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A fall is defined as an event which results in a

person coming to rest inadvertently on the
ground or floor or other lower level.

Fall-related injuries may be fatal or non-fatal
though most are non-fatal. For example, of chil-
dren in the People's Republic of China, for every
death due to a fall, there are 4 cases of perma-
nent disability, 13 cases requiring hospitalization
for more than 10 days, 24 cases requiring hospi-
talization for 1-9 days and 690 cases seeking
medical care or missing work/school.

The problem

Globally, falls are a major public health problem.
An estimated 646 000 fatal falls occur each year,
making it the second leading cause of uninten-
tional injury death, after road traffic injuries.

Over 80% of fall-related fatalities occur in low-
and middle-income countries, with regions of the
Western Pacific and South East Asia accounting
for 60% of these deaths. In all regions of the
world, death rates are highest among adults
over the age of 60 years.

Though not fatal, approximately 37.3 million falls
severe enough to require medical attention oc-
cur each year. Such falls are responsible for
over 17 million DALYs (disability-adjusted life
years) lost . The largest morbidity occurs in peo-
ple aged 65 years or older, young adults aged
15-29 years and children aged 15 years or
younger.
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While nearly 40% of the total DALYs lost due to
falls worldwide occurs in children, this measure-
ment may not accurately reflect the impact of fall
-related disabilities for older individuals who
have fewer life years to lose. In addition, those
individuals who fall and suffer a disability, partic-
ularly older people, are at a major risk for subse-
quent long-term care and institutionalization.

The financial costs from fall-related injuries are
substantial. For people aged 65 years or older,
the average health system cost per fall injury in
the Republic of Finland and Australia are US$
3611 and US$ 1049 respectively.

Evidence from Canada suggests the implemen-
tation of effective prevention strategies with a
subsequent 20% reduction in the incidence of
falls among children under 10 years of age could
create a net savings of over US$ 120 million
each year.

Who is at risk?

While all people who fall are at risk of injury, the
age, gender and health of the individual can
affect the type and severity of injury.

Age

Age is one of the key risk factors for falls. Older
people have the highest risk of death or serious
injury arising from a fall and the risk increases
with age. For example, in the United States of
America, 20-30% of older people who fall suffer
moderate to severe injuries such as bruises, hip
fractures, or head trauma. This risk level may be
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in part due to physical, sensory, and cognitive changes associ-
ated with ageing, in combination with environments that are
not adapted for an aging population.

Another high risk group is children. Childhood falls occur large-
ly as a result of their evolving developmental stages, innate
curiosity in their surroundings, and increasing levels of inde-
pendence that coincide with more challenging behaviours com-
monly referred to as ‘risk taking’. While inadequate adult super-
vision is a commonly cited risk factor, the circumstances are
often complex, interacting with poverty, sole parenthood, and
particularly hazardous environments.

Gender

Across all age groups and regions, both genders are at risk of
falls. In some countries, it has been noted that males are more
likely to die from a fall, while females suffer more non-fatal
falls.

Older women and younger children are especially prone to falls
and increased injury severity. Worldwide, males consistently
sustain higher death rates and DALYs lost. Possible explana-
tions of the greater burden seen among males may include
higher levels of risk-taking behaviours and hazards within oc-
cupations.

Other risk factors include:

® occupations at elevated heights or other hazardous work-

ing conditions;
® alcohol or substance use;

® socioeconomic factors including poverty, overcrowded

housing, sole parenthood, young maternal age;

® underlying medical conditions, such as neurological, cardi-

ac or other disabling conditions;

e side effects of medication, physical inactivity and loss of

balance, particularly among older people;

® poor mobility, cognition, and vision, particularly among
those living in an institution, such as a nursing home or chronic
care facility;

® unsafe environments, particularly for those with poor bal-

ance and limited vision.

Prevention

Fall prevention strategies should be comprehensive and multi-
faceted. They should prioritize research and public health initi-
atives to further define the burden, explore variable risk factors
and utilize effective prevention strategies. They should support
policies that create safer environments and reduce risk factors.
They should promote engineering to remove the potential for

falls, the training of health care providers on evidence-based
prevention strategies; and the education of individuals and
communities to build risk awareness.

Effective fall prevention programmes aim to reduce the number
of people who fall, the rate of falls and the severity of injury
should a fall occur. For older individuals, fall prevention pro-
grammes can include a number of components to identify and
modify risk, such as:

® screening within living environments for risks for falls;

® clinical interventions to identify risk factors, such as medi-
cation review and modification, treatment of low blood pres-
sure, vitamin D and calcium supplementation, treatment of
correctable visual impairment;

® home assessment and environmental modification for

those with known risk factors or a history of falling;

® prescription of appropriate assistive devices to address

physical and sensory impairments;

® muscle strengthening and balance retraining prescribed by
a trained health professional;

® community-based group programmes which may incorpo-
rate fall prevention education and Tai Chi-type exercises or
dynamic balance and strength training;

® use of hip protectors for those at risk of a hip fracture due

to a fall.

For children, effective interventions include multifaceted com-
munity programmes; engineering modifications of nursery fur-
niture, playground equipment, and other products; and legisla-
tion for the use of window guards.

Other promising prevention strategies include: use of guard
rails/gates, home visitation programmes, mass public educa-
tion campaigns, and training of individuals and communities in
appropriate acute pediatric medical care should a fall occur.

Source:
WHO. Falls Fact Sheet. https://www.who.int/news-room/fact-
sheets/detail/falls
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Epidemiology unit / Ministry of Health
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Table 2: Vaccine-Preventable Diseases & AFP 06th-12th October 2018(41st Week)
Number of ~ Number of .
Total - Diff
No. of Cases by Province £ases ases b:r ofnum Total num- btletv?::: ?he
Disease il iy cases to ber of Cases  umber of
currer!t same. date in o dhie iy cases to date in
W ¢ s N EONW NG U Sib g ek o0 20T 2018 & 2017
AFP* 01 01 00 00 00 02 00 00 00 04 03 52 56 -71%
Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Mumps 01 00 01 00 00 02 00 01 00 05 03 277 250 10.8 %
Measles 00 00 00 00 00 00 02 00 00 02 00 102 175 -41.7 %
Rubella 00 00 00 00 00 00 01 00 00 01 00 05 10 -50 %
CRS* 00 00 00 00 00 00 00 00 00 00 00 00 01 0%
Tetanus 00 00 00 00 00 00 00 00 00 00 02 17 16 6.2 %
Neonatal Tetanus 00 00 00 00 00 00 00 00 00 00 00 00 00 0 %
JapaneseEn- g5 990 g0 00 00 00 00 00 00 00 00 25 21 19.0 %
cephalitis
Whooping Cough 00 00 00 00 00 00 00 00 00 00 01 41 19 115.7 %

Tuberculosis 58 07 05 02 03 02 00 04 33 114 210 6705 6703 0.02 %

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Westem, U: Uva, Sab: Sabaragamuwa.

RDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,

Special Surveillance: AFP* (Acute Flaccid Paralysis ), Japanese Encephalitis

CRS* =Congenital Rubella Syndrome

NA = Not Available

Dengue Prevention and Control Health Messages
Look for plants such as bamboo, bohemia, rampe and

banana in your surroundings and maintain them
free of water collection.
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