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KEY POINTS OF THIS POLICY:
This policy identifies how the Royal Devon University NHS Foundation Trust are committed to

reducing the incidence of falls for patients in line with NICE (National Institute for Health and Care
Excellence) guidance (June 2013 and January 2014).

The policy includes targeted falls prevention strategies. The assessment tools within this policy are
evidence-based and designed to assess patients at risk from a fall, support the reduction of risk of
falling within the hospital environment and in patient's own homes, and act as a marker for individual
patients with regard to preventable causes.

The aim of this acute and community policy is to:

¢ Inform staff of their responsibilities in relation to the prevention and management of
patient falls

¢ Minimise the risk of inpatient falls and harm to patients including those from any height

e Minimise falls risk within a patient’'s own home

e Setout the Trust’s responsibilities for monitoring and acting on Trust wide learning from
patient falls.

1. INTRODUCTION

1.1 Falls and fall-related injuries are a common and serious problem for older people.
People aged 65 and older have the highest risk of falling, with 30% of people older than 65
and 50% of people older than 80 falling at least once a year.

1.2 The human cost of falling includes distress, pain, injury, loss of confidence, loss of
independence and mortality. Falling also affects the family members and carers of people who
fall. Falls are estimated to cost the NHS more than £2.3 billion per year. Therefore, falling has
an impact on quality of life, health and healthcare costs (NICE CG161).

1.3 The causes of falls are complex. Hospitalised patients are particularly vulnerable to falling
when away from their normal environment and on a ward setting, which is worsened by visual
issues, hearing loss and any cognitive impairment or delirium. Acute medical or surgical
illnesses put patients at higher risk of falling along with side effects from medication or
problems with balance, strength or mobility.

1.4 Tackling the problem of patient falls is challenging. There are no single or easily defined
interventions which, when done on their own, are shown to reduce falls. However, research
has shown that multiple interventions performed by the multidisciplinary team and tailored to
the individual patient can reduce falls by 20— 30%.

15 This policy identifies how the Trust is committed to reducing the incidence of falls for patients
in line with NICE guidance (June 2013 and January 2014).

1.6 Incorporating local and NICE guidelines the following group of patients are considered at risk
of falls;
o All patients aged 65 years or older

Patients who are fearful of falling

Patients who have had previous falls

Patients with a cognitive impairment and delirium

Patients <64 years who are judged by a clinician to be at higher risk of falling because

of an underlying condition.
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The policy includes targeted falls prevention strategies. The assessment tools within this policy
are evidence-based and designed to assess patients at risk from a fall, support the reduction
of risk of falling within the hospital environment and in their own homes, act as a marker for
individual patients with regard to preventable causes

2. PURPOSE

2.1

2.2

3.1

3.2

3.3

3.4

3.5

3.6

The purpose of this policy is to support the safety of patients and promote a culture of falls
management and prevention being all staff’s responsibility. The document aims to work
alongside existing policies and strategies within the organisation.

The aim of this policy is to:

¢ Inform staff of their responsibilities in relation to the prevention and management
of patient falls

o Minimise the risk of inpatient falls and harm to patients including those from any
height

¢ Minimise falls risk within patient's own home

e Set out the Trust’s responsibilities for monitoring and acting on Trust wide learning
from patient falls.

DEFINITIONS

4AT: A simple delirium detection tool which assesses alertness, cognition, attention and the
course of confusion (acute change or fluctuating course).

Bay Tagging: Continuous observation of a group of patients by a ward member of staff.
Usually this is a member of the nursing team, but it can be therapy or medical staff if a second
person is required temporarily to tag the bay whilst the nurse is attending to a patient behind
curtains / bay toilet. It is recognised that continuous observations of a bay are not always
possible in the varying demands and conditions of inpatient care but they should be done as
far as reasonably practicable.

Bedrail: Known in the Trust as cot sides or bedside rails and are an integral component of the
Trust standard bed. These are a device designed to prevent patients rolling out of bed, not as
a method of keeping patients in bed (see Use of Bed Rails in Acute and Community Hospital
adult & child inpatients areas (N&E).

Community: Refers to patients on a community services caseload.

Controlled/assisted fall: For example, when a staff member attempts to minimise the impact
of the fall by easing the patient’s descent to the floor or by breaking the patient’s fall. These
events may still result in injury to the patient. These events are counted as a fall and need to
be reported via DATIX and post falls check’.

Datix: The Trust’s risk management system (see Incident Reporting, Analysing, Investigating
and Learning Policy and Procedures.
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Enhanced Observations: Increased observation of a patient which could involve moving a
patient to a visible bed space, within eyesight, including when using a toilet or bathroom, or
within arm’s length, staying with the patient at all times. These can involve bay tagging or one-
to-one monitoring and engagement (Enhanced Care Observation Policy).

Fall from height: Any level above floor level must be considered a ‘height’, which should the
patient fall from could result in serious injury. Examples would include, a patient falling out of
bed/from a trolley, climbing out of a window or falling over a barrier.

Fall: An event which results in the person coming to rest inadvertently on the ground or other
surface lower than the person, whether or not an injury is sustained.

FAST Testing: Face, Arms, Speech, Time — this is to assess if a patient is experiencing a
Stroke (Appendix 1).

Flat Lift EQuipment: Equipment designed to lift a patient from the floor in a flat (usually supine)
position. Examples of such equipment are the HoverJack, FloJac or Scoop Stretcher. Safe
Operating Procedures (SOP) can be found on the Hub.

FRAT: Falls Risk Assessment/Action Tool for hospital and home use. This is part of the falls
assessment found in flowsheets (Appendix 2).

High Falls Risk Interventions: Falls prevention interventions to be considered if a patient has
been assessed as at risk of falls (Appendix 2).

Inpatient: Refers to patients in both an acute and community hospital setting.
MDT: Multi-Disciplinary Team.

One-2-one (121): Level of supervision required to keep the patient safe with the ratio of one
member of staff to one patient.

Post falls Huddle: An MDT review post fall. Aim is to identify rapid learning and make
improvements to ensure the well-being of the patient and the staff involved. This should be led
by the Clinical Manager with support from their governance lead.

Post falls decision making tool (swarm): Post falls assessment and check for a trained
member of staff to complete. A swarm is designed to start as soon as possible after a patient
safety incident occurs. This can be found as a flowsheet on EPIC and documents the
assessment of the patient following a fall or controlled lowering to the floor. Community staff
should complete for any fall or controlled lowering to the floor that occur when at the patient’s
property. This should also be completed if you attend the property and find the patient following
a fall (Appendices 3a - 3d).

RIDDOR: Reporting of Injuries, Diseases, Dangerous Occurrences Regulations 1995 requires
certain types of incidents to be reported to the Health and Safety Executive. This includes
accidents which result in a person not at work (e.g. a patient, visitor) suffering an injury and
being taken to a hospital, or if the accident happens at a hospital, suffering a major injury which
would otherwise have required hospital treatment that is caused by work activity or failure of
equipment. This does not include incidents caused by the clinical conditions which were being
managed appropriately as part of a risk assessment or care plan.
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Slip: To slide accidentally causing the person to lose their balance. This is either corrected or
causes the person to fall.

Standard Interventions: Falls prevention interventions to be implemented for ALL inpatients
as set out in Appendix 3.

Toilet Tagging: A term used to describe how staff continuously observes a patient using the
commode or toilet to maintain their safety. Patient’s nursed in a tagged bay usually require this
intervention.

Trip: To stumble accidentally, often over an obstacle causing the person to lose their balance.
This is either corrected or causes the person to fall.

Unwitnessed: When a staff member is not able to see the sequence of events leading to a
particular fall. Withessed by another patient, a relative, a visitor or the patient themselves can
be quoted in the documentation but this may not be accurate or reliable.

Visible bed space: In order to keep the patient safe, the patient requires a bed space located
in a more visible place on the ward to enable closer supervision.

Witnessed: A patient-handling staff member was able to witness the sequence of events
leading to the fall. A staff member who witnessed the event should preferably complete the
Datix or incident report as soon as possible.

4. DUTIES AND RESPONSIBILITIES OF STAFF

4.1

4.2

4.3

4.4

The Board of Directors are responsible for:

o An overarching approach for the Trust’s zero tolerance to harm.

o Ensuring that adequate resources are made available to: monitor incidence and
prevalence of falls and associated harm, to provide education and training and to
provide suitable and sufficient equipment.

o Ensuring that there is a process in place for reporting and learning with the Patient
Safety Incident Response Framework (PSIRF).

The Patient Safety Committee is responsible for:

o Providing assurance to the Board of Directors that processes are in place for
reducing the risk of falls and that these are effective.
o Ratifying relevant policies and procedures.

The Risk Management Committee is responsible for:
o Considering risks presented by the Patient Safety Group for entry onto the corporate
risk register.

The Patient Safety Improvement Forum is responsible for:

o Approving a Falls Steering Group annual Work Plan receiving regular reports on
progress against the plan.

o Reviewing falls incidence and related harm.

o Supporting the Falls Steering Group to lead the improvement work required to
achieve any agreed reductions in falls incidence rates.

o Escalating risks to the Risk Management Committee.
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The Trustwide Falls Steering Group is responsible for:

o Developing policy and guidelines matched to international and national standards.

o Monitoring compliance with the policy.

o Producing and updating an annual Falls Work Plan (available from the Chair).

o Reviewing completed RIDDOR investigation reports and action plans to guide
practice and policy development.

o Promote a culture of rehabilitation and early mobility to help to prevent deconditioning

and improve independence. Understanding that whilst doing this number of falls can
increase but supporting staff to take these positive risks.

o Advising on training needs for all levels of staff enabling them manage risk and
implement appropriate falls prevention strategies.

o Advising procurement and estates regarding the purchase and management of falls
prevention equipment.

o Link with other groups across the health and social care community associated with
patient safety and in particular falls.

o Contributing narrative to monthly integrated performance reports regarding falls for

the Trust Board.

The Chief Nursing Officer has overall responsibility, on behalf of the Trust Board, for ensuring
the implementation of this policy throughout the organisation.

The Care Group Directors of Patient Care hold accountability for patient safety within their
services, including safety relating to slips, trips and falls.

The Associate Directors of Patient Care are responsible for ensuring that the processes
outlined in this policy are implemented within their Division.

The Patient Safety Specialists in conjunction with the Patient Safety and Risk Team is
responsible for:

o Reviewing all relevant incident forms reported via Datix.
o Ensuring that there is a proportionate learning response for patient falls.
o Identifying when a formal response is required for a fall and escalating as appropriate

(e.g. Health and Safety Executive, Safeguarding).

The Clinical Matron is responsible for:

o Completion of all relevant mandatory training.

o Monitoring compliance with the policy.

o Utilising data to monitor the effectiveness of fall prevention strategies in areas under
their management.

o Promote a culture of rehabilitation and early mobility to help to prevent deconditioning

and improve independence. Understanding that whilst doing this number of falls can
increase but supporting staff to take these positive risks.

o Ensuring the competencies of staff in their area is maintained.

o Ensuring that proportionate learning reviews are carried out and patient safety
improvement plans are implemented and monitoring their outcomes.
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Instigate a post falls huddle with the appropriate MDT to activate immediate learning
from the fall and to check on the wellbeing of the patient and the staff involved,
supported by their governance team.

Monitor staffing levels to ensure safe care can be delivered with regards to falls and
escalate as required.

Ensuring staff are able to attend available education and training opportunities for
falls prevention and management.

Providing support and guidance to enable the Clinical Nurse Manager to deliver their
responsibilities, as listed below.

4.9 The Clinical Site Practitioner/Manager (Wonford Site) is responsible for:

Completion of relevant mandatory training and their own development in completion
of post falls assessment training (as delivered by the team trainer).

Monitoring out-of-hours compliance with the policy.

Be an available resource for questions and queries around falls and be the point of
call for concerns out-of-hours with a balanced overview of Trust wide pressures in
relation to staffing, escalating to the On-Call Clinical Matron where this cannot be
mitigated safely.

Escalation of patients who are believed to have had an "injurious" fall to the medical
teams and the Clinical Matron On-Call (during handover process).

Between 6pm and 7am on Weekdays and 24/7 on Weekends and Bank Holidays, be
responsible for triage of patients review requests post fall via EPIC and ensure
allocated to the appropriate clinician and completed in a timely manner.

Clinical Site Practitioners/Managers with the locally delivered falls assessment
training, to review patient post fall and document this within the "medical review"
section on EPIC.

Assisting with the safe extrication, movement and rescue of the patient who has fallen
where a ward/unit requests support, identifying and leading this with the most
appropriate equipment for the task (Site Practitioner on Bleep 217 during weekdays
7am-6pm and bleep 404 at all other times).

Be an escalation point for when a clinical team are struggling to get appropriate
medical support for a fallen patient (Site Practitioner on Bleep 217 during weekdays
7am-6pm and bleep 404 at all other times).

4.10 The Clinical Nurse Manager (Eastern) and Ward Manager (Northern) is responsible for:

Completion of relevant mandatory training.

Ensure that all staff that are line managing have completed all relevant mandatory
training.

Ensuring that Standard interventions are in place for all patients.

Ensuring when a patient has been assessed as a high falls risk, ward staff are
implementing the interventions required.

Undertaking Clinical Nurse Manager rounds, checking the assessment, care plans
and treatment regime are current, valid and evaluated.

Reviewing falls data monthly (Datix/ EPIC).

Ensuring high risk patients are flagged and care is planned and discussed as part of
the safety briefings.
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Ensuring that all staff are trained to care for patients at risk of falls.

Monitor staffing levels to ensure safe care can be delivered with regards to falls and
escalate / Datix as required.

Promote a culture of patient involvement in falls prevention and treatment care
planning.

Promote a culture of rehabilitation and early mobility to help to prevent deconditioning
and improve independence. Understanding that whilst doing this number of falls can
increase but supporting staff to take these positive risks.

Ensuring that all falls incident reports are investigated thoroughly and escalating any
possible RIDDOR reportable incidents to the Health and Safety Team.

Ensuring appropriate equipment and resources are available to support the
management of patients assessed as being at risk of falls including resources being
allocated appropriately.

Encouraging an open and honest culture including, if appropriate, displaying a safety
cross with the number of falls reported in the month.

Ensuring any incidents that occur which are linked with falling and/or falls
management are reported and investigated using Datix. This should be supported
through the application of the post falls swarm assessment.

When a patient has a fall that results in moderate harm or above offering a full and a
complete apology on behalf of the Trust in accordance with the Duty of Candour.
Ensure post falls huddles are actioned with the appropriate MDT to identify immediate
learning from the fall and to check on the wellbeing of the patient and the staff
involved.

Education of patients and family with regards to falls prevention.

Undertake robust local investigation of all Screening Tool investigations and
implement action plans and monitor outcomes.

Feed outcomes from actions back through relevant governance groups.

4.11 The Consultants and other medical staff are responsible for:

Those identified as requiring training, ensure completion of relevant mandatory
training.

Ensuring that all falls witnessed by them are incident reported via Datix.

Review medications which may increase risk of falls and adjust as able.

Identify acute changes in cognition and complete 4AT to identify delirium and treat
appropriately.

Identifying the patient’s fall history, including the causes and consequences on
admission.

Promote a culture of rehabilitation and early mobility to help to prevent deconditioning
and improve independence.

Considering underlying medical conditions which may contribute to the patient’s risk
of falling.

Take part in post falls huddles as required to help immediate learning from falls and
check on the welfare of the patient and staff involved.

Education of patients and family with regards to falls prevention.
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Ensuring all relevant information is clearly documented in the medical notes and
updated on the discharge summary to hand over to the community services.
Following an inpatient fall, the medical section of the post falls check should be
completed in the EPIC flowsheet.

4.12 The Registered Nurse (RN) or Nursing Associate Practitioner (NAP) is responsible for:

Completion of relevant mandatory training.

All patients must have the standard assessments and interventions completed,
evaluated and documented as required.

Patients assessed to be high falls risk must have the high-risk interventions
considered, evaluated and documented each shift

Ensuring that the patient’s risk of falls has been identified in order to support your
clinical judgment of risk within 4 hours of the patient’'s admission (to include elective
inpatient admissions). This information should be updated in EPIC (Adult
Screenings).

Initiating an individualised Falls Prevention Care Plan for all patients found to be at
risk. This should be re-assessed at least once per shift, or more frequently if the
patient’s condition deteriorates.

Every patient should have a bed rail assessment completed, this includes the use of
bed levers. The outcome of the assessment determines how often this should be
reassessed in accordance with the bed rail policy. Use of Bed Rails in Acute and
Community Hospital adult & child inpatients areas (N&E).

Evaluating and updating the Falls Prevention Care Plan if/when the patient’s
condition changes and/or following a fall.

Following each internal move between wards all patients should have their falls risk
reassessed and updated in EPIC within 4 hours.

Escalating non-concordance with prevention/treatment strategies to the nurse in
charge and medical team responsible for patient care.

Providing patients at risk of falling and their carers’ with information, verbally and in
writing about falls assessment and prevention.

Listening to and acting upon any concerns raised by the patient and/ or their carers.
Identify acute changes in cognition and complete 4AT to identify delirium and treat
appropriately.

Encourage patients to be as independent as possible and mobilise regularly to
prevent deconditioning whilst in hospital.

Escalate concerns about staffing levels if this has the potential to impact on
preventing falls to nurse in charge/ senior nurse and Datix as required.

Take part in post falls huddles as required to help immediate learning from falls and
check on the welfare of the patient and staff involved.

Education of patients and family with regards to falls prevention.

Ensuring all equipment is ordered and appropriate care is organised for the patient on
discharge from hospital.

Ensuring that all falls and near misses including controlled lowering to the floor are
reported on the Datix system.

Follow post falls decision making tool and complete check following all falls to ensure
correct post fall management and to reduce the risk of further falls.
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4.13 The Community Rehabilitation and Nursing Teams are responsible for:

Completion of relevant mandatory training.

Ask each patient falls screening questions.

Re-assess risk of falls if their condition/environment changes or following a fall.
Ensure that the FRAT is completed for each patient assessed to be at risk of falls.
Triaging referrals for Falls and appropriately referring to either band 4/ registered
therapist/ Rehabilitation nurse.

Complete the following assessments and outcome measures on FRAT.

Provide information leaflets on strength and balance and Falls.

Provide education to patients and their families around falls risk.

Onward referrals to appropriate services as required e.g. podiatry, audiology, external
exercise professionals.

Promote independence and mobility to prevent deconditioning.

Undertaking a bedrail assessment for any patient that has or requires bed rails or a bed
lever in situ, this should be reassessed in accordance with the bed rail policy Use of
Bed Rails in Acute and Community Hospital adult & child inpatients areas (N&E).
Follow the post falls decision making tool and checklist following any fall or controlled
lowering to the floor that occur when at the patient’s property, if you attend the property
and find the patient following a fall or if the fall is related to any equipment.

Education of patients and family with regards to falls prevention.

Ensure that any falls or near misses including controlled lowering to the floor that
occur when at the patient’s property are incident reported via Datix. Similarly, a Datix
should be completed if attending a patient’s home and they are found on the floor
following a fall, or if the fall is related to any equipment.

Take part in past falls huddles as required to help immediate learning from falls and
check on the welfare of the patient and staff involved

4.14 The Inpatient Therapy Team is responsible for:

Completion of relevant mandatory training.

Ensuring that Standard Interventions are in place for all patients on the caseload.
Implementing the correct interventions required for those patients assessed as a high
falls risk.

To review all patients that have been admitted with a fall or have had a fall as an
inpatient.

Providing a general assessment of patients to include footwear, balance, gait, range
of movement, strength, functional ability including transfers and the need for and
provision of a walking aid. Once the patient has reached their therapy goals, they
may be discharged by the therapist, but can be re-referred should the situation
change.

Ensuring that patients that are identified at risk of falling are discussed at the MDT
board round and appropriate referrals established.

Education of patients and family with regards to falls prevention.

Provide advice to other members of the MDT on the best methods of patient
movement and mobility.
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Encourage patients to be as independent as possible and mobilise regularly to
prevent deconditioning whilst in hospital.

Support other members of the multidisciplinary team to promote independence and
regular mobility.

Identify acute changes in cognition and complete 4AT to identify delirium and take
this into account when providing therapy interventions.

Where appropriate, assessment of home environment, identifying the daily activities
which place the patient at risk of falls.

Ensuring that all falls and near misses including controlled lowering to the floor are
incident reported via Datix.

Take part in post falls huddles as required to help immediate learning from falls and
check on the welfare of the patient and staff involved.

4.15 The Unregistered clinical staff are responsible for:

Completion of relevant mandatory training.

Ensuring that Standard interventions are in place for all patients.

Implementing the correct interventions required for those patients assessed as a high
falls risk as delegated to them by a registered member of staff.

Implementing specific actions from the Falls Prevention Care Plan as delegated to
them by a registered member of staff within the scope of their competence.
Documenting the care delivered as part of the Falls Prevention Care Plan.

Escalate to RN any concerns about being able to provide falls prevention strategies
and document.

Encourage patients to be as independent as possible and mobilise regularly to
prevent deconditioning whilst in hospital.

Informing the RN of any changes to the patient’s condition immediately.

Take part in post falls huddles as required to help immediate learning from falls and
check on the welfare of the patient and staff involved.

Ensuring that all falls and near misses including controlled lowering to the floor are
incident reported on Datix.

5. IN-PATIENT FALLS CARE PATHWAY

5.1 The falls risk assessment should be completed within 4 hours of the patient’'s admission (to
include elective inpatient admissions — excluding day case) and documented in EPIC
(admission navigator or adult screenings flowsheet). This should be undertaken by a
registered professional.

5.2 All patients should have their falls risk reassessed within 4 hours and interventions re-
evaluated after each internal move between wards, or any change to the patient presentation
including following an inpatient fall.

5.3 For all patients, the following five questions should be answered:

Are they over 65 years?

Have they fallen within the last 12 months?
Do they have a cognitive impairment?

Are they afraid of falling?
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o Are they under 65 years but judged to be a higher risk of falls due to an underlying
condition?

If you answer YES to ANY of these questions, the patient is considered a high falls risk.
These patients require both the ‘standard’ and ‘high falls risk’ assessments to be completed
and appropriate interventions implemented (Appendix 3).

Ensure comfort and safety rounding is prescribed as required and completed for patients
assessed as high risk of falls. Not all aspects of comfort rounding may be required for all
patients. This should be decided by the registered nurse based on the risk assessment
completed.

Comfort and risk rounding may not be appropriate for all patients at all time periods due to
promoting independence as part of their rehabilitation process as identified in their
personalised care plan.

Consider the patient’s eye sight and hearing. If they require glasses or hearing aids check
these are available and in good working order. Where a patient has a visual impairment the
vision assessment: helpful information tool can be used to plan appropriate interventions to
reduce falls risk. The Look out! Bedside vision check for falls prevention is also available to
use to gain a greater understanding of impaired vision or where an undiagnosed visual
impairment is suspected.

If further assessment is required it is recommended that the patient sees their community
optician or hearing specialist.

Ensure the patient has the most appropriate bed/chair to meet their needs.
The Falls Prevention Care Plan will be easily accessible to all staff on EPIC.

Patients should be actively encouraged to be as mobile as possible during their hospital stay,
particularly older frail patients who are most at risk of deconditioning. It is accepted that whilst
rehabilitating patients, they may be at greater risk of falls. Every effort should be taken to
explain this to the patient and their family/carers and a plan made with them on how to minimise
that risk. If they lack capacity to understand this, then a mental capacity assessment may be
required, and staff act in their best interest. These conversations should be documented.

Where Red frames are in use: In order to promote early mobility and to prevent falls there
are a small number of red wheeled frames on each ward. These are to be used by nurses
and health care assistants when there are no therapy staff available to issue a frame.
Patients should be assessed by therapy staff at the earliest opportunity and issued a silver
frame if required (see Red Wheeled Zimmer Frame (WZF) Assessment and Issue Standard
Operating Procedure).

Where RAG rating for frames is in use : When issuing the silver wheeled frames this aid
should be labelled using a coloured tag (red = assistance of two, yellow = assistance of one,
green = independent with aid).

For any patient who has bedrails or bed levers in situ, a bed rail risk assessment should be
undertaken. However, bedrails should not normally be used for most patients, particularly
those who are cognitively impaired (See Use of Bed Rails in Acute and Community Hospital
adult & child inpatients areas (N&E).
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Commaodes must not be left unattended by the patient’s bedside overnight, unless specified
in the patient’s personalised care plan, as these can present a trip hazard. They should
never be used in this way if the patient requires commode tagging as a staff member must
always be present.

Patients classified as at high risk of falling who require specific high risk falls interventions
(Appendix 3), will be discussed at each ward safety briefing with specific reference to any
interventions each patient requires to prevent a fall. This information should be added to the
patient handover.

Patients who have had more than one fall, should be a priority for consideration of bay/toilet
tagging, discussed at each ward safety briefing and an alert placed on handover documents.
In addition, they should have their falls interventions re-assessed at least once every 24hrs.
Nurses will receive a daily task reminder to review this in the flowsheet.

Patients at risk of falls will be identified on the EPIC monitor and there will be a banner within
the patient chart.

Where there are a number of patients on a ward that require enhanced observation due to
their risk of falls, every effort should be made to nurse them together in a high visibility tagged
bay. It would not be appropriate to create mixed sex bays to achieve this. See section 6 ‘Bay
Tagging’ for more information. However, staff should be mindful of the negative effect that any
internal moves can have on a patient, increasing the risk of delirium and therefore falls.

In the event of a fall, the patient should be examined for injuries by a Doctor, registered
professional or trained worker prior to moving. The Post Falls Decision Making Tool (Appendix
4a-4c) are available to support decision making and help identify potential injuries. They are
not designed to make a formal diagnosis.

o The post fall decision tool states for the clinician to “Look, Feel, Move”. The feel
section refers to asking the patient about symptoms, rather than the clinician touching
the patient to check for injury. Clinical staff who are competent in palpation skills can
use these alongside the Look, Feel, Move assessment.

. If a staff member is concerned at any time during the Look, Feel, Move assessment
they should stop their assessment and escalate as appropriate.
o Suspicion of injury will then guide how the patient is moved from the floor,

subsequent observation, assessment, onward referral to appropriate teams and the
urgency or need of a post fall medical review.

o Where the patient is able to remove themselves from the floor, this should always be
encouraged (Appendix 5). An exception to this is will be if there is a suspicion of a
serious injury, for example a fracture.

o The correct manual handling techniques should be used to recover the patient from
the floor. In most instances a hoist should NOT be used. First line equipment is an
Elk, Raizor, Hoverjack, FloJac and scoop, safe operating procedures can be located
on the hub under Moving and handling.

o For inpatients, neurological observation frequency following head injury should be
completed every 30 minutes until the Glasgow Coma Scale (GCS) returns to
baseline. They should then continue to be monitored every 30 minutes for a further
two hours, hourly for four hours and two hourly for 24 hours post injury. If patient
deteriorates the frequency of observations reverts to every 30 minutes.
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o In the community, if you suspect a head injury you should provide written information
and/or escalate as clinically appropriate.

In the event of a fall, the Post Falls Decision Making Tool should be utilised and post falls
flowsheet (swarm) should be completed as soon as possible by a registered professional, and
appropriate interventions put in place to help reduce the risk of further falls.

In the event of a head injury where the person is taking anticoagulants, including vitamin K
antagonists, direct-acting oral anticoagulants, heparin and low molecular weight heparins) or
antiplatelets (excluding aspirin monotherapy) a CT head should be considered and carried
out within 8 hours of injury. A provisional radiology report available within one hour of the
scan (NICE NG232).

In the event of a moderate or above harm fall, an Inpatient Post Fall Huddle should be
completed with relevant members of the MDT to enable rapid learning to prevent further falls
/ harm to patients and staff. Governance managers and Clinical Matron’s will help to support
with the implementation of this as it rolls out across the organisation. This should involve the
patient and family where possible.

In the event of a fall, where the ‘adult general care plan for falls standard and higher level of
care’ have not been followed, and the patient has come to harm, consider the need for a
safeguarding adult concern to be raised about possible neglect by the Trust. Discuss with the
Nurse in Charge / or Trust Safeguarding Team if unsure.

These document(s) are designed to be useful for anyone with a responsibility for delivering
safe and effective care in an inpatient, outpatient and community setting. They have been
created to work alongside RDUH Silver Trauma Guidelines, the Southwest Ambulance
Service Post falls guidance pack for care providers and the National Audit of Inpatient Falls
inpatient management guidance (NAIF).

ENHANCED OBSERVATIONS PRINCIPLES

Bay tagging helps with better observation and vigilance of patients who are most at risk of
falling, it also helps to ensure staffing resources are used efficiently.

If a patient requires bay tagging, staff should attempt to provide this level of care at all times,
with additional staff helping to tag the bay as required to keep all patients safe.

If the staff member responsible for observing a tagged bay has to leave the bay for any reason
or go behind curtains in that bay to deliver care, then another member of staff should be
brought in to maintain observation for the remaining patient.

If a tagged patient needs to use the commode or toilet, a member of staff should remain with
them at all times. Privacy and dignity should be maintained as much as possible. However,
the priority is the patient’s safety from harm of falls. Privacy considerations could include;
facing the other way whilst remaining at arms-reach, or standing just outside the curtains if
safe to do so and line of sight can be maintained. Staff should not stand outside a toilet door
if the patient requires toilet tagging as line of sight cannot be maintained to promote safety.

If the patient is highlighted as requiring enhanced observations this should be recorded in EPIC.
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The need for enhanced observations should reviewed regularly and stepped down when there
is no longer a requirement.

It is recognised that continuous observations of a bay are not always possible in the varying
demands and conditions of inpatient care but will be done as far as reasonably practicable. In
these situations, staff should alert the nurse in charge or senior nurse on duty and inform them.
An appropriate course of action agreed and clearly documented in the patient record.

The Medical and Surgical divisions should provide clarity for staff on their wards whether they
are expected to bay tag within their normal establishment. In the event additional resources
are needed, the divisional teams should refer to the Enhanced Care Observation Policy Toolkit
for escalation and approval.

Bay tagging may not be appropriate for all patients e.g. patients with challenging behaviour,
safeguarding concerns, infection control precautions. In these circumstances the nurse
responsible for the patient’s care, should balance the relevant risks and agree on the most
appropriate course of action with the nurse in charge of the shift / Clinical Matron, and
relevant professionals e.g. Safeguarding Team, Infection Prevention and Control Team. The
decision made should be in the patient’s best interests and documented. This may include
the need for an enhanced level of observation. This should be clearly documented in the
patient’s EPIC record and care plan updated. The patient and their family should be
consulted and involved in this decision.

Patients who lack capacity to make decisions about their admission, who are nursed in a
tagged bay, will require a Deprivation of Liberty Safeguards application (DoLS). Please
complete the “DoLS Note” on EPIC. Guidance for completion can be found on the Trust
Website under heading Deprivation of Liberty Safeguards (DoLs).

Further detail about enhanced observations can be found in the Enhanced Care Observation
policy.
MATERNITY AND PAEDIATRICS

Maternity

While babies within the maternity unit are not at risk of falling in the general sense, they are
at risk of falls from cots or being dropped. Please refer to the Dropped Baby Guideline.

Adult patients being cared for by the maternity services are covered by this policy. It should
be noted that maternity patients following a spinal anaesthetic are at greater risk of falling if
trying to stand before the effects of the procedure have worn off.

Paediatrics

Falling is part of normal childhood development when acquiring independent standing
balance, stepping and walking. All children are therefore a falls risk as they grow, develop
co-ordination and acquire new skills, and are often unaware of their limitations. The following
risk reduction plan reflects the distinction between falls that occur as natural occurrence
during the child’s development and falls that occur due to factors related to their hospital
admission. The ward nurses take responsibility for identification of risks and subsequent
plans.

Identification of falls risk factors in paediatrics

Falls Reduction and Management Policy
Ratified by: Clinical Effectiveness Committee: 28 March 2024
Review date: February 2027 Page 18 of 45



7.2.2

8.1

8.2

NHS

Royal Devon

University Healthcare
NHS Foundation Trust

Falls risk assessment for paediatric patients should include;

Mobility

Mental State

Toileting

Medication

Other — including history of falls.

The individual’s ability to maintain a safe environment mobilise and use the bathroom should
all be assessed. Assessment of patient’s medications occurs at admission through
completion of the standard admission documentation. Staff should be aware of risk factors
associated with new medications that are prescribed during the patient’s admission through
checking the Children’s British National Formulary (BNF) as part of administration process.
Nursing staff assess the patient’'s mental state through review of the medical history on
admission document. Ongoing assessment of the child’s mental state is captured through
Alert Vocal Pain Unresponsive (AVPU) assessment as part of Paediatric Early Warning
Score (PEWS) or the use of the Glasgow Coma Scale (GCS) where appropriate. Nursing
professional judgement should be used to consider the patients risk of falls on admission and
if there are any changes in the patient’s condition or treatment plan that may increase this
risk.

Falls risk reduction plan in paediatrics

Identification and care planning for patients at risk of falls due to identifiable risk factors
associated with the child’s health and/ or reason for admission to hospital.

To maintain a safe environment and safety culture within the clinical setting to reduce

injury risk to children as they develop new skills and explore their environment without
awareness of danger and their limitations.

PATIENT/CARER INFORMATION
Posters and leaflets available on the Trust intranet which should be displayed on each ward.

All patients (and their carers where appropriate) who have been assessed as high falls risk
should have the following communicated to them by the nurse responsible for their care;

o Individual risk factors for falling in hospital.

o Showing the patient how to use the nurse call system and encouraging the patient to
engage with them to use it when they need help.

o If the patient is unable to use a call bell due to physical or cognitive restrictions,
explain how their care will be delivered to help reduce their risk of falls.

o Informing family members and carers about when and how to raise and lower bed

rails / the need for a risk assessment prior to their use / education with a caveat that
this may be an unsafe device to use and is not recommended in accordance with the
bed rail policy Use of Bed Rails in Acute and Community Hospital adult & child
inpatients areas (N&E).

o Consistent messages about when a patient should ask for help before getting up and
moving about.
o Helping the patient to engage in any multi-disciplinary intervention aimed at

addressing their individual risk factors.
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o Discuss the reasons for any enhanced observations put in place, and if required an
explanation about the need for a DoLS application.
o Offer leaflets where available.

COMMUNITY — NON-HOSPITAL SETTING

Falls research identifies that strength and balance exercises can reduce the risk of falls when
the dose and difficulty are tailored to the individual. However, when the exercise is stopped
these benefits are lost, therefore people should be offered the opportunity to continue
appropriate activities through education and signposting to community services post NHS
treatment should be considered (Montero-Odasso et al, 2022).

All patients on nursing and community rehabilitation caseloads must be assessed for risk of
falls by completing the Falls Screening core assessment on EPIC. A patient will also be
asked questions to include fear of falling or where this is an abnormality of gait (NICE
CG161).

Where a risk of falls has been identified they will be offered a multifactorial assessment / Falls
Risk Action/Assessment tool (FRAT). The FRAT is completed on EPIC by nursing or therapy
staff (Appendix 2). The assessment will be completed at the point at which the falls risk has
been identified. The assessment should be reviewed following any change in the patient’s
medical or social circumstances.

In the patient’s own home staff need to be mindful of negotiating a safe environment for both
themselves and the patient to reduce the risk of falls, including the following risk factors;
e Furniture position and height

e Trip hazards including steps, loose rugs / mats, obstacles
¢ Floor surfaces and transitions from one room to another
e Lighting

e Equipment required and its position for removal/storage.

There is a homeFAST environmental assessment available on EPIC which can be utilised to
support this (Appendix 2).

All patients who have been identified as high falls risk should have a lying and standing
blood pressure reading completed. This should be done in accordance with the Royal
College of Physicians guidance (Appendix 6).

Where a visual assessment is required, use the look out! Bed side vision check for falls
prevention and vision assessment: helpful information tool, which are available on the HUB.

Where there is concern about vision, consider advising the patient to go to their community
optician or arrange a domiciliary visit. For those already diagnosed with significant visual
impairment, advice can be sought from the Rehabilitation officers for the visually impaired
(Devon County Council sensory team).

Any requirements needed to address any falls risk are inputted into a care plan, when
required, patients will be referred on to appropriate specialist services e.g. external strength
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and balance classes, community therapy which includes internal NHS strength and balance
groups, continence referral.

9.9 Medications which may increase risk of falls should be considered and managed as
appropriate (Appendix 7). When you have identified high risk medications, management
may involve a referral to an appropriate clinician who is able to deprescribe or adjust
medications.

9.10 Falls Care/rehabilitation plans are reviewed and evaluated in accordance with individual
patient need and condition.

9.11 Review of the assessment would be based on clinical reasoning. Whilst it is rarely possible
to eliminate the risk of falls entirely, the use of the tools and acting on the issues identified
can significantly reduce the risk.

9.12 If a patient is identified as a high falls risk they should be provided with advice or information
to reduce their falls risk. This could be verbal or in the form of a leaflet or signposting to the
steady on your feet website https://devon.steadyonyourfeet.org/.

9.13 For any patient who has bedrails or bed levers in situ, a bed rail risk assessment should be
undertaken. However, bedrails should not normally be used for most patients, particularly
those who are cognitively impaired (See Use of Bed Rails in Acute and Community Hospital
adult & child inpatients areas (N&E).

9.14 If a patient has fallen during or on arrival to a visit, Post Falls Decision Making Tool should
be utilised and flow sheet completed in EPIC (Appendix 4a and 4d). Interventions should be
considered as required and uploaded to EPIC as soon as possible.

9.15 In all cases, when recommending a transfer into an acute setting following a fall,
consideration should be given to the persons treatment escalation plan and their advanced
care plan.

9.16 Ensure that all falls and near misses including controlled lowering to the floor that occur when
at the patients property are incident reported via Datix. This should also be completed if you
attend the property of a patient on your caseload and find them on the floor following a fall or
if the fall is related to any equipment.

10. VESTIBULAR PATHWAY

10.1 The prevalence of dizziness is a strong predictor of falls in the elderly. Dizziness and
imbalance are amongst the most common complaints in older people who have fallen.

10.2 The recognition of whether dizziness is present is paramount in a multi factorial falls risk
assessment. If dizziness is present then vestibular dysfunction must be considered as it is
one of the most frequent causes.

10.3 Skill sets vary across multi-disciplinary teams regarding this assessment therefore pathways
should be followed to ensure an appropriate assessment of the vestibular system occurs.
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¢ Within community services please follow Appendix 8.

e Within Northern services inpatient sites please discuss with audiology or the doctor
overseeing the ward.

¢ Within Eastern inpatient sites please request a review from the geriatrician or doctor
overseeing the ward.

STAFF EDUCATION

Staff training on falls awareness aims to increase knowledge with regard to the medical cause
of falls including the recording of lying and standing blood pressures on admission, managing
a safe environment, safe care practices, risk assessment, risk reduction including falls from
any height, recovery of patient who has had a fall, communication, and patient/carer education.

The falls training required will be mapped to the Electronic Staff Record (ESR) position for
roles so staff will have the need identified on their individual ESR training compliance matrix.

The Trust has identified that all clinical staff working within inpatient, pre-assessment and
community areas (excluding paediatrics and midwifery) must undertake initial falls training and
update every three years.

The Falls Steering Group (Eastern) or Patient Safety and Improvement Team (Northern), in
conjunction with Professional Development, will be responsible for updating and disseminating
training and education.

ARCHIVING ARRANGEMENTS

The original of this policy will remain with the author. An electronic copy will be maintained
on the Trust Intranet Hub. Archived electronic copies will be stored on the Trust's “archived
policies” shared drive, and will be held indefinitely.
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13. PROCESS FOR MONITORING COMPLIANCE WITH AND EFFECTIVENESS OF THE
POLICY

13.1 To evidence compliance with this policy, the following elements will be monitored:

What areas need to be

How will this be

Where will this be reported

monitored? evidenced? and by whom?
All patients’ risk of falls Report generated Quarterly Falls report
assessed within 4 hours of in EPIC - (IP brought to Falls Steering
admission. General Adult Group by Patient Safety
nursing and Risk team and
dashboard). escalated through to
Patient Safety Group by
the Falls Steering Group
chair (or deputy).
High risk patients have a Falls | Report generated Quarterly Falls report
Prevention Care Plan in place. | in EPIC — (IP brought to Falls Steering
General Adult Group by Patient Safety
nursing and Risk team and
dashboard). escalated through to

Patient Safety Group by
the Falls Steering Group
chair (or deputy).

Patients who sustain, as a
result of a fall, moderate harm
or above require a formal
investigation to be completed.

Datix incidents and
investigation
documentation.

Bi monthly report brought
to Falls Steering Group by
Divisional Governance
Managers (or divisional
representative). Escalated
within reporting through to
Patient Safety Group.

Completion of the Falls
Steering Group annual Work

Bi-Monthly report
to the Patient

Patient Safety Group by
Falls Steering Group chair

Plan. Safety Group. (or deputy).

Compliance with falls training ESR records. Bi-annual report to Falls

requirements. Steering Group by
Workforce Development.

The use of the post fall Spot check audits.

assessment (both inpatient and
community) by nurses/
therapists and medical team.
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15. APPENDICIES

APPENDIX 1: NATIONAL FAST CAMPAIGN FOR ASSESSMENT OF STROKE

ACE —

HAS THEIR FACE FALLEN ON ONE SIDE?
CAN THEY SMILE?

CAN THEY RAISE BOTH ARMS AND
KEEP THEM THERE?

IS THEIR SPEECH SLURRED?

IME T0 CALL 999

IF YOU SEE ANY SINGLE
ONE OF THESE SIGNS

:
8

nhs.uk/actfast
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Form EPIC location Inpatient EPIC location
Community
Falls Screen Admission Navigator > Falls Risk over Assessment Navigator>
65 Core Assessment
> Falls
Flow Sheet > Adult Screening Falls Risk
Assessment
Falls Risk Flow Sheet > Adult Screening > FRAT Assessment Navigator>

Action/Assessment Tool

Core Assessment>
Falls

Falls Care Plan

Care Plan Tab > Manage Plan &
Document Progress

Care Plan Navigator

Falls Interventions

Flow Sheets> Adult Screening > Higher
level care

Care Plan Navigator

Post Falls Flow Sheet
(SWARM)

Flow Sheets> Inpatients Post Falls Flow
Sheet swarm

Assessment Navigator>
Assessment> Post Falls
Check (swarm)

Falls Overview (Variable dependant on view) N/A
Summary Tab> Patient Story
Summary Tab> Falls/BR

Lying and Standing Blood | Flow Sheets> Vitals > Flag as N/A

Pressure significant, create note and then insert
data from the flow sheet.
HomeFAST N/A Assessment> Specialist

Assessment> HomeFAST
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APPENDIX 3: TABLE OF STANDARD AND HIGH FALLS RISK INTERVENTIONS

Ensure call bell is within reach and teach Registered nurse to prescribe frequency of
patient how to use comfort and safety rounding to maintain
safety from falls

Complete the falls risk assessment in the Both standard and high falls risk

admission navigator or adult screen assessments to be competed with
flowsheets, and implement personalised personalised interventions implemented as
interventions as required required

Leave bed at lowest/most appropriate Lying and standing blood pressure to be
position for patient recorded within 24 hours if admission if safe

to do so and repeat if clinically indicated.
Follow Royal College of Physician
Guidelines (Appendix 6)

Ensure environment is clutter free and Consider referral to therapy team

minimise slip or trip hazards

Ensure patient has appropriate footwear Doctors/pharmacy/ non-medical prescribers
to consider medication review (Appendix 7)

Ensure patient has access to Consider impact of continence issues on falls

glasses/hearing aids if required and that they | risk and implement plan to reduce this.
are in working order
Reassess patients risk of falls daily or if any | Ensure patient is discussed at ward safety
changes including falls or ward moves briefings and MDT board rounds

Complete moving and handling assessment | Clearly document falls risk in care plan

Consider delirium Assess the need for bay/ commode/toilet
tagging and implement as appropriate
Provide patient with walking aid if Ensure that the patient’s risk of falls is clearly
appropriate and ensure R.A.G system used communicated to them and their
via label on frame family/carers
Complete bedrail assessment, consider need
for high/low bed

Consider the need for enhanced
observations e.g. visible bed space, bay
tagging, toilet tagging, 121. Complete
assessment and implement if required
Escalate to senior nurse/ matron if unable to achieve any of the required interventions due to
staffing/ equipment and complete a Datix

Falls Reduction and Management Policy
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APPENDIX 4a: POST FALLS DECISION MAKING TOOL ABREVIATED, ALL
ENVIRONMENTS

Post Falls Decizion Making Tool: Abbreviated.
Refer to Decizion Making Tool for detailed guidance. (V1. HW Jan 24)

A patient is found on the floor

Patient iz responsive

1. Lok | 2Feeuask | UL HIGH SUSPICION
of Injury of Injury / Deterioration
Immediate Medical Reponea/333

HIGH SUSPICION
Immediafe Medical Repons

LOW SUSPICION
Semior Climicial D on Maker

HIGH SUSPICION
Immediate Medical Repons

HIGH SUSPICION
immediate M

Suspected Injury
LIMBS, CHEST AND OTHER

[ 1. Look ][ 3. FeellAsk ][ HIGH SUSPICION

Immediate Medical Feponze/333

LIMES, CHEST AND OTHER Clear Suspected Injury LOW SUSPICION
Semior slimiciad o an maker

o Retrieve from the floor using appropriate manual handing methods

INPATIENT:
o Consider how best to prevent the
patient falling again (refer fo local Falls
prevention policy)
o Report the fall {as in local incident
repaorting policy) COMMUNITY:
o Inform familyffriends {as appropriate) Seek senior
o Complete Post Falls Check on EPIC clinicial decision
maker

Falls Reduction and Management Policy
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APPENDIX 4b: INPATIENT (ACUTE) POST FALLS DECISION MAKING TOOL

Post Falls Decision Making Tool. ACUTE (EASTERN AND NORTHERN) (v2. Hw Jan 24)
SECTION 1 PHYSIOLOGICAL

A patient is found on the floor

Take a breath and risk assess the environment to ensure it is safe to continue

Talk to the patie

Patient is responsive

/" 1. Look

o Complete
NEWS2
Observations

N\

N/ 2.Feel lAsk

o Discuss
mechanism of fall

o Did they lose
consciousness?

o Have they been
on the floor >1h?

Observations Observations

STABLE

UNSTABLE

MOVE TO FULL BODY ASSESSMENT

SECTION 2

nt to elicit a response

Patient is
unresponsive

LOW SUSPICION HIGH SUSPICION
SB"_\? to discuss Seek immediate
i e doctor review /MET

clinical decision
call (2222)
LG

Systolic BP <110

New Confusion

Acute
Deterioration

Reassess if you notice any change or
deterioration throughout your assessment

ﬁ Throughout maintain patient comfort as much as possible \

o Ensure you

o If you are concerned at any point. Stop and seek advice

are aware of their TEP status

o For Equipment or Extra Support
» EASTERN: Site practitioner [l during weekdays 7am-6pm and ([
“out of hours"

+ NORTHERN: Scoop Stretcher/ Blocks stored on Glossop/ED. Porters will get
equipment Bleep 506. For Extra Assistance: [ Glossop ward trauma nurse will

K assist if able

%

Falls Reduction and Management Policy
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SECTION 2 FULL BODY ASSESSMENT

HEAD
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1. Look \ { 2. Feellfsk V(2 Move )
= Did the patient hit their head when they 2 Iz the patient = EE‘E; :“-}’
complaining of naw o 2ir
o Do they have obvious facial or head headache, memory "Ed'f 457 to
injurizs {bruises or lacerations)? loss, dizziness, ﬂ"Ed'E:tt
= Was the fall unwitneszad and iz thers double vision or f;
an abzence of a reliable history? vomiting ? su:m .
o Is the patient on anticoagulant or anti- 2 Do you fael they <pinal in
platelet medication? hawe new confusion oo MDTH ¥
o Do they have a blood dotting disordar? or a behavioural MOVE until
' o Have they had recant brain surgery? | change? spine clasred
. N\ AN y,

-

SPIME Clear

2. FeellAsk

o |s the patient complaining
of new pain in the hip?

If you suspect 3 Hip
Fracfure affer Toaking and
fealing’, donof confinue fo
the mowe” =ection.

Falls Reduction and Management Policy

shortened or rotated?

deformity iz the leg
misshapen)?

1. Look

= Was the fall from owver 1 metaror
down more than 5§ steps?

2 I= there obvious new neckor spinal

defonmmity?

o Have you sleady identified extemal

evidence of head or facial injurzs?

o I= there a history of spinal fracture?

o Do they have osteoporosis ora

condition that effects bone composition

\\{sum 8= cancer with metastazas)? _/

1. Look
o I= either leg

o Iz there any naw

Suspected Injury

o
N/ 2Feetask [ 3 Move
o |= the patient If you
complaining of new pain suspect 8
in the neck or spine? i i
zminal injury
o Is the patient aftar
complaining of new Tooking and
weaakness or sensory feeling’, do
changes {ag pins and not um}u"lue
neadles or loss of
sansation) in the ams or
kegs? /
\ N A

Suspected Injury

LIMBES, CHEST AND OTHER

1. Look

o Did the patient fall onto an
outstretched am?
o |z there any obvious new
deformity! asymimetny’
lacaration’ significant bruising
in the chest, ams orlegs?

LIMBS AND CHEST AMD OTHER Clear

3. Move

o Can the patient raize
each leg, keeping the
knize straight and lifting
the hael from the ground
without significant pain
{one ata time?

Suspected Injury

2. FeeliAsk

Rattle — A=k the patient to
take & desp breath in and
cough.

o |z the patient experancing

4 3. Move ™

o Ask the
patient to it
and move both
amns and legs

new pain in the rbs/chest? {one ata
o |s the patient complaining tirne ).
of new pain anywhare?
h vy

Suspected Injury

MOVE TO FLOOR RETRIEVAL AND NEXT STEPS. SECTION 2

Ratified by: Clinical Effectiveness Committee: 28 March 2024
Review date: February 2027

NHS Foundation Trust

ACTIONS

HIGH SUSPICION
immediate doctor
review MET call

LOW SUSPICION
SBAR for medical review

HIGH SUSPICION
immediate doctor
review /MET call

HIGH SUSPICION
immediate doctor
review /MET call

HIGH SUSPICION
Immediate doctor review

LOW SUSPICION
SBAR for medical
review

Page 30 of 45



NHS!

Royal Devon

University Healthcare

NHS Foundation Trust

Post Falls Decision Making Tool. ACUTE (EASTERN AND NORTHERN) (v2. Hw Jan 24)

SECTION 3 FLOOR RETRIEVAL AND NEXT STEPS

o Consult manual handling plan and retrieve patient from floor using verbal prompting or
standard manual handling methods if appropriate (seek advice if required)

o If unable to stand consider using lifting equipment

o Consider how best to prevent the
patient falling again (refer to local
Falls prevention policy)

o Report the fall (as in local incident
reporting policy)

o Inform Next of Kin (as appropriate)

o Inform other staff on shift of the fall
and update safety handover

o Complete Post Falls check on EPIC

Falls Reduction and Management Policy

If there are EITHER signs of head injury
(as above) OR no reliable witness to the
fall = Commence Neurological
Observations + NEWS 2 —

Neurological observation frequency
following head injury
e % hourly until GCS returns to
baseline
e Then % houry for 2 hours
« 1 hourly for 4 hours
¢ 2 hourly for 24 hours

If patient deteriorates the frequency of
observations reverts to 'z hourly

Ratified by: Clinical Effectiveness Committee: 28 March 2024

Review date: February 2027

SBAR for urgent
medical review

If the patient’'s
mobility has
deteriorated post
fall, consider need
for x-ray to rule
out injury
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APPENDIX 4c: COMMUNITY HOSPITAL (INPATIENT) POST FALLS DECISION MAKING TOOL

Paost Falls Decision Making Tool. COMMUNITY HOSPITALS (v2. Hw Jan 24)
SECTION 1 PHYSIOLOGICAL

A patient is found on the floor

Take a beeath and s ssmss the environment to ensurne it s safe to continue

Talk to the patient to elicit a response

Patient is responshve

7L N N
. Look 2. Feel [Ask [ e e
. IT.D“ SLIRCION HIGH SUSPICION
o Discuss 599
= Complete mechanism of fall with seni -
MNEWS2 o .
Dbservations o Did they lose
CONSCIoUsNess ?
o Hawve they been
on the floor =1h7?
- AN

Obsarvations
LUMNSTAEBLE

MOVE TO FULL BODY ASSESSMENT y you notice ange or

SECTION 2

HIGH SUSPICION OF INJURY OR DETERIORATION: URGENT MEDICAL REVIEW 955
Keep the patient comfortable and warm

Keep hydrated but consider avoiding foods if you suspect fracture reguiring treatment
Ensure awareness of TEP status and any paper form is with the patient if possible
Administer pain relief if appropriate to do 5o

& & & @

LOW SUSPICION OF INJURY OR DETERIO RATIDH DISCUSS WITH A SENIOR CLINIGAL
DECISION MAKER (] B ) 25
Begistrar
= Utilise SBAR to communicate information
# | you have been advised for the patient to be assessed in Hospital or an MIU, consider the
mast appropriate transport, this may not be an ambulance

LIFTING EQUIPMENT
# All community hospital sites have lifting equipment onsite

Falls Reduction and Management Policy
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r ACTIONS

SECTION 2 FULL BODY ASSESSMENT

HEAD
- h e ™y
1. Look 7 2 reeunsk N[ 3. Mov
/ \ 2. Feelifsk € HIGH SUSPICION 999
o Did the patient hit their head whan they o Is the patient = Can they
fell? complaining of new rotate their
2 Do they have obvious facial or haad headache, memory neck 45 to
injuries {bruises or lacerations)? loss, di:z_ijess. the right
= Was the fall unwitnes=zed and iz thera double vision or and laft
an absence of a relisble history? wormniting? i pow
= Is the patient on anticoagulant or anti- o Do you fesl they suspects LOW SUSPICION
platelet medication™ have new c_:nnf\.lslun f}p;ﬁsg—“w SBAR for medical review
= Do they have a blood clotting disordar? ora behavioural WOVE unti
\ i f change? i
\:l Hewve they had recent brain surgery? / \‘- g -/_, Mam " r__;
Suspected Injury

/_ 1. Look \ /- 2. Feelifzk \\I 3 Move
= Was the fall from over 1 mater or o Is tha patient If you suspact
down more than & steps? complaining of new pain g spinal injuns
= |s there obvious new nack or spinal in tha neck or spina? after Tooking HIGH SUSPICION 333
deformnity? o |= the patient and feeling’,
o Have you slready identified extemnal complaining of new do nat
evidence of head or facial injures? weaskness or sensorny confinue -
o Is there a history of spinal fracture? changes {gg pins and
o Do they have ostecporosis ora needles or loss of proceed to
condition that affects bone composition sensation) in the ams or call 393,

{such as cancer with metastases)? / legs?
\\ k _/) M A
SPIME Clear Suspected Injury

1. Look 2. FeeliAsk 3 Move
o Is either leg 1 Is the patient complaining o Can the patient raize
HIGH SUSPICION 993
shortenad or rotated? of new pain in the hip? each leg, keeping the
2 Iz there any naw If you suspect 3 Hig knee straight and lfting
defomnity {is the leg Fracture after Iooking and the hesal from the ground
misshapan)? feeling’, donof confinue fo without significant pain

[one ata tima}?

Suspected Injury

LIMBS, CHEST AND OTHER

the ‘mowve’ section.

1. Look 2. Feelifsk 4 3. Move N HIGH SUSPICION 999
= Did the patientfall onto an Rattle — Ack the patientto = Ask the
outstretched am®? taka a desp breath in and patient to it
o Is thare any obvious new cough. andmove both
deformity! asymmetry’ = Is the patient experiancing ams and legs LOW SUSPICION
laceration/ significant bruising new pain in the ribs/chest? fone ata SBAR for medical review
in tha chest, arms or legs? = Iz the patient complaining time).
of new pain anywhere?
h y

LIMBS AND CHEST AMD OTHER Clear Suspected Injury

MOVE TO FLOOR RETRIEVAL AND NEXT STEPS. SECTION 2

Falls Reduction and Management Policy
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Post Falls Decision Making Tool. COMMUNITY HOSPITALS (v2. HW Jan 24)

SECTION 3 FLOOR RETRIEVAL AND NEXT STEPS

o Consult manual handling plan and retrieve patient from floor using verbal prompting or
standard manual handling methods if appropriate (seek advice if required)

o If unable to stand consider using, Raizer or ELK

o Consider how best to prevent
the patient falling again (refer to
local Falls Prevention policy)

o Report the fall (as in local
incident reporting policy)

o Inform family/ffriends (as
appropriate)

o Complete Post Falls check on
EPIC

Falls Reduction and Management Policy

If there are signs of head injury (as above)
OR no reliable witness to the fall =
Commence Neurological Observations +
NEWS 2

Neurological observation frequency following
head injury
« % hourly until GCS returns to baseline
« then % hourly for 2 hours
« 1 hourly for 4 hours
« 2 hourly for 24 hours
If patient deteriorates, the frequency of the
observations reverts to 'z hourly

Ratified by: Clinical Effectiveness Committee: 28 March 2024

Review date: February 2027

SBAR for urgent
medical review

If the patient’s
mobility has
deteriorated post
fall, consider need
for x-ray to rule
out injury
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APPENDIX 4d: COMMUNITY POST FALLS DECISION MAKING TOOL

Post Falls Decision Making Tool. COMMUNITY vz, s 1an 24)
SECTION 1 PHYSIOLOGICAL

A patient is found on the floor

Take a breath and risk assess the environment to ensure it is safe to continue

Talk to the patient to elicit a response

Patient is responsive

‘" 1.Look  / 2 FeeliAsk

- Dincan : HIGH SUSPICION
) o b 1 - 9949
- Compiete Fechanism of fall with 3
MEWS2 pp—
Obsenabons o Oid they lose
CONSCioUSness 7
o Hawe they baan
an e floor =1h? Mew Confusion

Observations Observations il
STABLE UNSTABLE elerioraiion

MOVE TO FULL BODY ASSESSMENT
SECTION 2

HMGH SUSPICION OF INJURY OR DETERIORATION: URGENT MEDICAL REVIEW 288

Keep the patent comionable and wamm

Keep hydrated but eonsider svalding foods If you suspect fracture requiring restrsent
Ensure awareness of TEP status and any paper form s with the patient if posaible
Wiall with patient for ambulance or if appropriate arange for someone 1o do this

LI I ]

LOW SUSPICION OF INJURY OR DETERIORATION: DISCUSS WITH A SENMIOR CLINICAL
DECISION MAKER
= LHillze SBAR to commiunicate informaton
= [ you have been advised for the patient 1o be assesged in Hospital or an MIU, consider the
st appropriate transport, this may not be an ambulance
= [ awaiting an ambulsnce, arange suilable company for the patant.

LOCATION OF THE FALL

= TRUST VENUE: i a Doctor or MIU iz onsite, consider utilising suppart for medical revews

= EXTERMAL VEMUE: Ensure the venue |s sware of the fall and consider supgart fram
venue firgt abder

+  PATIENTS HOME: utilise laam members i support

LIFTING EQUIPMENT
= Al cosmmunity sites have lifting equipment. The lecal UCR team can suppon if requinad

Falls Reduction and Management Policy
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SECTION 2 FULL BODY ASSESSMENT

ACTIONS

HEAD
- - ~ ™
1. Look 3. Mov
/ \\* 2. Feelifsk € HIGH SUSPICION 399
o Did the patient hit their head whan they 2 Is the patiznt o Can they
f2ll? complaining of naw rotate thair
= Do they have obvious facial or head headache, memory nack 457 to
injuries {bruises or lacerations)? lozz, diz_i:less. the right
o Was the fall unwitnessad and is there double vision or and l=ft
anshsence of a refisble history? wormniting? Hif you
o Is the patient on anticoagulant or anti- = Do you fael thay suspests LOW SUSPICION
platzlet medication? hawe new confusion spinal injury Di ith .
et e ol ot iordar? or & behavoursl DO NOT iscuss with senior
| = 2y have a bloo ung disaroar: - o OVE until clinical decision maker
'\:I Have they had recent brain surgery? / ,\‘- ange - _/,.' spine clesred
- - k. vy

Suspected Injury

o

/ 1. Look N/ 2 Feerask N[ 3-Move

2 Was the fall from owver 1 meter or o Is the patient If you suspect

down more than § steps? complaining of new pain a spinal injury

o Is there obvious new neck or spinal in the nack or spina? after Tooking HIGH SUSPICION 333

deformnity? o Is the patient and feeling’,

o Have you slready identified extemnal complaining of new dao nat

evidence of head or facial injuries? weakness or sensory confinue -

o Is there & history of spinal fracture? changes {eg pins and

o Do they hawve osteoporosis ora needles or koss of proceed to

condition that affects bone composition sensation) in the ams or call 935,

{zuch as cancer with metastazes)? _’,/ legs?
\\ k\ _/) b vy
SFIME Clear Suspected Injury

HIP
1. Look 2. FeellAsk 3 Move
o Iz either leg o s the patient complaining o Can the patient raise
HIGH SUSPICION 999

shorenad or rotated? of new pain in the hip? each leg, keeping the
2 Iz therz any naw If you suszpect a Hip knee straight and fting
defomity {is the leg Fracture affer Iooking and the heel from the ground
misshapen]? feeling’, do nof confinue fo without significant pain

the mowve” section. {one ata tima)?

Suspected Injury

LIMBS, CHEST AND OTHER

1. Look 2, Feelifsk ;- 3 Move h HIGH SUSPICION 399
= Did the patientfall onto an Rattle —Azk the patientto = ASk the
outstretchad arm? take a deep breath in and patient to it
o Is there any obvious new cough. and move both LOW SUSPICION
defomity/ asymmetry! o Iz the patient experancing amns and legs Discuss with senior
laceration/ significant bruising new pain in the ribs/chest? {one ata clinical decision maker
in tha chest, arms or legs? = Is the patient complaining tirn=).

of new pain anywhare?
e "y

LIMBES ANMD CHEST AND OTHER Clear Suspected Injury

MOVE TO FLOOR RETRIEVAL AND MEXT STEPS. SECTION 2

Falls Reduction and Management Policy
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Post Falls Decision Making Tool. COMMUNITY (v2. HW Jan 24)
SECTION 3 FLOOR RETRIEVAL AND NEXT STEPS

o Consult manual handling plan and retrieve patient from floor using verbal prompting or
standard manual handling methods if appropriate (seek advice if required)

o If unable to stand consider using, Raizer or ELK

o Advise patient to seek review if they o If they have a minor head injury they
develop symptoms following their fall should be provided with written literature,
(signpost to appropriate service via e.g. SWAST Minor Head Injuries Leaflet and

111). inform a family member. SBAR and

discuss with
senior clinicial
decision maker

o Consider how best to prevent the patient falling again (refer to local Falls Prevention
policy)
o Report the fall (as in local incident reporting policy)

o Inform family/friends (as appropriate)
o Complete Post Falls check on EPIC

Falls Reduction and Management Policy
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APPENDIX 5: VERBAL PROMPTING TO ASSISTING A PATIENT OFF THE FLOOR

AFTER A FALL (Backward chaining)

!
ra 1 ﬁ b
.'_'Ir". ™, | -E“'-._,-\_.Lh\
- YN
zw’l_r.- - - | '..,:.-' jul.--"
- )

Position a chair at the side of the person.

Encourage the person to roll onto his/her side.

Bend both knees and then rise up into 4 point
kneeling.

The person holds the arm or the seat of the
chair with his/her nearest hand.

A stool maybe used to push up from rather
than the floor.

The person raises his/her nearest leg so that
his/her foot is flat on the floor.

The person slides his/her bottom onto the
chair.

Falls Reduction and Management Policy
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APPENDIX 6: LYING AND STANDING BLOOD PRESSURE PROCEDURE
Royal College
¥ of Physicians

Measurement of lying and standing blood pressure as part of a multi-factorial falls risk
assessment

Procedure:

Identify if you are going to need assistance to stand the patient and simultaneously record a BP.
Use a manual sphygmomanometer if possible and definitely if the automatic machine fails to record.

1. Explain procedure to the patient.
2. The first BP should be taken after lying for at least five minutes
3. The second BP should be taken after standing in the first minute
4. A third BP should be taken after standing for three minutes
5. This recording can be repeated if the BP is still falling
6. Symptoms of dizziness, light-headedness, vagueness, pallor, visual disturbance, feelings of
weakness and palpitations should be documented
7. A positive result is:
a. A drop in systolic BP of 20mmHg or more (with or without symptoms)
b. A drop to below 90mmHg on standing even if the drop is less than 20mmHg. (with or
without symptoms)
c. A drop in diastolic BP of 10mmHg with symptoms (although clinically much less significant
than a drop in systolic BP)
8. Advise patient of results and if the result is positive
a. inform the medical and nursing team
b. take immediate actions to prevent falls and or unsteadiness.
9. In the instance of positive results, repeat regularly until resolved
10. If symptoms change, repeat the test
11. Document in EPIC flowsheet, stating in the chart what position the patient was in i.e. ‘lying’ or

‘standing’

Falls Reduction and Management Policy
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APPENDIX 7: DRUGS WHICH MAY CONTRIBUTE TO FALLS
The list below is not meant to be fully comprehensive but is intended to raise awareness of the types
of drugs that contribute to falls. Drugs have been graded according to their ‘potential to cause falls’

HIGH RISK DRUGS

Antidepressants Tricyclic & related antidepressants - amitriptyline, | Drowsiness, postural [ orthostatic hypotension (low
clomipramine, dosulepin, imipramine, lofepramine, | blood pressure on  standing)., blurred vision,
frazodone dizziness, constipation, urinary retenticn,
85Rls - citalopram, fluoxetine paroxetine, sertraline, | hyponatraemia (low sodium), slow reaction times,
escitalopram impaired balance.

Othars - mirtazapine, venlafaxine, trazodone

Drugs for | Antipsychotics - haloperidol, promazine, | Postural hypotension, confusion, drowsiness,

psychosis and | chlorpromazine, trifluoperazine, risperidone, guetiapine, | Parkinsonian symptoms, sedation, slow reflexes,

agitation olanzapine loss of balance.

Drugs with | Benzhexol. oxybutynin, tolteridone Causes dizziness, blurred vision,, urinary retention,

anticholinergic confusion, drowsiness, hallucinations

side effects

Sedatives and | Diazepam, lorazepam, lormetazepam, nitrazepam, | Drowsiness (which may last into the next day),

hypnotics lemazepam ataxia, light-headedness, confusion, memory
Zopiclone, zolpidem digturbances, dizziness, hypotension, slow reaction

times, impaired balance

Drugs for | Co-beneldopa {Madopar”]l. co-careldopa [Eineme[’”;. Sudden daytime sleepiness, dizziness, insomnia,

Parkinson's pramipexcle, ropinirole, bromocriptine,  rotigotine, | confusion, low blood pressure, blurred vision,

Disease entacapone, selegiline, amantadine delifum.

Opioid Codeine, tramadal Sedation, drowsiness, confugion, hallucinations,

Analgesics Morphine, fentanyl, buprenorphine, oxycodone postural hypotension, slow reaction times, impaired

balance.

Anti-epileptics Carbamazepine, phenytoin, phenobarbitone Sedation, drowsiness, dizziness, blurred vision,

slow reaction times. (Long term phenyfoin may
cause unsfeadiness. even at therapeufic doses. )

Cardiovascular
drugs

Thiazide  diuretics -  indapamide, amiloride
bendroflumethiazide, chlortalidone

ACE inhibitors - ramipril, enalapril, lisinopril, perindopril
Beta-blockers - atenclol, bisoprolol, metoprolol,
carvedilol, nebivolol, propranclol, sotalol, esmolol

Alpha-blockers - Doxazosin, alfuzosin, tamsulosin

Low blood pressure, postural hypotension,
dizziness, tiredness, sleepiness, confusion.

In addition to the abowve:

ACE inhibitors can accumulate in dehydrafion or
renal failure, increasing falls rnisk.

Glyceryl trinitrafe may cause sudden blood pressure
o

Drugs for angina - Glyceryl frinitrate, iscsorbide | drop
monenitrate, nicorandil, ivabradine Clonidine,  monoxidine:  Sedation,  postural
Centrally acting alpha-blockers = clonidine, moxonidine | hypotension - may be severe
Drug Group Common Drug Names Side effects to falls
Anglotensin-ll antagonists candeszartan, losartan, | Low blood pressure, postural  hypotension,
Cardiovascular valzartan dizziness.

drugs

Vasodilators = Hydralazine
Calcium channel blockers = lercanidiping nifedipine,
amlodipine, diltiazem, verapamil

In addition to the abowve:
Diltiazem and verapamil may slow pulse
Diuretics: Dehydration, causing hypotension.

Diuretics -, furosemide, bumetanide, eplerenone, | Weakness due fo hypokalaemia (low potassium)
gpironolactone, metolazone and/or hyponatraemia (low sodium)
Anti-arrythmics Digoxin, amiodarone, flecainide, disopyramide, | May cause low pulse or other iregular heart
propafenone rhythms (arrhythmias).
Anti-epileptics Sodium valproate, gabapentin, clonazepam Drowsiness, dizziness, blurred vision, confusion.
Muscle relaxants Baclofen, dantrolens Sedation, reduced muscle tone.
Drugs with Procyclidine, trihexyphenidyl (benzhexol), oxybutynin, | Dizziness, blurred wvigion, wurinary retention,
anti-cholinergic tolterodine, solifenacin confusion, drowsiness, hallucinations.
side effects
Drugs for | Donepezil, rivastigmine, galantamine Possible association: bradycardia (low pulse),
Dementia faintness (syncope).

Memantine

Dizziness, drowsiness, balance disorders

Never stop or withhold medication without agreement from the prescriber

Falls Reduction and Management Policy
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Community Dizziness/Vestibular Screening Pathway

|s the patient experiencing periods of dizziness?

Ny

—

J’ ves

Continue with holistic rehab
assessment and shared
decision making for your

patient.

Complete vestibular subjective screening questions on EPIC
Ensure red flags (below) are considered in context of presentation

v

The patient describes their symptoms as;

Red Flags

Musion of movement
spinning { world
maving

loss of consciousness / fainting
light_ headedness on standing /
floating

ESCALATE new

v

Check for Postural Hypotension to
support escalation/referral

Assess patients for prior history of
neck pathologies and/or ability to lie
flat and manage 45 degrees Left/Right
neck rotation. (pre-reguisite for
vestibular objective assessments)

symptoms as
appropriate; this could
include 999/ GP/
congultant / own team

Unabie io perform ROM

>

Able to perfom ROM ¢

ot

miulti co morbidities / polypharmacy /
vestibular symptoms / frailty / falls

Refer to HFIOP clinic®

r.i.-.ll'-*'f"fmpl|

own team refer on®*

Vestibular Objective Assessment
required. If no one competent within

Dirriness Oniy

Refer to Audiclogy*
dizziness

v

Continue as appropriate with holistic rehab assessment and personalised care planning for your patient.
Consgider utilisation of MDT such as rehab nurse, GP, HFOP Clinic

Red Flags- to be considered in contexi of medical history and any findings should be discussed with a seniar

» Cranial nerve dysfunction

» Spontaneous nystagmus in
room light more than 2/52 after
onset of symptoms

» Vertical nystagmus

» Sudden onset or progressive

hearing loss

clinician

+ LUpper motor neuron signs -
spasticity. clonus, Babinski

= Loss of consciousness

= Rigidity

+ Memory loss

= Wisual field loss

*Healthcare for Older People  Refer via EPIC

“Audiology

call to discuss queries: Tel 01271 322476
-EAST: complete chime referral.
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Non dermatomal numbness,

weakness or ping and needles

Slurred Speech
Progressive hearing loss
Tremors

Poor co-ordination

-NORTH send raferral latter to Audiology, leval 2, NDDH, Raleigh Park, Bamstaple, EX31 448 or
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APPENDIX 9: COMMUNICATION PLAN
COMMUNICATION PLAN

The following action plan will be enacted once the document has gone live.

Staff groups that need to have o All staff
knowledge of the policy

The key changes if arevised policy e This document represents a complete
integration and alignment of Falls Policies
across Northern and Eastern Acute and
Community Services.

Key changes include:

Inclusion of Epic terminology/ processes
New Post Falls Decision Making Tools
Updated terminology re: Trust Care
Groups, Roles and Responsibilities and
Governance routes.

The key objectives ¢ Inform staff of their responsibilities in
relation to the prevention and
management of patient falls.

e Minimise the risk of falls and harm to
patients including those from any height.

¢ Minimise the risk of harm for patients on
the floor awaiting assistance

e Set out the Trust’s responsibilities for
monitoring and acting on Trust wide
learning from patient falls.

How new staff will be made aware of e Induction
the policy and manager action e Comm cells

e Falls reduction project across the
organisation

e Email to senior staff to cascade to their
staff to help ensure existing staff are
informed

Specific Issues to be raised with staff e Post Falls Decision Making

e Policy to be read in conjunction with other
policies such as enhanced observations

Training available to staff e E-Learning
e Post Falls Decision Making
Moving and Handling

Any other requirements

Issues following Equality Impact None
Assessment (if any)
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Location of hard / electronic copy of | The original of this policy will remain with the

the document etc. author. An electronic copy will be maintained on
the Trust Intranet Hub. Archived electronic
copies will be stored on the Trust's “archived
policies” shared drive, and will be held
indefinitely.

APPENDIX 10: EQUALITY IMPACT ASSESSMENT TOOL

Name of document Falls Reduction and Management Policy

Division/Directorate and service area Organisation wide

Name, job title and contact details of ]

person completing the assessment Advanced Practitioner- Frailty
I
I

Date completed: 11.01.2024

The purpose of this tool is to:

. identify the equality issues related to a policy, procedure or strategy

summarise the work done during the development of the document to reduce
negative impacts or to maximise benefit

. highlight unresolved issues with the policy/procedure/strategy which cannot be
removed but which will be monitored, and set out how this will be done.

1. What is the main purpose of this document?

The purpose of this policy is to support the safety of patients and promote a culture of falls
management and prevention being all staff’s responsibility. The document aims to work alongside
existing policies and strategies within the organisation.

2. Who does it mainly affect? (Please insert an “x” as appropriate:)
Carers Staff X Patients X  Other (please specify)
3. Who might the policy have a ‘differential’ effect on, considering the “protected

characteristics” below? (By differential we mean, for example that a policy may have a
noticeably more positive or negative impact on a particular group e.g. it may be more
beneficial for women than for men)

Please insert an “x” in the appropriate box (x)

Protected characteristic Relevant Not relevant

Age X O
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Disability X O
Sex - including: Transgender, O =
and Pregnancy / Maternity

Race g X
Religion / belief O X
Sexual orientation — including: O =
Marriage / Civil Partnership

4. Apart from those with protected characteristics, which other groups in society might

this document be particularly relevant to... (e.g. those affected by homelessness,

bariatric patients, end of life patients, those with carers etc.)?

Those who may have a chronic long-term iliness, particularly those with;
a cognitive impairment, frailty, sarcopenia, reduced or inconsistent mobility, live in a
care home or have carers at home, in the last year of life

5. Do you think the document meets our human rights obligations? X

Feel free to expand on any human rights considerations in question 6 below.

A quick guide to human rights:

Respect — Person centred approach considered

patient, their jpersonhood’ considered

Fairness —Access to falls risks assessments and considerations open to all

Equality — All patients are assessed for their risk of falls regardless of age >18yr
Dignity — Considerations given to issues of dignity when toileting
Autonomy - Professional autonomy considered as well as the rights of the

6. Looking back at questions 3, 4 and 5, can you summarise what has been done during
the production of this document and your consultation process to support our

equality / human rights / inclusion commitments?

when appropriate.

e Wide ranging consultation with staff groups Eastern and Northern.

e Access to national falls safety guidance also included, this has already had
patients, carers and public involvement during their consultation process.

o Particular consideration given to access to risk assessments for all patients and
how best to protect their dignity whilst keeping them safe.

e The document now gives more practical guidance to all staff to help them
assess when someone has fallen and support clinical decision making. This
ensures equality for all patients found on the floor no matter their location. This
also supports patient’s dignity and reduces harm by facilitating them off the floor

Falls Reduction and Management Policy
Ratified by: Clinical Effectiveness Committee: 28 March 2024
Review date: February 2027

Page 44 of 45




NHS

Royal Devon

University Healthcare
NHS Foundation Trust

¢ Integrated of updated policies such as enhanced care observations have
allowed for streamlining of the falls policy.

e Consideration has been made to the community setting, including the support
people may have at home already, or their advanced care plans when they fall.
This aims to support the choices that people make and respect their human
rights during their time of need.

e This policy will have a positive impact for two protected characteristics of ‘age
and disability’, given they are at increased risk of falls. Having a more robust
policy will help to reduce the potential negative impact on these groups that a fall
might cause

7. If you have noted any ‘missed opportunities’, or perhaps noted that there remains
some concern about a potentially negative impact please note this below and how this will be
monitored/addressed.

“Protected characteristic”:

Issue:

How is this going to be monitored/
addressed in the future:

Group that will be responsible for ensuring
this carried out:
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