Preventing falls and harm from falls
In hospital
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What is a fall?

An event which results in a person
Inadvertently coming to rest on the:
A ground

A the floor or

A other lower level

This can be from:
A standing

A a bed
A a chair
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Falls in hospital 0 some facts

A1 in 3 of all patient incidents in our
hospitals involve a fall

A Most people who have a fall in
hospital are over 65 years of age

A 20% of falls occur outside of aged
care wards.
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Falls in hospital 0 some facts

NSW average 4.1 falls/1,000 occupied
bed day (2012):

A 30-40% will result in a physical injury
A 60-80% are un -witnessed

A 70% occur around or from the bed

O
NSW
CCCCCCCC
EEEEEEEEEE
MMMMMMMMMM

REVENTION PROGRAM




Conseqguences of Falls

A Death
A Serious injury
A Increased stay in hospital

A Loss of independence - changes in
living arrangements on discharge
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Medical Conditions
Stroke

Risk factors for falls

Incontinence
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Dementia

Delirium
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Medications

1 Psychoactives
M Four or more medications

ST 8

Psychosocial & Demographic 1l
History of falls 1
Depression 1
Advanced age 1
Living alone

ADL limitations
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Muscle weakness

Impaired vision

Reduced peripheral sensatio
Poor reaction time

Impaired balance

Falls

Environmental

Poor footwear

Home hazard

External hazard
Inappropriate spectacles

Female gender
Inactivity
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Adult risk factors for falls in hospital

A History of falls
A Patientis confused, agitated or disorientated

A Has poor vision, such that everyday function in the
ward Is impaired

A Needs to go to the toilet frequently oris incontinent
A Unsafe mobility and transfers

A Takes medications associated with increased risk of
falls.
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Confused older person is at increased
risk of a fall

Disorientated due to an unfamiliar environment or
noisy ward

Due to Delirium

A watch for: fluctuating changes in cognition:
Increased agitation, restless, lethargy, aggression

A screen for deliium & complete a CAM

Look for:

A acute infection & treat Sepsis

: : : P
A confusion post 8 operatively due to sedation =
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ldentifying patient falls risk in hospital
Screen Falls risk screen in ED, or on

' admission to ward
Assessment mmmm) | Falls risks assessed and identify actions
Manage Implement actions in consultation with
identified risk mmmm) | family and carer, document in care plan
and patient health record
Communicate Falls risk and interventions in place
: mm=) | communicated to staff eg at handover
falls risk
Post Fall — Follow CEC Post Falls Guide, notify falls
In [IMS & notify family/carer
Incident ~Post fall O6huddl ed anc
investigation incidents - implement recommendations
Discharge mmmm) | Referral for follow -up services

& provide falls i nformation =
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National Safety & Quality Health
Service Standards o Standard 10

National Saféty:
and Quality Health
Service Standards

N @ Preventing Falls and Harm from Falls
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National Safety & Quality Health
Service Standards

A Key requirements of Standard 10

AAIl Adult Patientsto be screenedfor falls risk

AAssessment and managemeaf falls risk factors

ARegulaaudits of patient records and ward
environment

APatient/Carer involvemenin care and provided
with falls prevention information
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Falls Risk Screen

A All patients are to be screened for falls risk on
admission, post fall, transfer, change of condition

A Falls Risk Screen Tool
Ontario Modified Stratify (Sydney Scoring)

A Patients with indentified falls risks will require
further assessment and management
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Ontario Modified Stratify
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Care actions for all patients

These care actions are relevant for aif patients and are a companent of ongoing clinical
care at all times.

= Orientate patient to bed area, toilet and ward

falling and safety issues
- Instruct patient on the use of the call bell, ensure it is within reach and advise to call for
assistance if required

- Ensure frequently used items (including mobility aids) are within easy reach, on

side of the bed, in g \g order and for the patient
- Bed and chair are at appropriate height for the patient ~ instruct patient on use of bed
control (f appropriate)

- Ensure bed brakes are on at all imes and chair brakes are on when not mot

ing

- Position over-bed table on the non exit side of the bed

- Place IV pole and all other devicesfatiachments (as appropriate) on the exit side of bed

= Ensure attachments (such as catheters, wound drainage, IVs) are secured

- Remove clutter and obstacles from room

- Ensure patient is using appropriate personal aids such as eyeglasses (that are clean)
andjor working hearing aid

- Ensure patient wears appropriate footwear when ambulant

- Establish patient's level of personal care need

= Ensure adequale night lighting

Provide p: with falls information.
Clinical ission Falls 1lyers available
at www. health.nsw.gov.au evention

For further information scan this with your smart phone —>

- Educate patient and family, providing culturally appropriate information about the risk of
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Care actions for all patients

T &
FAMLY NAME MRN
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Facility: ="
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FALLS RISK SCREEN COMPLETE ALL DETAIL OR AFFIX PATIENT LABEL HERE

Provide patient/family/carers with falls prevention information.

Clinical Excellence Commissien Falls Prevention flyers available
at www.cec.health.nsw.gov.au/programs/falls-prevention

Care actions for all patients

These care actions are refevant for all patients and are a component of ongoing clinical
care at all times.

Orientate patient to bed area, toilet and ward

Educate patient and family, providing culturally appropriate information about the risk of
falling and safety issues

Instruct patient on the use of the call bell, ensure it is within reach and advise to call for
assistance if required

Ensure frequently used items (including mobility aids) are within easy reach, on
appropriate side of the bed, in good working order and are adjusted for the patient
Bed and chair are at appropriate height for the patient — instruct patient on use of bed
control (if appropriate)

Ensure bed brakes are on at all times and chair brakes are on when not mobilising
Paosition over-bed table on the non exit side of the bed

Place IV pole and all other devices/attachments (as appropriate) on the exit side of bed
Ensure attachments (such as catheters, wound drainage, IVs) are secured

Remove clutter and obstacles from room

Ensure patient is using appropriate personal aids such as eyeglasses (that are clean)
andjor working hearing aid

Ensure patient wears appropriate footwear when ambulant

Establish patient’s level of personal care need

Ensure adequate night lighting

For further information scan this with your smart phone —>
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Document and communicate patients
falls risk status to other staff

Implement all care actions

Discuss patients falls risk with
patient/family/carer

Ensure falls risk management is
included as part of regular hand over
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Falls Risk Assessment

A All patients with falls risks require further
assessment

A Falls Risk Assessment tool
Falls Risk Assessment & Management Plan (FRAMP)

A Complete and implement the appropriate action/s
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Falls Risk Assessment

Complete and implement the appropriate action/s in the FRAMP from
the falls risk factor/s identified in the Ontario Falls Risk Screen

. Falls Risk .

| FAMILY NAME e J— - —
NSW | Health e Quae Drews NSW | GIVEN NAVE Owmue  Oreuns
| nos Mo 2% |Health
= ssessment an S ——
= AORESS

FALLS RISK A MENTAND | FALLS RISK ASSESSMENT AND
MANAGEMENT PLAN (FRAMP) MANAGEMENT PLAN (FRAMP) | ooovres

= SOMPLETEALL DETALD OF AFPDY PP TENT LABEL ARRE COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE
2 k factors and actions implemented Date  |Date | Date
—_E Following completion of the Falls Risk Screen, implement the appropriate action/s Initial and date action if patient haz any of theee rick factore
==z for the identified falls risk factors
= 4. Toileting
" Hthe patient has confusian, urinary or fazcal fraquency, incontinence, urgency,
Complete on: e e Rocturia or other oileting iseuss
Admiszion (A), Post Fall (PF), Change of Condition (CC), or When Appropriats (W) ccOf ccOl ACTION:
wh| wO Pravide patient with individualiced (supervision/aceiatance] toileting plan
(e.g. regular toieting, rounding) and document in care plan
Risk factors and actions implemented Date |Date |Date -
Initisl and date action ff patient haz any of theze rizk faztors :‘E: "’:‘E a:ﬁ :“p“""ai"::::::‘”“'"g o the toiletbathroom
et notto jane in the talleybathroam
T Fistory o Falls Rfer o Gortinence nuroe andjor Alled Heahthreview ( avabae)
Obtain details about previous fall in the lact 2-6 manths (medical record, family/carer) Additonal Comments:
ACTION: ~
Fiefer for medical review (loaz of conaciousness, syncope, blackout, sezures, —
crteoporsts (ons hest) e pesent s ooves - et
2 Additional Comments: equipment or safe footwear -]
E ACTION: H
S [2 Mental Statue mabiliy (i available) H
Q| #ihis patientis confused, disoriemed, agitsted or deprassed Referral to Ocoupational Therapist for oelf care assecement (i available) @
ACTION: Pravide patient with equipment to aesiat mability tranafer/oe care E 2
5 | Gonduct or referfor a cogniive soresn (eg. AMTS, SIS, MMSE, RUDAS) Provide patient with assistance to mobiliee 1o the bathroom @
“ Z [Consider delirium Complste or refer for 3 Gonfusion Aszeszment Method (GAN) z Provioe paient with azaitance for pereonal care =
= [ Consider causes for delifium e.g. cepee, pain, conatipation, Lrinary retention, E Patient to be aupervioed in batroomtailet (ol to be Ieh alone) z
;” medication related, or infection - Ensure patient has accees to non-slip footwear e.g. non-glip socks, ted stockings or zhoes 'y
é Fiefer 1o medical etaff for review g Additonal Comments: 3
© |implement a Delirium Gare Pathway (as per LHD protocol) g g
Commence communication plan with family/carers (e.g. Top 5. C&G Gues) ﬁ 6. Medicationz
Patient requirez incressed obeenvation (avoid use of bed rails) @ :g‘;gﬁleﬁfxr’; o A e . o opioidz
‘Alwayz supervioe patient in the bathroom/iailet (not to be lefl alone) E R —————
5 have
Locate patient near nurses’ siation if possible of Go-locate to high fiok” raom z ACTION: Refer to treating Medical Officer for review
Conaider behavioural chart # patient's behaviour ia disruptive/unaafe S Additonal Comments:
Provide lo-fa bed or bed at loweat level (i available/appropriate) E
Provide bed/chair alarm (i available/appropriate) & Place on Care Plan and pat 10 alert zuaff
- m
Fefer 1o Allied Health for review (if available/appropriste) ﬁ Eneure all actions identified are noted in Care Plan
Additional Comments: E k o d and i ped in partnership with patient/
- family/carer & resource information provided
5 Gommen —
n 2 =
Ffthe pafient has visual impairment (e.g. cataract, glaucema, macular degeneration) = =
Crion: 3 =
10 2 Staff member anending 1o the assessment/action plan name: Name: neame: D=
Enzure sazy access 1o bathroom nd toilet H =
] - — =
Direct patiem ta seek assistance when mabilizing Other Comments omigraton: | pesgnon | Desgraton: || —=
Provide patientfamily/carer with GEG Falla Preventon — Eyesight fiyer - =
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How to use the FRAMP

A Falls risk factor/s identified in falls screen - implement the
appropriate action/s in the FRAMP

A Complete on admission, review after a fall, change of condition
or when appropriate

A Use clinical judgement to inform care plan
I develop care plan in consultation with patient/family/carer

A Date and initial actions undertaken and sign form when
completed

i use 0Commentsod6 sections for addi
A Document referrals, necessary actions in patient health record

A Communicate relevant actions/strategies at handover .
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Communicate falls risk

A At staff -handover and change of shift
A Document falls risk in patient care plan

A Alertin notes/by bed - e.g. falls stickers .

A Discuss falls risk with patient/family/carer & involve
In care planning
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CEC Post Fall Guide

A The causes of falls are complex

A Post fall assessment and management with clinical
review will help reduce the degree of harm to the

patient
AApostfall o6huddled is encour act
review the incident and facilitate appropriate falls

prevention strategies
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CEC Post Fall Guide

The post fall guide aligns
with the CEC
Between the Flags program

"\ Between the Flags '

Keeping patients safe

A statewide initiative of the Clinical Excellence Commission
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CEC Post Fall

S CEC POST FALL GUIDE
NSW
Patients who fall require observation and ongoing monitoring.
Staff are to _1ollow locfal Clinical Emergengy Response Systems CLikiERL LLS
and if at any time a staff member is concerned EXCELLENCE " o
PREVENTION PROGRAM about a patient they can call for a Clinical Review. COMMISSION CEC Post Fall Assessment and Management Guide For All Adult Patients
fallis which results i in floor or other
lower level: (ACSQHC 2009 Falls Best Practice Guidelines)
w Your - - Please note: ifa patient & found it should be asst ol has occurred
| Basic life support ” ) " Local s har 1 ressonale evidene of  Sdden nse f b, eple seure, oo orsroioes
8 Danger, Responsive, Send for H , Airway, Breathing, CPR, Defib (DRSABCD) or overwhelming external force (being applied).
2 g Clinical
Emergency Afall event can be even death. I foll can be » flag that the L
%8 Rapid assessment Response tient' The Cues of il ace comple: Sad = Large scalp haematoma or
L Pain, bleeding, injury, fracture 5".‘:‘;"‘ Ly laceration **
=8 Do not move until assessed: examine cervical spine and immobilise if there is Brokoeo: »» Aspatents my v comles st v, deciions stoesiment otrs o e ol crekure » Multi-system m::l
58 an indication of injury should be discussed with the patient &/or person res family/carer. in the event that a patient has 19 ® Known heurosity
s an or S min) neurological deficit **
e Notify e g Simomaic 2o
As <18/18)* representation**
§ Observations Nodkal C for ol ol tormallertnss + portalr f pests o 4
BP, B, R, T, Sp0:, Blood Glucose and Pain Score, Neuro Observations R The post fall guide aligns with the CEC Between the Flags program. Staffare to follow local Clinical gnition” ‘hours post time of injury
= of Fall fusing 1584R) Emergency Response Systems (CERS) and f at any time 2 staff member and or a family member is ere headache*
L A concerned about the patient, staff are to call for a Clinical Review. Refer to: Recognition and Management **clinicol judgement required
of Patients Who Are Clinicolly Deteriorating, PD2011_077, 06-Dec-2011. It is assumed that staff will have
) BP, P, R, T, Sp02, Pain Score, Neuro Observations, BGL (if indicated) ' P unvmlakm OETECT (Detecting Deterioration, Evaluation, Treatment, Escalation and Communicating in Adult Closed Head Injury: PD2012_013- Initial
5 Teams)training
b4 - At least hourly for a minimum of 4 hours e —
= « 4 hourly for the next 24 hours or as clinically indicated, then » N | Immediate response: When a patient has a fall,stff are required to undertake ragid assessment and basic ifcares and documented i the patient heaith
« REVIEW - ongoing observations as required e support(f required and complete observations. ocols and further information can be found in the NSW sepusrecogrition, notification,
o D ntof Closed Head I
Ob: & observations and ury in Adults.
= 2 ml
-~ CHECK FOR SEPSIS l fater th their condition
=z g .. h 5 ! le 8 comprehen: 10 the management of head
7 2—— Older people who fal in hassital are at risk ofintracranial injury due to physiclogical chanes n the brain. prehensive guide to the management of hea
[o) - Does this patient have sepsis risk factors or s & symptoms of infection? | YES | [Foriow Seests C R Tis means tha ptients who fall i hospita s and s head, fals an doss o Nt head, and m L
= a | Pathway | 3DDP urwitnessed folls) ave ol atrisk. Eary ¢ behaviours Tt oces, Delran s st
« Does this patient have observations in the yellow zone? L ! - A E restiessness or changes in alertness - lethargy, fattened) or incressing confuson. o
important matic Brain Injury (T81) i they fal Investigations should fatgruciones bavuica
'g 1g and observation s important. If the patient presents "
CHECK FOR DELIRIUM Assessment of injury: Do not move the patient unti assessed. Examine the cervicalsgine and immobilie if oy {adicabe 3bxia brass dery babtar i 68 3rd st
L} Complete L S there is any indication or potentia for a spinal injury. Ifthere s any sign of injury, staf are to contact the rers may help establish what is normal, sntty and recogrze delirium quickly
Y| - Does this patient have fluctuating changes in cognition, YES CAM > relevant senior nurse and medical officer for a clinical review. Signs of injury may Indude bruising, 10 Iovestigata the underting cause
z changes in behaviour, increasing confusion? P Sckliond sle. hlne il sher e of ke, e iad Mok v Sl oo et Noon e sncanon e fCnel) daksom
S ; o e, oot s et
— ere is 2 sus ead inju ision to CT scan will depend u sents overall medic spirin, clopidogrel, asprin/dipyridamole (Assantin ned) stafar o cal fora
4 CHECK FOR HEAD INJURY P—— e ———————— () ¥ s suecidbod e tedeckion T .l depnd oon e etents o et s
< Does this patient have a head Injury? Algorithm; Initial Management of Adult M osed Head Injury E N has no other sk factors, beusedto her odialysis pat i S
> Mt 7 s e s csent 31 e reiemedand
o Strong indicators for a CT Scan include (see algorithm for full list of risk factors): :
L4l + The patient is on anticoagulants, antiplatelets, or with a known coagulopathy, (check INR/APPT). S 1 1€ sepsis. Sepsis arises when the body's response to viniant Rvtee thi putk
5 gulopathy, pervieion: Revew the petents care pon
2§l + Has an abnomal GCS or fluctuating changes in cognition, changes in behaviour, or increasing confusion. yyyy E T T sy Tha sk feckes i g i ymtoms et 2 st i hee .2 rerement o
A can contribute to the fallinclude: hypotension, tachypnoea, confusion, debiltated condition (fraity a s for af o
(@] * Has large facial or scalp bruising, nausea, vomiting or persistent severe headache. ' poor mabilty, poor balance and muscle strength) and urinary incontinence.
= Age = 65 years (clinical judgement required). e plan will need to be reviewed.
Y} E It medical emergency st ke s hear ttack o stroke, and can ead o zhack, maltple organ falur and Vol i b
death, especiall if not recognised early and treated promptly. Sepsis causes more deaths per year than e
o Are you concerned about this patient and or family, carer has reported concerns? w S omper end 5 Samir Staff and Medial Officr re 19
(6] All patlents in hospital are at risk of sepsis. Any patient with known or suspected infection or following a fall
ol record. For erious fats icidents
% THERE MAY BE MANIFESTATIONS OF HEAD INJURY AFTER 24 HOURS »»D hegmnr
= CONTINUE TO MONITOR -

em (1) notifeation.

and carers go to:

= Reassure the patient and explain all treatment and investigations. hetp /Jurwns cec heatth now gov srevention
= All patient falls are to be reported to medical officer for review.

« Notify the person responsible (family/carer/friend) with permission and inform them about the fall.

« If the person is not able to communicate effectively engage with the substitute decision maker.

« Discuss appropriate treatment options and clarify if there is an Advance Care Directive in place - symptom

management is important. T
« Implement plan of care and inform staff of care plan.
G icate at clinical hand - observations, falls risk and interventions in place.

« Treatment, palliation/escalation process and outcome documented in the clinical record.
= Change falls status to: HIGH RISK and record in clinical record and complete revised care plan. s
« Complete IIMS report and note incident and IIMS number in the clinical record. .
« Complete a review of fall event with ward clinical leadership team.

« Complete CEC Incident Review for any serious injury/outcome from fall.
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http://www.cec.health.nsw.gov.au/programs/falls-prevention
http://www.cec.health.nsw.gov.au/programs/falls-prevention
http://www.cec.health.nsw.gov.au/programs/falls-prevention

Post Fall Management

A Notify fall in the Incident
Information Management System
(1IMS)

A Notify family/carers

A Serious falls to be investigated and
recommendations implemented
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Post fall incident reporting - [IMS

@ Lo - |§, https:ffimswebtest, health. nsw.gov. aufincident. asp 3 | Sﬂ healbas ‘ | 2=
File Edit View Favorites Tools  Help
— — = »
w o [88]']@https:,l’,iiimswabtest.health.n... ]@https:,l’,l’iirnswebtest.health.n... l@https:f,l’umswehtest.healt... x I l ﬁ - B feh - |k Page = (CF Took =
P
0 AL
Iy %, Incident Information Management System NSW
S sovmeen | Health
vy % 4
Save Help Close Far West : Clinical Form
Motification |
Incident details ~
b Incident Location = I!'vcident monitoring
B Australia
= Mew South Wales
[ Far West LHD
Place of incident |reem 13 bathroem |[3
Specific Service ’W‘
» Incident date E]
Time of incident E]
Time band [12:00to 12:58 V|E]
Patient identifier [007 |@
Patient title E]
Patient First name |Jarnes |[3
Patient Last name |Eond |[3
Date of birth 12/12/1922 m 2 ‘A\
Done .:J Local intranet H100% - C LN lCA L
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SAC2 Fall Incident Investigation Form

SAC2 Fall Incident
e —  Investigation Form

Facility: Ward: 1IMS Number:

Date of incident: Time of Incident: Location of fall e.g. bathroom
TRIM Number: Patient MRN: Gender: M[] F [
Patient age: CALD [] iginal []  Torres Strai O

How long after admission (to unit) did the fall oecur? | Patient's Admission Diagnosis

— e A Gather information about the
T e e e s fall incident

Core questions

B A Help identify human & system
factors & process issues

2 (ie. a change in the patient’s condition,
ocearred or when offierwise indicatad) (See: Appendix 1- Oiaria Modifed Siaty (Syaney Seoring) Fall Rk
Sereen. andior clinical record)

b) What factors contributed to this not being done as andlor when expected?
(See Appendix 3: System and patient factors)

2. a)Was anisl and plan risk factors and strategies
Hentined for r implementation e.g. Toileting issue r-mnmme) pmmemun m- m nuaised

B A Guide recommendations to
prevent further falls

(See Appendix 3: System and p: Bhen”av:k: ).
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Transfer of Care/Discharge planning

Communicate falls risk status and care plan to:

A Patient/family/ carer

A GPs

A Residential Aged Care facilities

A Community Health Services: nursing, allied health

A Other health providers

A Community Service Providers

A Physical activity provider
www.activeandhealthy.nsw.gov.au
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http://www.activeandhealthy.nsw.gov.au/

Falls Policy

Prevention of Falls and Harm

PD2011 -029 from Falls among Older People

2011-2015

NSW Health Prevention
of Falls and Harm

from Falls among

Older People

2011 -2015

Kiss :..

REVENTION PROGRAM




Falls best -practice guideline

Preventing falls
and Harm from Falls

In Older People

AGuideline
AGuidebook
Amplementation guide

Australian Commission on Safety & Quality in Health Care

www.safetyandquality.gov.au
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CEC Falls Prevention Resources

http://www.cec.health.nsw.gov.au/programs/falls -prevention.html
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