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Falls Management Policy for use in Urgent Treatment Centres, Community and Outpatient settings
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1. [bookmark: _Toc343680666][bookmark: _Toc482277576][bookmark: _Toc190867463]AIM/PURPOSE

The Trust’s aim is to prevent harm resulting from falls that may occur by assessing each patient and identifying their individual risk and the interventions required. There is an expectation that clinicians who work in the community and who see patients in their own homes, extended care settings or in outpatient settings will use the policy framework as part of their everyday practice within DCHS. 

This policy incorporates key national guidance: - 
· NICE CG161 (2013) “Falls: the assessment and prevention of falls in older people
· NICE Quality standards (2015) ‘Assessment after a fall and preventing further falls’.
· [bookmark: _Hlk138679651]NICE (2023) Head Injury and Early Assessment (NG232)
· BGS Fit for Frailty (2014) ‘Consensus best practice guidance for the care of older people living in community and outpatient settings’
· Public Health England (2019) ‘Preventing falls in people with learning disabilities: making reasonable adjustments’ 


2. [bookmark: _Toc343680668][bookmark: _Toc482277577][bookmark: _Toc190867464]INTENDED USERS

	DCHS

	Chief Executive’s Department
	No

	Finance Performance and Information
	No

	Quality
	YES

	Strategy
	No

	Operations
	YES

	People & Organisational Effectiveness
	No

	General Practices (GP)
	YES



Within this policy where it states “all employees”, please note, that it relates to all the employees who are highlighted in the table above


3. [bookmark: _Toc482277578][bookmark: _Toc190867465]DISCLAIMER STATEMENT

It is a requirement that the reader follows this policy and accepts professional accountability and maintains the standards of professional practice as set by the appropriate regulatory body applicable to their professional role and to act in accordance with the express and implied terms of your contract of employment, in accordance with the legal duties outlined in the NHS Staff Constitution (section 3b).   If there are any concerns with this document then the reader should initially discuss the specific issue with their line manager or raise it through appropriate “raising concerns” channels.  The line manager should agree a course of action that is appropriate and reflect this in the patients notes and with the policy sponsor.


4. [bookmark: _Toc482277579][bookmark: _Toc343680670][bookmark: _Toc190867466]DEFINITIONS AND AN EXPLANATION OF TERMS USED

Fall: An event that results in a person coming to rest inadvertently on the ground or floor or
other lower level (WHO 2012).

[bookmark: _Hlk138679679]Focal Neurological Deficit: Neurological problems restricted to a particular part of the body or a particular activity, for example: 
· difficulties with understanding, speaking, reading or writing 
· decreased sensation and/or weakness
· loss of balance and/or visual changes 
· nystagmus 
· abnormal reflexes 
· problems walking 
· amnesia since the injury.

FRAX: The FRAX® tool has been developed to evaluate fracture risk of patients. It is based
on individual patient models that integrate the risks associated with clinical risk factors as
well as bone mineral density (BMD) at the femoral neck.

GCS: In people with a head injury, the Glasgow Coma Scale (GCS) is an early assessment of the severity of any associated traumatic brain injury. It is a standardised system used to assess the degree of brain impairment and to identify the seriousness of injury in relation to outcome. 

Inpatient: Refers to ICS general inpatient wards, Pathway 2 Community beds, Older People’s Mental Health wards and Specialist Learning Disability Services wards and Core Units.

Head Injury: Defined as any trauma to the head, other than superficial injuries to the face
 (NICE 2023).

[bookmark: _Hlk138679713]High-energy head injury: An injury arising from, for example, a pedestrian being struck by a motor vehicle, a fall from a height of more than 1 m or more than 5 stairs, a high-speed motor vehicle collision, a rollover motor accident, a bicycle collision or any other potentially high-energy mechanism (NICE, 2023).

Hypopituitarism: Underactivity of the pituitary gland.

Harm: Defined as a physical injury categorised using the National Reporting & Learning System (NRLS) classifications used in DATIX. 

No harm: Any incident that the potential to cause harm but was prevented resulting in no harm 
to the patient

Minor harm (Known as Low by NHS England, 2024): 
Low physical harm is when all of the following apply:
· minimal harm occurred – patient(s) required extra observation or minor treatment
· did not or is unlikely to need further healthcare beyond a single GP, community healthcare professional, emergency department or clinic visit
· did not or is unlikely to need further treatment beyond dressing changes or short courses of oral medication
· did not or is unlikely to affect that patient’s independence
· did not or is unlikely to affect the success of treatment for existing health conditions.

Significant harm (Known as Moderate by NHS England, 2024): 
Moderate harm is when at least one of the following apply:
· has needed or is likely to need healthcare beyond a single GP, community healthcare professional, emergency department or clinic visit, and beyond dressing changes or short courses of medication, but less than 2 weeks additional inpatient care and/or less than 6 months of further treatment, and did not need immediate life-saving intervention
· has limited or is likely to limit the patient’s independence, but for less than 6 months
· has affected or is likely to affect the success of treatment, but without meeting the criteria for reduced life expectancy or accelerated disability described under severe harm.

Major harm (Known as Severe harm by NHS England, 2024): 
Severe harm is when at least one of the following apply:
· permanent harm/permanent alteration of the physiology
· needed immediate life-saving clinical intervention
· is likely to have reduced the patient’s life expectancy
· needed or is likely to need additional inpatient care of more than 2 weeks and/or more than 6 months of further treatment
· has, or is likely to have, exacerbated or hastened permanent or long term (greater than 6 months) disability, of their existing health conditions
· has limited or is likely to limit the patient’s independence for 6 months or more.

Death: Any incident that directly resulted in the death of the patient.

Multi-factorial Falls Risk assessment (MFRA): An assessment with multiple                      components that aims to identify a person’s risk factors for falling

Multi-factorial intervention: An intervention with multiple components that aims to address the risk factors for falling that are identified in a person’s multifactorial assessment.


5. [bookmark: _Toc482277580][bookmark: _Toc190867467]FULL DETAILS OF THE POLICY

In 2017, a Derbyshire & Derby City Falls Pathway was developed to encourage a collaborative and whole system approach to the prevention and management of falls amongst older people. 

DCHS is recognised as a key contributor to this pathway in providing multifactorial assessments and interventions to older people, particularly for those considered at higher risk of falls and/or harmful injury. 

The DCHS Falls and Fracture Prevention Framework (see appendix 1) outlines the roles and requirements for DCHS clinical services in preventing falls and associated injuries e.g. fractures.

5.1 Act: Early intervention and identification of patients at risk of falls 
DCHS is a public health organisation and prevention and wellbeing are at the heart of Joined Up Care Derbyshire. Prevention is about helping people stay healthy, happy and independent for as long as possible. This means reducing the chances of problems arising in the first place and, when they do, supporting people to manage them as effectively as possible. Promoting healthy ageing offers a chance to avoid or postpone the onset of frailty.

Older people in contact with healthcare professionals should be asked routinely whether they have fallen in the past year and asked about the frequency, context and characteristics of the fall/s (NICE 2004)

Those patients, who have fallen and/or are deemed at risk of falling, would have a Multifactorial (Holistic) Falls Risk Assessment undertaken to identify possible risks and 
appropriate interventions.

It is important to look out for opportunities to help people improve their health. A fall or recent hospital admission might have created an increased desire, willingness and/or capacity to alter behaviour in a positive way. Conversations need to be closely linked to a particular concern that the person has.  

Clinicians can identify targeted interventions to reduce the risk of falls and also promote healthy ageing (see appendix 2- Age UK leaflet ‘Practical guide to healthy ageing’ and Age UK leaflet ‘Staying Steady’).  See further information on Strength and Balance – Policy Section 5.6

5.2 Assess: Learning Disabilities and Falls – Making Reasonable Adjustments
People with learning disabilities have a similar risk of falls throughout their lives as older people in the general population. Around one-third of falls by people with learning disabilities result in injury and the rate of fractures is higher than in the rest of the population. This may be due to increased risk of osteoporosis.

Policy and guidance on preventing falls focuses on older people; the growing body of evidence relating to people with learning disabilities suggests that much of the policy and guidance may be equally applicable, while taking account of some specific considerations (PHE 2019).
These should include:
· providing accessible information for people with learning disabilities and information for family members and paid support staff
· ensuring that risk assessments cover risks known to be associated with having a learning disability (for example, epilepsy, impaired vision, multiple medications), making reasonable adjustments to enable full assessment of bone density due to higher risk of osteoporosis, tailoring interventions to the individual, their lifestyle and the support available to themproviding adapted interventions (such as strength and balance exercise programmes).
5.3 Assess: Overview Assessment
If a risk of fall or associated injury has been highlighted from initial questions, it is important that an overview (holistic) assessment takes place to identify appropriate interventions. This assessment can be carried out by any health care professional who has attended falls prevention training on induction to the Trust.

An overview assessment would include (where applicable): -
· Core observations – include measurement for postural hypotension (lying /standing  - sitting/standing),pulse/rhythm 
· Medication – review within last 6 months, concordance, effectiveness, access to
· Foot care/Footwear
· Hearing/Vision
· Functional ability e.g. Activities of Daily Living
· Observation of mobility, balance and transfers
· Continence
· Cognition
· Environment 
· Coping strategies if a fall occurs – ability to get up from the floor, pendant alarm, mobile phone, safety advice – keep calm, keep warm, keep hydrated, keep moving if uninjured

5.4 Assess: – Assessment of a patient presenting due to a fall or fall-related injury.
If a patient reports or presents to a service as a result of a fall or fall-related injury, an 
opportunity arises to support the patient in the prevention of future falls and/or fracture e.g. 
Urgent Treatment Centre

Clinicians need to review information provided by the patient regarding the fall; determining the acuity of the patient’s risk and identifying relevant interventions or onward referrals e.g. ask how many falls have occurred in previous 12 months (rate/frequency). 

Interventions may include: - 
· Discuss and/or escalate to senior clinician within team
· Referral to patient’s GP to consider bone health medication and/or level 3 medication review
· Referral onto community therapy to address physical, psychosocial and/or environmental needs.

5.5 Assess: Enhanced Assessment 
Selected DCHS services * have a role in providing enhanced (more in depth) assessments, diagnosis and management of patients considered at higher risk of recurrent falls and harmful injury.

The type of patient who will benefit from this are:- 
· Recurrent fallers (3 or more falls within 12 months)
· Abnormal gait or balance identified with presence of falls history 
· Emergency hospital admission due to a fall (injurious or non-injurious).
· Patient who are clinically assessed as severely frail (Primary Care GP Contract)

* Selected DCHS services refers to: Inpatients, Learning Disability, Specialist Falls team, Specialist Services (Babington Day Unit), DCHS Primary Care and Integrated Community Services - Community Therapy and Nursing, Advanced Clinical Practitioners, Enhanced Clinical Practitioners, Frailty Practitioners.

Enhanced assessments can include the following: - (NICE CG161 2013):
· Identification of falls history
· Assessment of gait, balance and mobility, and muscle weakness.
· Assessment of osteoporosis risk (use of FRAX tool)
· Assessment of the older person’s perceived functional ability and fear relating to falling
· Assessment of visual impairment
· Assessment of cognitive impairment and neurological examination
· Assessment of urinary incontinence
· Assessment of home hazard
· Cardiovascular examination (which includes measurement of lying and standing blood pressure see appendix 3 and 9) 
· Assessment for level 3 medication review

It is important when a risk is identified that a targeted intervention is offered to help reduce, manage or eliminate the identified risk.

5.6 Act: Multifactorial Evidence Based Interventions 
All older people experiencing recurrent falls or assessed as being at increased risk of falling will benefit from multifactorial interventions. Examples of interventions that can be considered are: -

· Strength and balance training
The patient population most likely to benefit from strength and balance exercises are older people living in the community with a history of recurrent falls and/or balance and gait deficit. 

An exercise programme which prioritises muscle-strengthening, balance and co-ordination, that can be completed at least twice a week needs to be offered. This should be individually prescribed or delivered in a group setting and monitored by an appropriately trained professional. 

The benefit of exercising with others should not be overlooked in reducing the ill effects of social isolation and loneliness, as they can both have a significant impact on health, with evidence showing that loneliness increases the likelihood of mortality.

Outcome measures need to be included to monitor and evaluate any programme prescribed, such as EKOS (patient related outcome measure), Timed Up and Go Test and/or BERG Balance assessment.

Onward referrals to achieve long term participation of physical activity are vital in order to sustain the exercise benefits e.g. Live Stronger for Longer or other community exercise programmes, such as Derby County Community Trust, should be utilised.
https://www.ageuk.org.uk/derbyandderbyshire/our-services/exercise/falls-prevention/
https://www.derbycountycommunitytrust.com/programmes/health/forever-active/ 

· Home hazard assessment and Functional task rehabilitaion
Many falls do involve environmental factors; the interaction between the older person’s functional abilities and environmental stressors are an important factor in determining whether a fall will occur. Patients making unwise choices, or engaging in risk-taking behaviour, may further elevate falls risk.

Older people who have received treatment following a fall should be offered a home hazard assessment and safety intervention/modifications by a suitably trained healthcare professional. This could be part of discharge planning from hospital or as part of initial assessment taking in place in the patient’s home.

Therapeutic interventions need to explore whether fear of falling may be restricting activity, both in and outside the home for the person. Health Professionals should seek ways of enabling the person to minimise the risk of falling when performing chosen activities, wherever possible, as this may improve confidence and enable realistic and/or positive risk-taking (COT 2015).

· Vision assessment and referral 
The ability to detect low contrast hazards, judge distances and perceive spatial relationships are important for maintaining balance and preventing falls in older people. 
For patients who are considered at risk of falling, it is advised that the following checks are carried out.
· Ask the patient when did they last have a sight test (should be every year)?
· Do they wear glasses? Are they accessible for the patient?
· Are your glasses up to date? Function e.g. reading, distance, everything. Type e.g. bifocals/varifocals?
· Do you have any eye conditions? Any prescribed treatments e.g. eye drops?
· Check near vision – can they usually see to read newspaper print, medicine labels? 
· Check distance vision – can you see the television clearly at home?

 Extract from ‘Royal College of Physicians Bedside vision check for Falls prevention’ (see Appendix 4)

· Medication review with modification/withdrawal
Polypharmacy and prescription of ‘high falls risk’ medications e.g. benzodiazepines, anti-psychotics and anti-depressants, are independent predictors of falls in older people.

The National Falls Prevention Coordination Group (NFPCG): “Medicines and Falls’ document is available to support staff to understand the impact of specific medications on falls risk: Medication and Falls.

Older people with these risks should be considered for a medication review by Primary Care professionals to optimise prescribing benefits.

The types of review are: 
Type 1: Prescription review – addresses issues relating to the prescription or medicines; the patient does not need to be present, nor access to full notes.
Type 2: Concordance and compliance review – addresses issues relating to the patient’s medicine taking behaviour e.g. an MUR (Medicines Use Review by community pharmacists). Type 3: Clinical medication review – addresses issues relating to the patient’s use of medicines in the context of their clinical condition.

Patients considered higher risk and as part of a focused (in-depth) falls risk assessment would be advised having a Level 3 medication review.

· Post Fall Coping Strategies
Long lies after a fall increase the risk of serious injury, admission to hospital, and subsequent moves into long term care. It is more commonly seen in patients with cognitive impairment.
Pendant alarms are available or use of a mobile phone are advisable, in addition older people need training in strategies to get up from the floor such as backward chaining or alternative methods to summon help e.g. telecare sensors, certain smartwatches. 

Online resources with patient information videos are a good way of promoting the benefits of preparation in case of a fall.  https://vimeo.com/digicare4scot

· Bone Health/Fracture Prevention
(FRAX fact sheet available see appendix 6)

Osteoporosis is a disease characterised by low bone mass and structural deterioration of bone tissue, with a consequent increase in bone fragility and susceptibility to fracture.
There are a number of therapies and treatments available for the prevention of fragility fractures in people who are thought to be at risk, or to prevent further fractures in those who have already had one or more fragility fractures.

DCHS staff who have the appropriate skills and knowledge e.g. ACP, should consider assessment of fracture risk (NICE 2017) utilising the FRAX online tool: -

· In all women aged 65 years and over and all men aged 75 years and over
· In women aged under 65 years and men aged under 75 years in the presence of risk factors, for example:
· previous fragility fracture
· current use or frequent recent use of oral or systemic glucocorticoids
· history of falls
· family history of hip fracture
· other causes of secondary osteoporosis
· low body mass index (BMI) (less than 18.5 kg/m2)
· smoking
· Alcohol intake of more than 14 units per week for women and more than 21 units per week for men.

This tool, called FRAX® (short for Fracture Risk Assessment Tool) calculates an individual’s risk of having an osteoporotic fracture within the next ten years, based on specific risk factors.
https://www.sheffield.ac.uk/FRAX/tool.jsp 

The calculator is designed for use in individuals aged 40 to 90 years who are not already receiving osteoporosis therapy e.g. bisphosphonates.

There is no nationally, validated screening tool for the Learning Disability population and osteoporosis risk. Screening tools such as FRAX, are likely to underestimate risk, as there is a higher prevalence of low bone mineral density at a younger age (below 40 years). It is advised that clinicians consider additional risk factors associated with this patient population (prescribed anti-convulsant medication, prolonged poor nutrition present from childhood, severity of immobility from younger age), in conjunction with any screening tool used to determine risk.

5.6 Act: Living with Frailty
For people living with mild frailty (Clinical Frailty Scale score 5), clinicians’ focus should be upon helping individuals and their carers to acknowledge, understand and address the condition, ensuring they are aware of the support available to them. This can provide people with the tools they need to self-manage their condition and enable them to access appropriate support. This may be from families, carers, community and voluntary sector organisations as well as from health and care services. 

For people living with moderate frailty (Clinical Frailty Scale score 6), focusing on what is important to each person and by understanding their sources of resilience and vulnerability, a person-centred and holistic care and support plan can be developed. This can help individuals to keep control over actions being taken to maintain their health and wellbeing, as well as reducing the risk of adverse outcomes associated with frailty, such as a fall.

For people living with severe frailty (Clinical Frailty Scale score 7+), an approach which focuses on timely recognition of advancing frailty and thus enables appropriate steps to be taken to identify and meet an individual’s needs and wishes during the last stages of their life.

People living in care homes are likely to be living with higher levels of frailty and therefore merit particular attention to their care needs. Delivering comprehensive, consistent and structured enhanced support to them will ensure that their needs continue to be identified and met proactively.

See appendix 7 for information on the Clinical Frailty Scale.

5.7 Evaluation and re-assessment 
The patients’ falls risk should be reviewed and updated throughout their episode of care by asking the patient, ‘have you had any recent falls or any concerns about falling?’ The effectiveness of interventions offered should be evaluated and updated as indicated.

The patient and their relatives/carers should be involved, wherever possible, in the discussion regarding the prevention and management of falls.

5.8 Assessment, Management and Reporting following a fall 

Fall in Presence/Witnessed
All staff must ensure that a thorough primary survey is carried out by an appropriate person on a patient who has fallen prior to any attempt to move them, unless there is deemed to be a life-threatening risk to the patient.

The primary survey of the fallen patient should follow the principles of ‘Look, Feel, Move’ and staff should gain an account of the fall to assist in prediction of the possible injuries.  
Primary survey – 

· Look – signs of bleeding, bruising, swelling, deformity of limbs
· Feel – worsening or new onset pain, numbness, altered sensations
· Move – can they move limbs, changes to usual mobility or transfers, change in usual behaviour - avoidance/reluctance/distress/increased agitation.
· Escalate for review/raise concern

In the presence of obvious fractures it is unnecessary to perform a detailed examination which will produce further pain to the patient. 

Any patient who has fallen should be managed according to the Community Post Fall Flow Chart (Appendix 9) and associated documents:-

· Community Post fall Head Injury flow chart – Appendix 10. 

A review must be completed by the most appropriate person of the patients falls risk assessment and prevention plan if a fall is reported during their episode of care. This review needs to identify actions required in regard to the patient or their care environment to prevent the risk of further falls or the likelihood of harm to the individual as a result of falls.

If a severe injury e.g. symptoms of fracture or potential for spinal injury is evident or suspected; dial (9) 999 for transfer to acute services. Do not move the patient. Do not use a hoist to transfer, flat lifting equipment should be used by emergency services. 

Where the patient has a suspected significant injury (other than neck / spinal), and a HoverJack is accessible, with staff trained in it’s use for falls recovery, it may be used to make the patient comfortable while awaiting emergency services (as per the standard operating procedure S79). If a fractured neck of femur is suspected, roll the patient onto the affected side if tolerated. DO NOT roll onto other side. Where a patient is on the HoverJack awaiting Emergency Services, they must be supervised at all times by a person trained in the use of the HoverJack.

Following completion of a primary survey after a fall has occurred, if the patient is found to have no severe injury, if able return them to bed/chair using appropriate moving and handling technique and inform their GP. Perform baseline observation and document in patient notes and inform next of kin/ main carer.

In some cases, significant injury is not apparent at first or does not show on first x-ray, therefore if the patient continues to complain of pain, has alteration of mobility or gait, increased agitation or distress, concerns should be escalated, and findings discussed with GP or relevant clinician. 

All witnessed incidents must be reported via DATIX including patient details, time, location and circumstances of the falls.

Reassess falls risk assessment and document any actions required.  

All incidents resulting in Significant harm, Major harm/injury including permanent disability, or Death or multiple deaths or catastrophic event, will be evaluated with a Rapid Review by the involved service, supported by the Incident Learning Response group, and the Safe Care Movement Team (Falls Prevention and Patient Manual Handling). 

Head Injury and Falls
Head injury is the leading cause of death from falls in the elderly. Brain atrophy and vascular fragility of the bridging veins result in a greater chance of intracranial haemorrhage, especially in those on anticoagulants and/or antiplatlets. 

GCS should be completed by all staff qualified to do so. Staff not qualified to complete GCS should complete AVPU in the event of a head injury.

[bookmark: _Hlk138680440]If a patient has experienced or reported a fall, and if there are any of these risk factors present, the patient must be advised to transfer to the emergency department for exclusion of an intracranial bleed:

· a Glasgow Coma Score (GCS) of less than 15 on initial assessment
· an AVPU score of 3 on initial assessment
· any loss of consciousness because of the injury
· any focal neurological deficit since the injury
· any suspicion of a complex skull fracture or penetrating head injury since the injury
· amnesia for events before the injury
· a persistent headache since the injury and/or any vomiting episodes since the injury
· any seizure since the injury
· any previous brain surgery
· a high-energy head injury
· any history of bleeding or clotting disorders
· current anticoagulant and antiplatelet (except aspirin monotherapy) treatment (i.e. Warfarin, Rivaroxaban, Dabigatran, Edoxaban, Apixaban, or a treatment dose of low molecular weight heparin)
· current drug or alcohol intoxication
· any safeguarding concerns
· continuing concern by the professional about the diagnosis.
In the absence of any of the above risk factors, consider referral to an emergency department if any of these factors are present: 
· irritability or altered behaviour
· visible trauma to the head that is of concern to the professional 
· no one is able to observe the injured person at home
· continuing concern by the injured person, or their family or carer, about the diagnosis.
[bookmark: _Hlk155881185]Inform people with a head injury, and their families and carers, about the possibility of persistent or delayed symptoms after a head injury and who to contact if they have ongoing problems.

Transport to hospital from community health services and inpatient units without an emergency department
Ensure people referred from community health services are accompanied by a competent adult during transport to the emergency department. 

The referring medical professional should determine if an ambulance is needed, based on an assessment of the person's clinical condition at that time. If an ambulance is not needed, then appropriate advice on symptom management should be given, and the person should be accompanied by a competent adult to the hospital as a passenger in a vehicle.

[bookmark: _Hlk138680645]Hypopituitarism
Be aware that any severity of head injury can cause pituitary dysfunction. This may present immediately, hours, weeks or months after the injury.

In people presenting with persistent symptoms consistent with hypopituitarism in the weeks or months after a head injury, consider investigations or referral for endocrinology investigations.
See glossary for definition. 

Un-witnessed Fall in Community
If a member of staff elicits that an unwitnessed fall has occurred, the following procedure should be followed:  -

1. Attended to patient who has fallen and the DCHS staff member is the first responder
· Any unwitnessed fall that has occurred and a DCHS staff member is the first responder the Community post fall action flow chart should be followed (see appendix 9). Check the patient for signs of significant injury.  If a severe injury is evident or suspected on initial assessment - dial 999 for transfer to Accident and Emergency. DO NOT MOVE THE PATIENT IF A SPINAL INJURY IS SUSPECTED. 
· Following completion of a primary survey after a fall has occurred, if the patient is found to have no severe injury, return them to bed/chair using appropriate moving and handling technique and inform their GP.  Perform baseline observation and document in patient notes and inform next of kin/ main carer. 

2. Patient reports falling within recent timeframe  and/ or has recent injury related to an fall 
· Ask the patient about the frequency, context and characteristics of the fall/s (NICE 2004). The patient would benefit from an Overview Falls Risk Assessment to identify possible risks and appropriate interventions and may require escalation to a senior clinician.

5.9  Awareness and Training
[bookmark: _Toc280182604][bookmark: _Toc288485567][bookmark: _Toc381869912]
Induction (Tier 1)
· All new clinical staff will attend the Foundations of Care induction programme which includes falls prevention awareness training.
· All new clinical staff will attend a Patient Manual Handling training session as part of their Trust induction which includes patient manual handling in the event of a patient fall.

Falls Prevention Training will be linked to the Frailty, Dementia and End of Life Learning Pathway (Tier 2 and 3).

Quality and Safe Care Champions (QSCC) 
All Safe Care Champions should lead by example and understand the principles of DCHS Falls and Fracture Prevention Framework – Ask, Assess & Act. They will attend updates and awareness sessions (Falls Forums), participate with clinical audits, offer advice to fellow staff and champion quality improvement projects, supported by the Falls Prevention Lead.

Advisory E- learning is also available via ESR. 
000 Royal College of Physicians ‘Preventing Falls in Hospital’ 


6. [bookmark: _Toc343680671][bookmark: _Toc482277581][bookmark: _Toc190867468]SUPPORT AND ADDITIONAL CONTACTS
[bookmark: _Toc482277582]
Falls Prevention Lead
Specialist Services
Quality Directorate

Triage number: 01246 515870
Email: DCHST.safecaremovementteam@nhs.net
X/Twitter: @DCHSFallsTeam


7. [bookmark: _Toc190867469]SUPPORTING DOCUMENTS OR RELEVANT REFERENCES

This policy is to assist staff to reduce the risk, incidence and severity of falls that occur in community, whilst in the care of Derbyshire Community Health Services (DCHS).  The policy should be read in conjunction with the following policies & guidance:-

· Joint Derby and Derbyshire Health and Social Care Policy for The Safe Use of Bed Rails and Bed Area Equipment in Community
· Patient Manual Handling Policy
· Deprivation of Liberty (DOLs) Policy
· Incident and Serious Incident Reporting Policy
· Clinical Record Keeping Policy and Standards
· Being Open and Duty of Candour
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8. [bookmark: _Toc482277583][bookmark: _Toc190867470]APPROVAL

This policy will be approved by the Clinical Safety group on a 3 yearly basis.


9. [bookmark: _Toc482277584][bookmark: _Toc190867471]MONITORING/AUDIT 

· Audit the number of clinical incidents arising from the occurrence of community falls and associated harm, including the equality profile of clinical incidents reported at least quarterly.
· Patient complaints with regard to falls incidents, including the equality profile of complainants annually.
· Review of policy every 3 years.


10. [bookmark: _Toc482277585][bookmark: _Toc190867472]EQUALITY IMPACT
What effect or impact will the new/changed policy have on each of the Protected Characteristics (age, gender, disability, gender reassignment, marriage or civil partnership, pregnancy or maternity, race, religion or belief, sexual orientation)?

We welcome feedback on this policy and the way it operates.  We are interested to know of any possible or actual adverse impact that this policy/procedure may have on any groups in respect of gender or marital status, race, disability, sexual orientation, religion or belief, age, deprivation or other characteristics.























If this effect or impact is negative or disadvantages one or more of the Protected Characteristics, what changes are going to be made to either remove entirely or minimise this effect or impact?  (Note: if the policy could be discriminatory, seek immediate advice from the Head of Equality, Diversity and Inclusion) 

This policy has been screened to determine equality relevance for all of the equality groups.  The policy is considered to be equality relevant for all of the groups.  The equality relevance is considered to be low.
























11. [bookmark: _Toc343680676][bookmark: _Toc482277586][bookmark: _Toc190867473]APPENDICES 

	Appendix 1 – DCHS falls and fracture prevention framework (approved for external communications)

	Appendix 1A – DCHS Ask, Assess and Act Falls Pathway  (internal use only)

	Appendix 2 – Age UK Staying Steady - Keep active and reduce your risk of falling

	Appendix 3 – Royal College of Physicians ‘How to measure lying and standing blood pressure as part of a falls assessment

	Appendix 4 – Royal College of Physicians Bedside vision check for falls prevention

	Appendix 5 – NFPCG Medication and Falls Guidance

	Appendix 6 – Fracture Risk Fact Sheet

	Appendix 7 – Clinical Frailty Scale

	Appendix 8 – SOP for HoverMatt and HoverJack for raising a patient and lateral transfers in community hospital settings

	Appendix 9 - Community Post Fall Actions Flow Chart - See below

	Appendix 10 - Community Post fall Head Injury flow chart - See below

	Appendix 11 – Guidance for measuring postural blood pressure




[bookmark: _Toc482277587][bookmark: _Toc190867474]APPENDIX 12 – MONITORING/AUDIT TOOL

	 Indic. No
	Description of the 
Core Standard
	Standard (%)
	        Exception’s
	Definitions and Instructions

	1
	Every patient on initial assessment has been asked their falls history for the previous 12 months.
	
100%
	
	

	2.
	Where falls history identified, there is evidence of holistic/MFRA which identified relevant risks and interventions to the individual.
	100%
	
	

	2
	Where a higher risk of falls or fall related injury is identified, an enhanced falls assessment is carried out which meets NICE expectations. 
	
100%
	
	


 CORE STANDARDS (relevant to this policy)

Falls Management Policy for use i Urgent Treatment Centres, Community and Outpatient settings.


Appendix 10 – Community Post Fall Actions Flowchart
Fall

Commence CPR
Dial 9 999

Establish what has occurred?
Call for assistance
 ABCDE assessment
GCS


Blood sugar

Assess for Injury before moving patient:

What can the patient tell you?
Look, Feel, Move
Head to toe examination e.g. deformity of limbs, bruising, swelling, bleeding, pain, loss of sensation
Consider manual handling needs, if top to toe check found nothing abnormal detected.

No/Low harm Injury
Suspected Upper Limb Injury
Suspected Lower limb injury AND access to Hoverjack
Inform GP/medical practitioner that the patient has experienced a fall

Record baseline observations where possible.

Document incident and post fall care including  checks completed for injury and safe manual handling technique used to retrieve patient from the floor.

Review patients falls risk assessment and actions.

Report incident on Datix.
Inform Next of Kin

Follow all actions as no/ low harm injury

Stop and think if it is appropriate to retrieve the patient from the floor.

Keep the injured limb close to the body.

For a complex suspected injury/fracture e.g. shoulder, dial 9 999 for an ambulance

Keep patient comfortable and nil by mouth

Follow all actions as no/ low harm injury

Do not use a hoist and sling for a suspected neck, spinal or lower limb injury

Consider use of the HoverJack to make the patient comfortable, as per the Standard Operating Procedure


Dial 9 999 for an ambulance. 

Keep patient comfortable and nil by mouth


No Signs of life
Signs of life
Suspected head Injury and/or unwitnessed fall
See Post Fall Head Injury Flowchart.
Suspected Neck/Spinal/ Lower limb injury
Follow all actions as no/ low harm injury
 
Do not use a hoist and sling for a suspected neck, spinal or lower limb injury
 
Do not move the patient unless the patient’s life is at risk.
 
Dial 9 999 for an ambulance. 
 
Keep patient comfortable and nil by mouth
 
 


Appendix 11 - Community Post Fall Head Injury Flowchart
Community health professionals should refer people who have sustained a head injury to a hospital emergency department, if there are any of these risk factors present:

· A GCS of less than 15 on initial assessment,
· An AVPU score is 3 on initial assessment,
· Any loss of consciousness because of the injury,
· Any focal neurological deficit since the injury,
· Any suspicion of a complex skull fracture or penetrating head injury since the injury,
· Amnesia for events before the injury,
· A persistent headache since the injury,
· Any vomiting episodes since the injury,
· Any seizure since the injury,
· Any previous brain surgery,
· A high-energy head injury
· Any history of bleeding or clotting disorders
· Current anticoagulant and antiplatelet (except aspirin monotherapy) treatment
· Current drug or alcohol intoxication
· Any safeguarding concerns
· Continuing concern by the professional about the diagnosis.

[bookmark: _Hlk141955579]Take clinical observations, which may include NEWS2, AVPU, GCS, pupil size and reactivity, and limb movements.

Do not give systemic analgesia until fully assessed to facilitate an accurate measure of consciousness and other neurological signs.

 
Head injury with absence of any risk factors 

Inform people with a head injury, and their families and carers, about the possibility of persistent or delayed symptoms after a head injury and who to contact if they have ongoing problems.
 
In the absence of any risk factors, consider referral to hospital emergency department, dependent on judgement of severity of: -

· Irritability or altered behaviour
· Visible trauma to the head that is of concern to the professional
· No one is able to observe the injured person at home
· Continuing concern by the injured person, or their family or carer, about the diagnosis.
Head injury with absence of any risk factors
Refer to a hospital emergency department for assessment.



Head injury with presence of additional risk factor judged on severity
Refer to a hospital emergency department for assessment.



Head injury and risk factor present 
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