prevention in Older People. 

France: WHO Press, 2008, p.1. 
13

  World Health Organisation, "Developing New Solutions for Patient Safety," 

http://www.who.int/collaboratingcentres/casestudies/en/index7.html . (accessed 9th 

May, 2009). 
14

  Health Service Executive, National Council on Aging and Older People and 

Department of Health & Children. Strategy to Prevent Falls & Fractures in Ireland's 

Aging Population: Report of the National Steering Group on the Prevention of Falls in 

Older People and the Prevention and Management of Osteoporosis Throughout Life , 

Section 1.0, p.14. 
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The strategy defined a fall as  

“ a sudden unintentional change in position causing an individual to land at a 

lower level, on an object, the floor, or the ground other than as a consequence of 

sudden onset paralysis, epileptic seizure, or overwhelming external force.” 
16

  

This strategy was a joint initiative between the HSE, The National Council on Ageing 

and Older People and the Department of Health & Children (DOHC). Membership of 

the steering groups and subgroups was multidisciplinary, multi agency and included 

patient advocacy groups, environmental consultants and representatives of older people. 

Extensive stakeholder consultation ensured its relevance in the Irish context. Research 

studies were carried out to estimate the impact of falls within the healthcare sector, the 

economic burden of falls and to examine the environmental issues associated with  

falls. 
17

 Findings were published on the HSE website from August 2008.
18

 While a 

national implementation and evaluation plan has been outlined within the strategy, to the 

author’s knowledge there is little evidence to demonstrate its explicit actioning within 

the Irish healthcare system to date. 

 

1.2 Health Service Executive (HSE) 

The HSE was established on January 1
st
, 2005 as per Health Act, 2004, “to provide 

services that improve, promote and protect the health and welfare of the public in the 

Republic of Ireland.”19 It is the largest organisation in the State, employing over 130,000 

people, with a budget of some €14.7 billion.
20

 The establishment of the HSE represents 

the largest programme of change ever undertaken in the Irish public sector. Prior to its 

establishment, services were delivered through a complex structure of ten regional 

health boards, the Eastern Regional Health Authority and a number of other agencies 

and organisations. All of these have now been amalgamated into one entity. Currently 

                                                                                                                                                                           
15  Ibid, Section 1.4, p.16. 
16

  Ibid ,Section 5(a).1, p.47. 
17

  Ibid, Section 1.4, p.17. 
18

  Health Service Executive, National Council on Ageing and Older People, Department 

of Health & Children, "Preventing Falls and Fractures," 

http://www.hse.ie/eng/Campaigns/right/Preventing_Falls_and_Fractures.shortcut.html?s

howDoc=1 (accessed May 9th 2009). 
19

  Health Act 2004, (2004): Part 2, Section 7. 



 

 

5 

HSE services are delivered through three directorate, (Acute, Primary, Continuing and 

Community Care (PCCC) and Population Health) and four administrative areas – 

(Dublin Mid Leinster, Dublin North East, South and West) that include 32 local health 

offices and 8 hospital networks (See Appendices 2 & 3 for details).  

 

1.2.1 Transformation Programme 2007-2010 

The HSE has adopted a programme of work called the “HSE Transformation 

Programme 2007-2010.” 
21

 The aim of this change management programme is to build a 

health and social care system that is sustainable and capable of delivering nationally 

consistent, high quality services, within the limited resources available, to enable people 

to live healthier and more fulfilled lives. It has identified key priorities, 
22

 namely: 

1) to develop integrated services across all stages of the care journey,  

2) to configure (PCCC) services and hospital (Acute) services so that they 

deliver optimal and cost effective results,  

3) to implement a model for the prevention and management of chronic illness,  

4) to implement standards based on performance measurement and management 

throughout the HSE, and  

5) to ensure all staff engage in transforming health and social care in Ireland. 

 

In the author’s opinion, several projects being delivered under this programme could in  

older people.  The most wide ranging project is the integrated model of care that offers 

simplified service user journey processes within and between PCCC and hospital based 

services.23 This particular model of care involves the development of a framework for 

the inclusion of service users and communities in service development. Within PCCC 

the emphasis will be on providing high quality safe care within the community by 

developing multidisciplinary primary care teams, social care networks and care group 

                                                                                                                                                                           
20

  Health Service Executive, "About the HSE," Health Service Executive, 

http://www.hse.ie/eng/About_the_HSE/ (accessed 9
th

 May, 2009). 
21

  Health Service Executive, "HSE Transformation Programme 2007-2010," Health 

Service Executive, http://www.hse.ie/eng/Publications/corporate/transformation.html 

(accessed 9th May, 2009). 
22

  Ibid, p.11. 
23

  Ibid, p.13. 
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sector specific services such as older people services. 24 In addition, there are projects to 

develop a framework and strategies for the prevention and management of chronic 

illness. 25 Staff projects include the creation, implementation and evaluation of 

leadership and management development approaches. 
26

 The latter are organised to 

inspire staff innovation, responsibility and accountability and further implement 

integrated multidisciplinary team working and effectiveness.  

 

1.2.2 Quality & Risk 

Quality, safety and risk standards have also been developed. These standards are being 

integrated into a continuous improvement ethos supported by robust performance 

management practices. The development and implementation of a quality, safety and 

risk management framework and integrated risk management policy is considered to be 

a key component of healthcare governance with the HSE.27 The Quality and Risk 

Management division within the HSE is responsible for developing this framework, 

monitoring the implementation of the service delivery units and providing assurance to 

the Chief Executive Officer, the Board and the public. 
28

 The Australian/New Zealand 

risk management standard AS/NZS 4360:2004 has been formally adopted by the HSE, 

since November 2007, as the process for managing risk that ensures continuous quality 

improvement. 
29

 Various criteria, including outcomes criteria, have been developed to 

include proactive risk management processes, incident and claims management. 
30

 

 

 

 

                                                           
24

  Ibid, p.14. 
25

  Ibid, p.14. 
26

  Ibid, p.15. 
27  Office of Quality and Risk, "Quality and Risk Management Standard," Health Service 

Executive,http://hsenet.hse.ie/HSE_Central/Office_of_the_CEO/Quality_and_Risk/Doc

uments/l (accessed 9th May, 2009). 
28

  HSE Office of Quality and Risk 

http://hsenet.hse.ie/HSE_Central/Office_of_the_CEO/Quality_and_Risk/ (accessed 9
th

 

May, 2009) 
29

  Office of Quality and Risk, "Quality and Risk Management Standard," Health Service 

Executive,http://hsenet.hse.ie/HSE_Central/Office_of_the_CEO/Quality_and_Risk/Doc

uments/l (accessed 9
th

 May, 2009), p.3. 
30

  Ibid, p.12-13. 
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1.3 Clinical Indemnity Scheme (CIS) 

The CIS was established in 2002 within the State Claims Agency (SCA) in order to 

rationalise pre-existing medical indemnity arrangements. 
31

 Commercial insurers in 

Ireland were no longer willing to provide insurance cover to obstetricians/gynaecologists 

or to obstetric units, due to escalating court awards and costs in cases of birth-related 

cerebral dysfunction. The CIS, as the primary indemnifier for clinical negligence 

actions, manages claims made against organisations/enterprises that are predominantly 

publicly- funded. It also advises and supports enterprises regarding risk management 

activities designed to reduce recurrence of serious adverse events. The CIS has been 

established on the basis of “Enterprise Liability” (i.e. the enterprise assumes liability for 

all its employees' alleged clinical negligence.).  

 

1.3.1 Functions 

The CIS has two primary functions namely, claims management and risk management.  

Objectives of the scheme are to: 

� drive and support safe patient care, 

� manage claims made against enterprises covered by the scheme in a timely and 

cost-effective manner, 

� reduce the numbers of clinical claims through risk management initiatives, 

� guide and support clinical risk management in enterprises. 

 

These objectives are achieved through the adoption of an integrated approach to clinical 

risk management and claims management, as recommended by international best 

practice. 
32

  

 

1.3.2 National Incident Reporting System 

All enterprises covered by the CIS have a statutory duty to report all adverse incidents to 

the SCA, preserve relevant documentation and permit and facilitate an investigation, 

                                                           
31 State Claims Agency, " Clinical Indemnity Scheme –Your Questions Answered Q & 

A Booklet," State Claims Agency, 

http://www.stateclaims.ie/ClinicalIndemnityScheme/cisPublications.html (accessed 9th 

May, 2009). 

 
32

  State Claims Agency, " Clinical Indemnity Scheme –Introduction ," State Claims 

Agency, http://www.stateclaims.ie/ClinicalIndemnityScheme/introduction.html  

(accessed 9th May, 2009). 



 

 

8 

when requested to do so by the SCA. The definition of adverse event as found in the 

National Treasury Management Agency Act (2000), Part 2, Section 11 (2) is  

“any act, omission or other matter in relation to which a delegated claim has been 

made, or may, in the opinion of the state authority concerned, be made”.  

To facilitate reporting of adverse events by enterprises, the CIS has established a 

confidential, highly secure, web-based IT system STARSWeb.33 STARSWeb links 

hospitals and other healthcare enterprises to this national database. Each enterprise has 

access only to its own data but the CIS has access to all data (the exception being service 

user names, that are made available when an incident’s status is changed to a pre-claim 

or claim) in order to identify emerging trends and analyse serious adverse event and 

clusters.  

 

National rollout of the STARSWeb system commenced in November 2003, and the 

majority of all acute sector health enterprises and former health boards are now live on 

the system. This clinical incident reporting system is designed to support the sharing of 

learnings from incidents, ‘near misses’ and claims reported to STARSWeb, at local, 

regional and national levels.  

 

1.4 Conclusions 

Falls in older people are commonplace and are prominent amongst the external causes of 

unintentional injury. 
34

 The combination of high frequency and high vulnerability to falls 

means that the consequences for older people can be devastating. 
35

 While the major 

underlying causes of falls-related hospital admissions for older people are fractures, 

head injuries and upper limb injuries, 
36

 falls can also result in dependence, loss of 

autonomy, confusion, fear of falling, immobilisation and depression leading to further 

                                                           
33

  State Claims Agency, " Clinical Indemnity Scheme –STARSWeb," State Claims 

Agency, http://www.stateclaims.ie/ClinicalIndemnityScheme/introduction.html  

(accessed 9th May, 2009). 
34

  Health Service Executive, National Council on Aging and Older People and 

Department of Health & Children., Strategy to Prevent Falls & Fractures in Ireland's 

Aging Population: Report of the National Steering Group on the Prevention of Falls in 

Older People and the Prevention and Management of Osteoporosis Throughout Life. 

p.26. 
35

 Ibid, p.26. 
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restrictions in activities of daily living. 37
 In financial terms, falls-related injuries in older 

people in Ireland are very costly, being estimated at €402 million per annum. 
38

 This is 

expected to increase exponentially in the absence of a determined approach to 

prevention, given that our population is growing older and living longer. 
39

 

 

The aim of this study is to examine the national, regional and sectoral incidence of falls, 

contributing characteristics and the consequences of falls, as reported to the STARSWeb 

system over a five year period. The findings will serve to inform the proposed 

implementation plan outlined in the National Strategy ‘Preventing falls and fractures in 

Ireland’s Ageing Population’. Currently, to the author’s knowledge, there are no explicit 

national strategy implementation plan is in place. However, the HSE’s Transformation 

Programme 2007-2010 and its governance arrangements to implement integrated 

quality, safety and risk standards will afford opportunities to correct this deficit. The 

Clinical Indemnity Scheme, given its integrated risk and claims management functions 

within the Irish healthcare system, and its capability through STARSWeb to identify 

emerging trends and analyse adverse events, is particularly well suited to inform the 

actioning of any proposed National Strategy implementation plan. 

                                                                                                                                                                           
36 Ibid, Section 3.5.1, p.33. 
37  Lord, S., C. Sherrington, and B. M. Hylton. Falls in Older People Cambridge 

University Press, 2001, p.13. 
38

 Ibid, Section 4.0, p.38. 
39

 Ibid, Section 4.4, p.42. 
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CHAPTER 2 

LITERATURE REVIEW 
“Falls are predictable and preventable” 

Strategy to Prevent Falls and Fractures in Ireland’s Ageing Population.. 

 

2.0 Introduction 

This chapter aims to review the literature with respect to patient/service users’ falls, 

whether they occur in institutions and/or the community, and the role of incident 

reporting and claims in understanding these. It is expected that this review will serve 

to highlight the most common characteristics of service users who fall within a 

variety of settings, the factors that contribute to falls and possible subsequent claims, 

and the targeted interventions needed to prevent falls and fractures, that may have 

wider implications for a learning healthcare community.  

 

2.1 Methodology  

A preliminary electronic search of major health bibliographic databases was 

undertaken from the 6
th

 October, 2008, and was further refined up to Mid November 

2008. This search included all major databases such as Medline from 1950, Embase 

from 1980 and CINAHL from 1982, Biomedical Central, EBSCOhost, OVID online 

and Science Direct. Such journals as BMJ Journals, New England Journal Of 

Medicine, JAMA and Archives journals were also searched separately. In conducting 

the search, citations, abstracts and complete references were downloaded into 

RefWorks (Version 16 as of February 2006), a web-based online research 

management and bibliography creator software tool, for subsequent assessment. 

Search terms used included ‘accidental falls’, ‘falls incidents’, ‘adverse events’, 

‘medical error’ and MESH terms such as ‘reported accidents’, ‘risk factors’, ‘patient 

safety’, ‘incident reporting’. The Cochrane Library was searched for relevant 

systematic reviews, meta-analyses and randomised controlled trials from Mid 

October 2008 to early December 2008. Grey literature was retrieved from websites 

such as the National Patient Safety Agency (NPSA), the Prevention of Falls Network 

Europe (ProFaNE) and the Institute for Healthcare Improvement and by following up 

relevant policy and strategy documents. Quality assurance measures undertaken to 

determine the strength of the evidence included an analysis of the abstracts, a review 

of those studies deemed most relevant and the inclusion of discussion or commentary 

pieces where appropriate.  
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2.2 Size of the Problem 

2.2.1 Falls Epidemiology  

The population of Ireland is growing and ageing.
40

 In 2006 it was 4,239,848, with the 

greatest growth rate in the last 25 years occurring between 2002 and 2006 when the 

population increased by 8.2 per cent. 
41

 Demographics show that the older age groups 

will exceed the childhood population ‘bulge’ of the 1970s within the next 20 years 

such that the population of people over 65 years in Ireland will more than double 

from 436,001 in 2002 to 1,002,280 in 2031 or from 11 per cent to 18 per cent of the 

population  

(Figure 2.1). 
42

  

 
Figure 2.1 Population Pyramid for Ireland, 2002 and 2031.

43
 

Key features of this demographic shift are that those people aged 85 years or more 

will show the greatest growth rate, and there will be twice as many women as men 

amongst this age group. 
44

 While the implications of falls is relevant for all age 

                                                           
40

  Central Statistics Office, Census of Population 2006 (Dublin: Government 

Publications, [2006]). 
41

  Health Service Executive, National Council on Aging and Older People and 

Department of Health & Children., Strategy to Prevent Falls & Fractures in 

Ireland's Ageing Population: Report of the National Steering Group on the 

Prevention of Falls in Older People and the Prevention and Management of 

Osteoporosis Throughout Life (Dublin: Government of Ireland,[June 2008]). Section 

2.2, p.20. 
42

  Ibid, Section 2.3, p21-23. 
43

  Ibid, Figure 2.3, p.22. 
44

  Ibid, Section 2.3, p21-23. 
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groups, it is particularly problematic for older women, with almost twice as many 

women as men over fifty years in Ireland, suffering from osteoporosis in later life. 
45

 

Life expectancy for both males and females has increased exponentially over the last 

century. 
46

  In 2002, men who were 65 could expect to live another 15 years and at 

75 another 9 years, while women could be expected to live another 19 years and 11 

years respectively. 

 

Using the HSE model of four administrative areas to map the increase in older 

people, the national falls and fracture prevention strategy 
47

 noted that since 2002 the 

percentage increase in each of these areas is as follows: 

� HSE Dublin Mid Leinster (28.7 per cent of the national population) showed a 

7 per cent increase,  

� HSE South (25.5 per cent of the national population) and HSE West (23.9 per 

cent of the national population) showed an increase of 8 per cent respectively, 

and  

� HSE Dublin North-East (21.9 per cent of the population) showed an increase 

of 12 per cent.   

This unequal growth of older people nationally means that targeted initiatives will be 

needed to identify those most at risk of falls and fractures so as to be able to 

implement effective intervention measures to reduce falls and prevent injuries. 

 

2.2.2 The Burden of Falls 

Falls are the leading cause of fatal injuries in older people in most of the 25 member 

states of the European Union (EU) and in those of the European Economic Area. 
48

  

The annual death rate due to falls in Ireland is estimated to be 250-280 for a 

                                                           
45

  Ibid, Section 3.7.1, p.35. 
46

  Central Statistics Office, Irish Life Tables no. 14 2001-2003; 2004 & Census of 

Population 1926. (Dublin: Government Publications, [2004]). 
47

  Health Service Executive, National Council on Aging and Older People and 

Department of Health & Children., Strategy to Prevent Falls & Fractures in 

Ireland's Ageing Population: Report of the National Steering Group on the 

Prevention of Falls in Older People and the Prevention and Management of 

Osteoporosis Throughout Life (Dublin: Government of Ireland,[June 2008]). Section 

2.2, p.21. 
48

  Lund J., "Priorities for Elderly Safety in Europe; Agenda for Action; EUNESE: 

An Initiative of the European Network for Safety among Elderly. "EUNESE Athens, 

www.eunese.org (accessed 9
th

 May, 2009). 
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population aged 65 years and over (n= 467,920 or 11 per cent in 2006).
49

 This figure 

is considered average when compared to other EU countries.
50

  Three quarters of all 

falls-related deaths in Ireland occur to people aged 65 years and older.
51

 This figure 

has increased  substantially since 1990, with more females being affected than  

males. 
52

 

 

Given the aging profile of Ireland over the next 20 years, it is expected that this trend 

will have significant medical, social and personal implications for the prevention and 

management of falls and fractures. 
53

 International data indicates that 20 to 30 per 

cent of people who fall suffer moderate to severe injuries such as bruising, hip 

fracture or head injury. 
54

  Most fractures in people over 50 years occur in persons 

with osteoporosis. 
55

  The internationally agreed definition of osteoporosis is  

“a progressive, systemic, skeletal disorder characterised by low bone mass 

and micro-architectural deterioration of bone tissue, with a consequent 

increase in bone fragility and susceptibility to fracture”.
56

  

Using the International Osteoporosis Foundation rate, it is estimated that 300,000 

persons over 50 years old in Ireland may have osteoporosis. 
57

 Given the Irish 

population differential for older men and women, this means that twice as many 

                                                           
49

  Health Service Executive, National Council on Aging and Older People and 

Department of Health & Children., Strategy to Prevent Falls & Fractures in 

Ireland's Ageing Population: Report of the National Steering Group on the 

Prevention of Falls in Older People and the Prevention and Management of 

Osteoporosis Throughout Life (Dublin: Government of Ireland,[June 2008]), Section 

3.2, Table 3.1, p.27-28. 
50

  Ibid, Section 3.4, p.28. 
51

  Ibid, Section 3.3, p.28. 
52

  Ibid, Section 3.3, p.28. 
53

  Ibid,p.20-24. 
54

 CDC, "Centres of Disease Control and Prevention." Atlanta, GA 30333, USA. 

www.cdc.gov (accessed 9th May, 2009) 
55

  Woolfe A., Pfleger B. Burden of Major Musculoskeletal Conditions. (Geneva: 

Bulletin of the World Health Organisation,[2003]). 
56

  National Institute for Health and Clinical Excellence (NICE), Alendronate, 

Etidronate, Risedronate, Raloxifene, Strontium Ranelate and Teriparitide for the 

Secondary Prevention of Osteoporotic Fragility Fractures in Postmenopausal 

Women. Technology Appraisal no 161 (UK: [2008]). p.6. 
57

  Health Service Executive, National Council on Aging and Older People and 
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Ireland's Ageing Population: Report of the National Steering Group on the 

Prevention of Falls in Older People and the Prevention and Management of 
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women as men are likely to suffer from osteoporosis in later life such that over a 

lifetime a women may lose forty five per cent of her bone mass and a man about two 

thirds of what a woman may typically lose.   

 

The HSE national falls and bone health strategy, ‘Preventing falls and fractures in 

Ireland’s Ageing Population’ 
58

 estimates that annually in Ireland ten per cent of all 

older people need treatment for injuries, with falls-related injuries comprising 75 per 

cent of the total. In addition, over seven thousand older persons are admitted to 

hospital for the treatment of falls-related injuries each year, accounting for the usage 

of just over five per cent of the 1.8 million hospital bed days used per year, excluding 

hospital emergency and primary care data
 59

 Hip fractures are one of the most serious 

injuries due to falls. In Ireland, it is estimated that eighty per cent of hip fractures are 

sustained by persons who are 75 years of age or older, with an average length of 

hospital-stay of eighteen days and less than one third go directly home on discharge. 

60
  The National Strategy concludes that if current trends continue, then deaths and 

falls-related injuries in older people could double over the next 20 years. 
61

 

 

In addition to the physical and psychosocial burden of falls there is also an economic 

cost burden. An Economic Burden of Illness Study, undertaken by the Irish Centre 

for Social Gerontology, 
62

 estimated that the current economic costs associated with 

falls-related injuries in older people in Ireland is €402 million. In the absence of the 

implementation of a National Strategy on falls and fracture prevention, it is expected 

that the economic burden by 2030 will be in the region of €1,587 - €2,043 million. 

This represents a more than three fold increase from the projected 2010 figure of 

€520 - €551 million and will have major implications for services and resources. 

 

 

 

                                                                                                                                                                     

Osteoporosis Throughout Life (Dublin: Government of Ireland,[June 2008]). Section 
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  Ibid, p.26. 
59

  Ibid, p.26. 
60
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  Gannon, O’Shea and Hudson, Technical Report 1: The Economic Costs of Falls 

and Fractures in People Aged 65 and Over in Ireland. p.1-56.  
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2.3 Characteristics of Persons who Fall  

Circumstances leading to falls and poor bone health in older people are  

multi-factorial. 
63

 Falls risk factors can be grouped under three broad headings:  

intrinsic (e.g. balance or postural stability), extrinsic (e.g. medication, impaired 

activities of daily living) and environmental (e.g. uneven floors/pavements, poor 

lighting, loose carpets). From a systemic review of the literature, a small number of 

significant risk factors are emerging consistently, despite the heterogeneity of the 

settings, namely gait stability, agitated confusion, urinary incontinence/frequency, 

falls history and prescription of ‘culprit’ drugs (especially sedatives/ hypnotics). 
64

 

Although many of these factors are viewed as an inevitable part of ageing, there are a 

number of predictive risk factors that can be modified.
65

 Consequently, in order that 

falls and fracture prevention programmes are effective and efficient, it is essential 

that those factors most predictive of risk are identified. 
66

 

 

Intrinsic factors of particular relevance to this study are gait and balance deficits, 

cognitive impairment, age greater that 80 years, urinary incontinence, orthostatic or 

post-prandial hypotension, dizziness, limited activity, hearing (institutional settings), 

history of falls and fear of falling. 
67

 Extrinsic factors of relevance include the use of 

devices for impaired mobility, high levels of activity (community settings), the use of 

‘culprit’ medications such as psychotropic drugs, diuretics, digoxin and  

poly pharmacy. 
68

 Environmental risk factors will also be included, as between 25-75 

per cent of falls in older people involve an environmental component.
69

 The ultimate 
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  Ibid, p.46-58. 
64  Oliver, D. “Risk Factors and Risk Assessment Tools for Falls in Hospital in-

Patients: A Systematic Review”. Age and Ageing 33, (2004): 122-130. .  
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cause(s) or precipitants of a fall should be seen in the light of individual risk factors 

for falls and the interactive and synergistic effects between them. 
70

 Interventions that 

have resulted in sustained reductions in falls rates have employed approaches which 

focus on identifying individualised falls risk factors, using each new fall as an 

indicator to prompt reassessment, putting in care plans to address modifiable risk 

factors, learning from incident reporting as part of governance, educating and 

training staff in effective falls prevention methods and making the physical 

environment safer for all. 
71

 

 

A fall in an older person, especially if recurrent, may signal an unmet medical need 

that has not been identified or is unresolved and should consequently trigger an in-

depth diagnostic process and clinical intervention by an appropriately skilled 

physician. 
72

 Although most people who fall do not seek any medical advice, older 

people account for 12-21 per cent of emergency room visits. 
73

  Those presenting at 

emergency rooms after a fall are likely to fall again in the following year, with a 30 

per cent chance of sustaining a fracture or dislocation. 
74

 A UK study by Snooks et al 

75
 revealed that while a high number of emergency (999) calls are made for older 

persons who fall, many are not conveyed to hospital. This resulted in increased rates 

of subsequent emergency healthcare contacts, increased risk of death and 

hospitalisation for people in this age group when compared with the general 

population of the same age in London. This would suggest that reduction of falls 

injuries and associated morbidity are dependent on early identification of people at 

high risk and interventions delivered across traditional service boundaries. 
76
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2.4 Consequences for Persons who fall 

2.4.1 Human  perspective 

Falls may lead to harm, resulting costs, complaints and can lead to claims of clinical 

negligence. About 30 per cent of falls in hospitals lead to recorded injury. 
77

 It is 

estimated that 1-3 per cent of falls in hospital lead to fractures, with those persons 

with bone fragility being most vulnerable. 
78

 Hip fracture has a particularly 

devastating impact with a mortality of 30 per cent at 12 months for persons over 75 

years old. 
79

 According to Kenny 
80

 several studies reveal that the consequences of 

falls include mobility impairment, disability, dependency, social isolation and 

psychological problems, including fear of falling, anxiety, loneliness and depression. 

In addition, if older people are unable to get up again after a fall without assistance, 

this is a marker of a poor prognosis. 
81

 One third of older persons who fall develop a 

fear of falling, and those with a fear of falling have worst prognoses in the form of 

reduced activities of daily living, activity avoidance, lower quality of life, loss of self 

confidence and self efficacy and increased institutionalisation. 
82

 

 

2.4.2 Legal perspective 

2.4.2.1 Medical Negligence 

Actions for medical negligence are by far the most common legal claims for 

compensation brought against doctors and hospitals. 
83

 From a legal perspective, if a 

claim of medical negligence is to succeed the claimant must establish  

� that a duty of care was owed by the clinician to him or her, 

� that the clinician was in breach of the duty of care and  

� that the breach of duty of care caused harm or injury.  
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Consequently, there is little doubt that a doctor owes a duty of care to his/her patient 

to not cause harm by any negligent act or omission, in addition to their ethical and 

moral responsibilities to take care. 
84

 In Ireland the locus classicus for establishing 

the standard of care is Dunne v National Maternity Hospital.
85

 The standard of care 

is measured against what a reasonable practitioner of comparable experience (and 

specialisation) would have done or omitted to do. 
86

 This still allows one to deviate 

from standard practice, if reasonable to do so, and in accordance with what a 

reputable body of opinion within the profession would do. However, if the standard 

of care is too low or inherently defective, not standing up to logical analysis, the 

court can intervene in professional standard setting. In addition, if a significant and 

responsible body of professionals hold the view that the doctors conduct was 

reasonable, even if different from other professional bodies of opinion, then it is 

unlikely that negligence will be proved. 
87

  

 

According to Jones, 
88

 while medical negligence should provide a deterrent to unsafe 

conduct, in practice the deterrent effect is diluted. In addition, he argues that such 

negligence cases are useful in determining what went wrong in an individual case but 

are not good at identifying organisational issues that hinder patient safety. 
89

 

However, he also challenges the assumption that improved patient safety will reduce 

levels of claims by stating that there is no empirical evidence to support this asserting 

that claims rates can change for a variety of reasons that have no link to patient 

safety. 
90

 

 

A systematic review of the UK National Health Service Litigation Authority 

(NHSLA) database on closed clinical negligence claims relating to falls, from 1995-

2006, was undertaken to learn lessons for risk management systems and claims 
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recording.
91

 The NHSLA has administered negligence claims since 1995 and the 

majority of these (90 per cent) were made against hospital trusts in England. Of the 

646 claims that met the inclusion criteria, 479 were closed (i.e those for which the 

financial outcome was known) at the time of census. Of these 290 (60.5 per cent) had 

resulted in an overall mean payment of £12, 945 pounds sterling. The authors suggest 

that this low figure may reflect the high average age of people who fall and the 

difficulty establishing causation, especially where individuals are already frail when 

they fall. All claims were settled out of court, so that no legal rulings on establishing 

liability or causation of injury are available. A similar situation seems to exist in 

Ireland in that no evidence of legal rulings directly relating to falls has been found by 

the author of this study.  

 

According to the NHSLA study 
92

“falls whilst walking”, or “from beds or trolleys”, 

or while “transferring /from a chair” were the most frequent incident type resulting in 

a claim (n=308 or 64.2 per cent). The most common contributory circumstances cited 

for claims were “peri-operative/ procedural incidents” (n=60 or 12.5 per cent) and 

“requests for bed rails being ignored”(n=54 or 11.3 per cent). Primary injuries 

“hip/femoral/pelvic fracture” accounted for 203 (42.4 per cent) of closed claims with 

total payments of £3,228,781 (51.1 per cent of all payments). Secondary contributory 

circumstances were “delay in diagnosis of injury”, “recurrent falls during admission” 

and “fatalities relating to falls” (n=59 or 12.2 per cent). Limitations of this study are 

that data is retrospective and may have biases; The thematic analysis is dependent on 

narrative descriptions designed to monitor claims. In addition, no demographic data 

(e.g. age, gender) were available, and the financial impact of claims that were still 

“open” could not be assessed. 

 

Some falls cases may not fit into the category of a classic medical negligence action 

(where there is a breach of duty by the doctor) but may arise because of a defect in 

the ‘system’ at organisational level such that the hospital/enterprise/HSE may have a 

direct liability to the patient. An example of such an error in a non falls situation 
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occurred in the Supreme Court decision regarding Collins v Mid-Western Health 

Board and O’ Connor 
93

 in which the hospital admissions system was considered 

defective in that it failed to appropriately triage the plaintiff’s husband, who suffered 

a severe brain haemorrhage that had clearly required expert investigation. 

 

2.4.2.2 Health and Safety 

The Safety Health and Welfare at Work Act 2005 
94

and the Safety, Health and 

Welfare at Work (General Application) Regulations 2007 
95

that serve to translate the 

Act to the specifics of the workplace, is the primary law governing safety in the 

workplace in Ireland. It explicitly makes directors and senior management liable for 

the governance, safety and health values and standards within their organisations. 
96

 

General duties for employers under the Act include the provision of a safe place of 

work, safe plant and equipment, safe systems of work, to include safety equipment or 

protective clothing where necessary, safety information, training and supervision to 

ensure safe peoplec and safe access and egress, as well as safe routes through the 

workplace. 
97

 

 

Employee duties under the Act 
98

 include  

� Taking reasonable care of their own safety, health and welfare, and that of 

others who may be affected by their acts or omissions.  

� Co-operating with the employer to enable compliance with the Act. 

� Using suitable appliances and protective equipment to secure their well-

being.  

� Reporting any defects to the employer that might endanger safety, health 

or welfare.  
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Within healthcare, specific research has been conducted into health and safety issues. 

The Report of the Advisory Committee on Health Services 
99

 re-emphasises the 

enduring factors in accident and ill-health prevention in the workplace, namely 

governance and safety management, hazard recognition, risk assessment, 

consultation, training and education. This report has been augmented by the 

publication in 2006 of a safety and health audit tool for the healthcare sector 
100

 and 

an accompanying guidance document on how to implement a safety and health 

management system.
101

 

 

2.5 Preventative Strategies 

2.5.1 Incident Reporting within Risk Management 

Incident reporting systems in healthcare are emerging as major tools in helping 

identify patient safety risks and providing data for organisational and systems’ 

learning. 
102

 Their primary purpose is to learn from the experiences of adverse events 

and near misses in order to prevent patient injury or harm. 
103

 According to the 

WHO, an analysis of many reports by the receiving agency or others can reveal 

otherwise unrecognised trends and hazards that require specific attention. In addition 

such reports can provide insights into underlying systems’ failures and generate ‘best 

practice’ recommendations for all to follow.
104

  

 

The design of such reporting systems is based on reporting systems successfully used 

in other high risk industries such as aviation, nuclear power, petrochemical 
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processing, steel production and military operations. 
105

 International research based 

estimates suggest that between 3.7 and 17 per cent of hospitalisations resulted in 

adverse events related to healthcare of which 50 per cent were preventable. 
106

 
107

 
108

 

109
 According to Hospital In-patient Enquiry (HIPE) data, 

110
 1,244,890 patients were 

discharged from 57 acute and/or specialist hospitals in Ireland during 2006. Based on 

the international experiences we can expect the numbers of adverse events occurring 

during this period to range from 46,061 to 211,631. The total number of adverse 

events reported to the web based STARSWeb system in 2006, from both the acute 

and community sectors, was 41,360 or 3.3 per cent. Although this is indicative of 

under-reporting, it is only fair to point out that not all enterprises had access to 

STARSWeb during this period. However, the majority of acute hospitals across the 

country (80 per cent) were capable of reporting into the STARSWeb system from 

March 2006. 

 

Research consistently shows that under-reporting is the norm rather than the 

exception. Barach and Small 
111

 estimate that under-reporting of adverse events 

ranges from 50-96 per cent annually with Freeman et al 
112

 concluding that incident 

reporting of critical events is notoriously difficult to achieve. Barriers to incident 
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reporting 
113

 have been identified as being fear of reprisal, concerns about litigation, 

issues around anonymity, the ergonomics of incident reporting forms for ease of 

reporting, confusion over what constitutes an adverse event, lack of support from 

professional colleagues and lack of feedback. Other barriers to reporting mentioned 

were that there was little evidence of an immediate impact on improving the quality 

of patient care. 
114

 In addition, it was felt that if nothing untoward happens as a result 

of an incident, there is no need to report. 
115

 

 

In order to increase reporting rates the following need to be addressed,
116

 namely:  

� the institutional environment must support an open and fair culture that is 

non punitive and systems oriented, focusing on the numerous factors that 

ultimately contributed to the adverse event rather than apportioning blame to 

individuals. 

� it must be safe to report affording the reporter anonymity and confidentiality, 

as do the Australian, UK and Irish national reporting systems.  

� it must be capable of collecting information on a wide range of events, to 

include major, minor and near miss events to help identify patterns of error 

and system failures. 

� it must be worthwhile to report such that incident reporting data is being used 

to improve quality of patient care. 

Management attitudes and institutional climate can greatly influence the success or 

failure of a reporting system. 
117

  Barack and Small state that the entire healthcare 

community must be involved in system oversight. Key stakeholders within the Irish 

healthcare system are the HSE, the SCA and the Health Information and Quality 

Authority (HIQA). Legislation establishing these bodies requires mandatory 

reporting by the HSE to the SCA of all adverse events. HIQA has a remit to set and 
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monitor standards in health and social care services and the HSE has to ensure 

compliance. 

Prominent authors on patient safety issues such as Evans et al 
118

 and Vincent 
119

 

concur that incident reporting must capture more contextual information than is 

currently the case. Vincent 
120

 concludes that sense making of adverse events 

requires analysis by people who know the work and the context. However, a 

common theme on incident reporting is that clinicians are not motivated to report. 

Sari and al 
121

 think that this may be due to lack of feedback and time constraints 

linked to the structure of the reporting form itself, in addition to fear of shame and 

blame, litigation or professional censure and unsatisfactory processes. Quick 
122

 

argues that the traditional secretive culture within medicine means that errors have 

remained hidden. This may be confounded by poor user interfaces used in some web 

based reporting systems leading to under-reporting and very unbalanced reporting 

patterns from some categories of staff, with nursing staff predominating and medical 

staff reporting least. 
123

 

  

In July 2008, the Irish Government published a report by the Commission on Patient 

Safety and Quality Assurance. This report has as its central recommendation a 

framework for effective governance to drive patient safety and quality.
 124
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The report outlines the requirements for a culture of patient safety, namely, that 

patients/service users need to be put at the centre of their care and cared for by 

competent staff working in effective teams where open communication is the  

norm.
125

 The report adds that such an “open and supportive culture, which is 

effectively governed, has to be led and continually reinforced by strong leadership 

and accountability at all levels of a health system.” 
126

 

 

Another issue raised in the literature is the variations in patient safety definitions 

used internationally. The World Alliance for Patient Safety 
127

 has developed an 

international classification system to standardise internationally accepted 

terminology for key patient safety terms. This taxonomy for patient safety aims to 

define, harmonise and group patient safety concepts into an internationally agreed 

classification system. Lack of such a standardised approach to nomenclature for 

medical error was seen as hindering the development of viable and sustainable 

solutions to the many patient safety problems, given that the terminology used to 

capture and analyse data has implications for how these problems are addressed.  

In Ireland all key stakeholders have agreed to adopt the WHO definitions, in part, at 

this point in time. According to the classification system, a patient safety incident is 

defined as “ an event or circumstance which could have resulted, or did result, in 

unnecessary harm to a patient ” and an adverse event as “ an incident which results in 

harm to a patient.” 

 

Technological advances are also being hailed as being important in error reporting. 

Freestone et al 
128

 claim that accredited anaesthetic registrars will report more than 

96 per cent of the critical incidents occurring in their practice in a teaching hospital 

in Victoria, New South Wales. Such incidents with major adverse outcomes or death 

are automatically emailed to the hospital risk manager for immediate investigation. 

They claim that the requirement for such a response is portable computing 
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technology and a supportive environment conducive to reporting. Bolsin et al 
129

 

have also reported excellent results using programmed handheld computing devices 

(PDAs or personal digital assistants). Vincent 
130

 is optimistic that the advent of 

electronic medical records will allow for routine monitoring to detect those 

conditions with a high probability of an adverse event occurring.  

 

2.5.2 Systems Analysis Review  and Learning from Adverse Events 

Incident reporting is recognised as a flag or warning of a problem area, but analysis 

and understanding are needed to ensure learnings to prevent reoccurrences. When an 

adverse event occurs a number of factors have usually contributed. James Reason 
131

 

captured the essentials of an organisational accident causation model, presenting 

people at the sharp end as the inheritors rather than the instigators of an accident 

sequence. This ‘systems’ model of adverse events describes latent and active failures 

as holes in the defences, barriers and safeguards needed to prevent adverse events 

actually happening.  

 

Latent failures according to Reason 
132

are created as a result of decisions taken at a 

higher level within an organisations’ decision making and operational processes. 

Their damaging consequences will only become evident with time when they 

combine with contributory factors, such as understaffing, inadequate supervision 

and/or faulty equipment. These conditions are foreseeable and can be proactively and 

preventatively managed using risk assessment techniques.  

 

Reason 
133

describes active failures as unsafe acts, errors or violations performed by 

staff at the ‘sharp end’ of the system or patient. Unsafe acts include slips and lapses 

(execution failures such as picking up the wrong medication) and mistakes (planning 

or problem solving failures that are divided into rule based or knowledge based 
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mistakes, such as administering the wrong dose or wrong drug respectively). Errors 

are information handling failures such as memory lapses and violations are 

motivational failures such as deliberate deviations from safe practices, policies, 

procedures and standards. 
134

  

 

Vincent et al 
135

 have adapted Reason’s model for use in a healthcare setting, 

classifying error and violation producing conditions and organisational factors into a 

single framework of contributory factors:  

� patient factors.  

� task and technology factors.  

� individual (staff) factors.  

� team factors.  

� work environmental factors.  

� organisational and management factors.  

� institutional context factors. 

The importance of an analysis tool of this kind, according to Vincent, 
136

 is to 

identify cross cutting systems’ issues and to rank and prioritise them according to 

their frequency of occurrence.  
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This framework forms the backbone of the London Protocol, a systems analysis 

review process, developed by the Clinical Safety Research Unit, to understand how 

medical errors occur. 
137

 (Figure 2.2) 

 

 

 Figure 2.2. Adapted Organisational Accident Causation Model.  

 

2.5.3 Closed Claims Analysis within Risk Mangement  

Closed claims analysis, as well as incident reporting data, are considered to be 

important sources in detecting latent conditions for error, such as decisions made by 

managers/designers, people who write procedures and guidelines and those dealing 

inadequately with poor staffing levels. However, according to Thomas and Petersen,  

claims files alone cannot be used to estimate the incidence or prevalence of errors or 

adverse events or the effect of an intervention to decrease errors and adverse events. 

138
 

Vincent et al conclude from their work in the area of closed claims analysis that 

when data quality is good important facts about quality of care and contributory 

factors can be captured.
139

 Their UK study involved a review of 155 claims from the 

fields of Obstetrics, Medicine and Surgery (together), Mental Health and Primary 
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Care. They identified a number of clinical lessons in each of the four specialty 

groups using a standardised claims analysis tool. Amongst the data variables 

included in the tool are, time lapses from incident occurrence to notification and 

from notification to date of claim, the specialty involved, the incident type and its 

outcome and the primary and additional contributory factors and root causes.  This 

tool has been modified to incorporate the STARSWeb data collection fields to 

facilitate an analysis of claims closed by the SCA (“An Analysis of Closed Clinical 

Claims Managed by the Clinical Indemnity Scheme.” - Unpublished thesis, 2007). 

 

Vincent et al 
140

 list a number of preconditions that should to be met if claims 

reviews are to be useful in building understanding of error and adverse events. They 

claim that the  condition being investigated must be sufficiently unusual such that 

claims data will provide additional information of value. In addition, cases must be 

gathered in a central database, subject to quality control procedures at the time of 

entry and analysed as soon as possible after the event, using standardised templates 

with defined questions to allow for comparative studies. Better efforts must be made 

to understand the perspective and experiences of the service users involved and due 

consideration must be given to defining an appropriate control group. 
141

 Closed 

claims analysis findings must be treated as working hypotheses requiring more 

formal study and must be used as part of a more general quality and safety 

improvement strategy. 
142

 

 

2.5.4 Roles and Responsibilities of Patients to enhance Patient Safety 

Patients are usually thought of as the passive recipients of errors and safety failures. 

However, there is considerable scope for them to play an active part in ensuring their 

care is effective, appropriate and safe. 
143

 In March 2002, The Joint Commission, 

together with the Centers for Medicare and Medicaid Services in the United States of 

America, launched a national campaign called “Speak Up” to urge patients to take a 

role in preventing health care errors by becoming active, involved and informed 
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participants on the health care team. 
144

 The programme encourages patients/service 

users to: 

Speak up if they have questions or concerns,  

Pay attention to the care they are receiving,  

Educate themselves about their diagnosis and treatment plan,   

Ask a trusted family member or friend to be their advocate,  

Know what medications to take and why,  

Use health care providers that have been accredited against established quality and 

safety standards, such as that provided by The Joint Commission, 

Participate in all decisions about their healthcare.  

The Irish Society for Quality and Safety in Healthcare has launched a similar 

campaign “Lets Talk” and recently published a booklet on medication safety that 

outlines the safe use of medications from both a provider and user perspective.
145

  

 

Current health policies in Ireland endorse the role of service users being put at the 

heart of the healthcare system. The Health Strategy, Quality and Fairness (2001) and 

the Primary Care Strategy, Primary Care A New Direction (2001) firmly place the 

patient/service user at the centre. The latter commits to service user involvement in 

primary care teams. The Health Act 2004 
146

 makes similar provisions and allows for 

the establishment of National Consultative Fora, Regional Health Fora and Advisory 

Panels. The National Strategy for Service User Involvement in the Irish Health 

Service 2008-2013, launched by the Department of Health & Children (DOHC) and 

the HSE in 2008, clearly outlines its commitment to engaging service users to 

improve the safety, quality and responsiveness of health services. In addition, the 

National Policy for Complaints Management Your service – Your Say is in operation 

in all publicly-funded HSE care units. This heralds a partnership approach such that 

patients, health professionals, policy makers and healthcare leaders should be 

working together to prevent avoidable harm in healthcare.  
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The Commission on Patient Safety and Quality Assurance 
147

 has as its vision  

“knowledgeable patients receiving safe and effective care from skilled 

professionals in appropriate environments which assesses outcomes”.  

This will demand a change of attitude and culture in how services are delivered. Care 

will need to be provided in a culture of openness, honesty and trust. Caregivers will 

need to ensure that service users have the information they need to make informed 

decisions and choices and to become equal partners with healthcare professionals 

with regard to their respective treatment and care 

 

Over the past two decades there is growing support in the international literature for 

doctors to disclose medical errors to their patients. In essence, this means that service 

users require open communications. As well as enhancing patient safety such 

disclosure is seen to be in keeping with a doctors ethical principles of honesty to the 

patient and the healthcare professionals traditional educational dictum of ‘ First, do 

no harm’. The key principles of open communications 
148

 are to harness patients’ 

expertise on their own condition to help identify risks and devise solutions to patient 

safety problems. In order to do this, healthcare workers need to include patients in 

making decisions about their diagnosis, appropriate treatment plans, and discussion 

of any risks involved, while ensuring that any such treatment is correctly 

administered and monitored. In addition, healthcare workers need to be open when 

things have gone wrong by discussing the problem promptly, fully and 

compassionately to help patients cope better with the after effects and offer 

remediation where practically possible. 
149

 

 

According to Howe 
150

 such marked cultural changes will demand education reforms 

for healthcare professionals, whereby clinical learning and day to day critical enquiry 

in practice is seen as a key learning method; This will allow for the debriefing of 

patient safety issues to be both comprehensive and safe to do. Such an approach 
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needs to be complemented by formal curricula to provide conceptual frameworks and 

to draw out explicit links with communications, quality and teamwork issues. In the 

words of Howe  

“Patient safety is a topic for a new kind of learning –one that puts the patient 

first, the learner second, our failures in the open and our humility to the test. 

This is what we can really call a learning culture.” 

 

2.5.5 Integrated Care Pathways 

While leadership, culture and attitudes to safety are generic and important to all 

environments, in healthcare what is required is some generic, cross-organisational 

actions, coupled with some specialty and process specific activities. 
151

  

The engineering safety paradigm focuses on technology and standardisation to 

counter the weaknesses associated with human fallibility and vulnerability to fatigue 

and environmental influences. Examples of safety measures within this broad 

framework include: simplification and standardisation of clinical processes, 

computerised medication systems, electronic medical records and memory and 

decision support systems in the form of protocols, checklists and aide memoirs.  

The sociological and psychological approach of patient safety ‘people create safety’ 

model suggests that safety will be increased by understanding and reinforcing 

practitioners’ normal ability to bridge gaps. 
152

 Gaps are identified as discontinuities 

in the process of care that may include loss of information, momentum or 

interruptions in the care delivery process.  

 

Integrated care pathways (ICPs) enhanced by clinical procedures and guidelines can 

serve to support patient safety. These are active or formal protocols that are central to 

the way patient care is managed, rather than an optional accessory, whereas 

guidelines are semi-formal protocols that add to the available information sources. 

Such an approach seems to combine both visions of patient safety, the ‘technology 

and procedural/standardisation’ model and the ‘people create safety’ model. In 2002, 

a World Alliance for Patient Safety was formed. This entity passed a resolution 

urging the WHO to take the lead in developing global norms and standards that will 

enhance patient safety, while increasing standardisation and predictability within the 
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system. This was also a recommendation of the UK Department of Health Report An 

Organisation with a Memory 
153

  

“consideration should be given to the production and piloting of standardised 

procedural manual and safety bulletins which it is obligatory to use when 

embarking on specific high risk procedures.”  

Claridge et al 
154

 cite various studies that describe the resistance of healthcare 

professionals, especially doctors, to the use of ICPs, viewing them as a form of 

administrative control and a challenge to the self-regulatory tradition of their 

professional discipline. The judgements of doctors appeared to be motivated by 

patient outcomes, even if this demands rule violations, whilst the nursing profession 

tended to disapprove of such violations, regardless of the outcome to the patient. The 

authors concluded that the development and implementation of protocol based care 

in healthcare needs to be carefully managed to successfully contribute to patient  

safety. 
155

 

 

2.5.6 Change modifiable Risk Factors and Interventions for Falls 

An appropriate multidisciplinary falls assessment and intervention programme is the 

key to prevention. 
156

 Interventions can be multifaceted (comprehensive), targeted 

multifactorial (using the risk factors identified) or single. 
157

 The Prevention of Falls 

Network Europe (ProFaNE) 
158

 is a useful resource to both researchers and 

clinicians. According to Kenny and colleagues 
159

 the emergency response to a fall 

must follow the principles of basic trauma life support, that is Airways, Breathing, 

Circulation, Disability Assessment (i.e. levels of consciousness and targeted 

neurological examination) and Exposure (i.e. externally rotated and shortened leg, 

signs of hip fracture).  
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The secondary survey should consist of an AMPLE history to include Allergies, 

Medications, Past Medical History, Last meal and Events prior to injury. 
160

 

Kenny et al  
161

 also state that given that a fall is a clinical incident it should be 

reported in line with local clinical governance structures. A period of neuro-

observations should be requested, if suspected head injury. 
162

 Referrals/transfers to 

other clinical areas/teams may also be necessary to ensure adequate multi-factorial 

assessment  and interventions, as summarised by the mnemonic END FALLS.
163

 In 

short, Environment, Neuromuscular problems, Drugs, Falls and Syncope Service, 

Address osteoporosis, Low Blood Pressure, Living arrangements, Specialist referral. 

Kenny et al 
164

 concluded that there are three essentials for successful falls 

management, namely, “communications, policies and procedures and teamwork.”  

 

The first national clinical audit in the UK (2007) 
165

 to investigate the care received 

by service users who have fallen and fractured bones showed that services were 

grossly inadequate. The audit found unacceptable variations in care amongst NHS 

service providers within the UK, and revealed that most healthcare providers were 

nowhere near meeting national standards and guidance from NICE 
166

, SIGN 
167

 and 

the National Framework for Older People 
168

 on the care and prevention of falls. 

Significant findings included: 
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80 per cent of people with hip fractures spent over 2 hours in A & E before 

being transferred to a suitable ward. 

31 per cent of operations were delayed beyond the 48 hours target and 29 per 

cent of these were delayed due to organisational issues. 

Less than one third had a pre-operative medical review by a suitably trained 

doctor, despite co-morbidities. 

Even after the most severe fragility fracture of the hip, less than 50 per cent 

were being treated for osteoporosis. In addition, 3 months post surgery for a 

fragility fracture, only a fifth were on appropriate osteoporosis treatment. 

Most patients returning home from A & E were not offered a falls risk 

assessment and only one in ten recorded in the patients’ notes information on 

how to prevent further falls. 

Despite several years of national policy and clear evidence based guidance, these 

results were so damning that service purchasers were recommended to immediately 

commission a patient care pathway for the secondary prevention of falls and 

fractures, that would include a fracture liaison service to target high risk patients 

presenting with fragility fractures.  

 

In Ireland, in the absence of an explicit national implementation plan to action the 

Strategy to Prevent Falls and Fractures in Ireland’s Ageing Population, it is 

surmised that the outcomes for older people who fall and fracture would not be much 

better. The Irish National Strategy provides a comprehensive multisectoral 

framework for reducing falls and falls-related injuries amongst older persons. The 

model is designed to identify policies, practices and procedures that will build 

awareness of the importance of falls prevention, improve assessment of individual, 

environmental and societal factors that increase the likelihood of falls and facilitate 

the design and implementation of culturally sensitive evidence based interventions 

that will reduce the number of falls among older people. It is in keeping with the 

WHO Falls Prevention Model within the Active Ageing Framework, 
169

 and if 

implemented can make a real tangible difference to the health and quality of life of 

older people within Ireland by reducing falls and fractures. 
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2.6 Conclusions 

From a review of the literature, there is little doubt that the physical, psychosocial 

and economic burden of falls for older persons is considerable. Given the 

demographic shift in Ireland over the next 20 years to an ageing population, with a 

substantial increase in 80 year old women, it is expected that this situation will 

worsen. The most common characteristics of service users who fall are impaired 

mobility, cognitive impairment, age greater than 80, urinary incontinence/frequency, 

falls history, fear of falls and “culprit drugs”, such as sedative/hypnotics. Recurrent 

falls in older persons may signal an unmet medical need. Circumstances leading to 

falls and poor bone health are multifactorial. Effective preventative strategies require 

the early identification of individualised risk factors in at risk groups and 

interventions delivered across traditional service boundaries. To action such cross-

organisational activities what is needed is a corporate and clinical governance 

framework that supports iterative risk management systems and processes, integrated 

care pathways and service user partnerships to optimize patient safety. All such 

preventative actions will sit well within the national Strategy to Prevent Falls and 

Fractures in Ireland’s Ageing Population, and its proposed national implementation 

plan. In the absence of determined efforts to implement this National Strategy, it is 

expected that the human and economic burden of falls and fractures will continue to 

escalate in the coming years with major health, social and financial implications for 

services and resources in Ireland. 
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CHAPTER 3 

METHODOLOGY 
 

 

3.0  Introduction 

This chapter serves to explain and justify the particular methods used in this study.  

Methodology according to Clough and Nutbrown 
170

 shows  

“how research questions are articulated with questions asked in the field. Its 

effect is a claim about significance.” 

This study primarily involves a secondary analysis of STARSWeb incident and 

claims data relating to public healthcare service users’ ‘slips/trips/falls’, hereafter 

known as falls or falls events. The advantages and disadvantages of secondary 

analysis will be outlined. Data selection will be presented, as will a discussion of 

data quality. Key data features, data analysis methods and actions taken to secure 

data confidentiality will also be covered. 

 

3.1 Secondary Analysis 

This study primarily involves a secondary analysis of STARSWeb incident and 

claims data relating to public healthcare service users’ falls events. STARSWeb is 

the national secure web based incident reporting system managed by the Clinical 

Indemnity Scheme (CIS). From December 2003 healthcare enterprises in Ireland 

began reporting adverse clinical incidents and near misses to the CIS through 

STARSWeb. (Appendix 1, STARSWeb) Secondary data analysis according to 

Hulley et al 
171

 is the use of an existing data set to investigate a research question 

other than that for which the data was originally collected. However, in this study it 

is expected that the author will meet the original expectations for the dataset, while 

data mining in order to meet the aims and objectives of this study.  

 

According to Hulley et al 
172

 the main advantages of secondary data analysis are its  
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“speed and economy in that the data is already collected and with careful 

probing by either inexperienced or experienced researchers may yield 

important findings at little or no additional cost.”  

However, secondary data analysis also has its limitations. The type of data collected, 

the quality of the data and the method of entry and filing are already pre determined 

giving the researcher little control over the database from the outset. The database is 

not primarily designed for research purposes. This will mean that incidents will be 

difficult to calculate due to a lack of denominator data, the absence of comparative 

groups and information biases. Consequently, the methods used will be as rigorous 

as possible and will involve a pragmatic analysis of ‘inadvertent’ data sources not 

originally intended for research purposes. The limitations of this approach will not 

invalidate the usefulness of the findings. 

 

3.2 Data Selection 

When Enterprises are inputting an event onto STARSWeb there are a number of 

mandatory and non-mandatory fields that need to be completed.  The mandatory 

fields include the following (Table 3.1.):                          

Incident or near miss  What specialty involved 

Name of patient / client Sub Specialty 

When was event reported General nature of event 

Reported by Where did event take place 

Reported to Describe exact location  

 When did the event occur 

Table 3.1. Mandatory Data Fields on STARSWeb. 

 

With regard to mandatory fields, patient identifiers are not visible while categorised 

as an incident or near miss, however once converted to claim status by a Clinical 

Claims Manager, patient data becomes visible to CIS Clinical Risk Advisors. Under 

event details, users select various mandatory fields from a selection of pre-

determined drop down menus. These fields include such categories as specialty, 

subspecialty, general nature of event (“Slips/Trips/Falls” for this study, one of 

eighteen available), specific nature of event and where and when the event occurred. 

Following completion of the data inputting, each incident is assigned a unique 

STARSWeb reference number that is required by the SCA on all correspondence 

from enterprises. This reference number is vital to this study as it is required for 

ensuring the integrity of the cases at all times.  
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All other fields on STARSWeb are not mandatory including those fields relating to 

risk analysis. The latter includes ‘outcome’, ‘severity of the injury’, ‘likelihood of 

occurrence’, ‘risk rating’, ‘probability of claim’, ‘contributory clinical factors’ 

‘systemic root causes’ and ‘action taken/planned’. All have drop down menus with 

the exception of ‘action taken/planned’. A recent report titled STARSWeb: 

Evaluation Project 
173

 looked at the quality of data recorded on the database. In 

evaluating the utilisation rate of fields within the system the evaluation project found 

that the field for ‘probability of claim’ was completed in 35 per cent of events, while 

the ‘likelihood of recurrence’ was completed in 45 per cent of events. ‘Contributory 

clinical factor (primary)’ was only completed in 0.2 per cent of events and 

contributory clinical factor (additional) was also only completed in 0.2 per cent of 

events. The ‘systemic root cause (primary)’ fields were completed in 0.7 per cent of 

events and the ‘systemic root cause (additional)’ was completed in 0.2 per cent of 

events 
174

. Incomplete data creates difficulties in obtaining accurate, detailed and 

meaningful reports.  Another field of specific relevance to this study is that of the 

claims field. (Appendix 1, Table 1). Given the epidemiological nature of this study 

and the numbers of claims involved (n=95), open and closed claims were analysed in 

aggregate, predominantly from a national perspective.  

 

3.3 Data Quality 

When doing secondary analysis of data not originally intended for research purposes 

two potential data quality issues arise: inaccuracies or incompleteness in the 

descriptions used and errors in categorising the circumstances and injuries. 
175

 

The STARSWeb: Evaluation Project aimed to quantitatively determine the quality of 

the STARSWeb data for its completeness, appropriateness, variation in the 

classifications of incidents within and between enterprises, rate of non-anonymised 
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data and stratification of data quality per enterprise. 
176

 Its objective qualitatively was 

to determine STARSWeb utilisation processes, the levels and methods for promotion 

of use, correlations between data quality levels and enterprises’ risk management 

activities and the validity of STARSWeb data against a sample of actual incident 

occurrences. 
177

 

 

Key findings of relevance to this study are that data submitted to STARSWeb is 

generally appropriate and predominantly anonymous within free text fields, the 

levels of clarity and comprehensiveness are reasonable, a significant number of fields 

are not being used, the incidents reported relate predominantly (39.2 per cent) to 

patient falls, the incidents reported are of a predominantly minor nature (84.6 per 

cent) and the nursing profession reports the majority of incidents (85.8 per cent). 
178

 

 

In addition, overall the majority of users rated usability of STARSWeb as high.
 179

 

Within some organisations STARSWeb was not perceived, or only partially 

perceived, as part of their overall clinical incident reporting process. There was 

discordance between organisations’ paper based incident reports and the reporting 

fields used on STARSWeb. 
180

 Organisations only rarely sought information relating 

to corrective or preventative actions, contributory factors or root causes, such that a 

significant number of users identified Root Cause Analysis as an unimportant data 

field (30 per cent). 
181

 The quality assurance of data inputting by organisations, 

carried out by the enterprises themselves, required enhancement and clinical incident 

data was rarely updated once entered on STARSWeb. 
182

In summary, the findings 

and recommendations from the STARSWeb: Evaluation Project concluded that the 

data submitted to STARSWeb during the time period selected, which forms part of 

the data set for this study, is in general appropriate, if incomplete. It is lacking in a 

quality check at enterprise level and is not usually updated following data input into 

STARSWeb.  
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3.4  STARSWeb Report Requisition and Development Process 

Within the SCA there is a specific process for requisitioning reports in order to 

quality assure the data. (Appendix 1, STARSWeb Report Requisition and 

Development Process). The suite of reports used in this study collated data for 

twenty (20) variables with respect to the national picture of falls events (incidents, 

near misses, pre-claims, claims) reported to the CIS for the period, 1
st
 January, 2004 

to the 30
th

 September, 2008 inclusive and created on STARSweb as of 23
rd

 

December, 2008. 

 

3.5  Data Features 

For the purpose of this study, the author used a national data set capable of being 

used for descriptive epidemiological research (Appendix 1, Data Features). The 

author familarised herself with the data variables and identified pairs or groups of 

variables with relevant associations. The literature was reviewed to determine the 

importance of any such associations. While the focus of the study was on incident 

data, claims data was also analysed, primarily in relation to incident data. Claims 

data was used to investigate the human characteristics and contributory factors of 

those incidents that are rated high or moderate risk and/or with outcomes that are 

considered significant, such as “fatality” or “fracture”. While it was originally 

intended to further analyse those claims cases that met these criterion using a closed 

claims analysis tool developed by Vincent et al 
183

, combined with data collections 

fields used in STARSWeb, given the time constraints this was considered beyond the 

scope of this study.  

 

3.6 Data Analysis 

Statistical analysis involved the use of both quantitative and qualitative analysis 

using Microsoft SPSS (Statistical Package for Social Sciences) Version 16. SPSS 

was used as it covers a wide range of statistical techniques that allow for data to be 

summarised, significant differences to be determined and relationships amongst 

variables to be examined and results graphed. Frequency, descriptive analysis and 
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cross tabulations were primarily used given the size of the database (n=84,144) and 

the likelihood that significant findings would be apparent given the study timeframe, 

2004-2008. The data findings were presented using pivot tables and charts to help 

describe and explore the data (Appendix 1, Data Analysis).  

 

3.7 Confidentiality 

All survey data will be treated as strictly confidential and steps will be taken to 

ensure that no information will be published about identifiable persons or 

organisations/enterprises without their express permission (Appendix 1, 

Confidentiality)  

 

3.8 Conclusions 

This chapter outlined the methodology involved in carrying out a secondary analysis 

of STARSWeb incident and claims data relating to public healthcare service users 

who fall. The methods used were as rigorous as possible and involved a pragmatic 

analysis of ‘inadvertent’ data sources not originally intended for research purposes. 

The limitations of this approach will not invalidate the usefulness of the findings. 

The data quality is in general appropriate, if incomplete and lacking in a quality 

check and updating by the enterprises following data input into STARSWeb. The 

falls data report for this study was quality assured according to SCA procedures to 

optimise the analysis findings. SPSS was predominantly used to support both 

quantitative and qualitative analysis. All STARSWeb data used was treated as 

strictly confidential and no information will be published about identifiable persons 

or organisations/enterprises without their express permission. 
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CHAPTER 4 

FINDINGS AND ANALYSIS 
 

 

4.0 Introduction 

Chapter 4 will present the findings and preliminary analysis under the following 

headings:  

4.1 Frequency of Falls from a National Perspective 

4.2 Demographic Correlates of Falls: Age and Gender  

4.3 Impact of Falls: Outcomes and Risk Ratings  

4.4 Causes and circumstances of Falls: Incident types, Specialties, Staff 

categories reporting, Time of days and Contributory Factors 

4.5 Consequences of Falls using Claims data. 

 

It is expected that this approach will show how incident reporting and claims builds 

understanding as to the frequency, characteristics, contributory factors and 

consequences of falls in various settings, thus serving to highlight important problem 

areas for targeted evidence-based interventions to reduce and prevent accidental falls 

amongst citizens within the Irish health and social care system.  

 

 

4.1 Frequency of Falls from a National Perspective 

4.1.1 Introduction 

Given the epidemiological focus of the study the data findings will be presented by 

giving an overview of the data nationally and then from an Acute and Primary, 

Community and Continuing Care sector perspective. In the absence of fully 

integrated and responsive local health services, health and social care services that 

are delivered within hospitals are considered Acute care, while services that are 

community based and provided outside hospitals are known as Primary, Community 

and Continuing Care (PCCC) services. Within the HSE structures both Acute and 

PCCC services are organised within four HSE Administrative Areas, namely, Dublin 

Mid Leinster, Dublin North East, the West and South (Figure 4.3 and Appendices 1 

& 2).  
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Figure 4.3. Map of HSE Administrative Areas. 
 

Consequently, the falls data will also be presented from the perspective of HSE 

Administrative Areas. This approach will serve to protect the anonymity of the 

individual reporting enterprises, which are organised within the STARSWeb 

database according to former HSE Health Board boundaries. However, to allow for 

meaningful analysis against the current HSE administrative structures, STARSWeb 

data used in this study has been grouped according to the four HSE Administrative 

Areas using HSE criteria for hospital networks and local health offices.  
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4.1.2 General Overview 

There were over 226,267 clinical events created on STARSweb from January 1
st
, 

2004 to 31st December, 2008 inclusive as of 23
rd

 December, 2008 (Figure 4.4). 
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Figure 4.4. All Events created on STARSWeb  from 1

st
 January, 2004 –31

st
 December, 2008 

inclusive, as of 23
rd

 December, 2008.  

 

N.B. * Falls events created up to and including 30
th

 September, 2008 only. 
 

Of these events over 37 per cent (n= 84,144) related to falls events. Fall events have 

been consistently in the top five events reported nationally since the STARSWeb 

reporting system was launched from November 2003. Falls events as a proportion of 

the overall total seemed to have stabilised in 2007/2008, even allowing for 2008 data 

being but three-quarters of a year, but this finding will need monitoring over time to 

confirm. 
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When the falls figures nationally are broken down for the four HSE Administrative 

Areas one notes that Dublin Mid Leinster (Dub ML) predominates with 47.6 per cent 

(n=40, 029), while Dublin North East (Dub NE) has reported the least number of 

events, 12.7 per cent (n=10,696) (Figure 4.5). 

 

 
Figure 4.5. Frequency of reported Falls events created on STARSWeb in HSE Administrative 

Areas from 1
st
 January, 2004 to 30

th
 September, 2008.  

 

The West and the South reported 21.8 per cent (n=18,338) and 17.9 per cent 

(n=15,081) respectively. The differences in reporting rates for the various 

administrative areas over the period of this study is marked. However, this difference 

may be explained primarily by the upward trend in reporting during this period 

which will be discussed later in this chapter. 
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When the aggregated falls reported figures for the various HSE Administrative Areas 

are adjusted (falls frequency calculated as a percentage of total population estimates) 

using HSE Area of Residence, 2006 figures, 
184

 one finds the differences less 

marked, especially between Dublin North East, the South and the West  

(Table 4.2).  

HSE 

Administrative 

Area 
Frequency 

Area 

Percent 

Total 

Population Estimates 

Frequency 

per 10,000 

population 

Dub ML 34601 41.1 1,216,848 284 

Dub NE 16124 19.2 928,619 174 

West 18338 21.8 1,012,413 181 

South 15081 17.9 1,081,968 139 

Total 84144 100.0 4,239,848 
 

198 

Table 4.2. Cumulative falls frequency within HSE Administrative Areas, adjusted for Total 

Population Estimates using 5 years of falls data. 

 

In this study falls rates are calculated in two ways by using: (1) total population 

estimates and (2) hospital activity levels, as outlined in Hospital In-patient Enquiry 

Scheme (HIPE) data. 
185

 While it is possible to calculate population adjusted falls 

rates using aggregated incident data (Table 4.3) it is more usual to use annual figures 

calculated as a percentage of total population estimates for that period. Falls data 

from 2007 was selected because of its relative stability when compared  to other 

incident types over the five years of this study. When 2007 data (n=24,166) is 

divided by the total population estimates (n=4,239,848), 
186

 the population adjusted 

falls rate equates to 57 falls per 10,000 population for all ages. When adjusted for 

persons aged 65 years and over who fell in 2007 (n=16,461), using total population 

estimates for this age group (n=467,926), the falls rate is 352 falls/10,000. Falls rates 

using hospital activity levels within the acute sector will be explored further later in 

this chapter. 
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  Central Statistics Office, Census of Population 2006 

http://www.cso.ie/statistics/popnbyage2006.htm (accessed 9th May, 2009) 
185

 Economic and Social Research Institute, Activity in Acute Public Hospitals in 

Ireland (HIPE).   
186

 Ibid. 
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58.3 per cent of reported falls occurred in the Acute sector, while 41.7 per cent were 

reported from within PCCC (Table 4.3). When reporting trends for both sectors are 

explored over the 5 years (figures extrapolated from Table 4.3 and Figure 4.6) this 

pattern continues to hold up.  

 

 

Sector Frequency Percent 

PCCC 35104 41.7 

Acute 49040 58.3 

Total 84144 100.0 

Table 4.3. Frequency of Falls within the Acute and PCCC Sectors from  

1st January, 2004 - 30
th

, September 2008. 

 

It is worth noting here that the Acute sector includes all HSE designated acute care 

hospitals (50) and pre-hospital emergency care services (ambulance and emergency 

response services) in the country. PCCC provides health and social services within 

the community and other settings and includes primary care, mental health, elderly 

services, disability, children, youth and families, community hospitals, continuing 

care and social inclusion services, delivered through 32 Local Health Offices 

(LHOs). 
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When the Acute and PCCC sectors’ falls figures are broken down within the four 

HSE Administrative Areas one notes that the percentage of falls (30.7 per cent or 

n=25,830)) for the acute sector in Dublin Mid Leinster is substantially greater than 

other areas (Figure 4.6). 

 

Figure 4.6. Frequency of falls events reported within the Acute and PCCC sectors in HSE 

Administrative Areas from 1
st
 January, 2004 to 30

th
 September, 2008. 

 

As mentioned previously this may be due to upward reporting trends during the 

period of this study. Larger hospitals within Dublin Mid Leinster (DML) were 

capable of reporting to STARSWeb from May 2005. In 2006 DML, which has a total 

population estimate of almost 29 per cent, 
187

 used almost a third more bed days than 
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  Economic and Social Research Institute, Activity in Acute Public Hospitals in 

Ireland (HIPE) 2006. Table III.1, p.247.  
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the other three areas whose percentage of total bed days used were comparable. 
188

 It 

is also worth noting that the majority of acute hospitals (80 per cent) across the 

country were capable of reporting into the STARSWeb system from March 2006. 

Some large hospitals within HSE South only had the necessary infrastructure to 

report from August 2005 and this was finalised for the region as a whole in July 

2007. However, HSE Dublin North East (DNE) and HSE West and were among the 

original pilot sites for STARSWeb, beginning reporting from January 2004 and 

March 2004 respectively and finalising their reporting capabilities for the region as a 

whole in August 2004 and March 2006 respectively.  

                                                           
188

  Ibid. Table 2.7, p.32. 
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The trend whereby DML reports the most falls from within the Acute sector is 

further evidenced when one compares the number of falls reported as occurring in 

both the Acute and PCCC sectors within the HSE Administrative Areas within the 

time parameters of this study (Figure 4.7). This trend persists over the five year 

period of this study. 

 
Figure 4.7. Frequency of falls events reported within the Acute and PCCC sectors in HSE 

Administrative Areas from Jan from 1
st
 January, 2004 to 30

th
 September, 2008. 

 

However, this pattern of differential reporting over time (Figure 4.7) means that one 

must be cautious in making comparisons across areas/regions and interpreting trends 

over time as these variables may be confounded by such factors as gradual uptake 

and hospital activity levels as mentioned previously. 
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Exploring activity levels in acute public hospitals further may help explain variations 

in the number of falls reported in the Acute sector (Table 4.4), within HSE 

Administrative Areas (Table 4.7), over the 5 year perio of this study. 

 

Year Frequency Percent 

2004 5447 11.1 

2005 8438 17.2 

2006 11712 23.9 

2007 13580 27.7 

2008 9863 20.1 

Total 49040 100.0 

Table 4.4. Frequency of falls reported from the Acute Sector only cross tabulated with the Year 

the fall occurred from 1
st
 January, 2004 to 30

th
 September, 2008. 

 

Hospital activity data in the form of discharges and deaths is collected, analysed and 

reported on by the Hospital In-patient Enquiry (HIPE) Scheme. Given the 

retrospective nature of the information gathering only data from years 2005 
189

 and 

2006 
190

 is currently available. This data can be used to calculate the rate of falls per 

1,000 bed days within the acute sector. However, it assumes shared similarities 

amongst the reporting hospitals in terms of throughput and capability. To calculate 

the rate of falls one divides the frequency of falls for the Acute sector by the total bed 

days used per year as shown in Table 4.5. 

 

 

Year 
Number of Falls in 

Acute Sector 

Bed Days used 

Falls /1,000 bed days 

2005 8438 4,103,306 2.1 

2006 11712 4,350,877 2.7 

Table 4.5. Falls Rate in the Acute Sector per 1,000 bed days for Years 2005, 2006. 

 

This equates to 2.1 and 2.7 falls reported per 1,000 bed days in 2005 and 2006 

respectively. The rise from 2.1 to 2.7 probably reflects the increasing uptake in 

STARSWeb reporting from 2005-2006 as mentioned previously. While allowing for 

this gradual uptake in reporting capability amongst Irish public healthcare units, the 

latest figure of 2.7 falls per 1,000 bed days suggests substantial underreporting is 

                                                           
189

  Economic and Social Research Institute, Activity in Acute Public Hospitals in 

Ireland (HIPE) 2005 (Dublin: Government Publications,[2005]). p.33. 
190

 Economic and Social Research Institute, Activity in Acute Public Hospitals in 

Ireland (HIPE) 2006. p.32.     
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occurring in the acute sector, when compared to international benchmarks. This 

finding is explored further in Chapter 5 (Section 5.1.1). 

 

4.2 Demographic correlates of Falls: Age and Gender 

 

4.2.1 Introduction 

Age and gender are particularly important characteristics to study in learning about 

falls and the challenges to effective interventions to reduce and/or avoid falls 

happening. When the frequency of falls reported is related to age and gender, it 

yields a skewed bell curve for both gender types to the right of the histogram 

suggesting that older people over 60, as stated in the falls literature, are more 

vulnerable to falls (Figure 4.8). 

 

 

 

Figure 4.8. Histogram showing the distribution of falls events by Gender and Age from 1
st
 

January, 2004 to 30
th

 September, 2008 inclusive. 
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It seems from the graph that both females and males are almost equally vulnerable. 

However, when adjusted for total population estimates, as will be done later when 

comparing HSE Administrative Areas, this may change. It is worth noting at this 

point that both date of birth and gender are not mandatory fields in STARSWeb. 

However, 92.3 per cent (n=77,638) of falls events were inputted with date of birth, 

and 98.3 per cent (n=82,658) included gender. Missing information (7.7 per cent or 

n=6506) is denoted in the histogram by the small spikes at zero (0).  

 

4.2.2 Age 

All HSE Administrative Areas show similar falls distribution patterns across age 

groups, when age is grouped into five categories (Table 4.6).  These categories are in 

keeping with the Irish mortality data that records accidental falls amongst people 

aged 65 years and over from 1990-2004 which is aggregated in 5 year blocks.
191

  

 

 

Frequency of Falls by Age group and HSE Administrative Area 

  
 

HSE Administrative Areas 

Age Grouped 

into 5 

Categories Dub ML 

Per 

cent Dub NE 

Per 

cent West 

Per 

cent South 

Per 

cent Total 

Per 

cent 

Less than or 

equal to 39 3536 11% 1253 8% 1048 6% 941 7% 6778 9% 

40 to 64 6642 21% 1790 12% 2193 13% 2286 16% 12911 17% 

65 to 74 6046 19% 2374 16% 3054 18% 2815 20% 14289 18% 

75 to 84 10202 32% 5270 36% 5842 35% 5213 37% 26527 34% 

85 + 5629 18% 4147 28% 4388 27% 2969 21% 17133 22% 

Total 32055 100% 14834 100% 16525 100% 14224 100% 77638 100% 

Table 4.6. Frequency of falls events cross tabulated by Age (Grouped into 5 categories) within 

HSE Administrative Areas from 1
st
 January, 2004 to 30

th
 September, 2008. 

 

Within all areas the peak frequency of falls occurs in the 75-84 year old age group 

with the South predominating at 37 per cent and DML having the least falls (32 per 

                                                           
191

  Health Service Executive, National Council on Aging and Older People and 

Department of Health & Children., Strategy to Prevent Falls & Fractures in Ireland's 

Aging Population: Report of the National Steering Group on the Prevention of Falls 

in Older People and the Prevention and Management of Osteoporosis Throughout 

Life, p.29. 

http://www.hse.ie/eng/Publications/Older_People_and_Nursing_Homes/Strategy_to_

Prevent_Falls_and_Fractures_in_Ireland%E2%80%99s_Ageing_Population.html . 

(accessed 9th May, 2009)  
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cent). The frequency of falls in those aged 85 years or older is the highest in Dublin 

North East (28 per cent) and the lowest in DML (18 per cent).    

To allow for comparisons between age groups across the Acute and PCCC sectors 

falls incidents are calculated as a percentage of the overall falls frequency for that 

particular sector (Table 4.7).  

 

Frequency of Falls by Age group and HSE Administrative Area 

 

 

Sector 

Age  PCCC Percent Acute Percent Total Percent 

Less than or equal 

to 39 2149 7% 4629 10% 6778 9% 

40 to 64 4345 13% 8569 19% 12911 17% 

65 to 74 5545 17% 8744 19% 14289 18% 

75 to 84 11405 35% 15122 34% 26527 34% 

85 + 9071 28% 8062 18% 17133 22% 

Total 32512 100% 45126 100% 77638 100% 

Table 4.7. Frequency of falls events by Age Grouped and Sector within HSE Administrative 

Areas from 1
st
 January, 2004 to 30

th
 September, 2008. 

 

Both sectors show similar patterns of falls distribution across age groups, with the 

peak incidence of falls occurring in the 75-84 year old age group as noted previously 

in the HSE Administrative Areas (Table 4.6). However, within PCCC a greater 

percentage of falls seem to be happening to those persons aged 85 years and older 

(28 per cent or n=9,071) relative to the Acute sector figures (19 per cent or n=8,062). 

However, within the Acute sector those aged 40-64 seem to be more vulnerable (19 

pre cent or n=8,569) that their counterparts within PCCC. The former finding maybe 

related to the increasing life expectancy of persons aged 80 years and older, whom 

are predominantly cared for within the community. In addition, the configuration of 

health and social care services for both age groups will also be a contributory factor. 
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4.2.3 Gender 

When gender is considered one notes that the incidence of falls for both males and 

females seems to be equally distributed across the HSE Administrative Areas when 

reporting trends are taken into consideration (Table 4.8).  

 

Frequency of Falls by Gender within HSE Administrative Areas 

  

 

HSE Administrative Areas 

Gender Dub ML Percent Dub NE Percent West Percent South Percent Total Percent 

Missing 719 2% 354 2% 124 1% 289 2% 1486 2% 

Female 17643 51% 8095 50% 9086 50% 7386 49% 42210 50% 

Male 16239 47% 7675 48% 9128 50% 7406 49% 40448 48% 

Total 34601 100% 16124 100% 18338 100% 15081 100% 84144 100% 

Table 4.8. Frequency of falls events crosstabulated by Gender within HSE Administrative Areas 

and occurring from 1
st
 January, 2004 to 30

th
 September,2008. 

 

However, when the frequency of falls occurring within the Acute and PCCC sectors 

are compared, and adjusted for data missing gender, the numbers suggest that more 

males (52 per cent or n=24,998)) fell within the Acute sector than females (48 per 

cent or n=23,097) (Table 4.9).  

 

 

Frequency of Falls by Gender and Sectors 

 

 

Sector 

Gender PCCC Percent Acute Percent Total Percent 

Missing 541 2% 945 2% 1486 2% 

Female 19113 54% 23097 47% 42210 50% 

Male 15450 44% 24998 51% 40448 48% 

Total 35104 100% 49040 100% 84144 100% 

Table 4.9. Frequency of falls events by Gender within Acute and PCCC sectors and occurring 

from 1
st
 January, 2004 to 30

th
 September. 

 

The opposite seems to be happening within PCCC in that 55 per cent (n= 19,113) of 

reported falls involved females and 45 per cent (n=15,450) involved males.  
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Comparing age and gender within the HSE Administrative Areas, it would seem that 

men are more vulnerable to falls from 40 to 84 years of age than women (Figure 4.9). 

 

 
 

Figure 4.9.  Frequency of falls events reported by Gender and Age (grouped into 5 categories) 

from Jan from 1
st
 January, 2004 to 30

th
 September, 2008. 

 

However, when this finding is analysed demographically using gender and age 

within the national population for the HSE Administrative Areas 
192

 the falls rate for 

men aged 65 and over is consistently greater within all areas. (Table 4.10).  
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  Central Statistics Office, Census of Population 2006 
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Falls Rates for HSE Administrative Areas when adjusted for Total Population Estimates.  

 

Age Range Gender DML DNE West South 

0–4 years Male 0.0128 0.0032 0.0045 0.0024 

0–4 years Female 0.0101 0.0031 0.0042 0.0021 

5–9 years Male 0.0019 0.0003 0.0005 0.0004 

5–9 years Female 0.0020 0.0003 0.0004 0.0002 

10–14 years Male 0.0019 0.0004 0.0004 0.0003 

10–14 years Female 0.0014 0.0002 0.0002 0.0002 

15–19 years Male 0.0029 0.0015 0.0007 0.0009 

15–19 years Female 0.0031 0.0008 0.0012 0.0014 

20–24 years Male 0.0043 0.0009 0.0012 0.0012 

20–24 years Female 0.0037 0.0009 0.0012 0.0017 

25–29 years Male 0.0043 0.0015 0.0013 0.0015 

25–29 years Female 0.0059 0.0015 0.0020 0.0016 

30–34 years Male 0.0052 0.0019 0.0014 0.0019 

30–34 years Female 0.0080 0.0013 0.0030 0.0022 

35–39 years Male 0.0067 0.0015 0.0022 0.0020 

35–39 years Female 0.0084 0.0015 0.0039 0.0028 

      

40–44 years Male 0.0091 0.0025 0.0025 0.0033 

40–44 years Female 0.0125 0.0012 0.0044 0.0031 

45–49 years Male 0.0130 0.0034 0.0037 0.0046 

45–49 years Female 0.0141 0.0019 0.0057 0.0046 

50–54 years Male 0.0197 0.0045 0.0055 0.0054 

50–54 years Female 0.0187 0.0032 0.0073 0.0066 

55–59 years Male 0.0283 0.0067 0.0096 0.0092 

55–59 years Female 0.0265 0.0043 0.0073 0.0093 

60–64 years Male 0.0450 0.0111 0.0179 0.0180 

60–64 years Female 0.0440 0.0090 0.0141 0.0120 

      

65–69 years Male 0.0792 0.0246 0.0410 0.0341 

65–69 years Female 0.0698 0.0182 0.0250 0.0280 

70–74 years Male 0.1547 0.0511 0.0647 0.0588 

70–74 years Female 0.0991 0.0351 0.0527 0.0368 

75–79 years Male 0.2762 0.1281 0.1347 0.1288 

75–79 years Female 0.1866 0.0744 0.0767 0.0740 

80–84 years Male 0.4490 0.1915 0.2484 0.1817 

80–84 years Female 0.3179 0.1417 0.1402 0.1316 

85 years + Male 0.7337 0.4395 0.3845 0.2688 

85 years + Female 0.4767 0.2768 0.2783 0.2118 

Table 4.10. Population Adjusted Falls rates for HSE Administrative Areas from Jan from 1
st
 

January, 2004 to 30
th

 September, 2008, when Age and Gender are adjusted for total population 

estimates  
 

Females in the 30-44 year age range are more vulnerable to falls than their male 

counterparts in Dublin Mid Leinster and the West. Children between the ages of 0-4 

years have a particularly pronounced population adjusted falls rate (128/10,000 for 

males and 101/10,000 for females) within Dublin Mid Leinster, probably accounted 
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for by the numbers of maternity and specialist childrens’ hospitals within the greater 

Dublin area.  
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4.3 The Impact of Falls 

4.3.1 Introduction 

The impact of falls can be explored by studying the outcomes of falls, the body parts 

affected, the degree of harm caused for these particular outcomes and the severity of the 

injuries endured.  
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4.3.2 Outcome 

When the total outcomes (n= 49,255) is adjusted for missing data, over seventy six per 

cent (n=37,826) of falls events reported state that there has been No apparent injury or 

reaction. (Table 4.11)  

Gender Outcomes of Falls Events by Gender 

from 1
st
 Jan. 2004-30

th
 Sept. 2008 

Missing Female Male Total 

  
Missing 798 17253 16838 34889 

Bruising 45 2285 1623 3953 

Burn/Scald 0 9 7 16 

Collapse/loss of 

consciousness 
3 46 54 103 

Fatality 0 19 11 30 

Fracture 4 394 204 602 

Fracture Deformity 0 7 3 10 

Haemorrhage 0 12 7 19 

Laceration 72 2251 2742 5065 

Multiple Injuries 7 87 92 186 

No apparent injury / 

reaction 
515 19086 18225 37826 

Other 31 376 341 782 

Pain and suffering 10 241 151 402 

Pressure sores 0 4 6 10 

Puncture injury 0 9 6 15 

Serious deterioration in 

condition 
0 4 8 12 

Temporo/Mandibular 

Dislocation 
0 34 27 61 

Trauma 1 75 87 163 

Outcome 

Total 1486 42210 40448 84144 

Table 4.11.  Frequency of falls events reported by Outcome and Gender from  

January 1
st
, 2004 to 30th September, 2008.  

 

Thereafter, the top six reported outcomes causing harm and bolded in Table 4.8 are 

laceration (10.3 per cent or n=5,065), bruising (8 per cent or n=3,953)), fracture (1.2 per 
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cent or n=602), pain and suffering (0.8 per cent or n=402), trauma (0.3 per cent or 

n=163) and collapse or loss of consciousness (0.2 per cent or n=103).  

 

A substantial proportion of falls events have no outcome inputted (41.5 per cent or 

n=34,889 events) and the Other category makes up 1.6 per cent (n=782) of outcomes 

listed. Of a possible 41 outcome variables available only 29 have been selected. Of those 

variables not selected, three relate to infection and eight would not be appropriate for 

falls-related incidents e.g. failed sterilisation, birth injury etc. In addition, only those 

outcomes with double digit totals have been included in Table 4.8, with the single digit 

variables (n=34) captured under Other.  
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There is considerable similarity between genders when the body parts that are affected 

by falls events are considered (Table 4.12). 

Body Part affected by Falls Events 

cross tabulated by Gender Missing Female Male Total 

Missing 
974 16447 16514 33935 

Ankle 2 142 62 206 

Arm 7 433 444 884 

Back 13 459 483 955 

Buttocks 29 1045 949 2023 

Ear 0 35 66 101 

Elbow 9 396 513 918 

Eye 4 228 281 513 

Face 10 378 344 732 

Finger 0 64 80 144 

Foot 4 71 55 130 

Forehead 24 698 871 1593 

Hand 3 243 282 528 

Head 50 1954 1983 3987 

Hip 8 605 411 1024 

Knee 20 855 530 1405 

Leg 6 695 249 950 

Mouth 3 78 63 144 

Multiple Injuries 11 458 444 913 

No Apparent Injury 287 15779 14681 30902 

Nose 2 160 179 341 

Other 8 294 271 942 

Shoulder 3 207 244 454 

Thigh 2 55 40 97 

Wrist 1 187 135 323 

Body Part 

Total 1491 42210 40448 84144 

Table 4.12.  Frequency of falls events, from January 1st, 2004 to 30th September, 2008 . 

when Body part is cross tabulated with Gender.  
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This table only includes those body parts for which injuries are commonly reported. 

When missing data is excluded (n=33,935 or 40.3 per cent) the top six body parts, 

calculated as a percentage of the total (n=50,209) and bolded in Table 4.12 are as 

follows:  

Head (7.9 per cent), Buttocks (4.0 per cent), Forehead (3.2 per cent), Knee (2.8 per 

cent), Hip (2.0 per cent), Leg(1.9 per cent). It is worth noting that the category “No 

Apparent Injury” i.e. no body part injured, accounts for 61.5 per cent of the total when 

missing data is excluded. 

 

4.3.3 Risk Rating  

Risk rating is used by enterprises reporting falls to determine the actual or potential 

impact on service users (unintended or unexpected) and the likelihood of reoccurrence. 

Risk rating is a composite of (1) the consequences for the enterprises and (2) the 

likelihood of reoccurrence (Table 4.13). 

STARSWeb Risk Rating Matrix  
 

Most Likely Consequences Likelihood of 
recurrence  

Low/None Minor Moderate Major/Severe 

Almost Certain       

Likely      

Possible       

Unlikely      

Rare      

Table 4.13. STARSWeb risk rating matrix   

The available options are: 

� Almost certain (will undoubtedly recur, possibly frequently) 

� Likely (will likely recur but is not a persistent issue) 

� Possible (may recur occasionally) 

� Rare (very unlikely to recur) 

� Unlikely (may happen again but is not expected to) 

The consequences for the enterprise is denoted by the colours Red, Orange, Yellow and 

Green on the chart denoting High (Major/Severe), Moderate, Low (Minor) and Very 

Low /None respectively. 
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Almost sixty (58.5) percent of falls events reported were risk rated. Risk rating was 

correlated with Outcome to try and discern the impact of the fall or rather how it was 

perceived by the reporting organisation (Table 4.14).  

 

Outcome Cross tabulated with Risk Rating from Jan. 1
st

2004-30
th

 Sept.2008. 

Risk Rating 

High (Red) 

Moderate 

(Orange Low (Yellow) 

Very Low 

(Green) Total 

Outcome 

Count 

Row N 

% Count 

Row N 

% Count 

Row N 

% Count 

Row N 

% Count 

Row N 

% 

Bruising 31 1.0% 329 10.5% 1914 61.3% 850 27.2% 3124 100.0% 

Collapse/loss of 

consciousness 
0 .0% 8 18.2% 20 45.5% 16 36.4% 44 100.0% 

Fatality 2 50.0% 0 .0% 2 50.0% 0 .0% 4 100.0% 

Fracture 35 7.8% 306 68.6% 85 19.1% 20 4.5% 446 100.0% 

Fracture Deformity 0 .0% 3 42.9% 3 42.9% 1 14.3% 7 100.0% 

Haemorrhage 1 5.9% 3 17.6% 8 47.1% 5 29.4% 17 100.0% 

Laceration 45 1.2% 527 13.7% 2227 57.9% 1050 27.3% 3849 100.0% 

Multiple Injuries 2 1.5% 22 16.1% 91 66.4% 22 16.1% 137 100.0% 

No apparent injury / 

reaction 
192 .7% 2109 7.3% 13578 47.0% 13022 45.1% 28901 100.0% 

Other 7 1.1% 65 10.6% 310 50.4% 233 37.9% 615 100.0% 

Pain and suffering 2 .6% 42 13.6% 164 53.1% 101 32.7% 309 100.0% 

Puncture injury 0 .0% 0 .0% 9 81.8% 2 18.2% 11 100.0% 

Serious deterioration in 

condition 
1 14.3% 2 28.6% 1 14.3% 3 42.9% 7 100.0% 

Tempero/Mandibular 

Dislocation 
0 .0% 2 3.4% 45 77.6% 11 19.0% 58 100.0% 

Trauma 0 18 18 13.1% 93 67.9% 26 19.0% 137 100.0% 

[Other - - - - - - - - 37 100.0%] 

Total 318 3444 3444 9.1% 18570 49.3% 15371 40.8% 37703 100.0% 

 

Table 4.14.  Frequency of falls events, from January 1
st
, 2004 to 30th September, 2008 when 

Outcome is cross tabulated with the Risk Rating. 
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Majority of data categories with only one digit totals have been collapsed into Other and 

bracketed [ ], at the bottom of the table, the exceptions being Fatality, Fracture deformity 

and Serious deterioration in condition. When missing data is excluded, the top six 

reported outcomes causing harm and risk rated are:  

1) laceration (10.3 per cent or n=5,065) is risk rated in 76 per cent (n=3,849) of 

cases with 14.9 per cent of those cases (n=572) being either rated high or 

moderate risk ;  

2) bruising (8.0 per cent or n=3,953)) is risk rated in 79 per cent (n=3,124) of cases 

with 1 per cent (n=31) and 10.5 per cent (n=329) of cases rated high and 

moderate respectively;  

3) fracture (1.2 per cent or n=602) is risk rated in 74 per cent (n=446) of cases with 

7.8 per cent (n=35) and 68.6 per cent (n=306) being risk rated high and moderate 

respectively,  

4) pain and suffering (0.8 per cent or n=402) is risk rated in 76.8 per cent (n=309) 

of cases with 0.6 per cent (n=2) and 13.6 per cent (n=42) being risk rated high 

and moderate respectively; 

5) trauma (0.3 per cent or n=163) is risk rated in 74 per cent (n=137) of cases with 0  

per cent (n=0) and 13.1 per cent (n=18) being risk rated high and moderate 

respectively;  

6) collapse or loss of consciousness (0.2 per cent or n=103) is risk rated in 74 per 

cent (n=44) of cases with 0 per cent (n=0) and 18.2 per cent (n=8) being risk 

rated high and moderate respectively. 

 

This trend suggests that these top six outcomes reported are considered important 

enough by organisations to risk rate in 74 per cent or more cases. However, only the 

outcome “fracture” is risk rated high or moderate in 76.4 per cent of cases with moderate 

comprising 68.6 per cent of this figure. This suggests that enterprises may have limited 

awareness of the potential impact of these particular outcomes to service users/citizens 

and the likelihood of litigation ensuing. An overview of risk rating trends by sector and 

HSE Area can be examined in Appendix 5. 
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4.4 Causes and Circumstances of Falls 

4.4.1 Introduction 

Falls can sometimes happen because of a single risk factor, for example tripping and 

fainting, but it is more usual in older people that falls are due to a combination of factors 

and the interaction between these factors is crucial. STARSWeb data allows one to 

explore the causes and circumstances of falls by exploring the relationships between the 

types of incidents reported, the ages and gender of the service users involved, the time of 

day these events are happening, the staff categories reporting these events, the 

specialties and sub specialties where these events are occurring, and the contributory 

factors and systemic root causes contributing to these events, where this data is inputted.  

 

4.4.2 Incident Type Specific 

Most people fell when moving without supervision, or from a bed/cot or chair or toilet. 

(Table 4.15).  

Frequency of falls events by Incident Type Specific from 1
st
 Jan. 2004-30

th
 Sept. 

2008. 

 

Incident Type Specific Frequency Percent Valid Percent 

Missing 1055 1.3 0 

Other 4 0.0 0.0 

Patient fall from bed/cot 17107 20.3 20.6 

Patient fall from chair 13991 16.6 16.8 

Patient fall from commode 1311 1.6 1.6 

Patient fall from hoist 64 0.1 0.1 

Patient fall from toilet 2294 2.7 2.8 

Patient fall from trolley 262 0.3 0.3 

Patient fall moving under supervision 6671 7.9 8.0 

Patient fall moving w/o supervision 41385 49.2 49.8 

Total 84144 100.0 100 (n=83089) 

Table 4.15. Frequency of falls events by Incident Type Specific, occurring from  

1
st
 January, 2004 to 30

th
 September, 2008. 

 

The majority of incidents included incident type with the report, with only 1.3 per cent 

(n=1,055) missing this information. Of those that inputted the incident type, the majority 
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of patients fell while moving without supervision (49.8 per cent). Thereafter, in order of 

frequency, patients fell 20.6 per cent of the time from bed/cot, 16.8 per cent of the time 

from a chair, 8.0 per cent of the time while moving under supervision, 2.8 per cent from 

a toilet, 1.6 per cent from a commode, 0.3 per cent from a trolley and 0.1 per cent from a 

hoist. 

 

When gender was factored in one notes few differences between the sexes (Appendix 6 

Table 4). In addition, there was no substantial difference in the rates of falls when age 

was related to incident type (Appendix 7, Table 5). Given that a null hypothesis has been 

established for gender and age when compared with incident type specific, the rates 

were then analysed for the Acute and PCCC sectors within the HSE Administrative 

Areas, excluding missing data for all three variables. 
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The top three incident types that indicate what service users were doing when they fell 

was the same within PCCC and Acute, “fall when moving without supervision”, “fall 

from bed/cot” and “fall from chair” (Table 4.16). 

Incident Type Specific by Sector and HSE Administrative Areas from Jan. 1st 2004-30th Sept. 2008 inclusive 

HSE Areas 
Dub ML Dub NE West South Total 

Incident Type  Count Percent Count Percent Count Percent Count Percent Count Percent 

PCCC Sector 

Other 0 .0% 1 .0% 2 .0% 0 .0% 3 .0% 

Fall from bed/cot 1423 17.1% 1432 15.4% 1388 14.3% 1476 20.4% 5719 16.5% 

Fall from chair 1581 19.0% 1565 16.8% 1420 14.6% 1153 15.9% 5719 16.5% 

Fall from commode 112 1.3% 69 .7% 101 1.0% 169 2.3% 451 1.3% 

Fall from hoist 18 .2% 14 .2% 5 .1% 6 .1% 43 .1% 

Fall from toilet 214 2.6% 102 1.1% 108 1.1% 306 4.2% 730 2.1% 

Fall from trolley 5 .1% 6 .1% 3 .0% 2 .0% 16 .0% 

Fall  moving under supervision 1308 15.7% 878 9.4% 759 7.8% 203 2.8% 3148 9.1% 

Fall  moving w/o supervision 3672 44.1% 5261 56.4% 5934 61.0% 3937 54.3% 18804 54.3% 

Total 8333 100.0% 9328 100.0% 9720 100.0% 7252 100.0% 34633 100.0% 

ACUTE Sector 

Other 0 .0% 1 .0% 0 .0% 0 .0% 1 .0% 

Fall from bed/cot 6126 24.2% 1236 18.3% 2032 23.8% 1994 25.6% 11388 23.5% 

Fall from chair 4832 19.1% 1001 14.8% 1221 14.3% 1218 15.6% 8272 17.1% 

Fall from commode 362 1.4% 111 1.6% 171 2.0% 216 2.8% 860 1.8% 

Fall from hoist 8 .0% 4 .1% 2 .0% 7 .1% 21 .0% 

Fall from toilet 803 3.2% 140 2.1% 190 2.2% 431 5.5% 1564 3.2% 

Fall from trolley 115 .5% 34 .5% 40 .5% 57 .7% 246 .5% 

Fall  moving under supervision 2144 8.5% 405 6.0% 643 7.5% 331 4.2% 3523 7.3% 

Fall  moving w/o supervision 10968 43.3% 3819 56.6% 4247 49.7% 3547 45.5% 22581 46.6% 

Total 25358 100.0% 6751 100.0% 8546 100.0% 7801 100.0% 48456 100.0% 

 

Table 4.16. Frequency of Incident Type Specific, occurring from 1
st
 January, 2004 to 30

th
 

September, 2008, crosstabulated by HSE Administrative Regions and Sectors. 
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When comparing and contrasting Administrative Areas, one notes that the West, both 

PCCC and Acute sectors, reported more falls as happening when service users were 

moving without supervision, that is 61.7 per cent (n= 5,499) and 49.7 per cent (n=3,766) 

respectively (Table 4.16). Predominantly more falls events were reported as occurring 

when service users fell from bed /cot within the South, both within PCCC (20.4 per cent 

or n=1,418) and Acute sectors (25.8 per cent or n=1,874). Dublin Mid Leinster reported 

most falls from a chair within both sectors, that is 19.2 per cent (n=1,489 in PCCC and 

n= 4,507 in Acute).  
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4.4.3 Specialities and Sub-specialities 

The majority of falls events were reported from the specialty of medicine within both 

PCCC (66.3 per cent or n=23,266) and Acute sectors (66.1 per cent or n=32,396) (Table 

4.17). Thereafter, the remaining top five reported incidents (bolded) from specialities, 

within the various sectors differed, thus reflecting how current service provision is 

configured. 

 

Frequency of Falls events by Specialty occurring from 

1
st
 January, 2004 -30

th
 September, 2008 

Sector 
PCCC Acute 

Specialty 
Count Column % Table % Count Column% Table% 

Allied Professional Services 85 .2% .1% 163 .3% .2% 

Anaesthesia 0 .0% .0% 101 .2% .1% 

Community Health 

Services 
512 1.5% .6% 12 .0% .0% 

Disability 3258 9.3% 3.9% 1 .0% .0% 

Elderly Services 373 1.1% .4% 27 .1% .0% 

Emergency Medicine 14 .0% .0% 1263 2.6% 1.5% 

Gynaecology 18 .1% .0% 273 .6% .3% 

Haematology 1 .0% .0% 527 1.1% .6% 

Laboratory Services 0 .0% .0% 23 .0% .0% 

Medicine 23266 66.3% 27.7% 32396 66.1% 38.5% 

Mental Health 5794 16.5% 6.9% 1193 2.4% 1.4% 

Obstetrics 33 .1% .0% 463 .9% .6% 

Other 1278 3.6% 1.5% 2008 4.1% 2.4% 

Paediatrics 279 .8% .3% 783 1.6% .9% 

Radiology 11 .0% .0% 540 1.1% .6% 

Surgery 181 .5% .2% 9266 18.9% 11.0% 

Total 35103 100.0% 41.7% 49039 100.0% 58.3% 

 

Table 4.17. Frequency of Falls events by Specialty within the Acute and PCCC  

Sectors, occurring from 1
st
 January, 2004 to 30

th
 September, 2008. 
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Within the Acute sector, and in order of frequency, the specialty of Surgery reported 

18.9 per cent (n=9,266), Other 4.1 per cent (n=2008), Emergency Medicine 2.6 per cent 

(n=1,263) and Mental Health 2.4 per cent (n=1,193). While within PCCC the remaining 

top five are Mental Health at 16.5 per cent (n=5,794), Disability at 9.3 per cent 

(n=3,258), Other at 3.6 per cent (n=1,278) and Community Health Services at 1.5 per 

cent (n=512). Of the 84,144 falls events reported, only 2 incidents from PCCC did not 

have speciality inputted. 

 

Within STARSWeb specialities are sub divided into sub-specialities to build 

understanding as to the kinds of interventions that service users are having when falls 

events occur (Appendix 8, Table 6). While the majority of falls events are reported from 

the specialty of medicine (66.4 per cent or n=55,662), the sub-specialities of General 

Medicine (20.6 per cent or n=17,305) and Geriatric Medicine (33 per cent or n=27,693) 

account for the majority of these falls event. 

 

Within the PCCC sector the sub-speciality of Geriatric Medicine accounts for 60.8 per 

cent (n=21,256) of all falls events reported and 25.3 per cent of the total number of falls 

events for this sub speciality when compared with the Acute sector at 7.7 per cent 

(n=1,307). Within the Acute sector the sub-speciality of General Medicine accounts for 

20 per cent (n=16,791) of all falls events reported while the PCCC sector contributes but 

0.6 per cent (n=514) of the total for this sub-speciality.  
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When comparing specialities across HSE Administrative Areas, the West reported the 

most falls events from within the speciality of Medicine (74.5 per cent or n=13,653), 

with Dublin Mid Leinster at 60.5 per cent (n=20,940) reporting the least (Table 4.18).   

Frequency of falls events by Speciality and HSE Administrative Areas 

 from Jan. 1st 2004-30th Sept. 2008. 

Sector Dub ML Dub NE West South Total 

 

Speciality 
Count 

Column 

N % Count 

Column 

N % Count 

Column 

N % Count 

Column 

N % Count 

Column 

N % 

Allied 

Professional 

Services 

116 .3% 36 .2% 53 .3% 43 .3% 248 .3% 

Anaesthesia 84 .2% 3 .0% 13 .1% 1 .0% 101 .1% 

Community 

Health Services 
358 1.0% 74 .5% 35 .2% 57 .4% 524 .6% 

Disability 1706 4.9% 1019 6.3% 459 2.5% 75 .5% 3259 3.9% 

Elderly Services 299 .9% 4 .0% 3 .0% 94 .6% 400 .5% 

Emergency 

Medicine 
714 2.1% 182 1.1% 187 1.0% 194 1.3% 1277 1.5% 

Gynaecology 107 .3% 9 .1% 95 .5% 80 .5% 291 .3% 

Haematology 440 1.3% 0 .0% 52 .3% 36 .2% 528 .6% 

Laboratory 

Services 
19 .1% 0 .0% 1 .0% 3 .0% 23 .0% 

Medicine 20940 60.5% 11239 69.7% 13653 74.5% 9830 65.2% 55662 66.2% 

Mental Health 1864 5.4% 1388 8.6% 1319 7.2% 2416 16.0% 6987 8.3% 

Obstetrics 267 .8% 46 .3% 109 .6% 74 .5% 496 .6% 

Other 1851 5.3% 815 5.1% 237 1.3% 383 2.5% 3286 3.9% 

Paediatrics 690 2.0% 75 .5% 213 1.2% 84 .6% 1062 1.3% 

Radiology 419 1.2% 40 .2% 49 .3% 43 .3% 551 .7% 

Surgery 4726 13.7% 1194 7.4% 1859 10.1% 1668 11.1% 9447 11.2% 

Total 34600 100.0% 16124 100.0% 18337 100.0% 15081 100.0% 84142 100.0% 

 

Table 4.18. Frequency of Falls events by Speciality and HSE Administrative Areas.  

from 1
st
 January 2004 to 30

th
 September, 2008. 
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Dublin Mid Leinster reported the most falls from the speciality of Surgery and 

Emergency Medicine, namely 13.7 per cent (n=4,726) and 2.1 per cent (n=714) 

respectively, while Dublin North East reported the least from surgery (7.4 per cent or 

n=1,194). The South reported significantly more falls events (16 per cent or n=2,416) 

from the speciality of Mental Health than the other regions, with Dublin Mid Leinster 

reporting the least at 5.4 per cent (n=1,864). Dublin North East reported significantly 

more falls events (6.3 per cent or n=1,019) from the speciality of Disability with the 

South reporting the least (0.2 per cent or n=75).  

 

4.4.4 Staff Category 

Within the public healthcare system, Nursing/Midwifery reported 93.4 per cent 

(n=69,170) of falls events for the period of this study, significantly more than any other 

category of staff (Table 4.19). 

Frequency of Staff Category reporting Falls events from  

1
st
 Jan. 2004-30

th
 Sept. 2008 

Sector PCCC Acute Total 

Staff Category 
Count Column N % Count Column N % Count Column N % 

Administration Staff 0 .0% 4 .0% 4 .0% 

Allied Health Professional 877 2.9% 686 1.6% 1563 2.1% 

Ambulance Staff 8 .0% 2 .0% 10 .0% 

Care Staff/Social Care Staff 4 .0% 2 .0% 6 .0% 

Medical 125 .4% 613 1.4% 738 1.0% 

Nursing / Midwifery 27366 90.0% 41804 95.8% 69170 93.4% 

Other 2004 6.6% 524 1.2% 2528 3.4% 

Security 8 .0% 14 .0% 22 .0% 

Total 30392 100.0% 43649 100.0% 74041 100.0% 

Table 4.19. Frequency of Staff Category reporting Falls events occurring from  

1
st
 January, 2004 to 30

th
 September, 2008. 

 

This may be related to the extensive presence of Nursing/Midwifery staff in providing 

care to patients/service users such that they will often be ‘first on the scene’ to witness 

or find a person who has fallen. Medical staff reported 1 per cent (n=738) of all fall 

events reported, while Allied Health Professionals reported 2.1 per cent (n=1,563).  
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However, it is worth noting that 12 per cent (n=10,103) of all fall events reported do not 

include staff category.  

 

When making comparisons between the Acute and PCCC sectors, one notes that Allied 

Health Professionals within PCCC (2.9 per cent or n=877) tended to report more than 

their colleagues within the Acute sector (1.6 per cent or n=686). This may be related to 

Allied Health Professionals being more likely to be ‘first on the scene’ within PCCC, not 

dissimilar to nursing/midwifery staff within the Acute. In addition, the “Other” category 

of staff reporting accounted for 6.6 per cent (n=2004) of reports coming from the PCCC 

sector and some 1.2 per cent (n=524) of all reports from within the acute sector. The 

“Other” category features within a pre-determined drop down menu of choices for Staff 

Category within STARSWeb.  When these reporting figures for staff categories are 

compared against Health Service Employment figures available for 2006 193 the 

following trends in the incident data are noted (Table 4.20).  

Staff Categories reporting in 2006 related to 2006 Health Service  

Employment Data  

Staff Category  2006 Count Column N % 

2006 HSE data 

count 

2006  

Row N % or 

reports per 100 

staff  
Administration Staff 

0 0.0 17,262 0.0% 

Allied Health Professional 

384 2.0 14,913 2.6% 

Ambulance Staff 2 0.0 0 0.0% 

Care Staff/Social Care Staff 

0 0.0 16,739 0.0% 

Medical 155 0.8 6,744 2.3% 

Nursing / Midwifery 17947 94.2 36,737 48.9% 

Other 563 3.0 12,910 4.4% 

Security 4 0.0 0 0.0% 

Total 19055 100   

Missing 1241 6   

Total (including Missing) 20297 106   
Table 4.20. Proportion of Staff reporting Fall events in 2006 related to 2006 Health Service 

Employment Figures. 

                                                           
193  Department of Health and Children, Health in Ireland, Key Trends 2007 (Dublin: 

Government of Ireland,[2007]). p.23 & 25. 
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The staff category of Nursing/Midwifery continued to predominate accounting for 

almost fifty (48.9) fall incidents reported per 100 nurses/midwives employed by the HSE 

in 2006. (Table 4.20) Care Staff/Social Care staff reported incidents may be included in 

this figure, contributing to the volume of reports. Given the preponderance of Care Staff/ 

Social Care staff working within the healthcare system, the absence of incident reports 

in 2006 from this category of staff suggests that they are not reporting into STARSWeb, 

or that their reports are being captured under the Nursing/ Midwifery, Allied Health 

Professionals or Other categories, pending their job designation.  

Medical staff and Allied Health Professionals have similar reporting patterns in that they 

each reported respectively approximately 3 fall incidents per 100 staff employed by the 

HSE in 2006. Comparing the rates of incident reporting for various staff categories 

relative to their employment figures may serve to build a greater understanding of 

reporting trends from various staff categories over time. 

 

2006 incident data was selected because of the availability of Health Service 

Employment data for this year and the relative stabilisation of falls incident reporting 

trends from 2006 onwards. However, caution must be exercised in making comparisons 

due to category composition changes over time in the Health Service Employment 

figures.
 194

 The Other category has been compared with General Support Staff figures 

comprising “Support” and Maintenance/ Technical” staff categories which was in 

existence up to the 2000 census. The Care Staff/ Social Care Staff has been compared to 

employment figures for “Other patient and client care”, first used in 2001 Personnel 

census and comprised General Support Staff Category which were related to patient 

care.  

 

                                                           
194

 Ibid, p.23 & 25. 
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4.4.5 Time of Day falls events are recorded as happening 

Males and females seem to be equally at risk throughout the day when the time of day 

falls events are occurring is explored (Table 4.21).  

Frequency of Falls by Time of Day and Gender from 1
st
 Jan. 2004-30

th
 Sept. 2008. 

Gender Female Male Total 

Time 
Count Column N % Count Column N % Count Column N % 

00:00 - 00:59 1198 3.1% 1245 3.3% 2443 3.2% 

01:00 - 01:59 1198 3.1% 1365 3.6% 2563 3.4% 

02:00 - 02:59 1270 3.3% 1345 3.6% 2615 3.4% 

03:00 - 03:59 1152 3.0% 1250 3.3% 2402 3.1% 

04:00 - 04:59 1195 3.1% 1305 3.5% 2500 3.3% 

05:00 - 05:59 1188 3.1% 1243 3.3% 2431 3.2% 

06:00 - 06:59 1327 3.4% 1326 3.5% 2653 3.5% 

07:00 - 07:59 1358 3.5% 1303 3.5% 2661 3.5% 

08:00 - 08:59 1586 4.1% 1213 3.2% 2799 3.7% 

09:00 - 09:59 1956 5.0% 1633 4.4% 3589 4.7% 

10:00 - 10:59 2398 6.2% 2170 5.8% 4568 6.0% 

11:00 - 11:59 2389 6.1% 2310 6.2% 4699 6.2% 

12:00 - 12:59 1709 4.4% 1713 4.6% 3422 4.5% 

13:00 - 13:59 2080 5.3% 1893 5.1% 3973 5.2% 

14:00 - 14:59 2133 5.5% 2097 5.6% 4230 5.5% 

15:00 - 15:59 2085 5.4% 1783 4.8% 3868 5.1% 

16:00 - 16:59 1877 4.8% 1651 4.4% 3528 4.6% 

17:00 - 17:59 1700 4.4% 1622 4.3% 3322 4.4% 

18:00 - 18:59 1755 4.5% 1771 4.7% 3526 4.6% 

19:00 - 19:59 1598 4.1% 1579 4.2% 3177 4.2% 

20:00 - 20:59 1189 3.1% 1292 3.5% 2481 3.3% 

21:00 - 21:59 1475 3.8% 1326 3.5% 2801 3.7% 

22:00 - 22:59 1650 4.2% 1496 4.0% 3146 4.1% 

23:00 - 23:59 1460 3.8% 1474 3.9% 2934 3.8% 

Total 38926 100.0% 37405 100.0% 76331 100.0% 

 

Table 4.21. Frequency of Fall events reported by Time of Day and Gender and occurring  

from 1
st
 January, 2004 to 30

th
 September, 2008.  
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There are some slight variances noted between 08.00-08.59 hours and 15.00-15.59 hours 

and these are highlighted in bold in the table. Almost forty six (45.5) per cent of falls 

reported are occurring between 08.00 hours and 16.59 hours, with over forty one (41.5) 

per cent occurring through the night between 20.00 hours and 08.00 hours. It is worth 

noting here that the core working hours of Allied Health Professionals is usually 08.00-

17.00 hours, while nursing/midwives may work three 8 hour shifts or two 12 hour shifts 

or some combination of both to provide 24/7 cover. Time of day data may be useful in 

exploring patient safety issues associated with staffing levels and/or skill mix. 
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Peak times for falls seems to be between 10.00 and 11.59 hours and again between 14.00 

and 14.59 hours. However, when the data is separated out into PCCC and the Acute 

sector a different picture emerges (Figure 4.10 and Appendix 9 for table behind figures). 

 

Figure 4.10. Frequency of Fall events reported by Time of Day and Sector and occurring from 1
st
 

January, 2004 to 30
th

 September, 2008.  

 

In the PCCC sector data one notes a steady rise in the number of falls happening from 

03.00 hours, peaking between 11.00 hours and 11.59 hours, to gradually decrease again 

for the remainder of the time through to 03.00 hours There are distinct troughs between 

12.00-12.59 hours when lunch is probably being eaten and again from 20.00-20.59, 

possibly related to television viewing in advance of increased activity levels around 
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getting ready for bed after 21.00 hours. The latter involves activities such as personal 

hygiene, toileting and medication taking. The suggestion being posited here is that less 

falls happened during the troughs because service user were less mobile during these 

times. In PCCC over 49 per cent (49.7%) of falls are reported as occurring from 08.00-

16.59 hours while over 35 per cent (35.8%) occurred through the night between 20.00-

08.00 hours.  

 

Within the Acute sector, 42.1 per cent of falls were reported as occurring from 08.00-

16.59 hours and 45.6 per cent occurred from 20.00-08.00 hours. The peaks within the 

Acute sector were between 10.00-11.59 hours as mentioned previously, but were also 

between 14.00-14.59 hours and again between 18.00-18.59 hours, with a trough between 

20.00-21.59 hours. The afternoon peaks may be related to toileting post mealtimes, 

while the trough may be related to service users being less mobile, such as when 

television viewing or relaxing before bedtime. Within the Acute sector the peaks and 

troughs were less pronounced than within the PCCC sector, as illustrated graphical in 

Figure 4.10.   
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When this exploration of time of day for falls events, from within the Acute and PCCC 

sectors, was extended to the HSE Administrative Areas, interesting trends emerged. 

Within PCCC all HSE Administrative Areas shared a similar distribution pattern for 

peaks and troughs, with the peaks being more pronounced in the West than the other 

areas (Figure 4.11 and Appendix 10 for table behind figures).  

 

 
Figure 4.11. Frequency of Fall events reported by Time of Day and HSE Administrative Areas 

within PCCC Sector from 1
st
 January, 2004 to 30

th
 September, 2008.  

 

The pronounced spike to the extreme left of both Figure 4.10 and Figure 4.11 indicates 

the volume of data that has no Time of Day inputted for falls events. Within the PCCC 

sector the South peaked from midnight at 00.00 –00.59 hours (5.9 per cent or n=410); 

Dublin Mid Leinster peaked for a sustained period through the morning 08.00-12.59 and 

again in the afternoon from 14.00-17.59 hours, and Dublin North East peaked mid 
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morning from 10.00-10.59 (6.8 per cent or n=614) and again towards midnight from 

22.00-23.59 hours (5.0 per cent or n=448 and 3.7 per cent or n=328 respectively). 

 

Within the Acute sector Dublin Mid Leinster showed a marked difference in the volume 

of reports submitted. The patterns of peaks and troughs for time of day of falls events 

were remarkably similar between all four HSE Administrative Areas. However, the 

peaks and troughs seemed more pronounced within Dublin Mid Leinster (Figure 4.12 

and Appendix 10 for table behind figures) than the other areas. 

 

 

 

Figure 4.12. Frequency of Fall events reported by Time of Day and HSE Administrative Areas 

within the Acute Sector from 1
st
 January, 2004 to 30

th
 September, 2008.  
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The South peaked from midnight 00.00-00.59 hours (6.1 per cent or n=430) with Dublin 

North East demonstrating a sustained peak from 11.00-13.59 hours as highlighted by 

bolding and enlarging these figures within the table (Appendix 10). Missing data from 

falls events within the Acute sector data accounted for 9.9 per cent (n=4,835) of all 

incidents reported for the period of this study, while within PCCC it comprised 6.3 per 

cent of incidents (n=2,213).  

 

4.4.6 Contributory Clinical Factors and Systemic Root Causes 

When analyzing an adverse event it is necessary to identify active failures –unsafe acts/ 

omissions committed by those at the clinical end of the system (doctors, nurses, etc.) 

whose actions can have immediate adverse effects. The investigator then considers the 

conditions under which errors occur and the wider organisational context, which are 

known as contributory factors, for example high workload, inadequate knowledge, 

inadequate supervision, stressful environment etc. Within STARSWeb, contributory 

factors are available in the form of a dropdown or pre-determined menu (Appendix 11). 

Those using the “Other” option are encouraged to submit a free text attachment to 

supplement their choice. 
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From a range of contributory factors listed (n=53), fifteen have been used during the 

period selected for this study (Table 4.22). The majority of falls events (99.3 per cent or 

n=83,540) did not have contributory factors included. Of those events that did 43 per 

cent (n=260) stated “failure to monitor”, 32.9 per cent (n=199) “user error” and 16.6 per 

cent (n=100) used the “Other” category. 

 

Frequency of Falls from 1
st
 Jan. 2004-30

th
 Sept. 2008 with  

Contributory Clinical Factors 1 & 2 

 

Contributory Clinical Factors 1 & 2 Frequency Percent Valid Percent 

Adverse / allergic reaction 
3 .0 .5 

Contra-indication to the use of medicine 1 .0 .2 

Defective equipment 9 .0 1.5 

Failure of transportation/collection system 1 .0 .2 

Failure to determine patient competence 11 .0 1.8 

Failure to monitor 260 .3 43.0 

Failure to provide adequate information 2 .0 .3 

Failure to refer for hospital follow-up 2 .0 .2 

Failure to seek consent 4 .0 .7 

Failure to undertake clinical assessment 3 .0 .5 

Illegible documentation 2 .0 .3 

Other 100 .1 16.6 

Practitioner error 5 .0 .8 

User error 199 .2 32.9 

User error /Failure to monitor 2 .0 .2 

Total 604 .7 100.0 

Missing 83540 99.3  

Total 84144 100.0  

Table 4.22. Frequency of Fall events with Contributory Factors 1 & 2 occurring  

from 1
st
 January, 2004 to 30

th
 September, 2008. 

 

Having identified the factors that may have contributed to active failures, such as 

picking up the wrong syringe (a slip), or forgetting to carry out a procedure (a lapse of 

judgement) or rarely, but it may happen, a deliberate departure from safe operating 
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procedures or standards (a violation), the investigator then considers further the 

conditions under which errors occur and the wider organisational context. These factors 

are known as systemic root causes, an example being staff performance, that may 

precipitate errors and adverse outcomes for service users. A range of systemic root 

causes is available in STARSWeb in a drop down or pre-determined menu format 

(Appendix 12).  
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Similar to Table 4.22, the majority of falls events (99.3 per cent or n=83,541) do not 

have systemic root causes included (Table 4.23).  

 

Frequency of Falls from 1
st
 Jan. 2004-30

th
 Sept. 2008 with  

Systemic Root Causes 1 & 2 

 

Systemic Root Causes 1 & 2 Frequency Percent Valid Percent 

Availability of protocols/guidelines 
1 .0 .2 

Communications failure/ Lack of supervision 
1 .0 .2 

Communications failure 6 .0 1.0 

Lack of effective ongoing training 1 .0 .2 

Lack of supervision 119 .1 19.7 

Lack of supervision/ Availability of protocols 

and guideline 1 .0 .2 

Lack of supervision/ workload 
2 .0 .2 

Other 87 .1 14.4 

Resource issues 11 .0 1.8 

Resource issues/ Staffing levels/ Skill mix 1 .0 .2 

Safety culture issues 282 .3 46.8 

Shift patterns/ Administrative/management 

support 1 .0 .2 

Staff knowledge/skills/competency 
5 .0 .8 

Staff knowledge/skills/competency/ Other 
1 .0 .2 

Staffing levels/skills mix 16 .0 2.7 

Staffing levels/skills mix/ Workload 1 .0 .2 

Workload 65 .1 10.8 

Workload/ Resource issues 1 .0 .2 

Workload/ Staffing levels/ Skill mix 1 .0 .2 

Total 603 .7 100.0 

Missing 83541 99.3  

Total 84144 100.0  

Table 4.23. Frequency of Fall events with Systemic Root Causes 1 & 2 occurring  

from 1
st
 January, 2004 to 30

th
 September, 2008.  
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Of those events that did record systemic root causes, 46.8 per cent (n=282) state “safety 

culture issues”, 19.7 per cent (n=119) “lack of supervision”, 14.4 per cent (n=87) 

“Other”, 10.8 per cent (n= 65) “workload”, 2.7 per cent (n=16) “staffing levels/skill 

mix”, 1.8 per cent (n=11) “resource issues” and 1.0 per cent (n=6) “communications 

failure”. 

 

One notes that there seems to be some duplication within Table 4.23 with respect to 

systemic root causes. Due to the small numbers of incidents that had systemic root 

causes inputted, duplication was necessary to capture those incidents that listed two 

systemic root causes giving rise to a variety of combinations, for example workload 

(systemic root causes 1) and “staffing level/skill mix” (systemic root causes 2) and 

“workload” (systemic root causes 1) and “resources” (systemic root causes 2). 
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4.5 Consequences of Falls using Claims Data.  

 

The consequences of falls can be explored by studying the claims profile of falls, both 

open and closed claims, for the period of this study from 1
st
 January, 2004 to the 30

th
 

September, 2008. Variables such as specialty, incident type specific, age, gender 

outcome, risk rating and likelihood of claim were examined primarily from a national 

perspective.  

 
4.5.1 Over view of claims 

Of the 95 claims handled by the SCA for the period of this study, 42 were closed and 53 

remained open. A working definition of an open claim within the SCA is the receipt of a 

letter of claim or a written/oral request for payment of costs/expenses arising from a 

personal injury. A closed claim can be any of the categories, other than open claim, 

outlined in Appendix 1, Table 1. For the majority of open claims, (34 per cent), the falls 

event occurred in 2005 with the least number of claims (5.7 per cent) opened in 2008,  

even allowing for 2008, being but three quarters of a year (Table 4.24). Of the forty 

three (42.9) per cent of falls-related claims closed, the incidents occurred in 2004 with 

the least number of claims (2.4 per cent or n=1) closing in 2008.  

 

 

Open and Closed Claims from 1
st
 Jan. 2004 – 30

th
 Sept. 2008 

 

Claim Status 

 

Open Claims 

 

Closed Claims 

Year Incident 

Occurred Frequency Percent Frequency Percent 

2004 6 11.3 18 42.9 

2005 18 34.0 8 19.0 

2006 14 26.4 12 28.6 

2007 12 22.6 3 7.1 

2008 3 5.7 1 2.4 

Total 53 100.0 42 100.0 
 

Table 4.24. Frequency of Open and Closed Claims from 1
st
 January, 2004 to  

30
th

 September, 2008, by year incident (resulting in a claim) occurred. 

 

In general, the majority of all claims (49.5 per cent or n=47), be they open or closed, 

arose within Dublin Mid Leinster, thereafter the South (23.2 per cent or n=22), then the 

West (20 per cent or n=19), with the least arising in Dublin North East (7.4 per cent or 
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n=7) (Table 4.25). In comparing the activity levels of open and closed claims between 

the sectors, one notes that the majority of claims (82 per cent or n=78) arose within the 

acute sector.  

 

Frequency of Open and Closed Claims by Sector and HSE Administrative Areas from 1
st
 Jan. 2004 – 

30
th

 Sept. 2008. 

  
Open Closed Total 

 

Sector 

HSE Area 

Count Column N % Count Column N % Count Column N % 

Dub ML 1 25.0% 3 23.1% 4 23.5% 

Dub NE 1 25.0% 1 7.7% 2 11.8% 

West 0 .0% 1 7.7% 1 5.9% 

South 2 50.0% 8 61.5% 10 58.8% 

PCCC 

Total 4 100.0% 13 100.0% 17 100.0% 

Dub ML 27 55.1% 16 55.2% 43 55.1% 

Dub NE 4 8.2% 1 3.4% 5 6.4% 

West 14 28.6% 4 13.8% 18 23.1% 

South 4 8.2% 8 27.6% 12 15.4% 

Acute 

Total 49 100.0% 29 100.0% 78 100.0% 

Dub ML 28 52.8% 19 45.2% 47 49.5% 

Dub NE 5 9.4% 2 4.8% 7 7.4% 

West 14 26.4% 5 11.9% 19 20.0% 

South 6 11.3% 16 38.1% 22 23.2% 

Total in 

HSE 

Areas 

Total 53 100.0% 42 100.0% 95 100.0% 

 

Table 4.25. Frequency of Open and Closed Claims in the Acute and PCCC Sectors within the HSE 

Administrative Areas from 1
st
 January, 2004 to 30

th
 September, 2008. 

 

Within Acute the majority of open claims arose in Dublin Mid Leinster (55.1 per cent or 

n=27), with the West next highest at 28.6 per cent (n=14), while within PCCC 50 per 

cent (n=2) were opened in the South with none opened in the West. The majority of 

closed claims within the Acute sector (55.2 per cent or n=16) were closed in Dublin Mid 

Leinster , with the South second highest with 27.6 per cent (n=8), while within PCCC 

the South closed out the majority of claims (61.5 per cent or n=10) with Dublin Mid 

Leinster second highest (23.1 per cent or n=3).  
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4.5.2 Speciality 

Amongst all falls-related claims the specialities of Medicine (49.5 per cent or n=47) and 

Surgery (17.9 per cent or n=17) dominated (Table 4.26). This is similar to the trends 

noted for all falls incidents reported and presented in Table 4.17 (pg. 71).   

 

Specialities from which Claims arise by Sector  from 

1
st
 Jan. 2004 – 30

th
 Sept. 2008. 

Sector 
PCCC Acute Total 

Claims Status 
All claims All claims All claims 

Speciality 
Count Column N % Count Column N % Count Column N % 

Disability 1 5.9% 0 .0% 1 1.1% 

Elderly Services 0 .0% 1 1.3% 1 1.1% 

Emergency Medicine 0 .0% 11 14.1% 11 11.6% 

Haematology 0 .0% 1 1.3% 1 1.1% 

Medicine 10 58.8% 37 47.4% 47 49.5% 

Mental Health 3 17.6% 1 1.3% 4 4.2% 

Obstetrics 2 11.8% 3 3.8% 5 5.3% 

Other 0 .0% 7 9.0% 7 7.4% 

Radiology 0 .0% 1 1.3% 1 1.1% 

Surgery 1 5.9% 16 20.5% 17 17.9% 

Total 17 100.0% 78 100.0% 95 100.0% 

Table 4.26. Frequency of Claims by Speciality and Sector occurring from 1
st
 January, 2004 to 30

th
 

September, 2008. 

 

Emergency Medicine accounts for 11.6 per cent (n=11) of all claims but only 1.5 per 

cent (n=1,277) of all falls events reported (Table 4.17, pg.77). 

The Other category makes up 7.4 per cent (n=7) of all falls claims, and some 3.9 per 

cent (n=3,286) of all falls events reported (Table 4.17, pg.77). Mental Health and 

Obstetrics account for 4.2 per cent (n=4) and 5.3 per cent (n=5) of all falls claims 

respectively, with Mental Health and Obstetrics totaling but 8.3 per cent (n=6,987) and 

0.6 per cent (n=496) respectively of all reported falls events (Table 4.17, pg 71).   
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4.5.3 Incident Type  

The majority of claims involved service users who fell when moving without 

supervision (43.6 per cent or n=41) (Table 4.27). One claimant fell from a toilet but has 

not been included in this table as gender is not recorded. 

Incident Type and Gender from which Claims arise from 

1
st
 Jan. 2004 – 30

th
 Sept. 2008. 

Sector 
PCCC Acute Total 

Gender 
Female Male Female Male Female Male 

Incident Type 

Specific 
Count 

Column 

N % Count 

Column 

N % Count 

Column 

N % Count 

Column 

N % Count 

Column 

N % Count 

Column 

N % 

Patient fall 

from bed/cot 1 8.3% 1 20.0% 9 16.4% 6 27.3% 10 14.9% 7 25.9% 

Patient fall 

from chair 3 25.0% 1 20.0% 11 20.0% 2 9.1% 14 20.9% 3 11.1% 

Patient fall 

from commode 0 .0% 0 .0% 1 1.8% 0 .0% 1 1.5% 0 .0% 

Patient fall 

from hoist 0 .0% 0 .0% 1 1.8% 0 .0% 1 1.5% 0 .0% 

Patient fall 

from toilet 0 .0% 0 .0% 2 3.6% 1 4.5% 2 3.0% 1 3.7% 

Patient fall 

from trolley 0 .0% 0 .0% 1 1.8% 3 13.6% 1 1.5% 3 11.1% 

Patient fall 

moving under 

supervision 
0 .0% 1 20.0% 8 14.5% 1 4.5% 8 11.9% 2 7.4% 

Patient fall 

moving w/o 

supervision 
8 66.7% 2 40.0% 22 40.0% 9 40.9% 30 44.8% 11 40.7% 

Total 
12 100% 5 100% 55 100% 22 100% 67 100% 27 100% 

Table 4.27. Frequency of Claims by Incident Type Specific and Gender occurring from 1
st
 January, 

2004 –30
th

 September, 2008. 

 

Thereafter, 18 per cent of services users fell from bed/cot or from a chair (n=17 

respectively) or while moving under supervision (10.6 per cent or n=10). This is similar 

to the trends for falls incidents (Table 4.15, pg.67) 

 

In general, more females (71.3 per cent or n=67) than males (28.7 per cent or n=27) 

were involved in claims’ actions. More females than males claimed for such incident 

types as falling when moving without supervision [44.8 per cent (n=30) versus 40.7 per 

cent(n=11)] or from a chair [20.9 per cent (n=14) versus 11.1 per cent(n=3)] or when 
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moving under supervision [11.9 per cent (n=8) versus 7.4 per cent (n=2). However, 

more men than women claimed after falling from a bed/cot [25.9 per cent (n=7) versus 

14.9 per cent (n=10)] or a trolley [11.1 per cent (n=3) versus 1.5 per cent (n=1)]. 
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4.5.3 Age and Gender 

When comparing falls-related claims for age distribution and gender, one notes peaks 

and troughs within a relatively skewed bell curve distribution for both females and males 

(Figure 4.13). The numbers involved are too small to be able to safely comment further. 

 

 
 

Figure 4.13. Histogram of Claims by Age and Gender occurring from 1
st
 January, 2004 –30

th
 

September, 2008. 
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The figures behind this histogram (Figure 4.13) are included in Table 4.28.  

 

Frequency of Claims by Age from 1
st
 Jan. 2004-30

th
 Sept. 2008. 

Gender Female Male Total 

Age  
Grouped  

Claim 

Count 

Claim 

Column N % 

Claim 

Count 

Claim 

Column N % 

Claim 

Count 

Claim 

Column N % 

Less than 39 10 19.2% 2 9.5% 12 16.4% 

40-64 13 25.0% 8 38.1% 21 28.8% 

65-74 7 13.5% 2 9.5% 9 12.3% 

75-84 11 21.2% 4 19.0% 15 20.5% 

85+ 11 21.2% 5 23.8% 16 21.9% 

Total 52 100.0% 21 100.0% 73 100.0% 

 

Table 4.28. Frequency of Claims by Age and Gender occurring from 1
st
 January, 2004 –30

th
 

September, 2008. 

 

Over fifty (54.7) per cent of falls-related claims were taken by service users aged 65 

years and over. More males who are 40-64 years (38.1 per cent) or 85 years or more 

(23.8 per cent) claimed, but as mentioned previously the numbers of claims are too small 

to make solid inferences.  It is worth noting that twenty three (23) per cent of all claims 

are missing age (n=12). This figure is high given that the number of falls incidents 

missing the service users age is 7.8 per cent (n=6,578). 
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4.5.4 Outcome, Risk Rating and Likelihood of Claim 

Outcomes resulting in fatalities (26 per cent or n=20) and fractures (31.2 per cent or 

n=24) were substantially higher than all other outcomes reported (Table 4.29). Within 

PCCC fatalities accounted for 50 per cent (n=7) of all outcomes resulting in a claim, 

whereas within the Acute sector 36. 5 per cent (n=23) of all outcomes resulting in a 

‘fracture’ gave rise to a claim. 

 

Frequency of Claims by Outcome and Sector from 

1
st
 Jan. 2004 –30

th
 Sept. 2008. 

Sector PCCC Acute Total 

Claim Status All claims All claims All claims 

Outcome Count Column N % Count Column N % Count Column N % 

Bruising 0 .0% 4 6.3% 4 5.2% 

Fatality 7 50.0% 13 20.6% 20 26.0% 

Fracture 1 7.1% 23 36.5% 24 31.2% 

Fracture Deformity 0 .0% 1 1.6% 1 1.3% 

Laceration 2 14.3% 5 7.9% 7 9.1% 

Multiple Injuries 2 14.3% 1 1.6% 3 3.9% 

No apparent injury / 

reaction 
1 7.1% 9 14.3% 10 13.0% 

Other 0 .0% 1 1.6% 1 1.3% 

Pain and suffering 1 7.1% 4 6.3% 5 6.5% 

Trauma 0 .0% 2 3.2% 2 2.6% 

Total 14 100% 63 100% 77 100% 

Table 4.29. Frequency of Claims by Outcome and Sector occurring from  

1
st
 January, 2004 – 30

th
 September, 2008. 

 

The outcome ‘laceration’ accounted for 9.1 per cent (n=7) of all claims, but taken within 

PCCC this comprised 14.3 per cent (n=2) of all outcomes inputted. The outcome ‘No 

apparent injury/reaction’ featured in 13 per cent (n=10) of all claims, of which 14.3 per 

cent (n-9) arose in the Acute sector. When related to falls incidents (Table 4.11, pg.61), 

one notes that the variable, “No apparent injury/reaction”, accounted for 76.8 per cent of 

all falls incidents (n=37,826), where outcome was inputted in 58.5 per cent of cases 
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(n=49,255). Over eighteen per cent (18.9% or n=18) of all claims had no outcome 

recorded against the fall event.   

 

Risk rating gives some indication as to how enterprises who scored the falls events 

perceived the actual and potential risks to their service users and themselves corporately. 

The majority of claims with outcomes were not risk rated (78.9 per cent or n=75)  

(Table 4.30). 

 

Frequency of Claims by Risk Rating  from 

1
st
 Jan. 2004 –30

th
 Sept. 2008. 

Risk Rating 

High (Red) 

Moderate 

(Orange) Low (Yellow) 

Very Low 

(Green) Total 

Claims Status All claims All claims All claims All claims All claims 

Outcome 

Count Count Count 

Column 

N % Count 

Column 

N % Count 

Column 

N % Count 

Column 

N % 

Bruising 0 .0% 0 .0% 1 14.3% 0 .0% 1 5.0% 

Fatality 1 100% 0 .0% 0 .0% 0 .0% 1 5.0% 

Fracture 0 .0% 4 57.1% 1 14.3% 1 20.0% 6 30.0% 

Laceration 0 .0% 2 28.6% 2 28.6% 0 .0% 4 20.0% 

No apparent injury / 

reaction 
0 .0% 0 .0% 3 42.9% 3 60.0% 6 30.0% 

Pain and suffering 0 .0% 1 14.3% 0 .0% 1 20.0% 2 10.0% 

Total 1 100% 7 100% 7 100% 5 100% 20 100% 

 

Table 4.30. Frequency of Claims by Outcome and Risk Rating occurring from 1
st
 January, 2004 –

30
th

 September, 2008. 

 

Of those that were risk rated it is striking that only 5 per cent (n=1) of claims with an 

outcome of “fatality” were risk rated High. Thirty five (35) per cent of all claims (n = 7) 

were risk rated Moderate for such outcomes as “fracture” (n=4 or 57.1 per cent), 

“laceration” (n=2 or 28.6 per cent) and “pain and suffering” (n=1 or 14.3 per cent). 

Thirty (30) per cent of all claims (n=6) with an outcome of “No apparent 

injury/reaction” were risk rated either Low or Very Low risk. 
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Similar to the risk rating variable, the variable “Likelihood of Claim” gives some 

indication as to how the enterprises who scored the falls events perceived the actual and 

potential risks to their service users and themselves corporately. This variable could be 

used by organisations to determine how best to respond to such events.  

 

Forty seven per cent (n=9) considered the claims included in this study as ‘Unlikely’ 

while the remainder concluded that these claims were either ‘Likely’ or ‘Very Likely’ to 

occur (Table4.31).  

 

Frequency of Claims by Outcome and Likelihood of Claim  from 

1
st
 Jan. 2004 –30

th
 Sept. 2008. 

Likelihood of Claim 
Likely Unlikely Very Likely Total 

Outcome 

Count 

Column 

N % Count 

Column 

N % Count 

Column 

N % Count 

Column 

N % 

Bruising 0 .0% 1 11.1% 0 .0% 1 5.9% 

Fatality 1 25.0% 0 .0% 1 25.0% 2 11.8% 

Fracture 1 25.0% 2 22.2% 2 50.0% 5 29.4% 

Laceration 1 25.0% 3 33.3% 0 .0% 4 23.5% 

No apparent injury / 

reaction 
1 25.0% 3 33.3% 0 .0% 4 23.5% 

Pain and suffering 0 .0% 0 .0% 1 25.0% 1 5.9% 

Total 4 100% 9 100% 4 100% 17 100% 

Table 4.31. Frequency of Claims by Outcome and Likelihood of Claim occurring from 

1
st
 January, 2004 –30

th
 September, 2008.  

 

All fatalities were considered to be either ‘Likely’ or ‘Very Likely’ to proceed to claim. 

However, only 60 per cent (n=3) of fractures and 25 per cent (n=1) of lacerations were 

deemed ‘Likely’ or ‘Very Likely’ to proceed to claim. 

 

Only 17.9 per cent (n=17) used the variable “Likelihood of Claim” for the claims 

included in this study (Table 4.31). However, according to the STARSWeb: Evaluation 

Project 35 per cent of all events have the “Likelihood of Claim” field completed. 
195

 

                                                           
195 Health Service Executive, State Claims Agency, Health Information and Quality 

Authority, STARSWeb: Evaluation Project (Dublin: Health Service Executive,[2008]). 

p.77. 
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4.6 Conclusions 

Chapter 4 presented the findings and preliminary analysis of the STARSWeb falls 

events data, over a 5 year period and created on STARSweb as of 23
rd

 December, 2008 . 

The data were analysed under the following headings: 

 

� Frequency of falls from a national perspective 

� Demographic correlates of falls: age and gender  

� Impact of falls: outcomes and risk ratings  

� Causes and circumstances of falls: incident types, specialties, staff categories 

reporting, time of day and contributory factors 

� Consequences of falls using claims data. 

This approach  allowed the author to test the hypothesis aimed for in this thesis, namely, 

that incident reporting and claims builds understanding as to the frequency, 

characteristics, contributory factors and consequences of falls, in various settings, 

serving to highlight important problem areas for targeted evidence-based interventions 

in keeping with the National Strategy ‘Preventing Falls and Fractures in Ireland’s 

Ageing Population’.  

 

Key findings are that most falls (58.3 %) were reported from within the acute sector. The 

falls rate equated to 2.7 falls reported per 1,000 bed days (2006 HIPE data) suggestive of 

substantial underreporting. All HSE areas demonstrated similar falls distribution patterns 

when age and gender were examined demographically, with the peak incidence of falls 

amongst 75-84 year olds. Men aged 65 and over were more likely to fall than females of 

the same age. Seventy five per cent of falls occured to people aged 65 years and older. A 

greater percentage of persons aged 85 years and older were reported as falling in PCCC 

than Acute. Laceration (10.3 %), bruising (8 %) and fracture (1.2 %) featured within the 

top six outcomes. Head (7.9 %), buttocks (4 %) and forehead (3.2 %) were the top three 

body parts affected. Most falls events reported (76.8%) resulted in “ No apparent 

injury/reaction.” 
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The causes and circumstances of falls were explored by identifying the relationships 

between incident types, age, gender, time of day, staff reporting, specialities, 

contributory factors and systemic root causes. The majority of falls occurred when 

service users were moving without supervision (49.8 %). Sixty six (66.2) % of falls were 

reported from the speciality of medicine, 11. 2 % from Surgery and 8.3 % from Adult 

Mental Health nationally, the majority of the latter from within PCCC (6.9 %).  

93.4 per cent of falls incidents were reported by Nursing/Midwives. Peak times for falls 

were 10.00-11.59 hours and 14.00-14.59 hours, with 45 per cent of reported falls 

occurring between 08.00-16.59 and 41.5 per cent between 20.00-08.00 hours. However, 

this pattern differed substantially between PCCC and Acute. 

 

Consequences of falls were explored by studying the claims profile for falls data using 

such variables as specialty, incident type specific, age, gender, outcome, risk rating and 

likelihood of claim. Eighty two (82) % of all claims arose within the acute sector. 

Almost fifty (49.5) per cent of claims related to a fall that occurred in Dublin Mid 

Leinster region, 23.2 per cent in the South, 20 per cent in the West and 7.4 per cent in 

Dublin North East. The majority of claims involved service users who fell when moving 

without supervision (43.6 %). Falls-related litigation was higher amongst females (71.3 

%) than males. Over 31 per cent of claims arose for outcomes such as “Fracture”, 26 per 

cent “Fatality” and 9.1 per cent “Laceration”. Fifty per cent of falls-related claims in 

PCCC were associated with a fatality, whereas fracture was the outcome for 36.5 per 

cent of such claims that arose in the acute sector.  

 

Further analysis of the findings presented in this chapter will be continued in the final 

chapter of this thesis titled Discussions and Recommendations. 
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CHAPTER 5 

DISCUSSION & RECOMMENDATIONS 
"There is a delicate balance between the chance of falls and exposing yourself to risk. If you don't have a 

certain amount of falls, you are probably over restricting your patients." 

Laurence Z. Rubenstein, MD., M.P.H., 

UCLA-Sepulveda Veterans Affairs Medical Centre 

 

5.0 Introduction 

This chapter aims to discuss the findings and preliminary analysis outlined in  Chapter 4 

and to make recommendations based on these discussions. The discussions will be 

presented using the same primary headings already used in Chapter 4, namely: 

5.1  Frequency of falls,  

5.2  Impact of falls,  

5.3  Causes and circumstances of falls, and the 

5.4  Consequences of falls. 

The recommendations resulting from these discussions will inform the implementation 

plan of the National Strategy ‘Preventing falls and fractures in Ireland’s Ageing 

Population’.  

 

5.1 Frequency of Falls  

In Ireland falls comprised almost forty (37) per cent of all types of patient safety events 

reported from all sectors of the public healthcare community. This is similar to the UK 

figures from the National Patient Safety Agency (NPSA) study. 
196

 In this study almost 

60 per cent of falls occurred in the acute sector which seems lower than that reported in 

the NPSA study, which equates to approximately seventy five (75) per cent of all events 

reported in hospitals.197 This lower figure may be due to the move towards ambulatory 

care also offered as a possible explanation for the decrease in hospitalisation rates of 

older people for falls-related injuries from 1997-2005 
198

 or it may be a reporting artifact 

as STARSWeb is still at an early stage in its development. 

                                                           
196

  National Patient Safety Agency, Slips Trips and Falls in Hospital., 1-72, p.3. 
197  Ibid, p.12. 
198  Health Service Executive, National Council on Aging and Older People and 

Department of Health & Children., Strategy to Prevent Falls & Fractures in Ireland's 
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5.1.1 Rate of Falls 

In a time when performance measurement is de rigueur in all sectors of society, incident 

reporting and falls rates can be seen as simply measurement tools available within 

healthcare to help measure patient safety outcomes for service users. This study is the 

first of its kind within the Irish healthcare sector to explore incident reporting from an 

epidemiological perspective in order to inform the pending implementation plan of the 

National Strategy. Falls rates are being used internationally to try and benchmark the 

prevalence of falls and fractures. However, as with incident reporting there seems to be 

different parameters in use within and between countries making comparisons 

difficult.
199

   

 

Falls rates can be determined using total population estimates as denominators or 

hospital activity levels, such as bed days. Using total population estimates for people 

aged 60 and older in Australia, Canada, United Kingdom and Northern Ireland, the falls 

injury rates range from 1.6-3.0 per 10,000 population.
200

 However, these rates are higher 

in Western Australia and the United Kingdom, ranging from 5.5-8.9 per 10,000 

population total, if falls injury rates requiring emergency department visits are 

calculated. In Ireland the population adjusted falls rate for 2007, when the incidence of 

falls (n=24,166) began to stabilise relative to other incident types reported is 57 falls per 

10,000 population total for all ages. When adjusted for people aged 65 and over, this 

figure is 352 falls per 10,000 population. However, to determine falls injury rates, one 

could extrapolate by using the finding that the majority of falls reported resulted in “No 

apparent injury/reaction”, such that the remainder (24 per cent) were injurious. Using 

2007 population adjusted falls rates for all ages and those aged 65 years and older, this 

would equate to a falls injurious rate for Ireland of 14 falls /10,000 population, for all 

ages, and 85 falls/10,000 population, for those aged 65 years and older. 

 

                                                                                                                                                                           

Aging Population: Report of the National Steering Group on the Prevention of Falls in 

Older People and the Prevention and Management of Osteoporosis Throughout Life, 

Section 3.5, p.30. 
199  World Health Organisation, WHO Global Report on Falls Prevention in Older 

People, 1-47, p.1 
200  Ibid, p.1 
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In the USA, Hitcho et al 201cite various studies where falls among inpatients ranges  

from 2.3 –7 falls per 1,000 patient-days. Their own prospective study yielded 6.12 falls 

per 1,000 patient-days within the medicine and neurology services. In a UK study of 

over 200,000 incidents reported to the National Reporting and Learning System over a 

year starting from September 2005, the authors reported an average of 4.8 falls per 1,000 

bed days in acute hospitals, 2.1 in mental health units and 8.4 falls in community 

hospitals with significant variations noted between reporting units.
202

 In Germany, 

prevalence studies undertaken in 2002 and 2004, involving almost forty hospitals and 

more than fifteen nursing homes, revealed that the falls rate in hospitals was 4.7 (2002) 

and 4.2 (2004) and in nursing homes 4.5 and 5.1 per 1,000/patient/resident days 

respectively. 203According to Oliver,204 the international literature in this area suggests 

that acute hospitals have reported 5 falls per 1,000 bed days in general wards and up to 

18 falls per 1,000 bed days in specialist units with patients more vulnerable to falls. This 

study suggests that the falls rates for Ireland in the acute sector, using 2005, 2006 HIPE 

205
 data, ranges from 2.1 to 2.7 falls per 1,000 bed days respectively. In contrast to the 

falls rates available internationally, these Irish figures suggest substantial under-

reporting from within the acute sector, even allowing for gradual uptake of the 

STARSWeb reporting capability amongst Irish public healthcare units during the study 

period.  

 

5.1.2 Age and Gender 

Age and gender are closely correlated with the risk of falling and this increases 

exponentially with advancing age and frailty levels, with those over 80 years being 

particularly adversely affected. 
206

  Three quarters of fall related deaths in Ireland occur 
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to people aged 65 years and older. 207 The National Strategy states that death rates for 

accidental falls have increased significantly for both males and females since 1990.
208

 In 

addition, while the number of deaths for females outnumbered male deaths, male rates of 

accidental falls, when age has been standardised, have been higher than those for 

females since 1998.
209

 Similar patterns for population adjusted falls rates were found in 

this study with men aged 65 and over falling more often than their female counterparts. 

The peak age range for falls in both men and women was 75-84 years across all sectors 

with almost three quarters of all falls occurred to persons aged 65 years and older, and 

sixty percent involved those 75 years and older. However, within PCCC a greater 

percentage of falls involved people aged 85 years and older (28 per cent) than within the 

acute sector (19 per cent). This latter finding can be explained by the knowledge that 

more older people, especially women, are living longer and for the most part are being 

cared for in PCCC. The findings in relation to age and gender seem to be similar within 

all HSE Areas, and are in keeping with the similar age and gender profiles for the 

various areas. Since older people who fall once are at increased risk of falling again, 

these findings may influence how multi-factorial falls intervention programmes are 

targeted for best effect. While unable to find studies that examine falls rates for those 

persons 39 years or younger, this study showed that women of 30-44 years are falling 

more often in Dublin Mid Leinster and the West than other areas and may be related to 

the volume of peri-natal and/or peri-operative procedures for this particular age group. 

This suggestion correlates with 2006 HIPE data on procedures involving this particular 

age group.
210

 The greater incidence of falls amongst 0-4 year olds in Dublin Mid 

Leinster (229 per 10,000 over a 5 year period or an average of 46 per 10,000 per annum) 

may be explained by the numbers of maternity and specialist childrens’ hospitals within 
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the greater Dublin area. Such findings confirm that while older people are at particular 

risk, falls awareness strategies will also be needed for other vulnerable age groups. 

 

5.1.3 Categories of staff reporting 

While it has been known for some time internationally that incident reporting rates tend 

to be low this study serves to confirm this knowledge within the Irish context. In 

addition, it also confirms that incident reporting rates are confounded by the categories 

of staff reporting and the inability of the reporting system at this time to accurately 

discern the numbers of reports being submitted per incident. A unique identifier for 

service users could help address this issue. Nursing are the predominant reporter (93.4 

per cent) of incidents in this study and this accords with other studies.211 212 More nurses 

reporting may simply be confirming the extensive role that nursing have with service 

users during care episodes. However, according to Evans et al 
213

 both doctors and 

nurses were aware of their hospitals incident reporting system (98.3 per cent), but nurses 

were more likely than doctors to know how to access a reporting form, to have 

completed one and to know what to do with such completed forms. In addition, staff 

were more likely to report incidents which are habitually reported, often witnessed and 

usually associated with immediate outcomes, such as falls and medication errors, and 

requiring corrective actions. Evans et al 
214

 cite lack of feedback as the most frequently 

stated barrier to reporting.  

 

Whatever one’s perspective it is remarkable that only 613 falls incidents (1.4 per cent) 

were reported by doctors within the acute sector and 125 (0.4 per cent) from within  

PCCC over a five year period. The literature on doctors’ under-reporting would seem to 

suggest that a culture of blame is particularly prevalent, posing a major barrier to 
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medical reporting. 215 216 A qualitative UK study by Waring 217 in 2005 affords greater 

insights into other cultural issues that are of particular significance. He found that it was 

a commonly held belief amongst doctors that errors are ‘inevitable’ and potentially 

unmanageable such that incident reporting was considered ‘ pointless’. In addition the 

distinction between ‘error’ and ‘complication’ or ‘side effect’ seemed vague to doctors 

serving to reduce the relevance of reporting. It was also believed that while reporting 

may be appropriate for enhancing the quality of nursing, it was not seen as being 

relevant to medical quality in that medical practice is characterised by a special kind of 

expertise, experience and reflective practice that is different from nursing. The study  

confirmed other studies’ findings of the “deep-seated loathing of rule based and 

managerial practices that were diametrically opposed to the ideals of individualism, 

discretion and autonomy that characterises medical practice and culture.” 
218

 Waring 

concluded that if reporting is to be promoted amongst doctors as a tool for quality 

improvement, rather than as an extension of managerialism and an erosion of 

professional status, then the ‘culture of medicine’ must be addressed, especially where it 

concerns collegial and professional quality management. 219 

 

5.2 Impact of falls 

5.2.1 Outcomes  

This study shows that seventy six (76) percent of falls events reported have resulted in 

“No apparent injury/reaction” when aggregated over a five year period. This compares 

to the UK figure of 65 per cent for one year (September 2005-August 2006) across all 

sectors and  67 per cent for acute hospitals. 
220

 Hip fractures are a feared complication of 

falls. Persons with a history of fracture have an increased risk of future fractures. 
221
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Hospitalisation of older adults was associated with twice the risk for fracture, when 

adjusted for age, race and sex, and also with more than twice the risk for hip fracture. 
222

 

Barclay and Martin concluded that age and osteoporosis drug therapy are key 

independent prognostic predictors of first clinical fracture in men and women with 

primary osteoporosis, with the risk being 18% for every 5 years of additional age. 
223

 

This study used factors such as outcome, body part affected and risk ratings to determine 

the impact of falls using falls incident data. In this study laceration (10.3 per cent), 

bruising (8 per cent) and fracture (1.2 per cent) featured within the top six outcomes 

with loss of consciousness accounting for  0.2 per cent of incidents. When related to the 

dominant body parts affected, head, buttocks and forehead, and the risk rating patterns 

for the aforementioned outcomes, one could surmise that head injuries and hip fractures 

featured within the reported falls figures. Kenny reports that “up to 1 per cent of falls in 

older people result in hip fractures.” 224 However, to confirm these study figures would 

require careful probing of the further details variable and this would be dependent on 

whether this section had been updated as radiographs to confirm diagnosis may not have 

been done at the time of reporting. In the NPSA study 225 hip fractures were estimated to 

be 0.26 per cent of incidents reported and head injuries, leading to fatalities, 0.008 per 

cent, but these figures were believed to be an underestimation of the actual figures. Hip 

fractures were the most common injury requiring hospitalisation for those aged 65 or 

over in Ireland in 2005.
226

 In addition, the National Strategy states that significantly 

more women than men suffered hip fractures, upper limb injuries and head injuries.
227

 

This study also showed substantial gender differences with more women than men 

                                                                                                                                                                           

Older People and the Prevention and Management of Osteoporosis Throughout Life 

(Dublin: Government of Ireland,[June 2008]). Section 5(a).3.2, p.49. 
222

  L. Barclay and B. N. Martin, "Hospitalisation Linked to Increased Fracture Risk in 

Elderly." Archive of Internal Medicine 168 (2008), 1671-1677. 
223

  Ibid. 
224

  Kenny, Romero-Ortuno and Cogan, Falls, 84-87, p.84. 
225

  National Patient Safety Agency, Slips Trips and Falls in Hospital. 1-72, p. 17. 
226

  Health Service Executive, National Council on Aging and Older People and 

Department of Health & Children.Strategy to Prevent Falls & Fractures in Ireland's 

Aging Population: Report of the National Steering Group on the Prevention of Falls in 

Older People and the Prevention and Management of Osteoporosis Throughout Life. 

Section 3.5.1, p.33 
227 Ibid, Section 3.5.1, p.33 



 

 

 107 

sustaining outcomes such as fracture (68.9 per cent), bruising (58.5 per cent) and pain 

and suffering (61.5 per cent). 

 

5.2.2 Risk Rating 

Risk rating as a measure of the actual or potential severity of harm is being advocated by 

the HSE Quality and Risk Management Standard as a risk analysis tool.228 The standard 

states that “it is important to consider not only the issue of minimising risk but also (that 

of) maximising opportunity.” The differences in risk rating trends between HSE Areas 

and sectors contained in this study should be of interest to those charged with 

implementing the standard and carrying out systems analysis reviews, to include the 

Serious Incident Management Team (SIMT). The non-mandatory STARSWeb variables 

“risk rating”, “outcome” and “body part affected” were completed in less than sixty (60) 

per cent of falls incidents, while the variable “Likelihood of claim” was completed in 

only eighteen (17.9) per cent of incidents resulting in a claim. These variables and their 

relationships to each other, as explored in this study, are important in determining the 

impact of falls for service users and along with age and gender should be considered key 

elements of any proposed critical data set for falls, reporting in keeping with the 

requirements of a national implementation plan for falls and fracture prevention. 

 

5.3 Causes and Circumstances of falls  

Most studies seem to focus on falls risk factors but few have examined the 

circumstances and the contributing factors necessary in the development of targeted falls 

interventions. According to Hitcho et al 229 examinations of the characteristics and 

circumstances of falls are necessary to gain a fuller understanding of the epidemiology 

of hospital falls. In this study, the causes and circumstances of falls were explored by 

identifying the relationships between incident types, age, gender, time of day events 

happened, staff reporting, specialities and sub-specialities where events occurred and the 

contributory factors and systemic root causes contributing to these events, where 

identified. 
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5.3.1 Incident Type 

The risk factors that seem to be most significant for hospital service users are walking 

unsteadily, being confused and agitated, being incontinent or needing to frequent the 

toilet often, having fallen before and taking sedative or sleeping tablets.
230

 In this study 

the majority of falls occurred when service users were moving without supervision (49.8 

per cent) with no substantial gender or age group differences. This correlates in part with 

the findings of Hitcho et al 231.in that 79 per cent of falls in their study occurred when 

moving unassisted. In the NPSA falls study 
232

 falls that apparently occurred when the 

service users were walking accounted for twenty five (25) per cent of falls in acute 

hospitals, twenty (20) per cent in community hospitals and thirty two (32) per cent in 

mental health settings. Falls from beds accounted for twenty two (22) per cent of falls 

occurring within acute hospitals, while eight (8) per cent of falls happened while rising 

from a chair, with community hospitals reporting sixteen (16) per cent of falls from a 

chair.  

 

In this study, the top three incident types were similar in both PCCC and Acute, that is 

falling when moving without supervision (49.5 per cent), falling from bed/cot (20.6 per 

cent) and falling from a chair (16.8 per cent). This pattern is similar to the claims’ trend 

identified in this study that will be discussed later. According to Lord et al 
233

 the 

location of falls is related to age, sex and frailty. The absence of difference between 

hospital patients and community patients suggests that service users regardless of setting 

are more likely to be compromised by acute illnesses, delirium, dementia and 

cardiovascular problems, and consequently are at risk of falling. However, the absence 

of difference may simply be a reporting anomaly or a reflection of how services are 

currently organised for older persons within both settings and the progressive movement 

within the HSE towards community-based services. Within HSE Areas, the West 

reported most falls when moving without supervision, the South most falls when service 

                                                           
230

  Oliver, Risk Factors and Risk Assessment Tools for Falls in Hospital in-Patients: A 

Systematic Review, 122-130. 
231

  Hitcho and others, Characteristics and Circumstances of Falls in a Hospital Setting: 

A Prospective Analysis, 732-739. 
232

  National Patient Safety Agency, Slips Trips and Falls in Hospital. 1-72, p. 28. 



 

 

 109 

users fall from bed/cot and Dublin Mid Leinster reported most falls from a chair. Such 

trends should be useful to stakeholders charged with ensuring the safety, health and 

welfare of service users when in their care. Any proposed implementation plan for the 

National Strategy on falls and fracture prevention would find this kind of information 

useful in ensuring that a national, sectoral and regionally coherent response is being 

actioned, to reduce the incidence and severity of injury from falls for at risk groups. 

 

5.3.2 Speciality & Sub-specialty 

Falling is more prevalent in frailer older people than vigorous ones, in those 

experiencing difficulties with activities of daily living and those with medical conditions 

negatively impacting gait, balance and posture. 234 In this study the majority of falls 

events were reported from the speciality of medicine (66.2 per cent), with the sub-

specialities of General Medicine (20.6 per cent) and Geriatric Medicine (33 per cent) 

predominant. This correlates with the findings of Hitcho et al 235 in that medicine and 

neurology reported the highest falls rates (6.12 per 1,000 patient-days). It is also worth 

noting that delirium increases the risk of falls and is seen as being particularly 

predominant on medical wards. 
236

 This may be related to inappropriate prescribing and 

poly pharmacy in older persons. 
237

 

 

In this study, eleven (11.2) percent of all falls events reported were from Surgery. 

According to Oliver it is known that surgery affects hospital service users’ mobility or 

memory, such that sedation, pain relief, anaesthetic or other medication is required, all 

of which increase the risk of falling. 
238

 Adult Mental Health accounted for 8.3 per cent 

of all falls reported nationally, with the majority of these being reported from within 
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PCCC (6.9 per cent). According to Lord et al 239 dementia affects 6-10 per cent of 

community-dwelling service users and has been reported as a strong risk factor by 

numerous studies. Within HSE Areas the West reported most falls events (74.5 per cent) 

from within the speciality of medicine, while Dublin Mid Leinster reported the least 

(60.5 per cent). Dublin Mid Leinster reported the most from Surgery (13.7 per cent) and 

Emergency Medicine (2.1 per cent), while Dublin North East reported the least from 

Surgery (7.4 per cent). The South reported most falls events of all areas from Mental 

Health (16 per cent), with Dublin Mid Leinster reporting the least (5.4 per cent). Dublin 

North East reported the most falls events from disability (6.3 per cent), while the South 

reported least (0.2 per cent). The variations in patterns between the areas may be 

confounded by reporting trends, service configurations and service users’ profiles. 

However, such data should be considered in service planning and development and any 

targeted falls safety initiatives for citizens, in particular those arising from the 

implementation plan of the National Strategy. 

 

5.3.3 Time of day 

The UK NPSA falls report contends that people are most likely to fall weekdays, when 

there are more patients in the hospital, mid-morning when most active, with fewer falls 

at mealtimes and in the early hours of the morning when people are resting.
240

 

Furthermore, Lord et al 
241

 state that falls tend to occur when people are engaged with 

activities of daily living such as in the morning or afternoon, with only 20 per cent 

occurring between 21.00 hours and 7.00 hours. In this study there was a remarkable 

difference between the trends in PCCC and the acute sector in the times of day reported 

for falls events. While both display distinct mid morning and early afternoon peaks and 

midday and late evening troughs, the acute sector also peaks in the early evening after 

suppertime, with some 38.7 per cent of falls occurring between 21.00 and 7.00 hours. In 

the PCCC sector falls tail off substantially from 15.00 hours, peaking once again from 

21.00 hours for an hour or more, with 29.4 per cent of falls occurring between 21.00 and 

7.00 hours. When compared across the HSE Areas, the patterns are remarkably similar 

with the peaks being more pronounced in the West, within PCCC, and in Dublin Mid 
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Leinster, in the Acute sector. Hitcho et al 242 found that the largest proportion of 

inpatient falls occurred in the evening or night, with 50 per cent of falls being related to 

elimination activities, for example walking to or from a bathroom or commode, reaching 

for toilet tissue or exiting a soiled bed. This prospective study also showed that 

significantly more patients who received a sedative-hypotic fell from 19.00 hours –06.59 

hours, when compared to those who did not receive such a drug.243 This study suggested 

that elimination activities after meals and at night poses a high risk of falls such that 

staffing levels and skill mix at these times may need to be adjusted to reflect this. 244 In 

addition, regular screening of older persons’ drug regimes and their potential adverse 

effects needs to be prioritised to ensure their well-being and safety. 
245

 While times of 

reported falls may be influenced by differences in service users’ mobility levels and 

alertness, staff workloads, breaks and shift patterns, in conjunction with basic routines, 

(such as mealtimes, toileting arrangements, clinical and medication rounds and surgery 

schedules), may also be making a substantial contribution. 
246

 The high rate of falls 

occurring in the acute sector during sleeping hours suggests that individualised service 

user risk assessments are needed to address extrinsic risks, (such as bed alarms, 

improper bed heights, poor lighting, equipment mobility) as well as intrinsic risk factors. 

This concurs with a study by Hignett et al 247 on the need to ergonomically assess risk 

factors from a service user centered perspective, and also with the recommendations 

from the Accidental Injury Task Force’s Working Group on Older People, who reported 

that falls of people aged 65-74 years are more likely to be due to extrinsic factors, while 

intrinsic factors are more important for those aged 80 + years.
248
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5.3.4 Contributory Factors 

The UK NPSA falls study had a completion rate for contributory factors of 12.3 per 

cent, with 17 per cent of this data recorded as unknown.249 However, in this study less 

than one per cent of incidents have contributory factors and systemic root causes 

included and a similar number of reports use the “Other” option, which essentially is the 

equivalent of unknown, unless the free text box made available to elaborate is 

completed.  This pre-determined list of possibilities on STARSWeb may be completed 

by people who are one step removed from the incident and who will be using the 

incident report form to inform their decisions and/or may have completed a review. The 

predetermined list available for selection is based on the contributory factors outlined in 

the London Protocol. 
250

 In the small sample of incidents for which this variable has 

been completed, “failure to monitor”, “user error”, “safety culture issues”, “lack of 

supervision”, “workload”, “resource” and “staffing level/skill mix issues” predominated. 

Falls events, either individually or in aggregate, especially those rated “moderate” or 

“high” risk or where their frequency is high in a particular area, need a systems analysis 

review to learn lessons, target interventions and improve the quality and reliability of the 

systems of care. The HSE Quality and Risk Management Standard 
251

 and the Serious 

Incident Management Team (SIMT)252 demands such an approach. Consequently, the 

implementation of the National Strategy to prevent falls and fractures would provide 

leadership and co-ordination of services across traditional care boundaries to ensure that 

this particular risk for older people is being systematically and comprehensively 

addressed to reduce the incidence and severity of injuries from falls. 
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5.4 Consequences of falls in terms of Claims  

Claims data are primarily collected to help determine legal liability and to establish the 

quantum of damage. It has not been explicitly gathered to inform system improvements. 

However, given the seriousness of the errors and the damage caused it is important to 

consider how best to manage claims data to be more directly useful to improving patient 

safety. 
253

 Of all open and closed claims (n=3,040) being managed by the State Claims 

Agency from its inception in December 2001 up to and including 22nd December 2008, 

3.1 per cent (n=95) are directly related to falls and relevant to the timeframe of this 

study. However, given the numbers of claims involved few inferences can be reliably 

made from this data. 

 

The consequences of falls were purposefully explored by studying falls-related claims 

profiles, using such variables as specialty, incident type specific, age, gender, outcome, 

risk rating and likelihood of claim. This study noted a marked decrease in falls claims 

during the five year time period of this study. This may be related to the reduced 

timeframes for taking a claim under the Statute of Limitations, 
254

 which was decreased 

from 3 years to 2 years with the introduction of the Civil Liability and Courts Act 2004. 

The procedural timeframes are considerably shortened such that the plaintiff must issue 

a Letter of Claim to the defendant within two months of cause of action.  

 

In this study the majority of claims (82 per cent) were from the acute sector, similar to 

the UK NPSA falls study findings (93 per cent)*. 255 The difference in claims profiles 

between the various HSE Administrative Areas, in that almost fifty per cent are from 

Dublin Mid-Leinster, twenty three per cent from the South, twenty per cent from the 

West and the remainder from Dublin North East, may be attributable to differences in 
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hospital activity levels, 256 service users’ profiles, the structural organisation of services 

and the impact of institutional and community-based falls prevention programmes.  

 

Given that the majority of falls incidents arose from the specialities of Medicine and 

Surgery, and their sub-specialities, it is not surprising that these specialities also yielded 

the majority of falls-related claims. This finding confirms the need for the ongoing 

development, communication, implementation and evaluation of integrated, multi-

disciplinary, multi-agency, multi-factorial falls and fracture care pathways for service 

users, that would ensure individualised risk assessments are being carried out in a timely 

manner and appropriate interventions are being arranged.  

Emergency Medicine accounted for 11.6 per cent of all claims but only 1.5 per cent of 

all falls events reported. This may be explained in part by the findings of an Irish study 

of 282 people who attended the Emergency Department (ED) with a fall, where sixty per 

cent had experienced a previous fall, but only 1.4 per cent were assessed for their falls 

risk.
257

 The findings from this study concur with a UK study by Snooks et al 
258

 that 

concluded that current provision of emergency care by the ambulance service to older 

people who fall does not meet their need due to the high patterns of non-conveyance to 

the ED to allow for multi-factorial interventions to prevent further falls. A UK Audit of 

outcomes for older people who have fallen was also damning of ED service provision. 

259
 The National Strategy has identified this gap in service provision and recommends 

that “all older people and those at risk (adults of any age) who attend ED or are admitted 

due to a fall related injury should be assessed by the fall/fracture service and the 

appropriate intervention should be arranged.” 260  
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The majority of claims involve service users who fall when moving without supervision, 

similar to the circumstances described for falls incidents.  This concurs with the findings 

of the UK NHSLA study on falls–related claims. 
261

  In this Irish study more females 

than males are involved in claims actions, with over half of all claims involving those 

aged 65 years and older. Over 31 per cent of these claims related to fractures and 26 per 

cent related to fatalities. This latter finding may be linked to the greater number of 

women than men who died due to a fall over a five year period from 2000-2004. 262 

According the National Strategy substantially more women suffered hip fractures, upper 

limb injuries and head injuries in 2005, with over seventy per cent of hospitalisations 

amongst older people for falls-related injuries involving women. 263  

 

This study shows that within both the Acute and PCCC sectors outcomes such as 

“fatality” and “fracture” are substantially higher than all other outcomes. “Risk rating” 

and “likelihood of claim” gives some indication as to how the enterprises scoring the 

falls events perceive the actual and potential risks to their service users and organisations 

corporately. Both of these scoring variables were used on approximately twenty per cent 

of claims. Almost 40 per cent of claims with time of day inputted occurred at lunchtime 

or mid morning within the acute sector and mid afternoon in both sectors. Given the 

predominance of falls incidents occurring during these times this finding is to be 

expected. Only one of the fatalities was risk rated ‘high’ and a third of claims were risk 

rated ‘moderate’ for such outcomes as “fracture”, “laceration” and “pain and suffering”. 

Thirty per cent of all claims with an outcome of “No apparent injury/reaction” were 
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261
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rated as being ‘Low’ or ‘Very Low’ risk. In terms of ‘Likelihood of Claim’ all fatalities 

were considered likely to claim but only 60 per cent of fractures and 25 per cent of 

lacerations were deemed likely or very likely to proceed to claim. The patterns of use of 

such risk assessment tools as ‘risk rating’ and ‘likelihood of claim’ may be explained by 

incomplete data at the time of rating, ambiguous interpretations of actual or potential 

risk, limited understanding/experience of risk and/or claims rating within risk 

management, cultural pressures to down grade risk and /or claims, limited resources and 

competing demands to actually rate incidents and/or claims.  

 

5.5 Study Limitations 

This study primarily used published articles resulting in possible publication biases. 

The dataset is based on self-reporting of incidents and any reporting biases associated 

such that data interpretation should be taken with caution. Such reports would need to be 

verified by case review to reduce any potential reporting biases. The design of the 

reporting ICT interface, in that it offers pre-determined lists of possibilities may be 

excluding other items considered important by practitioners. 

Some variables have significant levels of missing data. The gaps in the information 

reported may reduce the validity and generalisability of some of the findings such as 

those relating to claims and the clinical contributory and systemic factors of incidents. 

The study does not look at variation between individual enterprises/organisations.  

The gradual take up of the STARSWeb capability over the five years made regional and 

sectoral comparisons difficult as any substantial differences found may have been 

confounded by the varying take up in the reporting capability of enterprises during the 

study period. 

The author’s inexperience with SPSS prior to undertaking this study may have limited 

the approach taken to the data analysis and presentation. This study does not present 

complex multi-factorial analysis. The latter would require the use of more advanced 

statistical techniques, such as logistical regressions.   

The reporting of falls by staff is substantially greater than for other incident types. This 

may be attributed to the limited recognition by staff of other incident types as being 

reportable. In the case of doctors, more senior doctors may be delegating reporting to 
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their more junior colleagues who may be unfamiliar with the reporting mechanisms in 

place and consequently may not feel adequately supported to report. 

 

 

5.6 Recommendations  

Recommendations emanating from this study will be outlined under two headings, 

implications for practice and implications for research. These recommendations will 

primarily be directed at those stakeholders whom the author considers best resourced to 

manage them effectively and efficiently. A cost benefit analysis of these 

recommendations would be of benefit in determining how best to prioritise. 

 

5.6.1 Implications for practice  

1. It is recommended that the Health Service Executive (HSE) use the findings from 

this study to help action the proposed national implementation plan outlined in the 

National Strategy on Falls and Bone Heath, ‘Preventing falls and fractures in 

Ireland’s Ageing Population’.  

 

2. It is recommended that service commissioners and providers use the national, 

sectoral and regional findings of this study on falls-related incident reporting to 

bench-mark falls trends, and use the learnings to inform corporate and clinical risk 

management practices. Such practices should ensure that staffing levels, skill mix 

and environmental safety are managed sufficiently to address the high frequency of 

unsupervised falls being reported at peak periods.  

 

3. It is recommended that organisational management and clinical leads within 

hospitals and acute settings, where the majority of falls are reported as occurring, 

should ensure the ongoing development, communication, implementation and 

evaluation of an integrated, multi-disciplinary, multi-factorial fall and fracture care 

pathway for citizens, in accordance with evidence based best practice and in keeping 

with the National Strategy. 
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4. It is recommended that clinical leads and healthcare professionals exploit 

opportunities to screen all older people, especially those aged 75 years and older, for 

their falls risk at least once a year. All older people and those at risk of falling (such 

as adult females aged 30-44 years and children 0-4 years) who attend emergency 

departments, or are admitted to hospital due to a fall, need to receive an 

individualised risk assessment and multi-factorial, multi-disciplinary, multi-agency 

interventions appropriate to the risk factors identified. 

 

5. It is recommended that HSE Managers and organisational management, to include 

Clinical Leads, use falls rates, risk ratings, outcomes, contributory factors and 

actions taken as derived from incident reported data (in conjunction with risk 

assessments, audit, complaints and claims data) as performance measurement 

indicators to measure progress being made nationally, regionally, sectorally and 

locally with respect to falls prevention and injury reduction at risk citizens.  

 

6. It is recommended that the CIS, in consultation with the HSE and HIQA, formulate 

guidelines regarding critical data that needs to be reported in relation to falls events 

in keeping with the requirements of any proposed national implementation plan for 

falls and fracture prevention.  

 

7. It is recommended that Clinical Managers and Risk Managers/Co-ordinators ensure 

that the quality and quantity of data submitted via incident reporting of falls is 

sufficient to allow for meaningful trend analyses and the actioning of targeted 

interventions to reduce falls and prevent injuries to citizens. 

 

8. It is recommended that the HSE in collaboration with the CIS, HIQA and the 

Department of Health and Children (DOHC) reduce barriers to incident reporting by 

exploring the potential integration of incident reporting into an electronic patient 

record system (especially in such potentially ‘high risk’ specialties as medicine), 

surgery and emergency medicine) to ensure safe, reliable quality outcomes for 

service users/ citizens. 
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9. It is recommended that the HSE in collaboration with the CIS, HIQA and the DOHC 

reduce barriers to incident reporting by exploring innovative technologies, such as 

personal digital assistants (PDAs) to enable personal monitoring and greater ease of 

incident reporting by health and social care workers. 

 

10. It is recommended that organisational management and clinical leads engage 

actively with the patient safety culture within their respective organisations through 

the use of such tools as safety culture surveys and focus groups to foster an open, 

just and responsible culture conducive to open communications, while using incident 

reporting as one of the tools to monitor progress.  

 

11. It is recommended that the HSE in collaboration with professional/specialist colleges 

use the findings of this study to promote incident reporting of all incident types 

amongst all categories of staff, but in particular doctors through targeted quality and 

risk education initiatives, integrated quality and safety committees, clinical audit 

fora, morbidity and mortality meetings, conferences and academic exchanges. 

 

12. It is recommended that professional/specialist colleges of medicine address the 

cultural barriers to incident reporting amongst their members, at undergraduate and 

post-graduate levels, especially as it relates to the collegial and professional control 

of quality outcomes for citizens. 

 

13. It is recommended that CIS commit to continuing to provide secondary analysis of 

STARSWeb data on falls events to inform the performance measurement of service 

users’ outcomes, an integral part of any proposed National Falls and Fracture 

Prevention Implementation Plan. 

 

14. It is recommended that CIS carry out systematic secondary analysis of other 

categories of STARSWeb data to cast light on other aspects of clinical risk and to 

develop capacity for more sophisticated statistical and epidemiological analysis. 
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5.6.2 Implications for research 

It is expected that this study will be used to inform the national and international 

research literature on falls given the topic and the epidemiological nature of the study. 

To strengthen the baseline data established for reported falls incidents in Ireland in this 

study, any future research should include an analysis of the free text fields of falls events 

using  analysis tools such as SPSS Text Analysis. This additional data would serve to 

validate and enhance the reported data findings. This study could be reworked when the 

proposed national implementation plan for falls and fracture prevention is actioned given 

that the trends identified in this study over a five year period present the situation in 

Ireland in the absence of such a plan as outlined in the National Strategy on Falls and 

Bone Heath, ‘Preventing falls and fractures in Ireland’s Ageing Population’.  

 

5.7 Conclusions 

This thesis has addressed the author’s hypothesis that incident reporting and claims 

builds understanding as to the frequency, characteristics, contributory factors and 

consequences of falls, in various settings, serving to highlight important problem areas 

for targeted evidence-based interventions in keeping with the National Strategy 

‘Preventing Falls and Fractures in Ireland’s Ageing Population’. The findings from this 

study will be important in benchmarking falls-related incident reporting trends 

nationally, regionally, sectorally and locally within Ireland. They will serve to confirm 

the importance of incident reporting as a key risk management tool in promoting patient 

safety with respect to falls and fracture prevention. The dissemination of the study’s 

findings will increase awareness of the problem of falls and fractures for high risk 

groups which is the first goal of the National Strategy. The ongoing secondary analysis 

of STARSWeb falls data, as demonstrated in this study, will serve to inform the 

development of key performance measurement indicators, an integral part of any 

proposed national implementation plan. Given the epidemiological nature of the study it 

is expected that it should make a contribution to the international literature on falls and 

the global drive to reduce the incidence and severity of injury from falls. Further 

research is needed to address barriers to incident reporting, balancing a desire for 

meaningful analysis and follow up with clinicians’ desires to make reporting less time 

consuming. In addition, research is needed to continue to exploit the capability of 
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STARSWeb as a key risk and claims management information system for any proposed 

National Strategy implementation plan. 
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STARSWeb 
STARSWeb 264 is a risk management information system developed from the 1990s by 

C S STARS, a business unit of Marsh that is a risk and insurance services firm 

headquartered in the United States of America. Data gathered is hosted through STARS 

ASP (Application Service Provider) on Internet technology, to provide users with 

remote-access data warehousing that is secure. STARSWeb uses two levels of password 

authentication and dual firewall technology to provide the highest levels of security. 

Information sent to a user’s computer is an encrypted display of what is actually 

occurring on the server, and therefore no actual raw data is transmitted over the Internet. 

From November 2003 the CIS has been facilitating access to STARSWeb for enterprises 

indemnified by the scheme in fulfillment of their legal requirement to report adverse 

events to the SCA 

 

Data Selection 

Under event details, users select various mandatory fields from a selection of pre-

determined drop down menus. These fields include such categories as specialty, 

subspecialty, general nature of event (Slips/Trips/Falls for this study, one of eighteen 

available), specific nature of event and where and when the event occurred. Enterprises 

can record information and assign it according to Specialty, of which there are 16, (e.g. 

Medicine, Surgery, Paediatrics, Emergency Medicine etc.). This list of specialties is 

broken down further to include the category of sub-specialty, of which there are 78 sub-

specialties (See Appendix 4 for a complete list of specialties and sub-specialities). Data 

compiled for each specialty allows for the identification of issues that are specific to that 

specialty.  

 

Another field of specific relevance to this study is that of the claims field.  This field is 

visible internally within the SCA and is populated by Clinical Claims Managers.  

                                                           
264  C S Stars, "About STARS," 

http://www.starsinfo.com/AboutSTARS/AboutSTARS.aspx?site=AboutSTARS 

(accessed 9th May, 2009). 
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On STARSWeb, claim status is categorised using the following options  

(Table 3.12.): 

Open No Claim Statute Barred 

Case Settled  Case discontinued  Case dismissed- costs to State 

Case for other insurer Lodgement/tender accepted Indemnity received 

Damages & costs to plaintiff Struck out for want of prosecution Case dismissed- no decision as to 

costs 

Table 1. Claim Status Categories. 

 

STARSWeb Report Requisition and Development Process 

For this study numerous reports were required so as to allow for a detailed analysis of 

falls incidents and claims.  Within the SCA there is a specific process for requisitioning 

reports in order to quality assure the data.  When a report is required, a request is made 

to the Risk Officers who generate reports based on the specific requirements of the 

requesting Clinical Risk Advisor. A template for the suite of reports (to include falls-

related incidents, near misses, pre-claims and claims) for this study was finally agreed 

and produced.  As part of the SCA quality assurance process, reports are rerun and 

validated by a second Risk Officer and results cross referenced for accuracy. When 

finalised, Reports are submitted to the Clinical Risk Advisor for review and signed off.  

The suite of reports collated data with regard to the national clinical picture of falls 

events reported to the CIS for the period, 1
st
 January, 2004 to the 30

th
 September, 2008 

inclusive and created on STARSWeb as of 23
rd

 December, 2008. The dataset included 

20 variables. 

 

Data Features 

The dataset used in this study related to falls events happening to individuals while in 

care. This means that there is separate information held for each individual who has 

suffered an adverse event. This allowed for the aggregation of data according to specific 

groups, that is gender, age groups, enterprises, healthcare settings and HSE 

Administrative Areas of which there are currently four: HSE West, South, Dublin-Mid 

Leinster and Dublin North East. Some of the difficulties of aggregated data versus 

individual data is that it is susceptible to confounding whereby groups when separated 

by time and space may not be causally related and also findings for groups may not be 
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transferable to individual entities.
265

 However, Hulley et al also state that aggregated 

data may be used to test the plausibility of a new hypothesis or generate a new 

hypothesis that may need to be pursued using individual type data.
266

 The data used in 

this study has primarily been collected via STARSWeb. Incidents and near misses are 

anonymised to CIS staff and are only de-anonymised by Claims Managers when revised 

to pre-claim, inquest or claims status. This is in keeping with the Data Protection Act, 

1988 and its amendments in 2003 on the protection of individuals with regard to the 

processing of personal data.
267

  

 

Data Analysis 

The results of the analysis carried out in SPSS will be converted to graphics using 

Microsoft Excel 2003. Microsoft Word 2000 will be used to incorporate graphs and 

tables into the main body text of the thesis.  Relevant detailed tables from the 

STARSWeb User Manual Version 2.10 and other material inappropriate to the text will 

be presented in the appendices. The falls data report for this period has been quality 

assured according to SCA procedures. The data findings were obtained using such 

descriptive analysis procedures as frequencies and cross tabulations. Frequencies are 

most suited to the analysis of categorical data of which there are 20 variables in the 

original dataset. Variables are defined units of information that are specified so as to 

allow for meaningful manipulation of the data. Cross tabulations explore the 

relationships between variables. Both descriptive analysis tools were used to allow for 

the testing of assumptions and the hypothesis proposed by the author.  

                                                           
265

  Hulley, Stephen B., Cummings, Steven R., ed., Designing Clinical Research an 

Epidemiological Approach (Baltimore, MD 21202, USA: Williams and Wilkins, 1988), 

p.54. 
266

  Ibid, p.54. 
267  Data Protection Commissioner, Data Protection Act 1988 and Data Protection 

(Amendment) Act 2003, http://www.dataprotection.ie (accessed 9th May, 2009). 
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Confidentiality 

All survey data will be treated as strictly confidential and steps will be taken to ensure 

that no information will be published about identifiable persons or 

organisations/enterprises without their express permission. While their exists in theory a 

potential conflict in relation to the need to disclose information relating to clinical 

incidents and the need to maintain patient confidentiality, in practice the CIS processes 

and information are fully in compliance with the Data Protection Acts 1988 and 2003. 

However, the National Health Information Strategy published in 2004 
268

 recognises the 

limitations of the current legislative framework to support appropriate activities, while 

protecting privacy and confidentiality, so that information may be “fully exploited to 

help health professionals provide safer care.”  

 

 

 

 

 

 

                                                           
268  Department of Health and Children, National Health Information Strategy (Dublin: 

Department of Health and Children,[2004]). p.70. 
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Speciality                     Sub-speciality    Code            Specialty Sub-specialty         Code 

Anaesthesia  2000    Surgery 
 A000 

 Anaesthesia General 2100    Breast Surgery A100 

 Pain Management 2200    Cardio-thoracic Surgery A200 

 Intensive Care 2300    Gastro-intestinal Surgery A300 

Elderly Services 
 1Z00    General Surgery A400 

 Elderly Services 1Z10    Neurosurgery A500 

Emergency 
Medicine  3000 

   
Ophthalmic Surgery A600 

 Emergency Medicine 3100    Oral & Maxillofacial A700 

Medicine 
 4000    Orthopaedic Surgery A800 

 Cardiology 4100    ENT/Otolaryngology A900 

 Dermatology 4200    Plastic Surgery AB00 

 Endocrinology 4300    Urology AC00 

 Gastroenterology 4400    Vascular Surgery AD00 

 

General Medicine 4500 

   
Community Health Services 

 

 

 

B000 

 Genito-urinary Medicine 4600    Child Health - Surveillance B200 

 Geriatric Medicine 4700    Child Protection B300 

 Infectious Diseases 4800    Dental Care - General B600 

 Medical Genetics 4900    Dental Care Orthodontics B700 

 Medical Oncology 4A00    Environmental Health B900 

 Nephrology 4B00    Health Promotion BA00 

 
Neurology 4C00 

   Infectious Diseases 

Epidemiology BB00 

 
Palliative Medicine 4D00   Allied Professional Services 

 C000 

 Rehabilitation Medicine 4E00    Audiology C100 

 Respiratory Medicine 4F00    Counselling C200 

 Rheumatology 4G00    Dental Care – General C300 

Paediatrics - 
General  5000 

   
Dental Care – Orthodontics C400 

 Neonatology 5100    Nutrition & Dietetics C500 

 General 5700    Occupational Therapy C600 

 Surgery 5800    Ophthalmology C700 

Laboratory 
Services  6000 

   
Optometry / Orthoptics C800 

 Pathology - General 6100    Physiotherapy C900 

 Microbiology 6200    Psychology CA00 

 Biochemistry 6300    Speech & Language Therapy CB00 

 Histopathology 6400    Social Work CC00 

Haematology 
 7000    Ambulance CD00 

 Haematology - General 7100    Chiropody/Podiatry CE00 

 Haematology - Transfusion 

Medicine 7200 

   
Pharmacy CF00 

Mental Health 
 8000 

  Obstetrics 
 D000 

 Adult Mental Health 8100    Ante Natal D100 

 Child & Adolescent Mental 

Health 8200 
   

Delivery D200 

 Drug & Alcohol Treatment 8300    Post Natal  

Radiology 
 9000 

  Gynaecology 
 E000 

 Radiology - General 9100    Gynaecology E100 

 Radiation Oncology 9200   Disability 
 F000 

 CT / MRI 9300    Disability Services B800 

Other 
 Z000 

   Learning/Intellectual 
Disability F100 

 Other Z100    Physical/Sensory Disability F200 
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Within PCCC (Table 2), when missing data is excluded, Dublin North East risk rated 

most incidents (n=6,851) and also had the least number of non risk rated incidents (15 

per cent or n=2,501) of all areas. 
Locations in HSE Administrative Areas crosstabulated with Risk Rating for the PCCC Sector 
 

Risk 

Rating 

 

 

No 

Risk 

rating 

 

 

Per 

cent 
High 

(Red) 

 

 

Per 

cent 

Moderate 

 

(Orange) 

 

 

Per 

cent 

Low 

(Yellow) 

 

 

Per 

cent 

Very 

Low 

(Green) 

Per 

cent 

Total 

Per 

cent 

Dub  

ML 5969 

 

 

35% 

 

122 64% 508 

 

 

34% 
1340 

 

 

16% 
832 10% 8771 25% 

Dub 

NE 2501 

 

 

15% 

 

65 34% 732 

 

 

49% 
577 

 

 

7% 
5477 67% 9352 27% 

West 
4577 

 

27% 0 0% 122 

 

8% 4200 

 

51% 830 10% 9729 28% 

South 3848 

 

23% 3 2% 125 

 

8% 2180 

 

26% 1096 13% 7252 21% 

Total 

16895 

 

 

100% 

 

190 100% 1487 

 

 

100% 
8297 

 

 

100% 
8235 100% 35104 100% 

Table 2. Frequency of falls events crosstabulated by Risk Rating within the HSE Administrative 

Regions by PCCC sector and occurring from 1
st
 January, 2004 to 30

th
 September, 2008. 

 

Dublin North East also had the least number of non risk rated incidents within the Acute 

Sector (1 per cent or n=281) (Table 3). Within PCCC Dublin Mid Leinster reported the 

highest frequency of incidents risk rated High.(64 per cent or n=122) while within the 

Acute sector the West reported most High risk rated incidents (80 per cent or n=136).  

Locations in HSE Administrative Areas crosstabulated with Risk Rating for the Acute Sector 

 

Risk 

Rating 

 

 

No 

Risk 

rating 

 

 

Per 

cent 
High 

(Red) 

 

 

Per 

cent Moderate 

(Orange) 

 

 

Per 

cent 
Low 

(Yellow) 

 

 

Per 

cent 

Very 

Low 

(Green) 

Per 

cent Total 

Per 

cent 

Dub  

ML 14734 71% 12 7% 8086 50% 993 41% 2005 21% 25830 53% 

Dub 

NE 281 1% 14 8% 2390 15% 482 20% 3605 37% 6772 14% 

West 2636 13% 136 80% 2935 18% 884 36% 2018 21% 8609 18% 

South 2973 14% 8 5% 2639 16% 88 4% 2121 22% 7829 16% 

Total 20624 100% 170 100% 16050 100% 2447 100% 9749 100% 49040 100% 

Table 3. Frequency of falls events crosstabulated by Risk Rating within the HSE Administrative 

Regions by Acute sector and occurring from 1
st
 January, 2004 to 30

th
 September, 2008. 

 

Within PCCC Dublin North East reported the most incidents risk rated Moderate (49 per 

cent or n=732). Dublin North East also reported most incidents risk rated Very Low 

within both PCCC and the Acute sector. 
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Slightly more women than men fell while moving without supervision, fifty per cent of 

women compared to 49 per cent of men.  

Frequencyof Falls Events by Incident Type Specific and Gender 

reported from 1
st
 Jan. 2004-30

th
 Sept.2008 

Gender Missing 

Gender Percent  Female Percent  Male Percent Total Percent 
Missing Incident 

Type  

13 1% 522 1% 520 1% 1055 1% 

Other 

0 0% 2 0% 2 0% 4  

Patient fall from 

bed/cot 

342 23% 7691 18% 9074 23% 17107 21% 

Patient fall from 

chair 

228 15% 6918 17% 6845 17% 13991 17% 

Patient fall from 

commode 

24 2% 906 2% 381 1% 1311 2% 

Patient fall from 

hoist 

1 0% 34 0% 29 0% 64 0% 

Patient fall from 

toilet 

55 4% 1238 3% 1001 3% 2294 3% 

Patient fall from 

trolley 

9 1% 91 0% 162 0% 262 0% 

Patient fall 

moving under 

supervision 223 15% 3776 9% 2672 7% 6671 8% 

Patient fall 

moving w/o 

supervision 591 40% 21032 50% 19762 49% 41385 50% 

Total plus 

missing data 

1486 101% 42210 101% 40448 101% 84144 101% 

Total minus 
Missing data 1473 100% 41688 100% 39928 100% 83089 100% 
Table 4. Rate of falls events by Incident Type Specific and Gender, occurring from 1

st
 January, 2004 

to 30
th

 September, 2008. 

 

In addition, the number of males falling from the bed /cot (23 per cent or n=9,074) was 

slightly greater than for females (18 per cent or n=7,691). The majority (97 per cent) of 

falls events reported (n=81,616) have both gender and incident type specific recorded. 
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Frequency of Falls by Incident Type and Age Grouped from 
1st Jan. 2004 - 30th Sept. 2008 
Age Grouped Less 

than 39 

Per 

cent 40-64 

Per 

cent 65-74 

Per 

cent 75-84 

Per 

cent 85+ 

Per 

cent Total 

Per 
cent 

 Incident Type 

Missing 

77 1% 154 1% 169 1% 357 1% 209 1% 966 1% 

Other 

0 0% 0 0% 1 0% 2 0% 1 0% 4 0% 

Patient fall 

from bed/cot 

1212 18% 2383 18% 2928 20% 5612 21% 3669 21% 15804 20% 

Patient fall 

from chair 

817 12% 1882 15% 2418 17% 4658 18% 3160 18% 12935 17% 

Patient fall 

from 

commode 43 1% 188 1% 227 2% 433 2% 323 2% 1214 2% 

Patient fall 

from hoist 

4 0% 13 0% 10 0% 16 0% 17 0% 60 0% 

Patient fall 

from toilet 

170 3% 426 3% 430 3% 701 3% 388 2% 2115 3% 

Patient fall 

from trolley 

56 1% 94 1% 35 0% 41 0% 21 0% 247 0% 

Patient fall 

moving under 

supervision 1258 19% 1466 11% 939 7% 1428 5% 811 5% 5902 8% 

Patient fall 

moving w/o 

supervision 3141 46% 6305 49% 7132 50% 13279 50% 8534 50% 38391 49% 

Total 6778 100% 12911 100% 14289 100% 26527 100% 17133 100% 77638 100% 
Table 5. Rate of fall events by Incident Type and Age grouped into five (5) categories, reported from 

1
st
 January, 2004 to 30

th
 September, 2008. 

 

A majority of incidents (92.3 per cent or n=77,638) had age included with incident type. 

While “patient falling moving without supervision”, accounted for 49 per cent (n=38,391) 

of all incident types reported there was no appreciable difference between the different age 

groups. This trend was similar for patients falling from beds/cots or falling from chairs.
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Seventy two (72) sub-specialities out of a possible eighty four (84) were used. Only 0.3 

per cent (n=275) of incidents had no sub-speciality inputted (Table 6). For clarity all 

sub-specialities (n=46) that are registering a total figure of 0.3 per cent or less have been 

aggregated and displayed underneath * the caption of Table 6 as a Combined Sub-total 

(3.8 per cent or n= 3,222). 

Frequency of Falls by Sub-speciality and Sector from  1
st
 Jan. 2004 – 30

th
 Sept. 2008. 

Sector PCCC Acute Total 

 
Sub-speciality 

Count 

Column 

N % 

Table 

N % Count 

Column 

N % 

Table 

N % Count 

Column 

N % 

Table 

N % 

Adult Mental Health 5782 16.5% 6.9% 1183 2.4% 1.4% 6965 8.3% 8.3% 

Cardiology 2 .0% .0% 1168 2.4% 1.4% 1170 1.4% 1.4% 

Disability Services 319 .9% .4% 0 .0% .0% 319 .4% .4% 

Elderly Services 373 1.1% .4% 27 .1% .0% 400 .5% .5% 

Emergency Medicine 14 .0% .0% 1265 2.6% 1.5% 1279 1.5% 1.5% 

Endocrinology 0 .0% .0% 753 1.5% .9% 753 .9% .9% 

ENT/Otolaryngology 0 .0% .0% 294 .6% .4% 294 .4% .4% 

Gastroenterology 2 .0% .0% 1442 2.9% 1.7% 1444 1.7% 1.7% 

General 274 .8% .3% 713 1.5% .9% 987 1.2% 1.2% 

General Medicine 514 1.5% .6% 16791 34.3% 20.0% 17305 20.6% 20.6% 

General Surgery 9 .0% .0% 4123 8.4% 4.9% 4132 4.9% 4.9% 

Geriatric Medicine 21256 60.8% 25.3% 6437 13.2% 7.7% 27693 33.0% 33.0% 

Haematology - General 1 .0% .0% 519 1.1% .6% 520 .6% .6% 

Learn./Intellect.disability 2854 8.2% 3.4% 1 .0% .0% 2855 3.4% 3.4% 

Medical Oncology 2 .0% .0% 1307 2.7% 1.6% 1309 1.6% 1.6% 

Nephrology 0 .0% .0% 717 1.5% .9% 717 .9% .9% 

Neurology 2 .0% .0% 759 1.6% .9% 761 .9% .9% 

Neurosurgery 0 .0% .0% 589 1.2% .7% 589 .7% .7% 

Orthopaedic Surgery 170 .5% .2% 2640 5.4% 3.1% 2810 3.4% 3.4% 

Other 1277 3.7% 1.5% 1901 3.9% 2.3% 3178 3.8% 3.8% 

Radiation Oncology 0 .0% .0% 358 .7% .4% 358 .4% .4% 

Rehabilitation Medicine 1288 3.7% 1.5% 217 .4% .3% 1505 1.8% 1.8% 

Respiratory Medicine 2 .0% .0% 1575 3.2% 1.9% 1577 1.9% 1.9% 

Rheumatology 3 .0% .0% 837 1.7% 1.0% 840 1.0% 1.0% 
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Urology 0 .0% .0% 329 .7% .4% 329 .4% .4% 

Vascular Surgery 0 .0% .0% 603 1.2% .7% 603 .7% .7% 

Total * 34948 100.0% 41.7% 48921 100.0% 58.3% 83869 100.0% 100.0% 

Table 6. Frequency of Falls events by Sub-specialty and Sector, occurring from 1
st
 January, 2004 to 

30
th

 September, 2008. 

 

Combined Sub-total * 804 2.3% - 2418 4.9% - 3222 3.8% - 

 

Within the PCCC sector the sub-speciality of Geriatric Medicine accounted for 60.8 per 

cent (n=21,256) of all falls events reported and 25.3 per cent of the total number of falls 

events for this sub speciality when compared with the Acute sector at 7.7 per cent 

(n=1,307). Within the Acute sector the sub-speciality of General Medicine accounted for 

20 per cent (n=16,791) of all falls events reported while the PCCC sector contributed 0.6 

per cent (n=514) of the total. Also included under the speciality of Medicine were 

Respiratory Medicine (1.9 per cent or n=1,577), Gastroenterology (1.7 per cent or 

n=1,444), Rehabilitation Medicine (1.8 per cent or n=1505), Medical Oncology (1.6 per 

cent or n=1,309), Rheumatology (1.0 per cent or n= 840) and Cardiology (1.4 per cent or 

n=1,170).  

 

The majority of falls events occurring under these sub-specialities happened within the 

Acute sector where these services are currently provided. A similar trend was noted with 

respect to the speciality of Surgery which accounted for 11.2 per cent (n=9,447) of falls 

events reported by all specialities; The Surgery sub-specialities of General Surgery (4.9 

per cent or n=4,123) and Orthopaedic Surgery (3.4 per cent or n=2,810) were reporting 

from within the Acute sector where these services are currently provided. The sub-

speciality of Adult Mental Health was the dominant reporter of falls events within 

Mental Health at 8.3 per cent (n=6,965) nationally, with the majority of these events 

being reported from within the PCCC sector (n=5,782 or 6.9 per cent). Disability 

reported 3.9 per cent (n=3,258) nationally. All falls events, except one (1), were reported 

from within PCCC with the majority inputted under the sub-speciality of 

Learning/Intellectual Disability (3.4 per cent or n=2,855). 
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Frequency of Falls by Time of Day and Sector from 

1
st
 Jan. 2004-30

th
 Sept. 2008. 

Sector PCCC Acute Total 

Time 
Count Column N % Count Column N % Count Column N % 

00:00 - 00:59 900 2.7% 1575 3.6% 2475 3.2% 

01:00 - 01:59 849 2.6% 1742 3.9% 2591 3.4% 

02:00 - 02:59 813 2.5% 1829 4.1% 2642 3.4% 

03:00 - 03:59 725 2.2% 1701 3.8% 2426 3.1% 

04:00 - 04:59 760 2.3% 1771 4.0% 2531 3.3% 

05:00 - 05:59 782 2.4% 1676 3.8% 2458 3.2% 

06:00 - 06:59 972 3.0% 1708 3.9% 2680 3.5% 

07:00 - 07:59 1028 3.1% 1665 3.8% 2693 3.5% 

08:00 - 08:59 1284 3.9% 1541 3.5% 2825 3.7% 

09:00 - 09:59 1575 4.8% 2048 4.6% 3623 4.7% 

10:00 - 10:59 2051 6.2% 2566 5.8% 4617 6.0% 

11:00 - 11:59 2189 6.7% 2563 5.8% 4752 6.2% 

12:00 - 12:59 1658 5.0% 1790 4.0% 3448 4.5% 

13:00 - 13:59 1883 5.7% 2134 4.8% 4017 5.2% 

14:00 - 14:59 2018 6.1% 2262 5.1% 4280 5.6% 

15:00 - 15:59 1971 6.0% 1936 4.4% 3907 5.1% 

16:00 - 16:59 1739 5.3% 1818 4.1% 3557 4.6% 

17:00 - 17:59 1680 5.1% 1674 3.8% 3354 4.4% 

18:00 - 18:59 1618 4.9% 1949 4.4% 3567 4.6% 

19:00 - 19:59 1441 4.4% 1759 4.0% 3200 4.2% 

20:00 - 20:59 1097 3.3% 1408 3.2% 2505 3.2% 

21:00 - 21:59 1408 4.3% 1414 3.2% 2822 3.7% 

22:00 - 22:59 1363 4.1% 1805 4.1% 3168 4.1% 

23:00 - 23:59 1087 3.3% 1871 4.2% 2958 3.8% 

Total 32891 100.0% 44205 100.0% 77096 100.0% 

Table 7. Frequency of Fall events reported by Time of Day in the PCCC and  

Acute Sectors and occurring from 1
st
 January, 2004 to 30

th
 September, 2008. 

 



 

  

 

Appendix 10 Frequency of Falls by Time of Day and Sector within HSE 

Administrative Areas, from 1
st
 Jan. 2004-30

th
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Frequency of Falls by Time of Day and Sector within HSE 

Administrative Areas from 1
st
 Jan. 2004-30

th
 Sept. 2008. 

HSE Areas 
Dub ML Dub NE West South Total 

PCCC  

Count 

Column N 

% Count 

Column N 

% Count 

Column N 

% Count 

Column N 

% Count 

Column N 

% 

00:00 - 

00:59 
137 1.8% 160 1.8% 193 2.0% 410 5.9% 900 2.7% 

01:00 - 

01:59 
143 1.9% 221 2.5% 283 3.0% 202 2.9% 849 2.6% 

02:00 - 

02:59 
166 2.2% 200 2.2% 276 2.9% 171 2.5% 813 2.5% 

03:00 - 

03:59 
138 1.8% 160 1.8% 250 2.6% 177 2.6% 725 2.2% 

04:00 - 

04:59 
138 1.8% 186 2.1% 262 2.8% 174 2.5% 760 2.3% 

05:00 - 

05:59 
154 2.0% 201 2.2% 263 2.8% 164 2.4% 782 2.4% 

06:00 - 

06:59 
190 2.5% 272 3.0% 316 3.3% 194 2.8% 972 3.0% 

07:00 - 

07:59 
237 3.1% 268 3.0% 319 3.4% 204 2.9% 1028 3.1% 

08:00 - 

08:59 
330 4.4% 343 3.8% 385 4.1% 226 3.3% 1284 3.9% 

09:00 - 

09:59 
420 5.6% 444 4.9% 394 4.2% 317 4.6% 1575 4.8% 

10:00 - 

10:59 
532 7.1% 614 6.8% 522 5.5% 383 5.5% 2051 6.2% 

11:00 - 

11:59 
566 7.5% 589 6.6% 630 6.7% 404 5.8% 2189 6.7% 

12:00 - 

12:59 
424 5.6% 449 5.0% 451 4.8% 334 4.8% 1658 5.0% 

13:00 - 

13:59 
422 5.6% 526 5.9% 544 5.8% 391 5.6% 1883 5.7% 

Time 

14:00 - 

14:59 
502 6.7% 543 6.1% 571 6.1% 402 5.8% 2018 6.1% 



 
 

  

15:00 - 

15:59 
467 6.2% 507 5.6% 572 6.1% 425 6.1% 1971 6.0% 

           

16:00 - 

16:59 
442 5.9% 474 5.3% 445 4.7% 378 5.4% 1739 5.3% 

17:00 - 

17:59 
422 5.6% 461 5.1% 462 4.9% 335 4.8% 1680 5.1% 

18:00 - 

18:59 
372 4.9% 411 4.6% 476 5.0% 359 5.2% 1618 4.9% 

19:00 - 

19:59 
313 4.2% 389 4.3% 417 4.4% 322 4.6% 1441 4.4% 

20:00 - 

20:59 
255 3.4% 317 3.5% 327 3.5% 198 2.9% 1097 3.3% 

21:00 - 

21:59 
275 3.6% 464 5.2% 391 4.1% 278 4.0% 1408 4.3% 

22:00 - 

22:59 
272 3.6% 448 5.0% 387 4.1% 256 3.7% 1363 4.1% 

23:00 - 

23:59 
223 3.0% 328 3.7% 300 3.2% 236 3.4% 1087 3.3% 

Total 7540 100.0% 8975 100.0% 9436 100.0% 6940 100.0% 32891 100.0% 

Acute 

00:00 - 

00:59 
695 3.0% 196 3.2% 254 3.2% 430 6.1% 1575 3.6% 

01:00 - 

01:59 
869 3.8% 258 4.3% 336 4.2% 279 3.9% 1742 3.9% 

02:00 - 

02:59 
921 4.0% 248 4.1% 348 4.3% 312 4.4% 1829 4.1% 

03:00 - 

03:59 
841 3.7% 241 4.0% 333 4.1% 286 4.0% 1701 3.8% 

04:00 - 

04:59 
880 3.8% 241 4.0% 365 4.5% 285 4.0% 1771 4.0% 

05:00 - 

05:59 
856 3.7% 228 3.8% 333 4.1% 259 3.6% 1676 3.8% 

Time 

06:00 - 

06:59 
917 4.0% 237 3.9% 304 3.8% 250 3.5% 1708 3.9% 



 
 

  

07:00 - 

07:59 
886 3.9% 214 3.5% 314 3.9% 251 3.5% 1665 3.8% 

08:00 - 

08:59 
887 3.9% 171 2.8% 248 3.1% 235 3.3% 1541 3.5% 

09:00 - 

09:59 
1108 4.8% 278 4.6% 366 4.5% 296 4.2% 2048 4.6% 

10:00 - 

10:59 
1387 6.0% 358 5.9% 462 5.7% 359 5.1% 2566 5.8% 

11:00 - 

11:59 
1321 5.7% 384 6.3% 453 5.6% 405 5.7% 2563 5.8% 

12:00 - 

12:59 
917 4.0% 266 4.4% 290 3.6% 317 4.5% 1790 4.0% 

13:00 - 

13:59 
1099 4.8% 326 5.4% 397 4.9% 312 4.4% 2134 4.8% 

14:00 - 

14:59 
1231 5.4% 297 4.9% 414 5.1% 320 4.5% 2262 5.1% 

15:00 - 

15:59 
984 4.3% 288 4.8% 346 4.3% 318 4.5% 1936 4.4% 

16:00 - 

16:59 
948 4.1% 209 3.5% 336 4.2% 325 4.6% 1818 4.1% 

17:00 - 

17:59 
857 3.7% 245 4.0% 292 3.6% 280 3.9% 1674 3.8% 

18:00 - 

18:59 
1035 4.5% 270 4.5% 344 4.3% 300 4.2% 1949 4.4% 

19:00 - 

19:59 
939 4.1% 232 3.8% 323 4.0% 265 3.7% 1759 4.0% 

20:00 - 

20:59 
770 3.3% 183 3.0% 231 2.9% 224 3.2% 1408 3.2% 

21:00 - 

21:59 
724 3.1% 177 2.9% 258 3.2% 255 3.6% 1414 3.2% 

22:00 - 

22:59 
974 4.2% 242 4.0% 328 4.1% 261 3.7% 1805 4.1% 

23:00 - 

23:59 
940 4.1% 265 4.4% 387 4.8% 279 3.9% 1871 4.2% 

Total 22986 100.0% 6054 100.0% 8062 100.0% 7103 100.0% 44205 100.0% 

Table 8 Frequency of Falls by Time of Day and Sector within HSE Administrative Areas from 1
st
 

January, 2004 to 30
th

 September, 2008. 
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Contributory Clinical Factor (Primary) 
The primary clinical cause of the incident.    
 
Contributory Clinical Factor (Additional) 
Any secondary clinical cause that contributed to the incident.  
Options available for both Primary and Additional Contributory Clinical Factors are: 

� Adverse / allergic reaction 
� Adverse Drug Interaction 
� Blood product incorrectly stored 
� Blood product infused at incorrect rate 
� Consent obtained by inappropriate practitioner  
� Contaminated instrument 
� Contra-indication to the use of medicine 
� Cross-matching error 
� Defective equipment 
� Delay/failure in acting on formal result 
� Delay/failure in recognising complication tm.  
� Delay/failure to treat 
� Delay/failure to do initial assessment 
� Delay/failure to allocate following an initial assessment 
� Delay/failure to deliver child protection care plan 
� Delay/failure to deliver statutory requirements children in care - social worker allocation 
� Delay/Failure to deliver statutory requirements children in care - Statutory Visits 
� Delay/failure to deliver statutory requirements children in care - children in care review 
� Delay/failure to deliver statutory requirements children in care - care plan 
� Delay/failure to do CSA assessment 
� Expired blood product 
� Failure in discharge planning process 
� Failure of antenatal screening 
� Failure of clinical assessment equipment 
� Failure of transportation/collection system 
� Failure to carry out post-op monitoring 
� Failure to determine patient competence 
� Failure to interpret CTG correctly 
� Failure to monitor 
� Failure to monitor intra-operatively 
� Failure to provide adequate information 
� Failure to refer for hospital follow-up 
� Failure to seek consent 
� Failure to undertake clinical assessment 
� Failure/delay ordering appropriate tests 
� Failure/delay to perform tests 
� Illegible documentation 
� Inadequate infection control procedures 
� Inadequate medical documentation 
� Incorrect results 
� Incorrect duration of treatment 
� Inappropriate/lack of placements 
� Ineffective treatment 
� Lack of preoperative patient assessment 
� Medication on admission/transfer/discharge incorrect or not reconciled 
� Misdiagnosis 
� Non-compliance with hospital policy 
� Patient's BMI recorded incorrectly 
� Practitioner error 
� Retained products of conception 
� User error 
� Failure to Admit / Arrange Admission 
� Other 
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Systemic Root Cause (Primary) 

The primary systemic root cause of the incident.  

 

Systemic Root Cause (Additional) 

Any secondary systemic root cause that contributed to the incident.  

Options available for both Primary and Additional Systemic Root Causes are: 

 

� Administrative/management support 
� Availability of protocols/guidelines 
� Communications failure 
� Lack of effective induction 
� Lack of effective leadership 
� Lack of effective ongoing training 
� Lack of supervision 
� Resource issues 
� Safety culture issues 
� Shift patterns 
� Staff knowledge/skills/competency 
� Staffing levels/skills mix 
� Workload 

� Other 
 

 

 

 

 

 

 

 

 

 

 

  


