Minimum Data Set for Post Falls Review
	
	

	Agreed by: Regional Falls Group
Date: 23/1/2020
	Notes

	Demographics & further information

	Was there a lead reviewer for this incident? (Name)
	Christine Sloane

	Designation
	Nurse KW

	Contact Tel No.
	028 38343846

	Patient Name	
	Joan Shane

	Patient D.O.B. 
	23/8/1934

	Gender
	Female

	Consultant
	Mr S M McHenry

	Hospital No./H&C No.
	3586221320

	Ward/Dept/Location
	Lisadian PNH

	Reason for Admission/Diagnosis
	Unwitnessed fall


	Date of Admission
	9/1/2020

	Date & Time of Incident
	9/1/2020 20.05

	Clinical Incident No.
	114067

	Description of Incident
	Left # NOF

	Date Post Fall Review carried out
	23/1/2020

	Assessment

	Was a falls assessment carried out within 6 hours of admission?  
	No
Actions in place but assessment  form not updated 

	If assessment was performed what was the action taken?
	Care plan for #NOF implemented on return to Home


	Relevant elements of the Falls Bundle – Part A & Part B completed: (Y/N)
Falls Bundle Part A  
· Asked about history of falls in past 12 months
· Asked about fear of falls
· Urinalysis performed – if applicable
· Avoidance of new prescription of night sedation
· Call bell in sight and reach
· Safe footwear on feet
· Immediate assessment and provision of walking aids and referral if applicable
· Clear communication regarding mobility status
· Personal items within reach
· No slips or trips hazards
Falls Bundle Part B
· Cognitive screening
· Lying and standing blood pressure record
· Full Medication review requested
· Bedrails risk assessment
· Testing for Delirium
· Visual Assessment
· Observation, bed position and toileting
· Medical review and assessment for osteoporosis
· Depression screening 
	Body map


1
N/A
N/A 
N/A
Yes
Yes
Referred to Physio by RVH
Discharge letter not sent Home 
Emailed later that night
Yes
H/O Dementia
N/A
At Hospital
Yes bedrails put in place In hospital
N/A
N/A
YES
Medically reviewed at Hospital
Cornell recorded

	Is this the patients first fall (this admission)? If no – give number of falls this admission
	No
1


	Was the patient assessed for urinary continence/ frequency/ urgency?
	Yes

	Any additional contributory factors – e.g. environment, staffing issues, patients clinical condition.
	Dementia
Lack of insight into own safety 

	Do you have documented evidence that the patient’s falls assessment / care plan was reviewed / updated:
· whenever their condition changed (e.g. deteriorating health, or development of confusion
· or, if their condition did not change, at least once a week	
	Yes care plans updated after return and on monthly basis


	Was the fall witnessed? If yes - by whom?
	No

	Was a body check completed prior to moving patient post fall?
	Yes

	Was a falls action plan instigated following this fall?
	Yes

	Was the incident discussed with patients next of kin? – informed of incident & explanation given
	Yes
Yes

	If appropriate, do you have documented evidence that the patient was given written/verbal advice on falls prevention? – Prior to falling as well as after
	Yes

	If appropriate do you have documented evidence that preventative measures were put in place - If N/A – state reason
	Yes

	Type of injury 
	# Left NOF

	Incident severity and outcome 
· Severity of injury
· Potential risk
· Outcome
	
Moderate

	Multi-disciplinary team meeting required? 
	No

	Has a Post Falls Assessment been completed by medical staff? – date & time
	Not known

	Was medical treatment plan implemented? 
	Yes

	Was the Post Falls Protocol / Process Followed? If no – ensure elements are identified within the shared learning template
	Yes

	Following your review of care provided, what do you think were the contributory factors to the falls incident?  (Please complete shared learning template)
	Lack of safety awareness due to Dementia 
Fraility



