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Silverchain is the leading provider of complete in home care in Australia, supporting over 105,000 
people of all ages each year.

• For nearly 130 years as a not-for-profit, we have provided high-quality care to many generations of Australians,
supported by more than 4,400 employees across the country.

• We are pioneers of homecare, enabling Australians to receive the comprehensive health care they need in the
familiarity and freedom of their own home and community.



In 2018–19 :

• Hospitalisations due to falls  1.2% than the previous year. 

• Indigenous Australians 1.3 times as likely as other Australians 
to be hospitalised due to a fall injury

• People living in very remote areas were 1.4 times as likely to 
be hospitalised due to a fall as people living in Inner 
regional area

Fall-related hospital care - AIHW
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neck most often 
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site of injury

58% of 
hospitalisations
and 94% of 
deaths were for 
people ≥ 65

Fractures were 
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common type 
of injury 
sustained

Fall injury hospitalisations 2009-10 to 2018-19

https://www.aihw.gov.au/getmedia/427d3a0d-88c2-45c5-bc23-5e3986375bba/aihw_injcat_206.pdf.aspx?inline=true


Multifactorial interventions may reduce the rate of falls
compared with usual care or attention control. Multiple
component interventions, usually including exercise, may
reduce the rate of falls and risk of falling compared with
usual care or attention control.

Preventing falls in older people living in 
the community

Exercise for preventing falls in older 
people living in the community

Well‐designed exercise programmes reduce the rate of falls 
and the number of people experiencing falls amongst older 
people living in the community (high‐certainty evidence).

62
trials

20K
participants

108
trials

23K
participants

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD012221.pub2/epdf/abstract


• Multifactorial interventions were heterogeneous, though the majority included
education, referral to healthcare services, home modifications, exercise and
medication changes.

• Meta-analyses demonstrated with multifactorial falls prevention programmes:
no reduction in;

• falls (rate ratio = 0.78; 95% CI: 0.58 to 1.05),
• number of fallers (risk ratio = 1.02; 95% CI: 0.88 to 1.18),
• rate of fractured neck of femur (risk ratio = 0.82; 95% CI: 0.53 to 1.25),
• fall-related ED presentations (rate ratio = 0.99; 95% CI: 0.84 to 1.16) or
• hospitalisations (rate ratio = 1.14; 95% CI: 0.69 to 1.89).

Older adults presenting to the emergency department with a fall

12
trials

4K
participants

There is insufficient evidence to support the use of multifactorial interventions to prevent falls or hospital utilisation in older 
people presenting to ED following a fall. Further research targeting this population group is required.



Implementation failure? What did the successful trials do differently?
 Timely: Provided intervention within 30 days of ED discharge

 Intensity: Included provision of intervention by research staff 
rather than referral based

 Participation: Higher levels of uptake of recommendations

Patient centred & positive?
Older people see relevance in falls prevention strategies that adopt 
a patient-centred approach by including education and 
involvement in decision-making.

Mead & Bower 2000

Guidelines to increase uptake of falls prevention strategies have 
also suggested older adults choose activities that have personal 
meaning and are compatible with their social norms.

Bunn 2008

Presenting information as positive health messages or as ‘life 
enhancing’ rather than ‘at risk’ may also improve participation.

Bunn 2008

This study does not support the use of a referral-based 
targeted multifactorial intervention program to reduce 
subsequent falls or fall injuries in older people who 
present to an ED after a fall.

361
participants

7
emergency 
departments

Service access
4 months for falls clinics
2 months for PT
3 months for OT

Uptake of referrals 
<5% falls clinics
<30% PT
<17% OT



RESPOND RCT

543 people aged 
60-90 yrs

Presented to one of 2 
Australian ED’s 

(WA and Victoria)

Planned discharge 
home within 72 hours

Participants were enrolled if they could walk without hands-on assistance, use a telephone, and were free of 
cognitive impairment (Mini-Mental State Examination > 23). 

Recruitment occurred between 1 April 2014 and 29 June 2015. 
Participants were randomised to receive either RESPOND (intervention) or usual care (control). 



RESPOND be your best

< 2 weeks 10 hours over 6 months

 Falls risk assessment
 Provision of education
 Motivational interviewing
 Participatory decision making
 Patient-centred goals
 Coordination of services

12 month data collection

Delivered by RESPOND-trained health 
care professionals



RESPOND comprised:

1. home-based risk assessment

2. 6 months telephone-based education, coaching, goal setting, and 
support for evidence-based risk factor management

3. linkages to existing services

Primary outcomes were falls and fall injuries in the 12-month follow-up. 
The mean age of participants was 73 years; 55% were female. 

A patient-centred program to prevent falls
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IRR=0.65 (0.43-0.99); p=0.042

IRR=0.81 (0.51-1.29); p=0.374

430

participants 
analysed

17

days from 
recruitment to 
home visit

3

hours of 
intervention 
provided

7

contacts over 
6 months

IRR=0.65 (0.43-0.99); p=0.042

IRR=0.81 (0.51-1.29); p=0.374

https://journals.plos.org/plosmedicine/article/file?id=10.1371/journal.pmed.1002807&type=printable


Patient-centredness

Participatory decision making

RESPOND component Vic 
n (%)

WA
n (%)

Total
n (%)

Provision of education 42 (91%) 47 (100%) 89 (96%)

Community linkage 43 (93%) 45 (96%) 88 (95%)

MI: Open ended Q’s 45 (98%) 45 (96%) 90 (97%)

MI: Affirmation 46 (100%) 42 (89%) 88 (95%)

MI: Reflection 38 (83%) 42 (89%) 80 (86%)

MI: Summary 34 (74%) 45 (96%) 79 (85%)



“The girl that I was speaking to asked me originally, What would you like to do?  
What exercise do you like?  
What would you like to have a go at?” 
What’s something that you might be interested in?”  So I told her.  
So then she went off and found these different things around the area for me, so 
it was all very much about what I wanted.  But she would be throwing in 
suggestions, and I’m sure if I hadn’t been very forthcoming, I’m sure she would 
have put things out for me to try”.

Focus group 4, WA

“I don’t react well when people tell me what to do”.
Focus group 6, WA



Timeliness

Key ingredients 

ParticipationIntensity Patient-
centredness 

RESPOND supports and builds on the existing literature regarding the key ingredients for successful fall prevention programs.

Complex health and social issues increase challenge of providing timely and intense dosage of intervention.

RESPOND was delivered in a patient-centred manner. This is valued by participants. 

RESPOND was delivered in a timely manner and with sufficiently intense dosage to increase participation in falls prevention 
activities compared with usual care.

RESPOND achieved an increase in rate of attendance at community health services, with a lower dose than planned – efficient 
use of resources!





To determine whether daily low-dose aspirin:

 Reduces the incidence of fracture (primary aim)

 In part by reducing the incidence of fall-related 

hospital presentation (secondary aim)

Aim of ASPREE-Fracture sub-study
ASPREE-Fracture 

• Healthy participants aged ≥ 70 years: 

 randomised to daily aspirin 100 mg (n=8,322) or 
placebo (n=8,381)

 followed up for median 4.7 years

• Primary outcome: fracture confirmed by medical imaging

• Secondary outcome: Fall-related hospital presentation

 Definition of fall: “an event which results in a 
person coming to rest inadvertently on the ground 
or floor or other lower level”.

• All outcomes adjudicated by an endpoint adjudication 
committee



Fracture event rates and hazard ratios for the aspirin vs placebo treatment groups

Aspirin
N=8,322

Placebo
N=8,381

HR (95% CI) p-
value

No. 
participants

Rate/1000 person-y 
(95% CI)

No. participants Rate/1000 person-y 
(95% CI)

First fracture 
event 781 21.53 (20.05,23.09)

813
22.31 (20.80,23.90) 0.97 (0.87- 1.06) 0.5

All fracture 
events* 894 23.57 (22.05, 25.16) 941 24.58 (23.03, 26.20) 0.96 (0.87, 1.06) 0.4

Fracture events 
with fall 470 12.39 (11.29,13.56) 458 11.96 (10.89,13.11) 1.04 (0.90-1.19) 0.6

Fracture events 
without fall 424 11.18 (10.14,12.29) 483 12.62 (11.52,13.79) 0.89 (0.77, 1.02) 0.085

Abbreviations: CI, confidence interval; HR, hazard ratio.
* If a participant had multiple fractures occurring on the same occasion, this was counted as one fracture-
event.



IRRs for fall-related hospital presentations in aspirin vs placebo groups

Low-dose aspirin vs placebo

IRR 95% CI P value

Fall-related hospital presentations 1.17 1.03-1.33 0.011

Fall-related hospital presentations with 

fracture
1.06 0.90-1.25 0.4

Fall-related hospital presentation without 

fracture
1.29 1.07-1.55 0.004

Abbreviations: CI, confidence interval; IRR, incidence rate ratio



• We advocate for home care as a human right 

• We focus solely on care in the home 

• We embrace people from all walks of life 

• We care for the things our clients care about  

• We champion dignity, choice and independence 

• We lead future advancements in home care 

• In everything we do, we value integrity, respect, trust 
and compassion.



Virtual Hospital - Future Care

AI & Big data: 
• clients at risk of 

hospitalisation
• Stream to stepped 

prevention 
services

Medically led multidisciplinary 
service:
• Mobile pharmacy 
• Medication reviews
• Omnichannel delivery

Mobile ED:
• Advanced practice staff attend 

clients’ home
• Command center ED physicians 

/specialists support local care

Highest hospital 
utilisation including:
• 30,000 aged care 

clients
• 1,500 palliative 

clients

Pre-hospital care to prevent hospital admissions

Virtual command center to support face to face care & decision making 

 Digital supply chains, automation, robotics, & next-generation interoperability drive operations management & back-office efficiencies

 Digital & AI technologies enable on-demand interaction & seamless processes to improve client & provider experience

 Robotic process automation & AI allow caregivers to spend more time providing care & less time documenting it 

 Small, portable devices for mobile diagnostics & point of care testing

 Specialist medical & nursing panel supports local generalist staff

 Remote monitoring & patient portal

High risk clients:
• Monitor & recognise 

early deterioration 
• Health navigation & 

coaching

My health story:
• Preference for HATH
• Hospital utilisation risk
• Key information required 

for hospital admission

Silver Chain client base Mobile ED to reduce ED demand Virtual hospital
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