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A note from the editor
Welcome to the latest edition of the Journal of the Institute of Ageing and Health.
We are fortunate to include in this edition of the journal a diverse and interesting selection of multidisciplinary contributors and of topics. These range from Dr Martin Figgit’s work on healthy ageing from a
physiological perspective, to Dr Peter Mayer & Tom Storrow’s contribution regarding the role of NHS
Foundation Trust Governors in achieving quality of care, and Jodie Bryant’s research regarding a direct
referral pathway for an NHS Community Falls Service.
They also include my own exploration of good practice in the care of older people with dementia in
institutional settings, and Gary Taylor’s account of the West Midlands Fire Service response to a recognition
of issues of loneliness and isolation amongst older people in the community. Both these themes are
particular pertinent during our current Covid 19 crisis. Current demands on clinical staff in our hospitals can
only exacerbate a lack of uniformity in terms of good practice, which is exemplified in the themes of a
recent report into current practice with regard to ward rounds (Royal College of Physicians 2021). The
authors found that although ward rounds are pivotal in terms of assessment and care planning they are
often limited by staffing issues, poor planning and gaps in training for managing complex, multidisciplinary
care. This not only results in frustration for staff but can also contribute to longer stays in hospital and
increased rates of readmission. The authors offer guidelines to help clinicians identify areas for
improvement in how wards are run and guidance on standardised approaches. They also indicate that this
is an applicable area for quality improvement projects.
The issues of loneliness and isolation are also very topical during our current lockdown. Davies et al (2021)
have identified that the effects of loneliness and social isolation are much more complex than has been
previously understood and have a greater impact for health and well-being than is often perceived. They
redefine it as a public health issue that impacts upon the poor physical health outcomes that contribute to
frailty. Yet as O’Sullivan et al (2021) indicate, social distancing restrictions during the pandemic have
rendered many commonly used loneliness and social isolation interventions impractical.
At the back of the journal are guidelines on how to submit your contribution so please join us and keep
sending in any research or scholarly articles to continue to promote a network of shared expertise and
interest around ageing and health. We would also encourage you to read our blogs, visit our website at:
http://iah-wmids.org.uk/index.php/blog.

Bernie Keenan
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Skin Ageing: The need for skin ageing models for healthy ageing
Dr Martin Figgitt, Department Life Sciences, Birmingham City University, Edgbaston, Birmingham
Email: martin.figgitt@bcu.ac.uk

Abstract: Skin is the largest organ of the human body and complex organ performing many functions. These
functions can be severely compromised by the ageing process. Skin ageing is a complex and continuous
process involving extrinsic factors such UV radiation and intrinsic factors. For these reasons it is important
to use and develop skin ageing models that can investigate these processes such as two dimensional (2D)
cell culturing, three dimensional (3D) cell cultures that resemble skin structure and cell-on-chip technology.
All of these can help better elucidate better the ageing process, age related diseases and thus healthier
ageing.
Key words: ageing, senescence, collagen, fibroblasts, keratinocytes, 2D cell culture, 3D cell culture
Introduction:
Skin is the largest organ of the body and is a complex stratified structure containing over twenty different
cell types. Skin performs various functions prime amongst these is a barrier function and an integral part of
the innate immune system, together with body temperature regulation.
The gross structure of skin comprises of a complex outer stratified epidermal layer, which includes
appendages such as hair follicles. Underneath this layer lies the dermal layer, chiefly comprising of
fibroblasts and a collagen extracellular matrix (ECM). It is these fibroblasts that actively response to
physiological responses of the skin. The third component is the subcutaneous layer. For the development
and maintenance of the skin, direct communication is thought to take place between the epidermal and
dermal layers. It is further thought that this signalling from the dermal layer is vital for the correct
functioning of epidermal progenitor cells (Jahoda and Reynolds, 2001).

Figure1: Diagram show the key structures of human skin
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In performing these functions skin cells and structure undergoes exposure to wide ranging of stresses, both
of internal and external origin. For these reason skin is considered to undergo both extrinsic and intrinsic
ageing.
Skin ageing- skin ageing is a continuous and complex process. Skin during the ageing process undergoes
various cellular and structural changes all of which have an impact upon skin function. Key characteristics of
skin ageing include epidermal thinning, loss of elasticity in the dermal layer and progressive atrophy of the
subcutaneous layer. It is important to understand fully the cellular and molecular aspect of the skin ageing
process from both the extrinsic and intrinsic aspect of skin ageing and how these impact the health and
wellbeing of an individual. It should also be remembered that these two phenomena should not be
considered entirely as separate process but as interlinked as the same cells and tissues are involved. For
these reasons it can be seen the importance of developing skin ageing models to obtain better
understanding of these processes and assessing the efficacy of age management strategies.

Skin ageing process
Broadly speaking the ageing process that skin undergoes can be categorized as extrinsic and
intrinsic. Whereby extrinsic ageing is referring to external agents (figure 2) such a UV radiation or
air pollutants. Whereas, intrinsic ageing is really chronological ageing or the process of time. But it
should not be just considered that chronological ageing is due to time only, there are other factors
involved such as nutrition, which have an impact upon skin structure and function. So the
differences between these two phenomena is not just a matter of exposed or covered skin.

Figure 2: Diagram showing some of the major factors involved in intrinsic and extrinsic skin ageing
Extrinsic ageing is a unique feature of skin ageing, as skin is the only organ exposed to a wide range of
environmental factors and stresses, together as being one where the ageing process is visible. Exposure to
ultraviolet light (both A and B) is considered to be a major driving force in extrinsic ageing, but it should
remembered it is not the only source and consideration should be made for air pollutants and particulates.
(Parrado, et al, 2019) UV radiation exposure has distinct affects upon skin structure and hence cellular
response (Gilchrest, 2013). These include abundant collagen and elastin fibres, however these fibres are
disorganized and fragmented as opposed to unexposed skin. Other features include distinctive
pigmentation spots, immune cell infiltration (including mast cells), resulting in subclinical chronic
inflammation. As well as UV radiation induced DNA mutations, which can give rise to basal cell carcinomas
or melanomas in certain cases.
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It is worth noting that the different UV wavelength do have distinct affects (Schieke et al, 2005). The
majority of damage detected in photo-aged skin is due to UVB exposure. UVB is the most energetic and
because of its shorter wavelength only penetrates the epidermis. On the other hand UVA is less energetic,
but a longer wavelength which means it penetrates deeper into the dermis, causing profound alterations to
the dermal connective tissue. Predominately this is linked to reactive oxygen species (ROS). ROS is a very
powerful chemical species that can cause extensive DNA damage in particular to mitochondria DNA. Other
effects of ROS involves cellular signal pathways that stimulates the production of various enzymes such as
metalloproteinases (MMPs) and cytokines related to the inflammatory process.
Air pollution has harmful effects upon the skin and is one of growing concern in certain areas. The skin is
exposed to an array of air pollutants such as oxides, volatile organic compounds (VOC), ozone and
particulate matter (PM). One of the primary functions of skin is the act a barrier to such agents, it should be
noted that prolonged exposure to these can have profound effects upon skin homeostasis, as well as being
associated with ageing, inflammation an e.g. eczema . There is also a risk of skin cancer induced by air
pollution and this at present is a central problem of environmental studies (Krutmann et al, 2017).
There appears to be three mechanisms involved in causing adverse effects upon skin: a) generation of free
radicals, b) Induction of the inflammatory cascade, c) impairment of skin barrier (Parrado et al, 2019). The
oxidative stress promoted by these air pollutants creates an inflammatory environment, activating
chemotaxis of granulocytes and phagocytosis. Other responses include cutaneous and central
neuroendocrine activation involving keratinocytes, fibroblasts, langerhan cells, melanocytes in the
epidermis and dermis. Other reactions to such exposures entail the immune system interacting with
neuroendocrine (Slominski et al, 2018).
For these reasons it should be taken into account that extrinsic ageing is not such a simple matter of UV or
photo-ageing and that there are more stress factors that must be taken into account.
Intrinsic ageing or chronological ageing of skin is really dealing with the skin ageing process, without the
influences of extrinsic ageing factors such as UV radiation. Intrinsically aged skin does have marked
differences to extrinsically aged skin. Amongst these is the progressive loss of skin tissue; thinning of the
subcutaneous fat layer and dermis. The loss of the subcutaneous layer increases the sensitivity to hot and
cold, whereas the ECM of the dermis becomes fragile and thus more prone to wounds.
Dietary and nutritional factors also play a role in skin function and ageing. A diet rich in anti-oxidants may
delay the effects of ageing (Krutmann et al, 2017). Other studies concerning ethnic and cultural lifestyles
such as Anglo-Celtic, Greek and Swedish living either in Australia or their native country. Revealed that high
intake of vegetables, olive oil and legumes, provided protection against cutaneous actinic damage, whereas
it appeared that a high intake of meat, butter and dairy has an adverse effect (Puba et al, 2001). Other
studies have produced contradictory evidence about coffee consumption and skin pigmentation and
wrinkling (Krutmann et al, 2017).
Sugar consumption deserves some special attention, it is believed high sugar intake causes wrinkles (ref).
The process behind this, glycation, is a natural process whereby sugar in the blood stream bind to proteins,
forming harmful new molecules referred as advanced glycation end products (AGEs). The more sugar
consumed the more AGEs produced (Maillard Reaction). AGEs have been widely detected in structures of
the skin such collagen, elastin and fibronectin.
Tobacco smoking is known to have skin ageing effects such as skin wrinkling, in particular the around the
mouth and upper lip (Koh et al, 2002). In case of heavy smokers there is hyperpigmentation of the oral
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mucosa, “smoker’s melanosis” (Hedin, 1977). Cigarette smoke contains well over 3,800 harmful chemical
substances including nicotine, tar, carbon monoxide, formaldehyde, ammonia, cadmium and mercury.
Cigarette smoke has several biological effects, initially inhalation causes a reduction of blood flow (Black et
al, 2001). At the cell and molecular level cigarette smoke impairs fibroblast growth and proliferation,
together with features of senescent cells. MMP1 mRNA levels are increased in smokers as opposed to nonsmokers (Lahmann et al, 2001), as well as increasing melanin production in melanocytes.
The skin matrix and ageing (Cells and fibres)
An essential perspective of skin ageing is to understand the cellular and molecular alterations and indeed
the interactions between the various components that comprise the skin undergo during the ageing
process.
The dermis may be considered to have a central role in this, the dermis provides the structural and
mechanical properties of the skin. As opposed to the epidermis which is comprised of densely packed
keratinocytes. The dermis comprises largely of acellular component, the ECM. The ECM comprises 75% of
dry of collagen fibres, in human skin 80-90% is type I collagen, 8-12% is type III collagen, whilst type IV
collagen comprises <5%. The collagen bundles generally get thicker upon traversing the dermis. Elastin is
another component, giving skin the ability to return to shape after being stretched, other components
include proteoglycans (PG) and glycosaminoglycans (GAGs), these are amorphous molecules that surround
and embed the fibrous and cellular elements of the dermis. Although they comprise only 0.2% of the
dermis, they absorb 1000 times their volume in water and have roles in water regulation (Shin et al, 2019).
Fibroblast form the cellular element of the dermis, differentiated from the mesenchymal stem cells. The
fibroblasts are responsible for the synthesis and degradation of the ECM. Their function and interaction
with the environment are important in understanding the molecular mechanisms of dermal ageing. Dermal
fibroblasts (DF) deserve some special consideration when referring to skin ageing. Fibroblast are not rapidly
dividing cells compared to keratinocytes and thus create a post-mitotic tissue. It is the fibroblasts that are
responsible for the composition of the ECM. Thus DF should be considered a long lived cell population
exposed to continued damage, accumulation and adaptations resulting in characteristic features of dermal
ageing as wrinkles (Shin et al, 2019). For these reasons fibroblasts are the preferred model for studying
both extrinsic and extrinsic ageing (Tigge, 2014).
Thus what are the key features of ageing fibroblasts and do these impact upon the ECM and thus tissue
function. Numerous investigations have been undertaken to look at various aspects of fibroblast ageing,
one study involved using parallel features of the ”Hallmarks of ageing” (Lopez-Otin 2013), which includes
DNA damage, telomere shortening, cellular senescence, proteotasis (protein balance) and mitochondrial
dysfunction. Tigge’s study (2014) has reviewed these ageing parameters in fibroblasts and compared them
with observations in other human tissues and species. Revealing that although there was a majority of the
hallmarks of aging were seen in cultured fibroblasts (Tigge et al 2014). Although some features such as
stem exhaustion is not applicable in the culture situation. Another aspect to these findings is the reverse,
some of the features observed in culture have not been investigated in situ. But this does exclude using
fibroblasts as ageing models, what it does mean is that different types of model need to considered and
created.
In young skin, the fibroblasts adhere to the surrounding ECM, mainly comprising of type I collagen (Shin et
al, 2019). This arrangement allows, the fibroblasts to exert the mechanical forces on the surrounding ECM
and indeed give young skin its characteristic properties. In aged skin there is alteration in the fibroblastECM arrangements, namely the attachments of fibroblasts to ECM are impaired due to ECM degradation,
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this results in reduced fibroblast size, collapsed morphology and reduce elongation (Fisher et al, 2016). This
change in morphology is characteristic of senescence and linked to reduced ECM production, increase in
mitochondrial ROS.
As the relationship between fibroblasts and ECM are so intertwined in both skin function and ageing it is
worth considering some of the ECM components and how these may alter during ageing and their
relationship with the senescent fibroblast. Collagen fibres alter during ageing both through chronological
and photo-ageing, but what of other molecules such as MMPs, proteoglycans and elastin.
MMPs are a family of ubiquitous enzymes (MMP1-MMP-27) that degrade ECM proteins and can be divided
in to five categories I) collagenases, II) gelatinaes, III) strimelysins, IV) matrilysins and V) membrane bound
(Verna and Hansch, 2007) . Collagen types I and III are predominant in the skin and MMP-1 initiates the
fragmentation of collagen followed by MMP3 and 9. MMP production in the skin is mainly by keratinocytes
and dermal fibroblasts. In aged skin it has been revealed that a range of MMPs (1,2,3,9,10,11,13,17,26.27)
are raised (Quan et al, 2013). It is interesting to note that while in aged skin there is rise in MMPs there is
not however a rise the TIMP protein that regulate the MMPs. TIMPs generally act to control MMPs to
moderate excess activity. In ageing skin it appears TIMP1 levels are reduced, thus accelerating progressive
collagen fragmentation in the dermis.
ROS is a major driving force in the elevation of MMPs in aged skin (Shin et al, 2017), ROS is generated in
both intrinsically and extrinsically aged skin. A cell signalling pathway involving the mitogen-activated
protein kinase (MAPK) family, which in turn activates transcription factors and it is these that play a crucial
role in the regulation of MMP1,3,9 and 12 (Shin et al, 2017). Another transcription factor nuclear factor-кB
(NFкB) activated by ROS, and is responsible for up regulation of MMPs, such as MMP1 and 3 in dermal
fibroblasts. In general oxidative damage is more obvious in photo-aged skin.
Elastic fibres also undergo changes during ageing, these fibres originate from tropoelastin, which is cross
linked by lysyl oxidase (LOX) (Weihermann et al, 2017). These elastic fibres include an array of microfibrils
(fibrillin, fibrulin), together with microfibrillar-associated glyproteins (MAGPs), latent TGFβ binding proteins
(LTGFP) and amorphous elastin. In young skin these fibres take a very ordered architecture, with
perpendicular microfibers in the papillary dermis and large diameter elastin fibres in the reticular dermis.
During the ageing process the elastin fibre system undergoes various structural changes. In case of
intrisincally aged skin fibrillin-rich microfibers are degraded. Fibulin5 is related to elastin remodelling in
intrinsic aged skin (Langton, et al,2012), there is also evidence that although fibulin5 is localised on the
elastin fibres throughout the dermis, however in aged skin this relationship is completely disappeared.
Photo-ageing, is characterized by the accumulation of disorganized elastic fibres throughout the dermis and
referred to as “solar elastosis” , The main driving force behind this degradation is the activation of
MMP2,3,9,12 and 13, it has been revealed MMP12 (macrophage metalloelastase) is in the vanguard of
elastin degradation (Chung et al, 2002). Further research has also shown that repetitive UV radiation at
suberythemal levels induced fibroblasts activity in elastin degradation and a impairment of elastin fibre
configuration (Imokawa and Ishida 2015). All these researches further confirm that with ageing the
functional abilities of elastin are reduce both in number and organization (Shin et al, 2017).
Although not the major structural elements of the ECM, proteoglycans and glycosaminoglycans (GAGs) play
an important role in skin function and ECM regulations, but these too go through alteration during the
ageing process. GAGs area group of large linear polysaccharides, containing six types including chondroitin
sulfate (CS),dermatan sulfate (DS), keratin sulfate (KS), heparin sulfate (HS), heparin (HP) and hyaluronic
acid (HA). HA is not sulphated and as does not to proteins to produce proteoglycans (ref). However it does
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crosslink with ECM proteins such as collagen, resulting in network of fibres , which further stiffens the skin
tissue (Anderegg et al, 2014). In the dermis HA is produced by fibroblasts, during intrinsic ageing HA binding
proteins (HABP) are reduced, but the HA itself is not noticeably reduced (Shin et al, 2017). HABPs are
known to be involved several different signalling pathways regulating cell proliferation, migration and
differentiation (Maytin, 2016). In photoaged skin, the opposite situation exists with significant raised levels
of dermal HA, especially in areas of solar elastosis (Maytin, 2016). It is interesting to note that while UV
irradiation activates HA synthase (HAS), the RNA levels of HAS are reduced in sun exposed skin as
compared with sun protected skin, suggesting some unknown regulatory system (Lee, et al, 2016).
The proteoglycans (PG) are a family of conjugated GAGs, that perform an essential role in the mechanical
strength of skin (li et al, 2013). The most abundant PGs in the human are decorin, biglycan and versican.
Investigations into PG and intrinsically aged skin have shown interesting and varying results depending
upon site, age and gender (Lee et al, 2016). It appears in photoaged skin versican is increased, whereas
biglycan remains the same and decorin disappears (Lee et al, 2016). There are complex mechanisms
involving CAGs and PGs and there is a lot more to be revealed in term of their role in the ageing process.
One of the ways to do this is the use of 3D skin ageing models.
Three-dimensional skin ageing models,
With such complex interactions and processes taken place in ageing skin, the need for laboratory models is
obvious. The key questions from this is however what sort of models and what specifically these models are
going to be used to investigate.
Animal models have been widely used in ageing studies, mainly using rat and mouse models (Hwang et al,
2011). For instance Fisher and Wistar rats have been used to investigate dermal morphological changes
with ageing (Sundberg and King, 2001), with the hairless mouse (albino skh-hairless-1), which has been
used to investigate photo-ageing (Kligman, 1996). Although, such models have provided useful information,
but do however have certain disadvantages not least ethical issue associated with animal models, is that
they are expensive, although similar in many respects such models are not exactly the same as human
beings. Also it more difficult to perform cell manipulations and chemical exposures in such a complex multiorgan organism.
For these reasons better laboratory cell models, ideally one that simulates the in vivo skin tissue, so as to
better investigate the cellular and ECM interactions in ageing skin tissue.
Cell culturing is a well establish laboratory procedure, culturing of human keratinocytes were first
established in the earlier 1950s and the foundation of skin reconstruction (Billingham and Medawar, 1951).
Through this technique the first insights into the ageing process and in particular cell senescence, where it
found that a normal has a finite capacity for cell replications, this became known as “Hayflick’s limit”
(Hayflick, 1961). The first cultivation of adult mammalian skin epithelium in vitro in 1948 (Medawar, 1948).
Although, such two dimensional (2-D) culture systems have supplied a large amount of information about
ageing. It is still as system whereby cells are ground on a hard surface, this does not really simulate the in
vivo situation.
Therefore for these reasons there is an important need to develop and use three-dimensional (3D) in vitro
culture systems that better simulate the 3D structure encountered in skin. The first 3D model involved
inverted pig skin was used to culture keratinocytes (Freeman et al, 1976), since then many techniques have
been developed and continue to be developed to imitate human skin. The key to all these models is what
the models are going to be used for, very much dictates how the model is constructed.
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There are a range of 3D culture models from spheroids to skin on chip technology. It is beyond the scope of
this article to go into depth about the advantages and disadvantages of these different system, but rather
to show the range of these systems and possible applications.
Spheroids are not the classical skin 3D models. The models usually consists of co-culturing of fibroblasts,
HaCaT and melanoma cells (Klicks et al,2017). The chief advantage of the spheroid system, is it is relatively
cheap, mainly because a large number of spheroids can be cultured in culture medium. Another chief
advantage is the ease this system allows co-culture of fibroblasts, with melanoma or HaCaT cells. Such
systems made it possible to identify factors released in cancer development (Klicks et al, 2017). In other
studies co-culturing of fibroblasts and HaCaT cells, a differentiated epidermal layer was developed,
together with keratinocytes melanoma cells to investigate keratinocyte and melanoma interactions (Klicks
et al, 2017). The major drawback of this system is whether it can produce a fully stratified epidermal layer
as observed in hydrogel cultures.
The most widely used technique to grow in vitro 3D skin models, involves the use of hydrogels. The
hydrogel acts as a scaffold for cells in infiltrate and create a 3D in vitro cell culture, type I collagen is
typically used as the foundation material with dermal fibroblasts distributed within the gel (Carlson et al,
2008). In the early 1980s the first epithelial and rat fibroblast-collagen (Bell et al, 1981). There are an
increasing number of commercial hydrogels available as skin models including EpiDerm™ and EpiSkin™
(Klicks et al, 2017 provides a good review). The great advantage of these hydrogels, is that a stratified layer
and dermal layer as encountered in human skin (figure 3) can be imitated. These particular models have
been widely used to investigate skin barrier function (Niehues et al, 2018) and anti-ageing compounds
(Bataillon et al, 2019). Indeed this model could provide a very useful means of investigating the effect of air
pollutants, bacterial and viral infections upon the skin. A composite skin equivalent model involving
collagen and a porous polymer (Dos Santos et al,2015)has been used to produce an ageing skin model
closing resembling in vivo aged skin (Dos Santos et al, 2015).

A

B

Figure3: Shows commercially available 3D skin culture systems A: culturing of 3D skin cultures B:
microscopic examination of 3D skin culture showing the formation of a epidermis and dermal layer as
encountered in normal skin tissue.
Skin-on-chip technology has also provided a new avenue in which to study cells and their natural
environment. These microsystems involving the fabrication of some sort involving silicon or glass
framework. What such systems allows is the fabrication of cells and ECM microenvironments (El-Ali, 2006).
With these possibilities an array of cultures systems have been developed and collectively some of these
systems are referred to as “organ-on-chip” (Huh, et al, 2011). The range of organ-on-chip systems include
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liver, kidney and skin (Hu et al, 2017). Such systems also provide a wide range of possibilities to investigate
drug efficacy and ageing. One system has utilised three polydimethylsiloxane (PDMS) and two porous
membranes, that were used to co-culture of keratinocytes and fibroblasts and vein endothelial cells,
producing an epithelial, dermal and vascular components of skin, in a microfluidic system (Wufuer et al,
2016). This system allows for the slow profusion of culture medium at different rates, thus creating a
diseased skin with inflammation and edema, which in turn was used for drug efficacy (Wufuer et al, 2016).
Although, this system offers a more sophisticated means of testing drugs, it is not a 3D culture system but
an extension of 2D cell culture, which still lacks the complexity of human skin. Further developments to
produce more reliable in vitro skin-on-chip using more skin components such as immune cell and hair
follicles. In one system bio-printing was used to create a micro-patterned vascular network, which was in
turn embedded with stem cells (Abaci et al, 2017). This has resulted in the generation of a robust epidermis
with endothelial barrier function.
These systems are by no means fully developed, but have revealed the importance of interactions between
different skin cell types and this in turn can provide another avenue by which to study skin ageing (Zhang et
al, 2018) it does however provide a versatile means to investigate a wide range of skin function.
Summary
Because skin ageing is a complex process involving a spectrum of external environment factors together
with intrinsic factors involving cell metabolism and DNA damage. All these elements thus make it difficult to
study the process in-vivo not least due to ethical reasons let alone technical difficulties. Therefore the need
for realistic, more amenable and a 3D culture systems that replicate not only skin structure but the ageing
process itself. This provides an in vitro culture environment to investigate age related disease, the
effectiveness of anti-ageing regimes. Thus contributing to healthier ageing and quality of life.
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The implementation of an innovative ‘case-finding’ direct referral pathway in a
NHS Community Falls Service: a pilot feasibility study
Jodie Bryant, Course Leader & Senior Lecturer-MSc Physiotherapy, Birmingham City University

Objectives: To determine the feasibility of
establishing an innovative direct referral route
between health and social care partners to ‘casefind’ and target interventions towards patients
postulated to have falls risk factors.
Design: A pilot feasibility study.
Setting: Therapy lead community based NHS Falls
prevention and rehabilitation service in Lewisham
Borough.
Participants: Residents of Lewisham Borough
receiving support from Telecare Services.
Interventions: Provision
interventions for the
management of falls.

of best practice
identification and

Main outcome measures: Referral numbers,
referral to treatment conversion rates,
subsequent reported falls.
Results:
Over the 9 month pilot a total of 127 referrals
were received via this newly established direct
referral route.
92 referrals received were related to patients
who were not previously been on the caseload of
the falls service.
A total of 40 of these referrals were seen for
clinical intervention by the Lewisham Community
Falls Service (LCFS)
A reduction of 75% was noted of patients
reporting further falls post LCFS clinical
intervention

Conclusions:
Preliminary results from this study encouragingly
show that the establishment of a case-finding
referral route, allowing population targeting is
feasible and can reduce the number of further
reported falls.
Introduction and background
Falls should be considered a serious public health
concern and pose a major threat to the physical,
social and psychological wellbeing of older
populations [Lord et al, 2008]. Falls are a leading
cause of death and disability in the adult
population over 75 years [Department of Health,
2009]. The short and long term effects of falling
are well acknowledged and documented .The
physical health consequences of falling including
fracture, mobility decline, functional and
independence loss are well recognised.
Conversely, it is the often the psychological
effects of confidence loss, fear, anxiety and social
isolation that can present the most devastating
consequences [Delbaere, 2011].
Falls risk
increases with age, previous falls history, the
presence of long term conditions and cognitive
impairment as well as over 400 other
documented risk factors [NICE, 2015]. The World
Health Organization (WHO), has declared it a
priority for interventions that target the health
and functional status of older people to be
promoted in healthcare policy [WHO, 2017].
Thus with an expanding frail and dependent
population it is consequently vital that healthcare
communities strive to be innovative in the
proactive management of patients who are at risk
of falls.
It is concerning that habitually older persons are
defined as ‘hard to reach’ patient populations
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who may struggle to engage with health
promotion agendas. This is of particular
consequence in a Great Britain with an ever
expanding older and more dependant population.
A report on global ageing by the World Health
Organisation (2017) showed good potential for
engagement by older persons with healthcare
activities that modify and delay the onset of
disease impairments. This is highly relevant to the
falling population and guidance from the
evidence base concludes that there is high
certainty evidence well‐designed exercise
programmes reduce the rate of falls and the
number of older people who fall (Sherrington,
2019).
The evidence base for the management of falls is
under constant review and challenge. In an
evidence review briefing paper published in 2019
Public Health England continue to recommended
that ‘best practice’ is for patients at risk of falls
to undergo clinical assessment to identify falls
risk factors and thus receive subsequent targeted
interventions to minimise risks identified (Public
Health England, 2019). This intervention should
be delivered collaboratively by members of a
multi-disciplinary team [NICE, 2015, Gillespie et
al, 2012].
The enduring challenge for clinicians remains how
to both engage patients with falls services and
promote longitudinal adherence. With the
invention and increased use of smart technology
many clinical trials of the future may focus on the
use of this adjunct as a treatment tool to
promote adherence [Lord et al, 2018].
Nevertheless, the challenge still remains as to
how patient populations that are identified as
both living with falls risk factors and ‘hard to
reach’ are accessed and immersed in falls
programmes. A systematic review completed in
2017 [Lijas et al, 2017] examined engaging ‘hard
to reach’ populations in healthcare. The review
identified older populations, BAME populations
and older populations in deprived areas as those
at most risk of poor engagement with health
services.

In 2017 the newly published Fall and fracture
Consensus Statement produced by Public Health
England called on the healthcare community to
ensure falls services are fit for purpose and
population targeted. The statement encourages
interventions to form part of a whole system
approach, whereby ‘at risk’ populations are
identified, targeted and thus engaged in evidence
based services. This approach is described as a
‘case-finding’ model. The ‘case-finding’ model of
targeting known ‘at risk’ populations is an ever
evolving approach in the medical community
[NHS England, 2015]. The model aims to identify
sectors of populations who possess risk factors
for disease, conditions and disability. These
populations then receive targeted services
offering prevention, treatment and management.
The Lewisham Community Falls Service (LCFS)
was established in 2017. The service was
commissioned by funding from the better care
fund born from a Joint Needs Assessment
identifying the requirement for specific falls
service. Lewisham is a borough in South East
Inner London. It has a population of 303, 500 of
which 28, 481 are persons over the age of 65. It is
a multiculturally and ethnically diverse borough
with a significant population of residents
identified as BAME. It is home to residents of
more than 75 nationalities. Almost 15 percent of
Lewisham residents are recognised as living with
a long term condition. In relative terms Lewisham
is one of the most deprived local authority areas
in England [Lewisham Borough Council, 2019].
Giving consideration to the above statistics the
LCFS service model was innovatively designed to
incorporate the before mentioned newly
proposed recommendations from the evidence
base that falls services should be pro-actively
case-finding patients known to be at risk of falls.
One component of this model was to establish a
direct referral route between LCFS and Lewisham
Council to ‘case-find’ patients postulated to have
falls risk factors [Public Health England, 2017].
The aim of this paper is to describe in more detail
the pilot study which saw the establishment of a
direct referral route between LCFS and social care
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partners as a method of targeting Lewisham
residents identified as possessing risk factors for
falling.
Methodology
A direct referral pathway was established
between LCFS and The Linkline Telecare Service
run by Lewisham Borough Council.
The Linkline Telecare service provides customers
with 24 hour ‘in property’ helpline provision.
Customers can activate the telecare alarm in the
event of an emergency or concern and receive
either remote telephone support or if required a
domiciliary visit. There is a charge for the service
but some customers with certain conditions can
receive financial subsidisation.
Initial meetings were held between LCFS and
Linkline telecare service to assess the possibility
of the establishment of a direct referral route, as
well as identify any perceived barriers.
A concern raised and discussed was information
governance and confidentiality. After discussion
the Lewisham and Greenwich NHS Trust
Information governance team and Caldecott
guardian agreed transfer of data would be
acceptable.

letters were sent or if indicated and appropriate
patient’s next of kin / guardians were contacted.
When contacted by a LCFS member of staff
patients would be fully informed of the reason
for the contact. It would be explained that any
data had been passed to LCFS securely by Linkline
telecare service and the clinical intervention
services of LCFS would be offered to the patient.
LCFC is a community based therapy lead falls
service. The team consists of Physiotherapists,
Occupational Therapists, Band 4 Support Workers
and Postural Stability Instructors. Treatment and
interventions are offered to patients at all phases
of the falls and frailty spectrum. Treatment
offered is in accordance with the evidence based
an includes a comprehensive multifactorial falls
assessment,
home
hazard
assessment,
Physiotherapy provision , Occupational Therapy
provision, home and class based exercise
programmes, education, self-management and
sign-posting to other services.
LCFS has access for direct referral into a
geriatrician lead falls clinic to support any medical
concerns as well as General Practitioner and
other community nursing specialities.

An information sharing agreement was designed
and signed by all and the direct referral route
established.

The service operates a falls helpline via which all
referrals are received. Referrals are received from
health professional or self-referral by clients /
relatives. The service operates an initial point of
contact comprehensive telephone triage system.

The direct referral route allowed for LCFS to be
notified of any Linkline service user who activated
their alarm within the previous month reporting a
fall. Each calendar month a password protected
spreadsheet was sent via secure email with the
details of clients who had reported a fall.

Patients referred via the direct referral route
would (if appropriate) undergo a comprehensive
telephone triage to exclude any medical
complications that warrant further investigation.

Patients identified as having reported one or
multiple falls would then be proactively
contacted by LCFS and offered a domiciliary
based evidence based multi-factorial assessment,
home hazard review and subsequent clinical
intervention [NICE, 2015]. Patients were initially
contacted by telephone. If no answer postal

Results
The pilot study captured data for 9 months.
Across nine months 127 patients were referred
from Linkline Telecare Services to LCFS via the
direct referral route.
Of the 127 referrals received 92 patients were
‘new referrals’ to the service and were not known
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to the service or had not been referred in via
existing traditional referral routes.
After clinical screening and triage 40 of the 127
referrals received were accepted onto the
caseload of the LCFS for clinical intervention.
The ranked reasons for patients whom did not
receive clinical intervention are listed below:
1. Patient in hospital
2. Patient already known to another
community therapy service
3. Patient already received intervention
from LCFS
4. Patient declined service
5. Patient deceased
6. No response from patient
Of the patients accepted by the service to have
clinical intervention 95 % went on to have an
evidence based multi-factorial falls assessment
including
a
home
hazard
assessment,
identification of falls risk factors and instigation
of personalised, holistic, treatment plan. Of these
23% of patients were assessed and treated by
Occupational
Therapists,
77%
by
Physiotherapists.
Discussion
With 3 million over 65 year old community
dwelling adults falling at least once a year
[Sherrington et al, 2017] and the known cost of
falls to both the health care economy and patient
wellbeing, it must be seen as positive that this
pilot study has demonstrated feasibility in
employing a case-finding model to target patients
with known falls risk factors.
This referral strategy offers a solution to the
challenge of accessing ‘hard to reach’ patient
populations. In the borough of Lewisham a large
proportion of the population are identified as
older adults, BAME and living in deprivation. All
populations which have been shown to pose a
challenge to healthcare workers to engage in
health promotion [Lijas et al, 2017]. Instigating a
proactive service model allows such patient

populations with known risk factors to be
targeted and intervention offered directly.
Preliminary results from the LCFS work
encouragingly demonstrate that patients can be
captured via these unique referral routes who
may, without them, have not come to the
attention of specialised services.
Data has demonstrated that of the 40 patients
who received clinical intervention from LCFS only
10 (25%) of referrals reoccurred on subsequently
received referral spreadsheets. It can therefore
be hypothesized that 75% of patients reported no
further falls due to the evidence based
multifactorial intervention delivered by LCFS.
LCFS chose to target a population known to
possess risk factors for falls. This assumption was
based on derivations from anecdotal practice
that community dwelling patients employing the
use of an emergency telecare service would
possess and exhibit many of the known risk
factors for falls. This is supported by The Kings
Fund review ‘Telecare and older persons’ (2006)
which identified the majority of the 1.2 million of
telecare users in the United Kingdom as being
older persons often with significant disability and
disease.
This pilot study has demonstrated an
encouragingly positive effect that when
populations are correctly targeted impact can be
had on subsequent number of patient reported
falls. However, attention must be given to
ensuring that patients who have suffered an
injurious fall and or fragility fracture receive
optimal evidence based follow up care. The effect
on mortality and morbidity of hip fracture is well
documented, as is the risk of subsequent hip
fracture following fragility fracture [Royal College
of Physicians, 2018]. Falls services must include
assessment of bone health and fracture risk as
well as collaboration with fracture liaison services
[NHS England, 2019].
It is important to give consideration to the
identified reasons why some patients referred to
LCFS did not go onto receive clinical intervention.
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The most prevalent reason identified is that
patients were in hospital when contacted by
LCFS. In these instances, with an aim of
supporting transfer of care, LCFS reached out to
the inpatient setting offering, where appropriate,
support to patients on discharge. Where patients
were known to other services LCFS offered expert
clinical guidance to the treating clinician. If a
patient receiving intervention from an alternative
community therapy service continued to report
falls LCFS staff offered to collaboratively review
the patient.
Reference must be given in this article to the
guidance from the NHS 5 year plan (NHS England,
2014). Considering the ever increasing older and
more clinically dependant population service
leaders must be encouraged and supported to
design proactive service models. Any innovation
that can be designed to support the review
objectives of boosting out of hospital care and
supporting services for frail older persons should
be tested, especially when this involves
collaboration and a break down in barriers
between health and social care organisations.
Conclusion
In conclusion no evidence or literature has ever
concluded that any intervention can eliminate
falls risk factors and therefore patients suffering
from falls. Individuals will always suffer falls due
to the complex interplay of multiple contributing
risk factors. However, ensuring services are fit
for purpose and follow guidance from the
evidence base has been shown to have a positive
impact on this very serious public health concern.
Preliminary results from this study encouragingly
show that the establishment of a case-finding
referral route, allowing population targeting is
feasible and can reduce the number of further
reported falls. Further data collection and
analysis is required to review the potential
positive impact this model could have on
prevention of injurious falls. Consideration should
also be given to the impact this referral model
could have on falls related hospital admissions,

with current rates at 220,159 patients per annum
it would seem any reduction of this figure can
only be seen as positive [Public Health Outcomes
Framework, 2018].
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“We are all in the gutter, but some of us are looking at the stars” (Oscar Wilde, Lady Windermere’s fan)
of self-worth (Kitson 1984).The antithesis of this

Introduction
There are many examples of good practice in the
care

of

older

people

with

dementia

in

institutional settings, however this good practice
is

not

uniform

and

although

innovative

approaches do exist person-centred care is not
always standard. This article attempts to examine
the relevant literature regarding practice in this
area in an effort to explore the reasons for the
predominance of custodial approaches to the
care of older people in acute general hospital and
other care settings across the decades, and the
failure of previous research to fundamentally
change practice more consistently. The author
suggests that too often this research is conducted
in isolation from the clinicians who deliver that
care and so consequently has limited impact
upon care practices. The author proffers the
action research approach as a model for
addressing these issues to achieve person
centred care.
Definitions

is a person centred approach to care has at its
core the maintenance of the person’s integrity,
dignity and function (Kitwood 1997); this is often
classified as a ‘therapeutic’ approach to care in
older literature (Kitson 1984).
Background
We live in an era marked by better standards of
living, medical advances, and changes in lifestyle
that have resulted in falling birth rates and
greater longevity, causing an upward trend in the
proportion of older people in the population
(Goldberg et al 2012). Because they are fitter for
longer, the oldest and frailest elders are over
represented in our typical patient populations so
that a large proportion of those within acute
general hospital care will have some form of
dementia or cognitive impairment (Sheehan et al
2016;Goldberg et al 2012)
Consequently policy documents, such as, the
N.I.C.E guidelines for Dementia (2006) call upon
us to provide services that address the specific

A ‘custodial’ approach to care is one which is

personal, social, mental and physical needs of

epitomised by; a routine dominated, task

people, what Marshall (1999) terms “making

orientated type of nursing which effectively robs

wards dementia friendly”. Similarly the National

the person of dignity, independence and feelings

Dementia Strategy for England, ‘Living well with
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Dementia’ (Department of Health 2009) has 17

and delivered in separate “chronic” health

objectives covering all aspects of the person’s

settings. Lacking in status or funding elderly care

journey with dementia, including; improved

was the “Cinderella” service, as Dr Jed Rowe puts

quality of care for people with dementia in

it;

general hospitals, improved end of life care, and
an informed and effective workforce. The
Scottish

dementia

strategies

(Scottish

Government 2010, 2013) also acknowledged the

“….geriatric medicine, like Oliver Twist, was born
in the workhouse raised on short rations and is
always asking for more”. J. Rowe (2003)

need for a better trained and educated workforce

Goffman (1961) in Asylums and Stigma (1963)

and ensuring that the environment of care meets

hypothesised that the architecture of institutions

the needs of people with dementia.

reflected societal views on those they housed, so

Despite these initiatives the care of older people
in the acute general hospital setting has
continued to be the subject of concerns about
the quality of care delivered; BBC Panorama
(2005), ‘Care and compassion?’ (2011), Francis
Report (2013). There are of course many
examples of excellent practice such as the award
winning services at University Birmingham
Hospital Foundation Trust (UHBFT) (Wyrko 2010),
and South West Birmingham NHS Foundation
Trust (SWBFT) (Singh et al 2013), and the pilot
work at New Cross hospital in Wolverhampton
(Heath et al 2010). However such good practice is
not universally adopted and there is much
evidence nationally that nurses in acute care
settings have negative views of caring for older
people, that they are perceived of as dependent
and cognitively diminished (Tadd et al 2011), and

that the farm layouts reflected views of the
incumbents as ‘sub-normal’ or animal like, the
prison like structures aimed at confining the
mentally ‘immoral’ or deviant from whom society
must be protected. Innes (2009) describes the
effects of stigma marginalizing the needs of older
people with dementia, the author would cite this
and Goffman’s analysis to explain not only our
inherited settings but also the current lack of
environmental

provision

for

people

with

dementia in the general hospital setting; the
invisibility of specific resources to address their
needs a product and reflection of their invisibility
and lack of priority within the system (Tadd et al
2011).
Literature review
Methodology

more demanding and time consuming, (Clissett et

The author has attempted to review the

al 2013), a reflection perhaps of the stigmatized

literature examining the attitudes of nurses

views of older people within the wider society

toward the older people they care for in the

(Marshall 2010).

United Kingdom (U.K.). Studies were included if

Historically the care of older people has been a
service devolved from the work house infirmaries

they reported health care professionals attitudes
towards older people and older patients (defined
as those aged 65 years and older) in the UK. The
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second selection criteria was primary research

dependency because the nurses, in their anxiety

measuring attitudes. The following exclusion

to complete each routine, would do more for

criteria were applied: focus of paper was not

people

relevant to this search; different healthcare

depriving

professionals’ attitudinal data were not recorded

independence.

separately. The following databases were used

exacerbated by a lack of accurate assessment and

for the electronic searches: CINAHL, MEDLINE,

recording of capabilities and nursing needs. The

British

operators

researchers recommended the need for a new

combined the terms older people, attitude, and

system of nurse training that emphasised

health professional. In addition the reference

individualised nursing care based on the total

lists of studies were hand searched for related

needs of the person.

Nursing

Index.

Boolean

research. Much of the work in this area did not
directly address the care of older people with
dementia in acute general hospitals so the field
was widened to include the care of older people
in a variety of institutional settings, as it was
considered that the findings were relevant and
transferable to the present review.

Seminal work in this area was conducted by
Norton, et al (1962), in a largely descriptive study
which addressed the basic nursing care of older
people in hospital, describing constraints and
identifying problems. It comprised a twenty four
hour analysis of 18 patient’s nursing needs using
continuous non-participant observation; they
also considered external variables such as the
suitability of ward furniture and equipment. They
found that older people with varying conditions
and disabilities had to conform to a rigid pattern
of ward routine determined by time of day and
geography of the ward, irrespective of their basic
physical and social needs. The day was divided
into a series of bath rounds, toilet rounds, meal
rounds,

etc.

This

resulted

in

increased

was

them

really
of

This

necessary,

their

hence

initiative

routinized

and

care

was

The studies of Rhys Hearn (1979) and Miller
(1985) discerned a basic theoretical flaw in the
perceived assumption that nursing care is given in
response to the degree of incapacity. Rhys Hearn
(1985) found despite optimal staffing levels and
the existence of individualised nursing care plans,
nurses

The identification of the custodial approach

than

did

not

adjust

their

routines

to

incorporate such activities as emotional support
and

rehabilitative

activity

although

their

perception was that they were meeting all the
patient’s needs. This finding was of even more
significance in the light of Millers (1985) research
which demonstrated that dependency arose from
the type of nursing care received, it was
iatrogenic. Individualised care using the nursing
process was associated with lower patient
dependency,

decreased

hospital

stay

and

improved mortality, whereas task allocation
nursing had a detrimental effect in all these
areas. Miller emphasised that it was erroneous to
assume that there was a simple equation
between the number of nurses on a ward and the
quality of care received. These studies indicated
that a more intricate relationship existed
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between the perceptions of staff and the type of

which occurred during health care activities and

care given.

at meal times. Staff had no clear goals in terms of

The effect of stigma

the care of older people with dementia and again
the pitfalls of working within a medical model

A number of studies focused upon the nursing

were emphasised, and how inappropriately the

care of older people using an interactionist

care of older people fitted within this paradigm.

perspective, and offered important insights into

Additionally Miller made the link between poor

the importance of an ideological framework.

care and the unsuitable physical environment of

Darlington, et al’s (1974) study is an example of

the old asylum buildings.

this genre. They examined the levels of stress
experienced by nurses in ‘geriatric’ wards,
connected with the espoused rehabilitative ethos
of the hospital and those of the wider community
who viewed their role as being one of social
containment. This resonates with Kitwood’s
(1997) notion of malignant social-psychology
being a source of disablement for people with
dementia, and with Goffman’s (1963) analysis of
the effects of the stigma in the wider society
affecting the care of people in institutions.
Darlington et al (1974) also identified that the
nurses stress was compounded because there
was no clearly defined theoretical framework
within which to interpret their legitimate function
and within which to understand their actions.

Baker’s (1978) study also inferred that the
stigmatized negative views toward older people
in the wider society were reinforced by the
medical model of treatment which emphasised
cure and put a lesser value on care, resulting in
the practical and symbolic devaluation of the
older people and the nurses who cared for them.
This contributed to a style of nursing that was
inconsistent with humanitarian standards of care.
Clarke (1978) makes the link with the poor
environment of the old asylum buildings and the
lack of facilities as an integral aspect of the value
ascribed to the older people by both society and
the biomedical model. Because the cure goal was
not seen as being attainable on these wards
doubt was cast upon the legitimacy of the service

Other studies concurred with these findings,

users implicit claims on the resources of the

Towell (1975) concluding that the predominance

hospital, echoing Marshall’s (1999 ) observation

of the medical model influenced the need to

that ‘they really shouldn’t be here’.

complete rigidly scheduled regimes based on
medical/physical needs. Miller (1978) too found

The socialising medium of the ward

that although physical care was found to be

Another seminal analysis was provided by Evers

adequate the degree to which the identity,

in her (1981) study which identified two

dignity and independence of the service users

dominant modes of nursing care: personalised or

was maintained varied and that people with what

loving warehousing, and minimal warehousing.

was classified as severe dementia spent only 34%

Personalised warehousing was characterised by

of their time in engaged behaviours, most of

increased personal choice, increased social
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interaction, and more chance of long- stay
’patients’ leaving the ward for recreational
activities. Minimal warehousing involved minimal
personal choice and a tendency for the ward to
be a closed environment. Ever’s also indicates
that the dominance and hierarchical nature of
the medical model is a determinant factor in less
personalised care.

The influence of the environment
Wells (1980) work was one of the first to consider
a range of possible factors which may have
influenced the type of nursing care provided. She
investigated the effects of external factors such
as ward environment, equipment and furniture in
addition to internal factors such as, nurses’
attitudes and knowledge. Her findings echoed

Smith’s (1986) work attempts to explore further

Norton’s , there was a lack of individualised

why a more appropriate model of nursing care

nursing care due to nurses failure to concentrate

was not used in the care of older people. He

their hard work on the specific needs of

concludes that the mode of decision making in

individual patients, and their failure to provide

the hospital worked against change, the conflict

adequate

and lack of discussion between groups on and

documentation. Wells concluded that it was the

outside the ward mitigated against commitment

fault of a system of nurse training which

to change. Smith also believed that the

encouraged

functioning of the hospital was influenced by its

routines, and neglected to provide a nursing

members needs for defences against anxiety.

model which focuses upon the older person

Low staffing was functional in that it prevented

experiencing illness rather than on their physical

the prolonged close contact between nurses and

problems or the tasks associated with their care.

clients

nurses’

Seers (1984) and Armstrong-Esther et al (1993)

emotional stress. Even when more staff were on

also found that nurse-patient interactions tended

duty there was no evidence that nurses

to be nurse initiated and task orientated. Their

attempted to build closer relationships with

findings confirmed those of Wells; that older

clients.

people were more likely to be recipients of rather

which

contributed

to

the

In this work poor staffing and lack of patient
contact are again seen as functional to the
hospital rather than a result of economic or
demographic circumstances or poor managerial
organisation. Although events and interactions do
appear to be forced into a rigid framework which
results in a rather overly deterministic analysis.

nursing

the

assessment

performance

of

and

ritualised

than participants in care.
The pervasiveness of the custodial approach
Recent studies emphasise how little has changed
in the care of older people with dementia in
formal care settings. Kelly (2007) explored the
social worlds of people with dementia in
institutional long term care. She identified that
during creative sessions Occupational Therapy
staff generally recognized and supported the
selfhood of participants, raising well-being.
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However, ward staff did not fully recognize and

senior

or

middle

managers,

therefore could not support selfhood in their

discharged

older

people

interactions

in

relatives/informal carers. The authors again give

participant ill-being. Kelly calls for staff training

no details as to how representative a sample this

programmes which integrate the concept of

was but did involve older people at each stage of

selfhood

thus

the process and held four stakeholder workshops

promoting more positive ways of interacting with

throughout the U.K. as a means of validating the

older people which would both increase their

emerging themes. An attitude that the older

well-being and enhance staff satisfaction.

people with dementia should not be in the acute

with

and

participants,

person

centred

resulting

care,

A study by Cowdell (2009) considered data from
125 hours of observation on three wards
providing specialist care for older people in
England, the sample population included; and 25
registered nurses, 33 nursing assistants and 11
people with dementia. The researcher does not
establish how representative the sample size
was, and the researcher takes the role of a socialparticipant observer rather than participating in
clinical activity. However the findings resonate
with those of previous work; with interactions
dominated by the delivery of essential physical
care despite the efforts of the older people to
express their needs. This was seen to be due to
the nurses philosophies about dementia care
being based on personal beliefs rather than
specialised training. Staff appeared to have little
empathy with people who had dementia and
tended not to question the way care was
delivered, they were socialized into accepting this
as the norm.
Tadd et al (2011) mirror these findings in a study
of four acute trusts which incorporated 617 hours
of non-participant observation of practices and
activities in 16 wards. Semi-structured interviews
were also undertaken with 79 frontline staff, 32

40

recently

and

25

wards permeated the findings from staff
interviews. Indeed the priorities of the trust were
in conflict with the needs of the older people. The
need for high bed occupancy rates meant that
older people were continually being moved from
ward to ward with a resulting lack of continuity in
their care. The ‘blame culture’ and concentration
on patient safety resulting in people being
encouraged to remain in their chairs at the
bedside, effectively immobilising them and
affecting their dignity. The researchers noted that
although older people with dementia constituted
the largest proportion of the client group, the
physical environment was totally inappropriate to
their care, and was both disempowering and
contributed

to

their

disorientation.

They

indicated that a culture that failed to recognise
them as a legitimate client group resulted in a
hostile physical environment and a lack of key
skills and training in nursing staff to achieve
person centred care.
Clisset et al (2013) too, indicate that lack of
specialised training for staff in these areas
resulted in them remaining detached from the
emotional needs of the older people they were
caring for. The research involved 72 hours of
non-participant observation and interviews post
25

discharge with 35 family care givers. The

This finding is supported by Livingstone et al

researchers found that because the healthcare

(2017) who also indicate that new approaches to

nurses did not have sufficient personal resources

developing staff skills are required. Their study

to meet the needs of the older people in their

was part of the Managing Agitation and Raising

care, they had a diminished ability to be effective

Quality of life in dementia (M.A.R.Q.U.E.)

in their role .This resulted not only in resentment

initiative (Beach & Thomas 2019), and explored

towards the older people but in their seeking to

the prevalence of and associations with agitation

gain

minimizing

in residents living in 86 UK care homes. They

communication and moving away from the

noted that there was a high prevalence of

situation as quickly as possible. The authors

dementia and agitation in care homes resulting in

recommend; education regarding person-centred

a lower quality of life, which was not mitigated by

care

emotional

the provision of more staffing time and activities.

intelligence, more careful recruitment processes

They conclude that improvements in the

and zero tolerance of staff who fail to respect

environment

dignity.

introduced in isolation to staff training on

a

sense

with

of

support

control

to

by

develop

Backhouse et al (2016) also found care

would

not

be

successful

if

applying more personalised activities.

dominated by staff perceptions in their research

Kadri et al (2018) add to this theme, they cite the

within 4 care homes. They indicate that although

lack of status of care workers as persons in their

that although non-pharmacological interventions

own right as an influencing factor in achieving

were provided for residents, those with cognitive

person-centred care for care home residents.

impairment or agitation were less likely to be

They found that many care staff do not feel

offered these interventions due to a lack of

acknowledged as persons in their own right by

recognition

targeted

their employing institutions and that there is a

interventions, and an exclusion of the more

lack of recognition of the emotional burden of

agitated residents as not being suitable to

their caring. This resulted in a reduction of the

participate or as more likely to disrupt the events.

complex relationships of care work to a series of

They conclude that investing more in increased

tasks, which not only affected the carers’ self-

staff: patient ratios and activities, or improving

worth and self- efficacy but impeded their efforts

the environment are unlikely to reduce residents’

to deliver person centred care. They advocate

agitation or improve quality of life per se. The

enhancing staff personhood as a factor in

solution lay in a greater provision of resources for

improving care.

of

their

function

as

staff to understand, communicate and engage
with residents in order to achieve more
personalised approaches.

Cooper et al (2018) study of 92 English care
homes also noted that person centred care or
tailored activities were noted that person centred
care or tailored activities were happening only
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infrequently for residents with dementia and that

7) The care environment is used actively to the

person-centred care was not associated with

benefit of residents through the knowledge and

staff: patient ratios. They too suggest that the

understanding of staff.

cause relates more to staff burnout and
depersonalisation of residents.

This was at odds with previously accepted
interpretations that the ward cannot be sister
was the key element in the organization of care

The organisational values
Killet et al (2014) also indicate the importance of

(Redfern 1979; Pembrey 1980; Kitson 1984).

the actual microcosm of the organisational

Killet el al (2014) emphasised that the particular

culture within care settings and how that impacts

culture of care achieved merely by importing a

on the quality of care people receive. This

set of organisational values and the ‘right’ leader

comparative analysis of 11 UK care homes

or staff. Laybourne et al (2018) also indicate that

utilized both observation and interviews to

the organisational culture and how teams work is

delineate 7 inter-related cultural elements that

so varied that a more complex analysis is

were of importance in the quality of care. The

required. . This is echoed in the work of Rapaport

elements they identified were;

et al (2018) who found structural and procedural

1) A shared purpose in providing best possible
person centred care, with consistent espousal of
values at an organizational and individual level.

constraints to achieving person-centred care in 6
English care homes. They noted that staff often
felt powerless, frightened and overwhelmed.
Their responses were seen as being constrained

2) Management mediate external pressures so

by

that they do not negatively impact on care, as

processes and a culture of fear and scrutiny.

demonstrated

in

the

attitude,

skills

and

behaviour of managers.
3) Staff are empowered to take responsibility for
resident well-being.

care

home

organisational

structures,

Discussion
Not all the research is robust and can be criticised
for;

introducing

subjectivity

in

their

methodological approaches, (Towell 1975; Clarke

4) Staff and managers are open to change for the

1978; Evers 1981; Smith 1986), or a lack of

benefit of residents.

transparency in the details of sampling (Cowdell

5) There is a sense of community between all
involved in the home.
6) Person-centred activity and engagement is
integral to care work.

2009; Tadd et al 2011; Clisset et al 2013).
However they offer a useful analysis of recurrent
patterns of care.
A theme that runs through the literature is the
negative impact of the predominance of the
medical model, and the pervasiveness of
custodial care practices. Custodial approaches to
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care have been identified as one of the

Lomas 2007, Dopson & Fitzgerald 2005, Nicolini

predisposing factors in the physical and mental

et al 2007, Kontos & Poland 2009, Oborn et al

abuse of older people by denying them their

2010, Pentland et al 2011, National Institute for

status as full human beings, thus legitimising ill

Health Research 2017). The problematic process

treatment (Stannard 1971). Hence they represent

of constructing knowledge between experts in

not just poor practice but are inherently

practice (Dopson & Fitzgerald 2005) leading to a

damaging.

a

dangerous ‘knowledge gap’ Cooksey 2006, Lomas

perpetuation of such inappropriate approaches

2007, Oborn et al 2010). Contributors to the

throughout the decades, the findings of Kelly’s

debate

(2007) study resonating with those of Miller’s

research-practice ‘knowledge gap’ (Oborn et al

(1978), Tadd et al (2011) with Clarke’s (1978), and

2010) comment on early assumptions of the

Clisset et al (2013)with Smith’s (1986).

‘research utilisation’ process as linear one

Yet

the

literature

reflects

Such inadequate care and lack of appropriate
resources can be partly explained by the Inverse
Care law espoused by Hart (1971) which
postulates that the availability of good medical
care tends to vary inversely with the need for it in
the population. They cite the predominance of
the cultural and ideological superstructure rather
than the forces of the free market which produce

within

healthcare

surrounding

the

directional passive flow of information that had
its origins in the functionalist interpretations of
the natural sciences (Weiss 1979). Such a
simplistic
differences

analysis
in

failing

values

and

to

account

culture

for

among

academics and practitioners that were major
constraints to knowledge exchange (Oborn et al
2010).

what we now term as a ‘postcode lottery’. This

The drive for Evidence Based Medicine (Nutley et

relationship between poverty, social class and

al 2003) also made assumptions about the linear

health outcomes, is signified by the ‘Marmot

process of knowledge, that clinicians would

curve’; the social gradient in health (Buck &

initiate the search for knowledge based on their

Maguire 2015). Thus the low status, frailty and

professional motivation to provide good care

relative poverty of older people in the UK is

(Oborn et al 2010); encapsulating the rational

exacerbated by a condition such as dementia

empirical perspective of the natural sciences, and

which not only impairs their ability to demand

reflecting the notion of the professional as a

resources but is itself the subject of negative

source of public good (Weber 1949). This also

stigmatised views.

proved problematic because it again ignored

A fundamental part of the reason for the
persistence of poor care practices also lies in the
failure to translate knowledge to practice, which
is a particular and continuing cause of concern
within health care environments (Lomas 2000,

difficulties in translating a knowledge base from a
research community to a clinical community
(Wood et al 1998, Pentland et al 2011,
Ranmuthugala et al 2011), and indeed of the
interplay of the various vested interests involved
in the process (Habermas 1972, 1987).
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In response to the knowledge theory gap new

‘Action inquiry’ (Morley 1991). One element of

models emerged that emphasised the interaction

this paradigm is the concept of Praxis; acting

between research and practice communities

upon existing conditions in order to change them,

(Graham et al 2006 Ranmuthugala et al 2011),

with knowledge derived from practice and

and the perception of the knowledge as relevant

practice informed by knowledge in an on-going

to practice (Freeman & Sweeney 2001).The

process (Lather 1986).

knowledge translation model emphasised the
active collaboration between research and

Conclusions and recommendations

practice as a dynamic process that involved

A raft of excellent care models exist (Brooke &

reshaping knowledge and it’s meaning for all the

Semlyen 2019, Singh et al 2013Wyrko 2010,

players involved (Baumbusch et al 2008). It also

Heath et al 2010) and a plethora of significant

identifies the importance of engaging key

research has been conducted in this area over

leaders/champions in successful Knowledge-

many decades. The perpetuation of poor care

Transfer and Exchange (Oborn et al 2010

practices would suggest that the examples of

Ranmuthugala et al 2011). An emphasis on the

good practice have not been universally adopted

active engagement and participation of clinicians

and the findings of previous research have

in research was advocated within the nursing

consistently failed to affect change uniformly.

profession as being central to the relevance of
studies and the implementation of findings (Seng
1998). A collaboration of education with practice
is identified as offering a crucial bridging role
(Redwood et al 2002, Sigsworth 2009).

The author considers that this is in part due to
the ‘ivory tower’ nature of research, generally
conducted by academic experts in an isolated
process that does not involve the clinicians as
partners in the research. This is the antithesis of

Kitson et al (1998) advocate the use of the

the Action Research method, an approach that

Promoting Action on Research Implementation in

seeks to integrate theory and action with a goal

Health Services (PARiHS) framework as one

of

model that represents the

of

community and social issues together with those

processes involved in utilising research into

who experience them – the practitioners (Guba

practice. They identify some key elements; the

and Lincoln, 1994). Of particular interest is the

effect

upon

concept of Praxis, acting upon existing conditions

implementation of evidence, the importance of

in order to change them, with knowledge derived

facilitators in this process to provide support for

from

change and the need to combine different

knowledge in an on-going process (Lather 1986),

evidence types for clinicians. This analysis of

which fits well into the change management

change as a process aligns well to the action

process.

that

contextual

complexity

factors

have

addressing

practice

important

and

practice

organizational,

informed

by

research perspective, part of a family of related
investigative approaches under the umbrella of
29

Colleagues at University Hospital Birmingham
NHS Foundation Trust (UHBFT) are conducting a
series of related studies which epitomises this
approach. Different aspects of the care of older
people with dementia are being explored and the
results fed back directly to staff to support
improved care practice, these changes are then
the subject of further evaluation and refinement.
The author would suggest that their work offers a
model for addressing the issues identified in the
literature and in achieving person centred care.
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INTRODUCTION
The concept of the NHS Foundation Trust
originates from the NHS Plan of the Blair
government. In ‘Delivering the NHS Plan’,
published in 2000 by the then Secretary of
State for Health, Alan Milburn. (DoH 2000)
Foundation Trusts (FTs) were proposed as a
means of liberating hospitals (the original
concept seemed only to relate to acute
services) from central control, so that they
could then innovate and improve patient care.
This included setting their own pay for their
staff, owning and utilising their buildings and
other assets, and retaining surpluses. Their
relationship with their commissioners would
be governed by formal, legal contracts rather
than the existing public-sector service
agreements between different public bodies.
Rather than looking upwards to Westminster
and the Department of Health for decisions
and guidance, FT’s would look to their own
interests and those of the people they served.
This was proposed to be enacted in
governance terms through a system of
Membership of the FT, with membership
open to staff, users of the FT’s services and its
local population. Continuing the comparison
with
independent
private-sector
organisations, it was envisaged that the
Members would equate to shareholders, and
the Board of an FT would be accountable to
those ‘shareholders’ through a Council of
Governors elected by the Members.

The formalities of the role of the Governors
were summarised as follows in the 2012
document The NHS FT Code of Governance(
Gov.UK 2012), which updated earlier guidance
and was itself updated further in 2014
(Monitor 2014)
a) The council of governors has a duty
to hold the non-executive directors
(NEDs) individually and collectively to
account for the performance of the
board of directors. This includes
ensuring the board of directors acts so
that the foundation trust does not
breach the conditions of its licence. It
remains the responsibility of the board
of directors to design and then
implement agreed priorities, objectives
and the overall strategy of the NHS
foundation trust.
b) The council of governors is
responsible for representing the
interests of NHS foundation trust
members and the public and staff in the
governance of the NHS foundation
trust. Governors must act in the best
interests of the NHS foundation trust
and should adhere to its values and
code of conduct.
c) Governors are responsible for
regularly feeding back information
about the trust, its vision and its
performance to members and the
public
and
the
stakeholder
organisations that either elected or
appointed them. The trust should
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ensure governors have appropriate
support to help them discharge this
duty.
Supporting principles
d) Governors should discuss and agree
with the board of directors how they
will undertake these and any other
additional
roles,
giving
due
consideration to the circumstances of
the NHS foundation trust and the needs
of the local community and emerging
best practice.
e) Governors should work closely with
the board of directors and must be
presented with, for consideration, the
annual report and accounts and the
annual plan at a general meeting. The
governors must be consulted on the
development of forward plans for the
trust and any significant changes to the
delivery of the trust's business plan.
f) Governors should use their voting
rights to hold the non-executive
directors individually and collectively to
account and act in the best interest of
patients, members and the public. If the
council of governors does withhold
consent for a major decision, it must
justify its reasons to the chair and the
other non-executive directors, bearing
in mind that its decision is likely to have
a range of consequences for the NHS
foundation trust. The council of
governors should take care to ensure
that reasons are considered, factual
and within the spirit of the Nolan
principles. (Committee on standards in
Public Life 1995)
The holding to account of the Chair and NEDs
for the performance of the whole Board was
embodied in the responsibility of the
Governors to appoint, review, reappoint or
remove the Chair and NEDs. In addition,
Governors could vote to approve or not
significant transactions, changes to the FT’s

Constitution, mergers and acquisitions and
increases in non-NHS services and income.
In practice, the originally envisaged
independence of FTs never really took hold.
Virtually no FTs ever departed from the
national pay arrangements, FTs and their
assets remained on the Treasury and Office of
national statistics (ONS) balance sheets, and
the contractual/arm’s length nature of the
relationship
with
commissioners
was
constrained for most FTs by the nature of the
near monopoly or 1:1 situation that applies
for many providers and commissioners.
Even at the height of the FT ‘movement’, it
was clear that Monitor (then the central
regulator for FTs) could make or break an FT,
its CEO’s career and the position of the Chair
and NEDs. Thus, senior staff more often
looked upwards, still, to the centre, rather
than outwards to the Membership and local
communities.
These impacts have been exacerbated by the
financial constraints of recent years.
Commissioners were forced to withhold
funding for some services and there has been
significant pressure to ‘deflate’ tariffs
nationally. Thus, increasing numbers of FTs
have found themselves in exactly the same
position as non-FTs, operating with deficits
that would have led to their licences being
revoked in the heady days of Monitor 8-10
years ago.
So, if there is little difference now between
FTs and non-FTs, some might ask whether
there is any point in continuing with the FT
governance model – one of the authors of this
paper has heard FT Chairs asking national
leaders why they still have to maintain
Members and Governors when all Trusts are
treated the same by the centre and have the
same pressures, targets and constraints. The
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authors believe that there are two answers to
this question:




Firstly, until there is new legislation,
the FT model is here to stay, and the
Government rightly has been
prioritising resolving Brexit and Covid
above NHS structural changes.
Secondly, Members and Governors
remain a vital means of engaging with
users, staff and the public, to obtain
feedback, ideas and a ‘sounding
board’ for FT leaders.

In essence, we would argue that if Members
and Governors have to remain in place for at
least the time being, then why wouldn’t a
Board want to use them? In addition, recent
consultations have suggested ways for whole
health systems to utilise Councils of
Governors whilst we still have them.
WHAT DO GOVERNORS BRING TO THE
TABLE?
All FTs have a Constitution, which includes the
make-up and roles of the Membership, the
Council of Governors and the Board of
Directors. From the example of the FT at
which we both worked in Birmingham, our
Constitution meant that the vast majority of
staff were Members, and we worked to
maintain a public membership of at least
10,000 (comprising users and their families,
interested members of the public, former
staff, etc.).
The Members then elected (on a three-year
rolling programme of elections) 13 Public
Governors, covering four geographical
constituencies and 6 Staff Governors, covering
different professional constituencies. In
addition, we had Partner Governors
representing key partners in education, local
government, the third sector, and police.
Other FTs will have different constituencies –

Mental Health FTs often have specific service
user categories
In our case, the constitution and elections
usually gave us around 24 people to sit
around the Council of Governors’ table, joined
by the Trust Chair (who also chairs the
Council, by national requirement) and usually
most of the NEDs and some of the Executive
Directors and other senior staff. Inevitably,
the background and experience of the Public
and Staff Governors could be very varied –
some had significant experience of sitting on
governing bodies or leadership teams, and
some had none. This meant that – if we were
to get the maximum positive contribution
from our Council – we had to provide some
tailored training and support.
Once established and given some initial
training, the Council then gave us 24 brains,
24 sets of experiences and ideas, and 24 sets
of eyes and ears that could help to give us
feedback on current services and ways of
working, ideas or suggestions for changes and
improvements, and connections into a wide
variety of local organisations and groups. Who
wouldn’t want that?
In addition, Governors can become
ambassadors for the FT – they are not there
to replace what officers of the FT should be
doing, but they can provide an independent
voice to demonstrate that the FT is trying to
engage and listen.
HOW CAN AN FT GET TO THIS POSITIVE
ENGAGEMENT AND RELATIONSHIP WITH ITS
GOVERNORS?
We have already mentioned the training and
support that Governors need. However, we
will stress the point mentioned above, that
this needs to be tailored to the needs (and the
availability) of individual Governors. For
example, some will know nothing of NHS
finance or governance, whilst others will be
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more confident in this – and the same applies
on
clinical
services,
legal
matters,
employment and training, etc, etc. We found
that the key was for the FT, through its
manager employed to look after and develop
Members and Governors, to ask Governors
what they needed and then to strive to
deliver that in ways that were appropriate
and accessible for the Governors.
However, beyond induction and continuing
training and development, Governors need
something critical if they are to provide the
engagement, feedback and ideas that make
their potential contribution so valuable. This
critical aspect can best be summed up as
respect and involvement. If an FT Board does
not give its Council of Governors respect and
does not involve them in key activities, then
how can we expect the Council to make a
significant contribution – or how can we
expect their support for an important
decision?
From our Birmingham experience, we know
that we did not get this right all of the time.
However, over time, by the Chair and NEDs
regularly attending the Council meetings, by
working with individual Governors at our
service visits, by attending Governors’ training
days, and by being open to questions and
challenges at meetings of Governors outside
of the formal Council meetings, trust and
sound relationships developed.
From this position of trust and respect,
Governors were able to make regular
contributions to our plans and provided
invaluable feedback on many of our services.
Sometimes, a Governor might display a
special interest in a particular service and
even become rather ‘one-tracked’ in their
pursuit of that interest. However, we found
that the trust and respect built up meant that
other Governors could help to balance singleinterest voices and most of those voices came

to respect what was being done to try to
address their concerns and wishes.
Different
Trusts
develop
different
relationships and use their Councils in
different ways, as suggested above. The
lessons to be learnt from each other has been
strengthened by the recent reactivation of a
lead governors’ network (LGA) (Gov.UK 2014)
which works closely with NHS Providers (NHS
Providers 2021), which itself has established a
governor’s advisory committee by election to
represent all Foundation Trusts. Early
attempts, locally, to establish our own
network failed due to the lack of consistent
administration support. But the two meetings
that took place indicated that in one Trust
governors had no contact with their Board
NEDs, despite their over-sight being a
statutory role and having appointed them!
However, the refreshed LGA has been very
involved, for example, in the recent
consultation on developing Sustainability and
Transformation Partnerships (STPs) into
becoming Integrated Care Systems (ICSs)
(NHSE 2020), and collated views across many
FT Councils. These proposals are based on an
updated NHS plan (NHS 2019) During that
consultation, NHS Providers made clear that
there were still mixed views nationally about
the continuation of Councils, and strong
arguments have been put forward for their
continuation but with an increased role in coordinating local public consultation and
working together across Trusts within an ICS
area. (The consultation did not include CoGs
as a public voice.)
PPM has been lead governor of his Trust for 7
years, one of the longest tenures in England,
but has to be re-elected annually. Terms of
office vary from 2 years onward and some FTs
have a deputy lead. The only formal role is to
liaise with the regulator, now NHSI/E
(formerly Monitor), if unresolved problems
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exist which may threaten the viability of the
Trust. But other duties such as chairing
council sub committees, participating in
training and mentoring, and attending a
multitude of oversight activities which include
service assessment visits and regular meeting
with Board members especially the Senior
Independent NED and Chair vary in different
Trusts.
CONCLUSION
We have put forward a strong argument that
if Councils are given adequate training and
clarity in delivering their statutory roles, they
can be a useful adjunct in assisting their FT in
delivering its purpose to their population and
their staff. In addition, there are current
suggestions that could make greater use of
Councils with ICSs. They also bring together
committed local people and organisations
who volunteer in this role.
It is of great importance that they represent
the public and members of the Trust in
partnership with other local public bodies,
such as Healthwatch, Citizen’s Councils, and
other advisory organisations, and the local
authority. Maybe the best way to describe the
function of Councils of Governors is as a
“critical friend”, and any public body needs at
least one of those.
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How the fire service is playing an increasingly vital role
in supporting the public's health
Gary Taylor, Assistant Chief Fire Officer of West Midlands Fire Service (WMFS)

The needs of the communities we serve, and
the way we support and keep them safe, are
constantly changing.
As a traditional emergency response service,
we’ve seen house fires reduce over recent
years whilst road traffic collisions have
increased
and
are
more
complex,
environmental or natural disasters such as
floods are becoming more severe, and the
threat from terrorism is now at the forefront
of our minds.
At the same time, we’ve also seen the
pressures that have been generated as a
consequence of changes to public finances.
This has led to an accelerated desire to reform
the way fire services collaborate with our
‘blue light’ partners and strengthen how we
work with colleagues across the wider public
sector.
My career with WMFS spans nearly 30 years
and, whilst the world may be changing and
demands increasing from all angles, the desire
to help the public in any way we can remains
constant.
Above all the public want us to be there as
quickly as possible in an emergency, when
they need us most. In the West Midlands, we
have a network of 38 fire stations stretching
from Coventry to Wolverhampton, housing a
blended fleet of emergency response vehicles
carrying high-tech equipment.
They’re all brought to life when ‘the bells go
down’ and our fire control team mobilise our
teams of highly-trained, operationallyexcellent firefighters who are available and on
duty 24 hours a day. We call this our Service
Delivery Model and it enables us to arrive at
the
most
serious,
life-threatening
emergencies in under five minutes.

This emergency response is our primary
contract with the public and the reason why
we are considered amongst the most trusted
public service workers, alongside nurses and
doctors.
This trust and 'brand' is something that many
of our partners, especially those in the private
sector, envy. They recognise the privileged
access this gives us to all sectors of the
community, especially the most vulnerable.
WMFS has always and continues to play a key
role supporting the health sector. We know
that our assertive, safe and effective response
to emergencies can reduce injuries and
deaths among those directly involved. Our
firefighters also have advanced first aid and
trauma management skills, allowing them to
use specialist equipment such as automatic
electronic defibrillators (AEDs) that are carried
on all of our frontline vehicles when we
encounter a life-threatening situation such as
a heart attack.
Despite the reduction in fires, we know that
there will always be emergency incidents. By
reviewing the underlying circumstances when
they happen, we know they are most likely to
occur in the more deprived areas involving
our most vulnerable residents, such as the
elderly and those with mental health issues.
So, whilst appreciating the importance of our
excellent emergency response, we know the
best way to save someone from a fire is to
stop it happening in the first place.
This is why we commit around 40% of our
firefighters’ time to prevention, engaging with
these vulnerable individuals and looking to
positively change their behaviours and
improve their quality of life. Whilst we take a
far more structured and intelligence-led
approach to our prevention work now, the
ownership and essence of public service has
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always existed within local fire service teams
and I reflect on one particular emergency I
attended many years ago as a teenage
‘probationary’ firefighter.
It was one of my first house fires and really
nothing spectacular, compared to the many
others I attended in the years that followed.
But the memory sticks with me. It involved an
elderly lady, living on her own, who had left a
pan unattended on the hob. This is still one of
the major causes of kitchen fires today.
We arrived swiftly and put the fire out with
minimal fuss. Other than some minor smoke
spread, the damage was limited to her kitchen
but had taken her cooker out of action along
with the electrics. She was a very proud lady
who was apologetic for ‘wasting our time’, as
she described it, and the fact she couldn’t
even make us a cup of tea. As we helped her
tidy up and create some order in her home,
she pointed out some photos and shared
memories of always living in the area from a
child and the changes she’d seen over the
years. She told us of her life with her now late
husband and, most significantly, that all their
children lived some distance away.
She was a really lovely woman and we went
the extra mile, fitting a smoke detector,
clearing the kitchen, arranging for an
emergency electrician and making sure she
was as comfortable as possible before we left
to go back to station. However, on my way
home the next morning, I didn’t feel quite
right about leaving her, as we had, after our
small insight into her life. Surely there was
more we could do…?
So I arrived into work the following evening
with these thoughts still on my mind, but not
yet confident enough to say anything to the
rest of the team. My moral conundrum didn’t
take long to resolve itself. Out of the blue one
of the longest-serving and most experienced
guys on the watch gave an account of his day.
He mentioned that he’d ‘just happened’ to
pass the old lady’s house on the way home
that morning, and had ‘just happened’ to see
her in the window, so stopped to say hello
and then ended up giving her a loaf, some

butter and a few sandwich fillings that he’d
coincidentally ‘just happened’ to buy on the
way home. Now, he did live in the lady’s
general direction but he certainly didn’t travel
past her house on the way home. He also
used to cycle to and from work, so the
concept of doing his weekly food shop on the
way home was just ridiculous.
I never did ask him directly and he never
confessed to going out of his way to help, but
all of us felt good about his act of kindness. I
think the story demonstrates not only how
resourceful firefighters are, but also their
natural instinct to care and help where it’s
needed.
Not long after this experience, the fire service
nationally got serious about fire prevention
and created the ‘Home Fire Risk Assessment’
which quickly evolved into a ‘Home Safety
Check’ that looked wider than issues solely
related to fire. Our journey started off trying
to fit a working smoke alarm in every home
and, when we came across a smoker, we
encouraged them not to smoke in bed, and to
use an ashtray and empty it regularly. Not
long afterwards we changed our advice and
told people it was safer to smoke outside.
Finally, the penny dropped. After highlighting
the fire and health risks of smoking we then
diplomatically asked people if they’d like to,
or were trying to quit. If they said yes, we
would refer them to their local stop smoking
support service. Alongside unattended
cooking, smoking remains the highest cause
of accidental fires in the home. It is also a
cause of many long-term health conditions,
which put even more demands on a health
system already under pressure. We were
starting to join up the dots of between fire
and health.
Over the last year we have once again
rebranded our home checks to be called ‘Safe
and Well’ (West Midlands Fire Service 2020)
visits. Alongside smoking and other health
determinants, we now make an assessment
and provide support around dementia, social
isolation, and Winter Warmth (heating and
lighting) whist also give advice where there
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are signs of hoarding which is often linked to
poor mental health.(Davies et al 2021)
During the Safe and Well visit we still maintain
our primary focus on making the home safe
from fire but, from analysis of our own
intelligence and evidence, we confidently
know that particular health issues can mean
you’re more likely to be involved in a
preventable house fire. We define this as the
cause of the causes.
To help our journey into the health world, and
to build confidence amongst staff and
partners, we’ve also developed a network of
firefighters trained as health specialists called
Vulnerable Persons Officers (VPOs). They have
a higher level of knowledge to provide
support in the most complex cases that may
need repeat visits and also consistent links for
our partners. Whilst seeking to evolve and
enhance the traditional fire service brand, we
call this contemporary approach to
prevention 'upstream firefighting'.
This transition has seen the fire service
nationally recognised as a member of the
wider public health workforce - those workers
who you wouldn’t naturally expect to support
the health and wellbeing of the community,
but who can and do make a difference during
their normal working day (National Fire Chiefs
Council 2015).
We have met many wonderful and inspiring
people as we’ve become more established as
a health partner. We have strong
relationships with health organisations who
have helped us understand where and how
we can help, often working in partnership.
However, this has also led to a recognition
that that there are limits to what the fire
service can currently do, so a large part of our
contribution at the moment is around raising
awareness amongst firefighters so they can
refer cases on to specialist health partners.
But, on the flip side, whilst a visit from a
specialist health partner referred following a
Safe and Well visit is a positive outcome, most
people want their issues resolved after only
one single knock on their door. So, as
awareness and confidence grows, we are also

looking to build the capability of our
firefighters so they can deliver a wider range
of health interventions whilst reducing the
ever-growing demand on local health and
social care services.
One successful example is where we have
been commissioned to respond to nonemergency falls in the home. These are cases
where a person has fallen over, is not injured
but needs help getting back to their feet and
settling down. These are high-quantity calls
that create a significant demand on our health
partners, and our trusted fire crews are now
delivering a fast and high-quality falls
response service whilst providing efficient use
of the 'public pound',(Audit Scotland 2003).
After getting the person settled we undertake
a falls assessment as part of the Safe and Well
visit, often referring to the local authority
cases where home modifications and
maintenance, such as hand rails and path
clearing, could reduce the risk of the
individual falling again.
This referral process can take a long time and
be costly, so the potential of our highly-skilled
firefighters undertaking these tasks during the
visit is now being considered, whilst some of
our more proactive crews aren’t even waiting
for approval! Once again, a case of fire crews
doing the right thing to help vulnerable
people live an independent, safe and healthy
life in their own home for as long as possible.
Over the last few months we’ve once again
seen the impact of the annual winter
pressures across all health services, in
particular on hospital capacity. This is a
massively complex issue which, in part, is
caused by delayed discharges of people who
have stayed in hospital but simply can’t be
released home due to concerns over their
living environment.
So, as a direct outcome of the trust that has
been built from our falls response service, our
partners at University Hospital Coventry and
Warwickshire (UHCW) have asked us to trial
an innovative approach to get patients ‘Back
Home from Hospital’. Through careful
scheduling with UHCW, we facilitate patient
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discharge by ensuring they are met at their
home by their local fire crews who then
deliver a Safe and Well visit focused around
the needs of the individual and their time in
hospital.
A check on their heating and lighting is done,
and firefighters make sure the person
concerned can access the bathroom and has
food in the fridge. This is followed with a
medication check and a call to relatives or a
carer if needed. In pragmatic terms, the
hospital needs the bed and the patient wants
to get out. But more sensitively, getting
someone back in their home safe and
comfortable enough to recover, and restoring
their dignity and privacy - has got to be the
right and most important thing to do.
We know that our fire crews are not the
answer to all of the demands on the health
and social care system, but we can be part of
the solution. I’ve listened to people describing
firefighters as “amateur social workers” and
stating “It’s not their job”. Hopefully I’ve
provided an alternative view. Our links to
health have always been there, but we now
understand it’s also a smart way of managing
fire risk through engaging with the most
vulnerable.
Our highly-skilled firefighters are in no way
'amateur' at anything. I prefer the term used
by one local health partner, describing
firefighters as ‘Social Engineers’. The term is
more appreciative and represents structure,
connectivity, efficiency and reliability. We still
have scope to expand our health activities
even further with, for example, the potential
to deliver such interventions as NHS Health
Checks and diabetes screening. I’m enthused
to see my colleagues at Cheshire Fire and
Rescue Service already facilitating bowel
cancer screening.
Behind the scenes we are working hard to
evaluate and measure the impact of our wider
health work. This evidence base will help
direct future engagement with key
commissioners and stakeholders but, more
importantly, will demonstrate the true value

we are adding across the whole health and
social care system.
However, from my experience and crucially,
local health leaders such as those who make
up Clinical Commissioning Groups and Health
and Wellbeing Boards and who are shaping
Sustainable Transformation Plans will also
need to show courage and take a leap of faith
to initially work with their local fire service
and see them as future providers of health
and wellbeing services.
This will not only help build the evidence base
but promote further innovation, build trusting
relationships and, most importantly, improve
the quality of life of many vulnerable people
in the community. Here at WMFS we remain
firmly committed to supporting our health
partners and to reflect this our vision
statement is now ‘Making the West Midlands
Safer, Stronger and Healthier’.
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