
Supplementary File 1 

Table S1 

 Adapted TIDieR-PHP intervention description for the Integrated Falls Prevention Pathway  

Item Item description 

1. Brief name Cork Integrated Falls Prevention Pathway 

2. Why Rationale 

• Falls are a common and often devastating problem for older people (65+), leading to 

significant morbidity, mortality and use of health services. 

• An estimated one in three people aged 65+ and one in two of those aged 80+ fall 

once a year. 

• A rising ageing population means that the impact of falls is likely to increase. 

• While a range of falls-related services exist in the region (southwest Ireland), 

considerable service shortcomings have been identified, including lack of primary 

prevention services targeting falls and a lack of clear clinical guidelines and referral 

pathways in primary care for falls. 

• As most falls result from multiple, interacting factors (including physical and 

environmental factors), a range of approaches is needed to prevent falls among 

community-dwelling older people.    

Aims 

The aims of the Cork Integrated Falls Prevention Pathway are to:  

• Reduce the risk of falls and falls-related harms among community-dwelling older 

people in the region. 

• Improve service provision by providing a continuum of services with a single point of 

referral. 

Intended outcomes 

• Reduced number of emergency department falls presentations.  

• Improved mobility and independence of older population.  

• Improved and more coordinated service provision, including a greater emphasis on 

primary care and easier access for service users in appropriate settings.  

3. What and how What 

The pathway consists of a continuum of new and existing services to prevent, manage, 

and treat falls: 

 

New  

• Single point of referral to the service managed by a coordinator. 

• Multifactorial falls risk assessment clinics delivered in primary care/healthcare 

centres.  

• Preliminary screening for falls incidence and risk in primary care (GPs and public 

health nurses).  

 

Existing 

• Specialist assessment and treatment clinics in hospital setting. 

• Consultant-led clinics on falls-related issues (i.e., syncope and frailty).  

• Community exercise classes to promote improved strength and balance. 

• Rehabilitation services delivered in clients’ homes and provided by a multidisciplinary 
team (CREST).  

 

How 

• Funding - The national health service (Health Service Executive or ‘HSE’) in Ireland 
provided the funding to establish a falls pathway in the region with a dedicated Falls 

coordinator, clerical assistant, and rehab assistant. 
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• Steering committee – A steering committee was formed to oversee management 

and implementation of the pathway; this committee comprises health professionals 

and management working in older persons’ services and/or with an interest in falls 
prevention. 

• Service providers – Most service providers for this pathway are working in existing 

services (i.e., not newly recruited) and have been delegated to incorporate the falls 

component into their current work (e.g., multidisciplinary team providing a weekly 

falls risk assessment clinic) or were already providing services in this area (e.g., 

geriatric consultant). Only three new posts have been created (see previous point).  

• Service users – The target population for this service are recruited through referrals 

from other health professionals already working in the health system (e.g., GPs, 

public health nurses, emergency department professionals); the service is aimed at 

community-dwelling older people (as opposed to those in residential care) and 

mainly those aged 65+, although exercise classes are also accessible to younger age 

groups (50s+) to promote falls prevention. 

• Delivery – The service is delivered in a range of setting spanning primary and 

secondary care, community settings and home-based settings. 

• Legislation – The service is not underpinned by any legislation and is not a national 

service; however, it does align with national health service policy goals for older 

persons, e.g., in relation to providing an integrated model of care and prioritising 

falls prevention/management services as a key issue for older persons services.       

4. What 

materials 

Informational materials: Training for healthcare professionals (occupational therapists, 

physiotherapists, nurses) providing falls risk assessment clinics. 

Administrative: Falls coordinator to oversee service and manage/triage referrals; 

Administrative support to falls coordinator and falls risk assessment clinics.  

Infrastructure: Room space for FRAC, specialist clinics, coordinator/clerical officer, and 

community exercise classes; Parking facilities for service users and staff.   

Equipment: Administration: computer, printer, photocopier, filing cabinet 

For FRAC: Quick Screen assessment kits (e.g., visual chart, aerobic test, monofilament 

test, assessment forms), standard chair with arms for sit-stand test 

For specialist clinics: access to cardiology (e.g., ECG), tilt table, monitors. 

5. Who provided The services in the pathway are delivered by a range of professionals, the majority of 

whom are working in existing services, along with some newly created positions to 

coordinate the service: 

• Falls service coordinator (with nursing or clinical background). 

• Administrator (to provide administrative support). 

• Multidisciplinary team (OTs, physiotherapists, nurses) to deliver the multifactorial 

risk assessment clinics. 

• Geriatric consultant (x2) for specialist clinics. 

• Exercise professionals or physiotherapists for exercise classes. 

• GPs and public health nurses for preliminary screening. 

• Rehab team for home rehabilitation service (CREST) (multi-disciplinary team 

comprising physiotherapists, occupational therapists, public health nurse, general 

nurse, rehabilitation assistants).  

6. Where The services are delivered in a range of settings in the region: 

• Primary care settings – multifactorial falls risk assessment clinics are provided in 

primary care/healthcare centres in six locations in the region; initial screening for 

falls is also conducted in primary care settings, (i.e., GP practices).    

• Secondary care (hospital) settings – specialist falls risk assessment clinics (i.e., with 

consultant input) and geriatric clinics (one for syncope and one for frailty) are 

provided in a hospital setting. 

• Community settings – exercise classes for strength and balance training are held in 

community centres or sports clubs.  
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• Home-based setting – rehabilitation services are provided by a multidisciplinary team 

in the service user’s own home. 

7. When and how 

often 

The time and frequency of delivery varies depending on the service as follows: 

• Falls risk assessment clinics are generally provided on a weekly basis (note: due to 

Covid-19, these have been suspended but are due to resume in the coming months). 

• Specialist falls assessment clinics (i.e., with consultant input) are also provided on a 

weekly basis.  

• Specialist geriatric clinics (syncope and frailty clinics) are provided on a weekly basis 

(one on Tuesdays, one on Thursdays) by the two consultants involved.  

• Exercise classes are generally run in six-week blocks on a weekly basis. 

• GP/nurse screening for falls is recommended for all older persons (65+) once a year. 

• Home-based services are provided on a need’s basis.    

8. Planned 

variation 

Variation planned for newly established falls risk assessment clinics is as follows: 

• Timing – while the clinics are usually delivered on a weekly basis, the day of the week 

differs by clinic location and can be set according to health professionals’ availability 
and work schedule.  

• Location – the clinics can be run in either a primary care centre, community centre or 

health centre; as a lot of the equipment used is portable, it does not necessarily need 

to be conducted in a primary care centre but could be held in a more generic 

location.  

• Multifactorial assessment – the Quick Screen multifactorial assessment was the 

chosen standardised assessment.  

9.1 How well 

 

The following strategies have been used to help maintain fidelity and support 

implementation: 

• Appointing a dedicated falls coordinator to act as a single point of contact to triage 

referrals into the pathway, ensuring appropriate referrals and more streamlined 

coordination. 

• Establishing a steering group to guide and oversee implementation.  

• Providing training, mentoring, and coaching to health professionals running the falls 

risk assessment clinics to help ensure that they deliver the clinics as intended and to 

facilitate multidisciplinary working. 

• Providing administrative support to facilitate the referral process and scheduling of 

appointments (dedicated full-time clerical officer).  

• Maintaining a database of referrals to the pathway, including data on onward 

referral and/or treatment. This enables the falls coordinator to track the number of 

referrals into the pathway, whether the patient has received appropriate 

treatment/assessment, what type of treatment, etc.  

9.2 How well – 

delivery 

The extent to which this intervention was delivered as intended is described in the results 

section of this study.   
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Table S2: Focus group topic guide  

Item  Prompts  

Opening conversation   

Details on the clinic (context)  

 

- Establishment/ closure/suspension/ re-

opening  

 

Clinic operations  - Days/hours 

- Staff/assessor professions  

- How clients assigned to an assessor  

- Assessment forms  

- Fall risk assessment intervention (who’s 
involved/days/hours)  

Participatory engagement   

Participatory mapping techniques using 

flipchart paper and markers. 

Ask participants to map out the following: 

 

- Overall pathway (think of the service) 

- Pathway from referral to their clinics 

- Assessment  

- Onward referral options for 

intervention/treatment  

Closing conversation   

Any other comments or suggestions 
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Table S3. Availability of data on receipt of interventions across the five active clinics 

Availability of data on receipt of interventions 

 

Clinic B 

(n=9) 

Clinic C 

(n=10) 

Clinic F^ 

(n=16) 

Clinic A 

(n = 27) 

Clinic D^ 

(n =23) 

Overall  

(n=85)*   

Referrals A NA T A NA T A NA T A NA T A NA T A NA T % A 

Physio 4 3 7 4 0 4 3 7 10 12 1 13 21 1 23 44 12 56 79 

OT 0 4 4 1 4 5 5 4 9 0 3 3 6 6 12 12 21 33 36 

PHN 0 2 2 1 4 5 3 2 5 0 2 2 0 8 8 4 18 22 18 

Specialist Falls Service 2 0 2 2 0 2 0 2 2 0 2 2 1 0 1 5 4 9 56 

GP 0 9 9 0 9 9 0 14 14 0 25 25 0 22 22 0 79 79 0 

Other** 0 0 0 0 0 0 0 0 0 0 1 1 1 0 1 1 1 2 50 

Total referrals at clinic 

level 6 18 24 8 17 25 11 29 40 12 34 46 29 37 67 66 135 201   

% referrals with data 

available     25     32     28     26     43     33   

 

A, Available; NA, Not Available; T, Total 

**dietician, chiropractor  

^ Clinic D & F are delivered by the same staff.
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Table S4. Missingness among clients assessed (n = 85) 

Variable N (%) 

Sex 0 (0) 

Age at assessment 0 (0) 

Assessor 2 (2.4) 

FRAC attended 0 (0) 

Risk factors  

History of Falls  3 (3.5) 

4+Medications  3 (3.5) 

Vision 4 (4.7) 

Peripheral Sensation 4 (4.7) 

Strength/Reaction Time/Balance 3 (3.5) 

Bone Health and Fracture Risk 3 (3.5) 

Impaired Cognition 3 (3.5) 

Fear/Reduced Awareness of Falling 3 (3.5) 

Environmental Hazards 3 (3.5) 

Inadequate Nutrition 3 (3.5) 

Intervention receipt*  

Community OT (home visit) 20 (76.9) 

Clinic 1:1 OT 1 (14.3) 

OT Ageing Well NA 

Community 1:1 PT 14 (63.4) 

Clinic 1:1 PT 0 (0) 

PT led group falls class 16 (55.2) 

Public Health Nurse 18 (81.8) 

1:1 home visit NA 

GP 79 (100) 

Specialist Falls Service/Geriatric Medicine 4 (44.4) 

Incontinence Specialist NA 

CR&ST NA 

Dietician 0 (0) 

Chiropody/Podiatry 1 (100) 

Other** 3 (100) 

Weeks awaiting intervention*  

Community OT (home visit) 20 (76.9) 

Clinic 1:1 OT 1 (14.3) 

OT Ageing Well NA 

Community 1:1 PT 16 (39.0) 

Clinic 1:1 PT 2 (50) 

PT led group falls class 18 (62.1) 

Public Health Nurse 18 (81.8) 

GP 79 (100) 

FRAC nurse intervention NA 

Specialist Falls Service/Geriatric Medicine 4 (44.4) 

Incontinence Specialist NA 

CR&ST NA 

Dietician 0 (0) 

Chiropody/Podiatry 1 (100) 

Other** 3 (100) 

*Among those who were referred to the intervention. 

NA, no clients were referred to these interventions. 
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