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Childhood and adult mortality from unintentional falls in India

Jagnoor Jagnoor,? Wilson Suraweera,” Lisa Keay,* Rebecca Q Ivers,? JS Thakur,® Gopalkrishna Gururaj® &
Prabhat Jha® for the Million Death Study Collaborators

Objective To estimate fall-related mortality by type of fall in India.

Methods The authors analysed unintentional injury data from the ongoing Million Death Study from 2001-2003 using verbal autopsy
and coding of all deaths in accordance with the International statistical classification of diseases and related health problems, tenth
revision, in a nationally representative sample of 1.1 million homes throughout the country.

Findings Falls accounted for 25% (2003/8023) of all deaths from unintentional injury and were the second leading cause of such
deaths. An estimated 160 000 fall-related deaths occurred in India in 2005; of these, nearly 20 000 were in children aged 0-14 years.
The unintentional-fall-related mortality rate (MR) per 100000 population was 14.5 (99% confidence interval, Cl: 13.7-15.4). Rates
were similar for males and females at 14.9 (99% ClI: 13.7-16.0) and 14.2 (99% Cl: 13.1-15.4) per 100 000 population, respectively.
People aged 70 years or older had the highest mortality rate from unintentional falls (MR: 271.2; 99% Cl: 249.0-293.5), and the rate
was higher among women (MR: 281; 99% Cl: 249.7-311.3). Falls on the same level were the most common among older adults,
whereas falls from heights were more common in younger age groups.

Conclusion In India, unintentional falls are a major public health problem that disproportionately affects older women and children. The
contexts in which these falls occur and the resulting morbidity and disability need to be better understood. In India there is an urgent
need to develop, test and implement interventions aimed at preventing falls.

Abstracts in (4 5, #1132, Frangais, Pyccxuit and Espaiiol at the end of each article.

Introduction

Falls are the second leading cause of unintentional injury mortal-
ity and they account for 11% of all unintentional injury deaths
worldwide.! According to the World Health Organization
(WHO), about 424000 fall-related deaths occurred globally
in 2004 and about one fifth of them (95 000 deaths) took place

in India.!

The National Crime and Records Bureau (NCRB), which
is the only agency that collects national injury data in India,
reported that in 2005 falls contributed 3.2% of all unintentional
injury deaths in the country.” This figure reflects the large un-
derreporting well known to exist in police-based reports. Two
surveys are additional national sources of cause-specific mortality
in India: the Medically Certified Causes of Death (MCCD)
survey and the Survey of Cause of Death (SCD), last conducted
in 1998. The MCCD survey reports on causes of death based on
mortality data from urban hospitals. According to this survey,
falls were the cause of 2% of all unintentional injury deaths
registered in 2004.” In the SCD, the sample units are primary
health-care centres in selected rural health facilities and an algo-
rithm is used to determine the causes of death in the population.
According to the SCD, fall-related deaths comprised 8% of all
unintentional injury deaths in rural areas in India in 1998.% The
MCCD and SCD are not representative of India’s urban and
rural populations. Furthermore, these surveys and the NCRB
have shortcomings, namely low population coverage, the use of
different data sources and a high proportion of deaths that are
either misclassified or attributed to ill-defined causes.>®

Small regional studies in India have reported higher rates
of deaths from falls than have been reported earlier, even among
older age groups.”~” However, these studies were relatively small
and were conducted in specific geographical areas. Hence, their
results are not generalizable at the national level.

To help redress the lack of reliable population-based data
on deaths from unintentional falls in India, we have aimed to
establish rates of death from unintentional falls in India, by type
of fall, using a nationally representative sample.

Methods
Study settings

We reviewed all deaths from unintentional falls in India over a
period of 3 years (2001-2003) as recorded by the Million Death
Study, a comprehensive study based on verbal autopsy that as-
signed causes to all deaths in areas of India covered by the Sample
Registration System. Verbal autopsy is a method of ascertaining
the cause of death by interviewing a family member or caretaker
of the deceased to obtain information on the clinical signs,
symptoms and general circumstances that preceded the death."

The Sample Registration System monitors a representative
sample population of 6.3 million people in over 1 million homes
in India. It records deaths, births and other vital events in the
country’s 28 states and 7 union territories. Based on the 1991
census, the Registrar General of India randomly selected 6671 ar-
eas from approximately 1 million having about 1000 inhabitants
in each." (India’s total population was about 1 billion in 2001).">
In 1993, the characteristics of households in the sampled areas
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Table 1. Deaths from unintentional falls by age, sex and place of residence, in the present study and in national estimates, India, 2005
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Deaths (per 100000) in all India, 2005

National estimates

Deaths in study, 2001-2003

Age

99% CI

No.

Females

Males

Rural/Urban Total

Males/
Females

(years)

99% CI No. 99% CI No. 99% CI

% No.

No.

4.4-6.3

5.4
2.7

3.7-6.4
0.8-2.3
1.2=83

5.0
1.6

2.3
9.8

47.8
281.0

42-7.0

5.7
3.7

16.4-23.6
6.4-10.4
9.6-14.6

14.9-211

203 10 20

168/35
105/14

109/94

0-14

2.1-3.3

4.3-6.6
10.5-14.9
41.4-55.6

249.0-293.5

2.7-4.7

8
12
18
24
78

160

119

89/30
124/32
154/73

157/154
437/550
1070/933

Cl, confidence interval.

15-29
30-44
45-59
60-69
70+
Al

515
12.7

6.5-10.4
12.2-18.6
39.3-569.7
229.5-294.0
13.7-16.0

8.4
15.4

156

227

130/26
190/37
252/59
760/227
1605/398

9.9-12.8
37.9-57.7
249.7-311.3

11

48.5

49.4
261.7

19.9-26.7
71.6-84.4

150.7-169.1

16
49
100

311

271.2

987

2003

13.0-15.4 14.5 13.7-15.4

14.2

14.9

Note: no deaths were recorded as W15 and W16.
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were documented, and from 1993 to 2004
births and deaths were reliably enumer-
ated twice a year through a dual recording
system.'*!? The first surveyor was a part-
time enumerator familiar to the popula-
tion of each area or village (alocal school
teacher) who visited houscholds every
month. The second one was a full-time
(non-medical) Registrar General surveyor
who visited the households in the sample
unit every 6 months. The enumerator and
the Registrar General surveyor indepen-
dently recorded the births and deaths in
the household for the period. A third staff
member reconciled the two reports and
arrived at a final list of births and deaths
for each houschold, thereby completing
each half-yearly survey.'*"!

In 2001 the Registrar General Sur-
veyor introduced an enhanced form of
verbal autopsy for assessing the cause
of death. This was known as the rou-
tine, reliable, representative, re-sampled
household investigation of mortality with
medical evaluation (RHIME). Nearly
800 Registrar General surveyors who
knew the local languages were trained to
conduct the RHIME. These trained field
workers visited the families to record the
events that preceded each death using age-
specific questionnaires for neonates (aged
0-28 days), children (aged 29 days to 14
years) and adults (aged 215 years). For
every death a narrative of the events lead-
ing to the death was recorded in the local
language. In addition, the neonatal and
child death questionnaires also included
the following direct question: “Did he/
she die from an injury or accident? If
yes, what was the kind of injury or acci-
dent?” Response options included: road
traffic accident; fall; falling object; burn;
drowning; poisoning; bite/sting; natural
disaster; homicide/assault; unknown. The
cause of death was determined from the
narrative of the respondent, not the direct
question. Concurrence between the two
physicians on the codes for injuries from
falls was 88%. For child deaths, 142 of
the 203 (70%) injury deaths finally coded
had a “yes” response to the direct question
of whether the child had died from an
injury or accident. The place of death was
recorded based on the following response
options: home; health facility (such as
a government hospital, private hospital
and or registered practitioner’s office),
and other (including roadside, public
area or transport vehicle). In addition, for
deceased persons aged 15 years or older,
information was also collected on any his-
tory of physician-diagnosed co-morbidity

Bull World Health Organ 2011;89:733-740 | doi:10.2471/BL7.11.086306
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Fig. 1. Age-distribution of deaths from unintentional falls for four leading causes of

injury, India, 2005
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Note: The leading causes of injury deaths from unintentional falls are presented as a proportion of all unintentional

deaths in the sample.

such as hypertension, depression, stroke,
diabetes or heart discase.

A random sample of about 5% of
the areas was resurveyed independently
by Registrar General employees. Results
were consistent for broad families in the
International statistical classification of
diseases and related health problems, tenth
revision (ICD-10), but lesser agreement
was noted on specific codes."” Details of
the methods, validation and preliminary
results for various conditions have been
reported elsewhere. 131

Cause of death assignment

Based on information extracted from
the houschold interview, verbal autopsy
reports were sent randomly (based on
language) to at least two of a total of 130
physicians trained in ICD-10 coding.
The physicians independently assessed
the underlying cause of death and as-
signed a three-digit code to each death.'*"!
Unintentional fall injury deaths were
allocated ICD-10 codes from W00 to
W19 in chapter XX, for external causes
of morbidity and mortality.

In case of disagreement on the
ICD-10 codes at the chapter level, recon-
ciliation between reports was conducted,
followed by a third senior physician’s
adjudication. In case of disagreements
on the codes at the subchapter level or
within chapters (between W00-W19),a
member of the research team adjudicated
the final code during data analyses.

Included in the analysis were all
deaths enumerated between January
2001 and December 2003, a period
during which 136000 interviews were

conducted. RHIME reports could not be
conducted for 12% of the deaths for rea-
sons such as family migration or change of
residence. In addition, 9% of the reports
could not be coded because they had
incomplete information, the image of the
scanned verbal autopsy report was poor,
or there were other field problems. Hence,
physicians coded a total of 122848 re-
cords, and 2003 deaths among them were
coded as being from unintentional falls.

National death estimates and
mortality rates

The analysis is based on cause-specific
mortality proportions from the Million
Death Study. The cause-specific propor-
tion of deaths in cach five-year age cat-
egory from 0 to 79 years and for people
aged 80 years and over was weighted by
the inverse probability of a household
being selected within rural and urban
subdivisions of each state to account for
the sampling design. National estimates
for deaths and mortality rates are based
on United Nations 2005 estimates for
India,” by age, sex and area. The year
2005 was selected for estimation due
to the availability of the most accurate,
stable demographic estimates, which were
comparable to Indian census projections
for 2006."¢ Age-specific proportions of
deaths from the Million Death Study
are compared with the proportions from
other available sources.”*”

Results

Unintentional falls accounted for 25%
(2003/8023) of all unintentional injury
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deaths. Marginally, more males (1070)
than females (933) died from falls, and
male deaths exceeded female deaths in all
age groups except that of people aged 70
years or older. In the sample population,
close to one third of all recorded deaths
and one fifth of all unintentional injury
deaths were observed in the age group 70
years or older. Nearly half of all fall-related
deaths occurred in this group. When
age-specific percentages were applied to
United Nations age-specific death totals
for 2005, the national fall-related mor-
tality rate (i.e. the number of deaths per
100000 people) that year was 14.5 for
both sexes, 14.9 for males and 14.2 for
females. A total of 160000 people died
from falls in India in 2005. This included
more than 100000 people aged over 60
years and nearly 20 000 people aged 0-14
years. Mortality rates increased progres-
sively after the age of 14 years and were
highest among people aged 70 years or
older (Table I and Fig. 1).

Same-level falls due to slipping, trip-
ping and stumbling accounted for the
largest number (32 000) and proportion
(20%) of fall-related deaths. Falls from
a higher level, such as from furniture or
into wells or holes, were the second most
common types of fall, followed by same-
level falls not caused by slipping, trip-
ping or stumbling, such as bumping into
objects and colliding with other people.
About 30% of fall-related deaths were
coded as attributed to unspecified falls
and nearly two thirds of these occurred
among people aged 70 years or over.
Deaths from falls of all types occurred at
higher rates among males than among fe-
males except for same-level falls (Table 2).
Males fell from trees 6 times more often
than females and they fell from building
structures twice as often.

Fig. 1 shows the age distribution for
the top four types of fall-related deaths.
Falls from buildings or structures were
a leading cause of death among children
aged 0-14 years. Deaths due to falling
from trees were highest in people aged
15-44 years. Same-level fall deaths
increased with age and rose sharply in
people aged 50 years and over.

The rate of death from unintentional
falls was 13.9 per 100 000 for rural areas
and 15.6 per 100000 for urban areas.
The death rates caused by falls of various
types showed little differences by place of
residence (rural versus urban) except for
significantly higher rates of death from
falling from trees in rural areas and from
stairsand ladders in urban areas (P < 0.01,
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Table 2. Deaths from fall-related unintentional injuries by type of fall, in the present study and in national estimates, India, 2005
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Deaths per 1000007 in all India, 2005

National estimates

Deaths in study,

Unintentional injury type (and ICD-10 codes)

Total

Females

Males

(in thousands)

2001-2003

99% ClI No. 99% CI No. 99% CI

% No. 99% CI No.

21

No.

25788
1.5-2.1

2.9
1.8
0.8
1.3
1.0
2.3
45

2.8-4.0
1.4-2.3

0.6-1.3

34
1.9
0.9
0.9
0.3
24
4.4
14.2

2.0-2.9
1.4-2.2

0.4-1.0

2.4
1.8

0.7

27-3B
16-23

6-11

32
20

408
227
98

Fall on same level from slipping, tripping and stumbling (WO1)

Other falls on same level (W02, W03, W18)

Falls stairs and ladder (W10, W11)

11

0.6-1.0

1.0-1.5
0.8-1.2

0.6-1.2

1.2-2.0
1.3-2.0
1.7-2.5
4.0-5.3

1.6
1.7

2.1

1117
8-13
21-28
44-54
152-170

157 14

162
318

Falls from building or structure (W12, W13)

Falls from trees (W14)

0.1-0.5

1.9-29

3.7-5.0
13.0-15.4

1.9-2.6
4.0-4.9
13.7-15.4

25

16
32

QOther falls from one level to another (W04-W09,W17)

Unspecified falls (W19)

All (WO1-W19)

4.6

49

633
2003

4.5

13.7-16.0

14.9

160

100

Cl, confidence interval; ICD-10, International Classification of Diseases, tenth revision.

2 Age-standardized mortality rate.
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data not shown). Deaths due to falls from
trees accounted for 9% of all fall-related
deaths in rural areas but for only 3% in
urban areas. Conversely, deaths due to
falling from stairs and ladders accounted
for 8% of all fall-related deaths in urban
areas but for only 4% in rural areas. About
68% (1047/1531) of people aged 45
or over who died from falls had one or
more co-morbidities such as hypertension
(12%), stroke (4%), diabetes (6% ), asthma
(8%) and heart disease (4%). Most deaths
due to falls (72%) occurred at home, 14%
occurred in health facilities and 14% oc-
curred in other places.

Discussion

Data from this nationally representative
sample of deaths indicates that the num-
ber of deaths related to unintentional falls
that occurred in India in 2005 is substan-
tially higher than the previous estimate
(160000 versus 95000, respectively).’
This is equivalent to a national rate of
14.3 deaths per 100 000 people, which is
higher than the worldwide average of 6.6
per 100000.!

Our estimates are higher than those
reported by non-representative national
sources. For the year 1998, the SCD re-
ported that in rural areas 8% of all injury
deaths were attributable to falls,” a rate
much lower than the 24% found in the
present study. Similarly, MCCD reported
that in 2003 2% of injury-related deaths
in urban areas were related to falls, com-
pared with 28% in the present study.” We
compared the percentage of fall-related
deaths in broad age groups from previous
data sources with the results observed in
the present study (Table 3). No systematic
difference was noted between older and
younger age groups in the percentage of
deaths from unintentional falls.

The observed discrepancies between
data sources in fall-related mortality are
due in part to differences in the popula-
tion sample. The MCCD’s sample, un-
like our nationally representative sample
of deaths, only collects data on people
who seck care in an urban hospital after
an injury;’ similarly, the SCD samples
injured people seen in primary-health-
care centres in villages, where available.”
Neither sample is representative of either
the urban or the rural population, and
both have other limitations, one of them
being a large proportion (~20%) of ill-
defined causes of death, partial coverage
and incomplete data.”

Bull World Health Organ 2011;89:733-740 | doi:10.2471/BL7.11.086306
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Table 3. Proportion of deaths from unintentional injuries and falls, by age group, from mortality surveys, the present study and
indirect Global Burden of Disease estimates for India

Data sources Unintentional injuries (%) Falls (%)
0-14 15-59 >60 0-14 15-59 >60
years years years years years years
Rural
Survey of Cause of Death,1998 16 70 14 26 42 32
Present study, 2001—2003 21 49 30 11 26 63
Urban
Medically Certified Cause of Death, 2003 7 85? 8 10 662 242
Present study, 2001—2003 10 56 34 9 19 72
All India
National Crime Research Bureau, 2003 B 85 10 11 79 10
Global Burden of Disease, 2004 16 62 22 12 35 53
Present study, 20012003 19 51 30 10 25 65

2 For the Medically Certified Cause of Death survey the age ranges are 15-64 years and 65 years and above, since proportional mortality is reported for 15-year

intervals.

To conduct the household survey
in this study we used validated verbal
autopsy methods, which are less vulner-
able to biases affecting the estimated
cause-specific mortality rates in earlier
studies. WHO’s global burden of disease
(GBD) estimates rely on the MCCD
and the SCD.! Hence; GBD figures are
probably underestimates of the actual
number of deaths from unintentional falls
in the population. NCRB reports rely on
police registration® and may therefore
reflect the underreporting by victims and
families of falls and other injuries with
legal implications.

Women aged 70 years or over had
higher rates of death from falls than men.
Falls on the same level, such as slipping
and tripping, caused most of these deaths.
Analytical studies from low- and middle-
income countries have shown that the
risk factors for fall-related injuries among
women are the same as in high-income
countries, namely, low bone density;
co-morbid conditions such as hyperten-
sion and diabetes; low levels of physical
activity; poor cognitive function; poor
perceived health status; poor vision; and
alcohol consumption.'”’ In our study
more than two thirds of the deceased aged
45 years and above had co-morbidities,
which constitute significant risk factors
for fall-related injury among older adults
in India and other settings.*'*"”

Studies have also suggested that
environmental factors such as building
structure and socioeconomic factors such
as the availability of electric lighting may
contribute to falls to a greater extent in
low- and middle- income countries."”

Some of these contextual factors could be
at play in the socially and geographically
diverse Indian population, but further
exploration of the context of falls is
required.

India’s population of older adults
is rising. In 2001 India had 72 million
people aged 60 years and above. The
projected number for 2021 is 137 mil-
lion.'? The female to male ratio in this
age group is projected to be 1031 females
to 1000 males in 2016, primarily because
men have lower life expectancy and smoke
more than women."** The demographic
transition will surely lead to a rise in the
number of falls among older adults, espe-
cially women, and this will pose a chal-
lenge for the health system in the future.

Several high-income countries have
succeeded in reducing fall rates through
community-based public health pro-
grammes.”' "> To date India has not
established any widespread programme
for the prevention of falls. Multifaceted
programmes focused on strength and
balance training, improving vision among
the elderly, vitamin D supplementation
and home environment modification
have been effective in preventing falls in
many trials in high-income countries.”' -
Research has also shown improvementsin
body balance using Yoga-based exercises,”
which are culturally well accepted in
India. Most programmes based on exer-
cises for improved balance, medication
management and home modification have
proven cost-effective in high income-set-
tings.”**” However, no research has been
conducted to date on the effectiveness or

Bull World Health Organ 2011;89:733-740 | doi-10.2471/BLT.11.086306

cost-effectiveness of such interventions in
low-income settings such as India.
Although our results show high rates
of death from falls among older adults,
fall-related mortality in other age groups
is also substantial. In studies in Asia, falls
have been among the 10 leading causes
of death in people aged 0-17 years.”!
In the present study, fall-related injury
was one of the five leading causes of death
among children aged 0-14 years and ac-
counted for about 20000 deaths in this
group in 2005. Appropriate prevention
programmes therefore need to be tailored
to different age groups as well as different
risk factors. Programmes known to effec-
tively reduce falls from high-rise buildings
amongchildren in high-income countries,
such as “Children can’t fly’,’”* may also
prove effective in low- and middle-income
countries if adapted to the local context.
Mortality from falls was higher
among males than females in the group
aged 15-49 years. In urban areas, most
falls leading to death among males were
cither from a building or another struc-
ture, while in rural areas they were mainly
from trees. We did not collect data on
the places where the falls had occurred
(i.e. whether at home, in the workplace,
in school, etc.). Falls from trees in rural
arcas tend to be context-specific; they
most commonly occur among orchard
farmers or wood pickers, since wood is
used as cooking fuel in over 70% of rural
households in India.”® Detailed data on
the environmental risk factors surround-
ing these falls would be useful in designing

preventive interventions.
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A strength of the Million Death
Study is its nationally-representative
sample. However, the study has several
limitations. Verbal autopsy helps ascer-
tain causes of death indirectly and can
result in biased cause-specific mortality
estimates. According to validation stud-
ies based on hospital deaths, injuries have
a sensitivity of 85% and a specificity
better than 95% on verbal autopsy, but
such studies have not validated differ-
ent types of injury.”* We caution against
assuming that hospital-based studies
validate causes of death for people who
die at home without medical attention.”
One study has reported a sensitivity of
78% for falls on verbal autopsy because

a few falls were misclassified as having
occurred from cerebrovascular condi-
tions.’® In another study, 12% of the
deaths caused by falls were misclassified
as having been from “natural causes”,
which are essentially equivalent to
ill-defined causes or senility.” In the
current study, nearly 15% of the deaths
among people aged 70 years or over
were attributed to senility, and 4% to
ill-defined causes. Some of these deaths
may have actually been fall-related.
Thus, misclassification of the cause of
death among older people (> 60 years)
resulting from the use of verbal autopsy
may have caused an underestimation of
the rates of death from falls.

Jagnoor Jagnoor et al.

As noted in this study, falls are an
emerging and major public health chal-
lenge in India. With the anticipated
progressive increase in the number and
fraction of elderly people, falls are bound
to increase dramatically in coming years
and will impose a commensurate burden
on families and health-care systems.
Future research should focus on investi-
gating the circumstances and context in
which falls occur and their predisposing
factors to guide the planning of preven-
tive interventions. [l
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Résumeé

Mortalité des enfants et des adultes résultant de chutes involontaires en Inde

Objectif Evaluer la mortalité associée aux chutes par type de chute en
Inde.

Méthodes Les auteurs ont analysé les données associées aux chutes
involontaires extraites de I'étude en cours sur un million de déces de
2001 22003 en utilisant I'autopsie verbale et le codage de tous les déces
conformément a la Classification statistique internationale des maladies et
des probléemes de sante connexes, dixieme révision, dans un échantillon
représentatif sur le plan national d’1,1 million de foyers dans tout le pays.
Résultats Les chutes représentaient 25% (2003/8023) de tous les
déces résultant de blessures involontaires ainsi que la seconde cause
majeure de ces déces. On estime que 160 déces dus a une chute se sont
produits en Inde en 2005; parmi ceux-ci, presque 20000 concernaient
des enfants agés de 0 a 14 ans. Le taux de mortalité (TM) associé aux
chutes involontaires pour une population de 100000 personnes était
de 14,5 (intervalle de confiance a 99% (IC): de 13,7 a 15,4). Les taux

étaient similaires pour les hommes et les femmes & 14,9 (IC a 99%: de
13.7-16.0) et 14,2 (IC a 99%: de 13,1 a 15,4) pour une population de
100 000 personnes respectivement. Les individus agés de 70 ans ou
plus présentaient le taux de mortalité résultant de chutes involontaires le
plus élevé (TM: 271,2; IC a 99%: de 249.0 a 293,5) et le taux était plus
élevé chez les femmes (TM: 281; 1C 2 99%: de 249.7-311.3). Les chutes
sur le méme niveau étaient plus fréquentes parmi les adultes plus agés
alors que les chutes depuis une hauteur étaient plus fréquentes dans les
groupes plus jeunes.

Conclusion En Inde, les chutes involontaires représentent un probleme de
santé publique majeur qui affecte de fagon disproportionnée les femmes
ageées et les enfants. Il est nécessaire de mieux comprendre le contexte
dans lequel ces chutes se produisent, ainsi que la morbidité et I'invalidité
qui en résultent. Il'y a en Inde un besoin urgent de développer, de tester
et de mettre en ceuvre des interventions visant a prévenir les chutes.

Pe3rome

JleTckast 1 B3pocnasi CMEPTHOCTD OT HellpeJHaMepPeHHbIX nageHnii B Vingun

ITenp O eHUTb CMEPTHOCTD, CBA3AHHYIO C IaJleHUAMMU, C
Pas36MBKOII 10 TUIIAM TIa/ieHit, B VIHgum.

MeTtoapl ABTOpH NpPOAaHAaNIM3UPOBANMU JaHHBIE
npopgokalouerocs «Vccnegopannsa ofHOTO MUIIMOHA
cmy4aeB cMepTi» 3a 2001-2003 roppl 0 HempemHaMepeHHbIX
TpaBMaX C MCIOJNb30BaHMEM BepOanbHON ayTONCUU U
KOJOMPOBAHMUSA BCEX CIy4aeB CMEPTU B COOTBETCTBUU C
«MeXIyHapOIHOV CTaTUCTIYeCKON KTaccudukanyeit 6onesHeit
U TIpo6IeM, CBSA3aHHBIX CO 3J0pOBbeM» 10-T0 IepecMoTpa, B
paMKax HAIIOHAJIbHO Perpe3eHTaTUBHOI BhIOOPKM 1,1 MIH
TOMOXO3AJICTB B Pa3/IMYHBIX pajlOHaX CTPaHbl.

Pesynbratsl [Tagennst cocrasmsinu 25% (2003 us 8 023) Bcex
ClTy4aeB CMEPTM OT HeIpeJHAMEePEHHBIX TPaBM U ABJIANNCH
BTOpOIJ1 110 3HAYMMOCTH IIPUYMNHOI TaKuX cMepTeii. [To onenkam,
B 2005 ropy B Vinpuu npomsomno 160TeIC. crydaeB CMEPTH,
CBSI3aHHBIX C TaJIeHEM; 13 9TOTO YMC/Ia OUTH 20 THIC. HOTMOIINX
cocTaB/simM #eTu B Bospacte fo 14 ner. Koadduument
cmepTHOCTU (KC), cBA3aHHON ¢ HempegHaMepeHHBIMNI
nageHnsamiy, Ha 100 ThIC. YelTOBeK HacenmeHMsl COCTaBIsI 14,5

(99% noBepurensHbit unTepBanl, AV: 13,7-15,4). ITokasatenu
OBUIM MPAKTUYECKN OJMHAKOBBIMU JISi MY>KUMH U SKEHIMH
~ 14,9 (99% IVI: 13,7-16,0) u 14,2 (99% IVI: 13,1-15,4) Ha
100 ThIC. YeTOBEK HaceleHUs, COOTBETCTBEHHO. Y Il B
Bo3pacte 70 jeT win crapiie ObUI OTMEYEH CaMblil BBICOKUIL
K09 OUIMEHT CMEPTHOCTI OT HellpejHaMePeHHbIX IIafieHui
(KC: 271,2; 99% [VI: 249,0-293,5), npuyeM Cpeny >KeHIUH
aTOT nokasarenb Obut Boie (KC: 281; 99% IM: 249,7-311,3).
ITajieHns Ha TOPM3OHTAIBHOI [OBEPXHOCTU OblIN Haymbosee
pacrpocTpaHeHsl Cpefyt B3POCIBIX CTAPIINX BO3PACTOB, a
IIaJieHust C BBICOTBI — CPEY MIA/IIINX BO3PACTHBIX TPYIIIL.
BreiBog B VHaun HenmpegHaMepeHHbIe NafleHNUA ABIAIOTCA
CepbesHOIl Mpo6IeMolt /s 001eCTBEHHOTO 3/J0POBbs, OT
KOTOPOII CUJIbHee BCEro CTPAJAIOT AETH U IIOXKIJIbIE )KEHII[VHBL.
Heob6xonumo nogpobHee MCCIe[OBaTh YCIOBYSA, B KOTOPBIX
[NPOMCXOAAT TU MaJeHNs, a TAK)XKe BBI3BIBAEMYI0 MMM
3a60/1eBaEMOCTb U MHBAIUAHOCTb. B VIHAUYM HACTOATENBHO
Heo0XoMMO pa3paboTrarh, UCIIBITATh U BHEJPUTH Mepbl
BMellIaTe/IbCTBA, HAMTPaB/IeHHbIe Ha MPOMIIAKTUKY Ma eHNUil.

Resumen

Mortalidad en nifios y adultos por caidas no intencionadas en la India

Objetivo Estimar la mortalidad asociada a caidas por tipo de caida en
la India.

Métodos Los autores analizaron los datos sobre lesiones no intencionadas
procedentes del Million Death Study, el estudio del millon de muertes,
(aun en curso) de 2001 a 2003 con autopsias verbales y codificacion
de todas las muertes de conformidad con la Clasificacion estadistica
internacional de enfermedades y problemas relacionados con la salua,
décima version, en una muestra representativa a nivel nacional de 1,1
millones de hogares de todo el pais.

Resultados Las caidas representaron el 25% (2003/8023) de todas las
muertes por lesiones no intencionadas y fueron la segunda causa mas
importante de este tipo de muertes. Se estima que en 2005, en la India
se produjeron 160 000 fallecimientos asociados a caidas; de estos, casi
20 fueron de nifios de entre 0 y 14 afos. La tasa de mortalidad (TM)
asociada a caidas no intencionadas por cada 100 000 habitantes fue del
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14,5 (intervalo de confianza del 99%, IC: 13,7-15,4). Estas tasas fueron
similares para hombres y mujeres, 14,9 (IC del 99%: 13,7-16,0) y 14,2
(IC del 99%: 13,1-15,4) por cada 100.000 habitantes, respectivamente.
Las personas de 70 afios 0 mas presentaron la mortalidad méas alta por
caidas no intencionadas (TM: 271,2; IC del 99%: 249,0-293,5), y la tasa
fue mayor en mujeres (TM: 281; IC del 99%: 249,7-311,3). Las caidas
al mismo nivel fueron las mas comunes en adultos mayores, mientras
que las caidas desde altura fueron mas comunes en 10s grupos de edad
mas jovenes.

Conclusion En la India, las caidas no intencionadas constituyen
un problema de salud publica importante que afecta de forma
desproporcionada a mujeres mayores y nifios. Es necesario entender
mejor los contextos en los que se producen estas caidas y la morbilidad
y discapacidad resultantes. En la India existe una necesidad urgente de
preparar, probar e implementar medidas para evitar caidas.
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