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Falls Toolkit for Care Homes: Nursing and Residential Homes  throughout SHSCT


Introduction:
Nursing Homes were identified as a priority for improvement work by the Northern Ireland Health and Safety Forum in 2011. Reducing the number of falls and the likelihood of sustained injury should be a priority within all Care Home settings where older persons reside. The risk of falls is a complex issue and consequently a multi-factorial risk assessment process and the co-ordination of services specific to need is required to achieve person-centred care. 

Definition of a fall:
“an event which results in a person coming to rest unintentionally on the ground or lower level, not as a result of a major intrinsic event (such as stroke) or overwhelming hazard” 
Tinetti et al (1988)
  
Purpose:
The aim of the toolkit is to enhance person-centred care in the assessment and reduction of risk using Evidence Based Practice (EBP). Underpinning the strategy for reducing the risk of falls and promotion of consistent management in the Care Home environment is based on the premise that all residents are at risk. Using a process whereby risks are identified, addressed and monitored will further reduce the risk of falls. The assessment, management and recording of falls will support the use of robust clinical audit and serve as a driver to bring about changes in practice. 

Best Practice / Legislation:
The National Service Framework for older people (DOH, 2001), National Patient Safety Agency (NPSA, 2004), Care Standards for Nursing Homes (DHSSPS, 2015) Royal College of Physicians (RCP, 2012) and the National Institute for Clinical Excellence (NICE, 2013) clinical guideline 161, collectively support person-centred assessment and care. Staff are required to work in partnership with residents and their families with assessment being an on-going process whereby prescribed nursing care is reflective of multi-disciplinary working where risks are modifiable.

Factors influencing falls:
A table of contributing factors is included and incorporates intrinsic and extrinsic risks. Good communication is essential in promoting falls awareness and reducing the number of falls in the Care Home environment. Staff should be alerted to those residents at risk and informed at report of those who have sustained a fall, whether resulting in injury or not. Liaison with or onward referral to other disciplines should be integral to practice with recording reflective of actions taken, evident in accident / incident recording documentation and daily progress notes. A post-falls review and reassessment should be carried out as part of the resident’s care. Any new presenting factors should be recorded along with actions taken in respect of them, including changes to the care plan. All falls should be reported to Corporate Governance (Corporate.Governance@southerntrust.hscni.net) to assist with monthly auditing of outcomes and to achieve a policy of openness and transparency.

The National Institute for Clinical Excellence (NICE) Clinical Guideline 161 (June, 2013) defines older people as those aged 65 years or above or people aged 50 to 64 who are judged by a clinician to be at higher risk of falling because of an underlying condition. However as part of the Royal College of Physicians (RCP, 2012) Fallsafe project, the age threshold used for the cognitive assessment was over 70 year. The RCP recommended that all in-patients with a history of falls or fear of falling, or who tried to walk alone although unsteady or unsafe, received it. 

The greater the number of risk factors, the greater likelihood of falling (Social Care and Social Work Improvement Scotland, SCSWIS, 2011).

[bookmark: _GoBack]This toolkit contains a falls assessment pro-forma based on the evidence and resources and would assist Care Home staff to facilitate implementation of best practice should they choose to adopt it. It also includes advice for the residential care setting where no registered nurse is available.












FALLS RISK ASSESSMENT PRO-FORMA
For completion on ADMISSION, MONTHLY and FOLLOWING A FALL with the Falls Care Plan amended accordingly
(Derived from the RCP FallSafe care bundle (2012) and NICE clinical guideline 161, 2013)
Resident’s Name:			Date/Time:				Completed by:
	
	Detail
	Yes/No
	Detail
	Action

	A
	Has the resident had one or more falls in past year?

	
	Date of last fall:
No. of falls in the past year:
	Refer to GP                          □
Refer to Falls Clinic             □
Refer to CHST Physio         □
Liaise with family                 □

	B
	Is the resident taking 4 or more medications or any drugs listed in appendix 2?
Has there been a change to medications in the last month?
	
	If more than 4 medications, please consider the most appropriate onward referral.
	Refer to GP                                    □
Refer to Falls Clinic                       □
Liaise with Community Pharmacist  □


	C
	Is the resident confused, disorientated, restless, irritable or agitated?
	
	Is this a recent change in cognitive status?
	Consider the use of the following tools:
Cornell Depression/ 6 CIT screening tool (Appendix 3)  □
Abbey Pain Tool (Appendix 4) □
Liaise with Memory service  □
Liaise with GP    □
Think Delirium- ‘PINCH ME’ (Appendix 5) □


	D
	Does the resident have any long term condition which would increase the risk of falls? 

	
	Have there been any recent acute changes?
	Refer to GP    □

	E
	Does the resident experience dizziness or fainting?
	
	If yes, Nursing Staff record Blood Pressure (lying and standing)
RH: Refer to DN if no nursing cover
	Assess lying and standing B.P.  □
Or refer to DN to assess   □



	
	Detail
	Yes/No
	Detail
	Action

	F
	Has the resident lost weight? Is dehydration suspected?
	
	
	Review MUST   □
Ensure adequately  hydrated   □
Fortify foods before onward referral to GP/ Dietician/ SALT □

	G
	Do continence issues contribute to the resident’s falls risk?

	
	Continence Assessment required?

	Refer to specialist Continence service as appropriate  □

	H
	Is the resident unsteady/unsafe with transfers/walking?
	
	Is Manual Handling Risk Assessment current?
Has a mobility assessment been carried out? Is the person using their mobility aid correctly?
	Refer to Domiciliary Physiotherapy for mobility assessment  □
Refer to Falls Team  □

	I
	Does the resident have a visual impairment?

	
	Date of last eye test:

Wearing glasses?
Adequate lighting?
	Refer to optician as appropriate  □

	J
	Does the resident have a hearing impairment?
	
	Wearing hearing aid correctly?
Is the hearing aid in good working order and fitted correctly?
	Contact G.P. for referral to Audiology as appropriate □

	K
	Does the resident have any foot problems or issues with footwear?
	
	Well fitting, safe footwear?
Check condition of feet and nails
	Refer to Podiatry as appropriate □
Liaise with family re: footwear □

	L
	Can the resident independently get into/out of bed safely?

	
	Ensure call bell is accessible.
Consider frequency of checks on resident required and distance from staff work stations.
	Consider:
In NH use of height adjustable bed  □
In RH liaise with DN re: bed assessment □
Bed rails Risk Assessment  □
Use of assistive technology e.g. alarm mat/tabs monitor□

	M
	Is the resident able to transfer safely on and off the toilet with equipment installed with or without assistance of staff?

	
	Ensure call bell is accessible
Consider level of assistance required and frequency of checks or if constant presence is required.
	Consider:
Liaise with DN/OT re: toileting equipment



	
	Detail
	Yes/No
	Detail
	Action

	N
	Is the resident able to get onto and off an appropriate chair safely with or without assistance of staff?
	
	Ensure call bell is accessible. 
Consider most appropriate positioning of resident in room/lounge during the day.
Repositioning in their chair.
	Consider:
Specialised seating/ referral to OT
Use of assistive technology e.g. chair alarm mat




Key to Abbreviations:
Physio – Physiotherapist
CHST  - Care Home Support Team
OT    - Occupational Therapist
NH   - Nursing Home
RH  -Residential Home
DN – District Nurse
BP   - Blood Pressure





** If the answer is YES to any of the questions above a detailed person-centred falls care plan must be put in place**Refer to Appendix 2 for further detailed guidance


POST FALL PATHWAY:
** NB: The Post Falls Pathway MUST be followed for all falls within your Care Home **
Action to be taken when a resident falls:
· Consider if the fall was witnessed or unwitnessed
· Raise alarm / inform nurse or person in charge as appropriate
· Keep calm and provide reassurance
· Check airway, breathing and circulation (ABC)
· Ensure safety of resident, self and others
· Clinical observations as appropriate - CNS observations  in nursing units if head injury suspected or sustained, fall unwitnessed or on anti-coagulants while awaiting medical advice.
· Move resident only when assessed safe to do so 
· Record event accurately and in a timely manner
· Keep resident comfortable

Post Fall Consider the possibility of the following:
· Head injury (treat all unwitnessed falls as potential head injury NB Anti-coagulant therapy)
· TIA / Stroke/ collapse / diabetes / epilepsy 
· Lower/upper limb fracture(s)
· Spinal fracture/injury

IF YOU SUSPECT ANY OF THE ABOVE:
· Contact emergency services- 999


STAFF WHOSE JOB ROLE PERMITS THEM TO ASSESS FOR INJURY MUST CARRY OUT A FULL HEAD TO TOE EXAMINATION, CHECKING FOR ABNORMALLY ROTATED OR SHORTENED LOWER LIMBS, BRUISING, CUTS OR SWELLING, AND ACCURATELY COMPLETE BODY MAP 
PARAMEDIC TO ASSESS RESIDENT WHERE NO MEDICAL OR TRAINED NURSING STAFF ARE AVAILABLE   (  This may be via telephone consultation )

FOLLOWING ASSESSMENT IF NO APPARENT INJURY
· Assist as necessary to a comfortable position, such as chair/bed using appropriate moving and handling techniques and equipment as necessary to transfer the resident
· Ensure the resident can use the call system or summon help
· Check clinical / CNS observations as appropriate monitoring for changes in the level of consciousness or the onset of acute confusion or disorientation
· Using a validated tool, assess and monitor pain or discomfort and the effects of any prescribed analgesia
Should the resident refuse assistance, consider their ability to make decisions at that point in time and liaise with family as necessary, ensuring accurate documentation; notify the Keyworker from the relevant team. 
COMPLETE FOLLOWING A FALL:
· Accurate recording in accident book / form and daily progress notes reflective of timeline
· Gather information from any witnesses
· Update falls risk assessment and care plan
· Update pain assessment and care plan
· Check footwear/continence/medications
· Check Equipment/Assistive Technology
· Carry out relevant investigations e.g. U&E/ MSSU/CSU as agreed with G.P.
· Refer to falls team/ CHST Physio if deemed appropriate 

 Inform relevant people:
· Next of kin
· Line manager
· RQIA  ( Regulation and Quality Improvement Authority) FOR All MODERATE to SEVERE injurious falls) 
· Inform SHSCT (Southern Health and Social Care Trust) Keyworker

Report ALL falls (both injurious and non-injurious) via the INDEPENDENT SECTOR
ADVERSE INCIDENT REPORT FORM (Appendix 5) and send to 
Corporate.Governance@southerntrust.hscni.net 
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APPENDIX 2
A GUIDE
          (USE IN CONJUNCTION WITH THE FALLS RISK ASSESSMENT PRO-FORMA IF ADOPTED) 
ALL CONSIDERED ACTIONS TO BE INCLUDED IN FALLS CARE PLAN

	Risk Factors
	Identify the following:
	Actions to be considered


	
a) Falls History

· Has the resident had one or more falls in the past year?

· Has the resident ever had a fracture after a minor bump or fall over the age of 50?


	
1. Number of falls in the past year?
2. When did the last fall occur?
3. Can the resident easily explain what happened?
4. Was the resident ill or have a raised temperature when they fell?
5. Does the resident have a fear of falling?
	
1. Contact G.P.
2. Discuss with resident/family
3. Check for causes e.g. orthostatic hypotension
4. Check for infection.
5. Ask G.P. to refer to domiciliary physiotherapy/falls clinic
6. Refer directly to Care Home Support Team (CHST) physio if key worked by CHST

	
b) Medications

· Is the resident taking 4 or more medications including any of the following?

Sedatives
Anti-depressants
Anti-Parkinson’s
Diuretics
Antipsychotics
Anti-coagulants
Anti-hypertensives
Anti-arrhythmic drugs
Corticosteroids
Benzodiazepines
Anti-histamines
Anticonvulsants
Hypoglycaemic drugs


OTC drugs


	
1. Have medications been reviewed in the past year?
2. Are all medications taken as prescribed?
3. Observe for and report side effects / symptoms e.g. unsteady gait / balance, sleepiness, blurred vision, weakness and postural hypotension in residents taking anti-psychotics / night sedation to G.P.
4. Easy access to toilet facilities day and night for residents taking diuretics.
5. Fluid intake especially if taking diuretics (1200mls daily unless medically contraindicated).
6. Steroids for more than 3 months?

	
1. Alerting staff to any issues in relation to medication side effects.
2. Reporting and discussing any of the following with the G.P. -
· Compliance, drug toxicity and therapeutic state.
· Blood monitoring to exclude toxicity and / or electrolyte imbalance.
· Any change in the resident’s alertness or mobility following changes to medication.
· Reducing or withdrawing certain drugs
· Prescribing cascade
















	
c) Cognitive Impairment

· Is the resident confused, disorientated, restless, irritable, agitated or exhibiting low mood?

· Does the resident have reduced insight or are they uncooperative with staff?
	
1. Is there a change in cognitive status (monitor for pain, signs of infection or constipation).
2. Is a risk assessment and monitoring of behavioural issues needed?
3. Is optimal environmental safety (including the use of assistive technology) being promoted?
4. Are visual cues e.g. signage in use?
5. If an individual routine in daily activities has been established e.g. bath times, bedtime and are these reflected in the care plan?
6. Has the need for falls prevention equipment been considered? 

	
· Consider using the Cornell Depression / 6 CIT screening tool (Appendix 3)
· Consider use of Abbey pain tool (Appendix 4)
· Consider use of an ABC tool.
(Appendix 4)
· Liaise with Memory Service
· Liaise with G.P.
· Consider Delirium ‘PINCH ME’ (Appendix 5)


	
d) Medical Conditions

· Does the resident have any long term medical conditions likely to increase falls e.g.

Parkinson’s Disease
M.S.
Arthritis
Epilepsy
Diabetes
Osteoporosis
Dementia
Heart conditions
Depression
Alcohol dependency

	
1. Refer to (b) above
2. Has the resident ever sustained fracture after a minor bump or fall over the age of 50?
3. Has the resident lost height or have a curvature of the spine?

	
· Liaise with G.P.

	
e) Dizziness and fainting

· Does the resident experience dizziness or fainting on standing?
· Does the resident experience a sensation that the room is spinning when moving their head or body?
· Does the resident experience fainting attacks or palpitations?

	For Nursing staff:
1. Record blood pressure (BP) after lying for at least 15 minutes, repeat when standing and then record again after 3 minutes.
2. If in Residential Care liaise with DN or GP practice for assessment of B.P if no Nursing cover.
3. Refer to G.P. for review 
4. If postural hypotension is diagnosed advise the resident to always get up slowly and wait before walking.
	

	
f) Nutrition and Hydration

· Has the resident lost weight unintentionally or do they have a poor appetite?
· Does the resident spend little time in sunlight?
	
1. MUST
2. Ensure adequate hydration (1200mls unless medically contraindicated). 
3. Maintain a Fluid intake and output chart.
4. Commence food chart.

	
· Fortify foods initially and refer to GP for onward referral to Dietician for assessment
· Refer to GP for assessment of Vitamin D levels/ blood monitoring/ short-term use of supplements.

	
g) Continence

· Is the resident incontinent of urine + / - faeces? 
	
1. Carry out/ review continence assessment.
2. Carry out urinalysis
3. Agree a toileting programme.
4. Ensure adequate hydration (1200mls daily unless contraindicated).
5. Optimise safety by reducing clutter / hazards and consider night lighting.
6. Provide urinal / commode / containment products as appropriate
	
· Refer to continence team as appropriate.

	
h) Balance and Mobility

· Is the resident unsteady / unsafe when walking?
· Does the resident have difficulty with transfers?
	
1. Moving and handling risk assessment.
2. Mobility Assessment
3. Ensure appropriate use of mobility aids
	
· Liaise with G.P. for referral to Community Physio for mobility assessment
· Consider referral to falls team





	
i&j) Sensory Impairment

· Does the resident have poor vision?
· Does the resident have poor hearing?
	
1. Ensure annual vision testing (follow GAIN guidelines).
2. Reduce clutter in room as much as possible
3. Ensure adequate lighting including night lighting
4. Ensure glasses are clean, in good condition and worn as directed
5. If hearing aid is worn ensure it is in good condition.
6. Minimise excess noise
7. Speak clearly
	
· Refer to Optician and/ or
Audiology via G.P. as appropriate

	
k) Footwear

· Is the resident’s foot wear well-fitting and safe?
· Is the resident diabetic?
· Does the resident have corns, bunions, ingrown toe nails, fungal infections, pain or loss of sensation in their feet?

	

	1. Refer to GP if any sign of infection.
2. Refer to Podiatrist if required.
3. Liaise with family re foot wear.

	
  l/m/n) Bed, Chair and Toilet Transfers

· Does the resident get out of bed during the night?
· Is the resident able to get out of bed safely and independently?
· Can the resident get on and off the toilet safely and independently?
· Is the resident able to get on and off the chair safely and independently?


	
Consider level of assistance required and frequency of checks or if constant presence is required by resident.
	1. Check that bed height and seating are suitable for the resident’s needs.
2. Minimise clutter/obstacles within the room.
3. Provide night lighting appropriate to visual needs.
4. Ensure that glasses, if worn, and nurse call bell are within easy reach.
5. Ensure toileting equipment is in good condition and suitable height.
6. Ensure slip resistant flooring in bathroom areas
7. Endeavour to keep floor dry
 



APPENDIX 3
6 CIT (Cognitive Impairment Tool) ASSESSMENT TOOL
                                                                                                                    SCORE:                                               
	1.
	What year is it?
	Correct
Incorrect
	0
4
	


	2.
	What month is it?
	Correct
Incorrect
	0    
3
	


	
	Remember the following address:
John Brown, 42 West Street, 
Bedford.
	
	
	



	3.


	What time is it?
(within 60 minutes)
	Correct
Incorrect
	0    
3
	

	4.


	Count backwards 20 - 1
	Correct
1 Error
More than 1 error
	0    
2
4   

	

	5.
	Months of year backwards
	Correct
1 Error
More than 1 error
	0    
2
4   

	

	6.
	Repeat the memory phrase
	Correct
1 Error
2 Errors
3 Errors
4 Errors
All incorrect
	0    
2
4 
6 
8 
10
	


                                                                                              TOTAL SCORE:               

	0 - 7
	Not significant

	8 - 9
	Probably significant – referral is advised

	10 - 28
	Significant - refer


  
                                     APPENDIX 4
[image: ]


APPENDIX 5

· Pain
· INfection
· Constipation
· Hydration
· Medication
· Environmental

Think PINCH ME!!!





INDEPENDENT SECTOR
ADVERSE INCIDENT REPORT COVER SHEET

Following a reportable adverse incident involving a Service User of Southern Health & Social Care Trust, this cover sheet must be completed and sent to The Trust Corporate Governance Office Corporate.Governance@southerntrust.hscni.net and Key Worker, attached to a completed RQIA Form (1a).

For the purpose of Trust incident monitoring, you must list all Contacts. That is those persons Affected, Perpetrating, Witnessing and Reporting the Adverse Incident.
	Name 
	Unique Identifier No
(If Service User)
	DOB
(If Service User)
	Care Manager 

	Status of Contact 
(i.e. Affected, Perpetrator, 
Witness, Reporting)

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	


	

	
	
	
	

	

	
	
	
	




INDEPENDENT SECTOR
ADVERSE INCIDENT REPORT FORM

To be completed following any Adverse Incident involving a Service User of                        Southern Health & Social Care Trust 
	Provider  Name
	

	Name of 
Service User
	

	DOB
	

	Male
	

	Female
	

	Care Manager
	

	Address (including post code) where incident occurred

	

	Exact location where incident occurred

	

	Date of Incident
	

	Time of Incident
	

	Brief, factual description of incident                                                                       (including details of any equipment or medication involved) 

	

	Nature of Injury Sustained

	

	Details of immediate action taken and treatment give                                                     (ie. First aid, GP, hospital admission etc)

	

	Persons notified including designation / relationship to Service User

	

	

	

	

	Name and designation of any witnesses

	

	

	

	

	Name and designation of any staff member or any other Service User(s) involved. If other Service User(s) involved please include DOB.

	

	

	

	

	Name of person reporting the incident
	

	Signature
	

	Designation
	

	Date reported	
	


To be completed by Provider  Senior Staff / Service Manager

[image: Trust Logo]
FALLS PREVENTION SERVICE
Armagh
Day Hospital, Mullinure Health & Well-being Centre
fallsteam.armagh@southerntrust.hscni.net

Dungannon
Day Hospital, South Tyrone Hospital
fallsteam.armagh@southerntrust.hscni.net

Lurgan
Day Hospital, Lurgan Hospital
fallsteam.lurgan@southerntrust.hscni.net

Newry
Level 3 St. John’s Hospice, Newry & Bramblewood, Drumalane
fallsteam.newry@southerntrust.hscni.net

Southern Trust Falls Co-ordinator (Trustwide queries regarding falls)
· Falls.coordinator@southerntrust.hscni.net
· Tel: 028 3756 4909 (Monday – Friday 08:30-16:30)

Falls Link: http://www.southerntrust.hscni.net/livewell/falls.htm
The Southern Health and Social Care Trust run a number of Falls Clinics to assess and help people over the age of 65 who have fallen or have a fear of falling.
There are often medical reasons why people fall. Some are treatable. There are also ways to reduce the risk of injury associated with a fall, such as a broken bone.
The Clinic Will Be Staffed By:
· A Specialist Nurse
· An Occupational Therapist
· A Physiotherapist

IF NECESSARY you would be seen by a Consultant also
What Will They Do?
· Identify your fall history
· Assess the way you walk, your mobility, balance and muscle strength
· Assess your risk of osteoporosis and medication management
· Identify how you feel you carry out everyday tasks e.g: housework, cooking, dressing etc and if you have a fear of falling
· Discuss any problems you may have with hearing, eyesight, bladder or bowel
· Assess home hazards if needed

What Might Be The Outcome Of this Assessment?
You may be offered the opportunity to attend a Falls Education Class which involves:
1. Taking part in gentle exercise aimed at improving strength and balance
2. You will also be shown how to cope in the event of a fall
3. Educational talks will be given:
· Home Hazards and Personal Safety
· Dietary Advice
· Footwear and footcare
· Helplines/lifelines & Technology related to safety
· Continence
· Blood pressure
· Osteoporosis
· And other Health Topics as required
· Medication

You may then be referred for tests such as: x-rays, scans and blood tests if needed.
You may also be referred to other healthcare agencies if needed.

What Will You Bring?
· A list of your medication
· A sample of urine

How Long Will Your Appointment Take?
The initial appointment is comprehensive and may take up to 2 hours for a complete assessment.
What Happens Now?
If you wish to attend the Falls Clinic for an assessment please ring the Falls Team Co-ordinator on (028) 3756 4909 for a telephone consultation and your suitability for the clinic will be discussed.
If you have been offered and you are willing to attend the Falls Education Class, you will receive a written appointment in the post.





FALLS SERVICE REFERRAL FORM

	Name: __________________________________________________________________
Address: ________________________________________________________________
_________________________________________ 	Post Code: ___________________
Tel No: ___________________________                   	H & C No: ____________________
DOB: _________________________________          GP:_________________________
GP Address: ____________________________________________________________

	Medication List (or attach)
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________

	Past Medical History:
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
History of cognitive impairment? Yes/No
If yes is this patient known to memory team? Yes/NO
Details

	Brief History of fall________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_______________________________________________________________________
_________________________________________________________________________Can the patient easily explain the fall? Yes/No

	Any dizziness, light headedness, loss of consciousness?   Yes / No
Injuries sustained?   Yes / No
Details if known: _________________________________________________________
_______________________________________________________________________
No of falls in last year _______
Any features suggestive of loss or altered level of consciousness? Yes/no

	

	Referred by:(PRINT) __________________________    Signed: ____________________
Designation of Referrer: ________________________________  Date: ______________
Contact No of Referrer: ____________________________________

	Has client consented to referral:   Yes / No

	Please email referral to AHP.CBU@southerntrust.hscni.net

Or post to:
AHP Central Booking Unit, Southern Health and Social Care Trust
Ramone Building, Craigavon Area Hospital
68 Lurgan Road, Portadown  BT63 5QQ




Hip Protectors For Private Nursing and Residential Home Clients.
The Southern Trust Fall Prevention service recommends that the use of hip protectors should be considered for high risk clients living in residential or nursing homes.
A clients’ falls risks can be identified by completing the SHSCT Falls Toolkit.
Consider Client to be high risk if:
· Client has fallen previously and / or
· Client is restless or agitated or tries to get up unaided against the advice of staff during daytime or night-time.
· Client has osteoporosis, is of thin build and frail.

  Consent for wearing the hip protectors should be gained from the client or if the client is severely cognitively impaired then consent should be obtained from their next of kin.  
Document all assessments and outcomes  in the clients’ care plan. 
 Compliance with wearing the hip protectors is essential and needs to be sustained by the staff ensuring that the wearing of hip protectors as stated in the  care plan is adhered to. These should also be worn in bed if the person has a history of trying to get up during the night.
Approximately 1/3 of hip fractures are sustained by nursing home residents. The most reported problem is compliance with wearing the hip protector, with some elderly people deemed at high risk refusing to use them and with a decrease in long term compliance by carers. Care-giver motivation and involvement is a crucial factor in compliance.

The Southern Trust Fall Service is hoping to commence a pilot to assess both the effectiveness of and compliance with hip protectors in nursing and residential homes. They plan to trial the use of  hip protectors with a soft hip protection system which are not removable and are comfortable to wear in bed.
These types of hip protectors are available from the following companies should anyone wish to purchase pairs.
	 
[image: https://tytex.com/Files/Images/Products/Hip%20protection/SAFEHIP%20Sizing/Safehip_Sizechart_EN_AirX_Classic_NEW.png]Spearhead Healthcare
 Mill House,
 New Mill Road,
 Kilmarnock,
 Ayrshire, 
KA1 3JG. 
UK Telephone: +44 (0)345 180 1800 
Email: sales@spearheadhealthcare.com www.spearheadhealthcare.com

 Safehip AirX- Unisex hip protectors  Other options  are available. Sizes based on hip circumference  Price from £53.50 including VAT and delivery ( June 2019)



	
Win Health Ltd                               
Unit 1
Oxnam Road Industrial Estate     
Jedburgh
Roxburghshire
Scotland
TD8 6QN
Freephone- 0808 1685522
Tel.: +44 (0) 1835 864 866Freecall UK 0808 168 5522Freecall UK 0808 168 5522Freecall UK 0808 168 5522
info@win-health.com

HipSaver soft hip protectors –
Male/ female and colour options.  
Size based on hip circumference
Priced from £44 inc VAT ( June 2019)

	


1. HipSaver: XX Small (XXS): 60 – 69 cm / 24 – 27 inches      
2. HipSaver: X Small (XS): 70 – 81 cm / 28 – 31 inches
3. HipSaver: Small (S): 82 – 92 cm / 32 – 35 inches
4. HipSaver: Medium (M): 93 – 102 cm / 36 – 39 inches
5. HipSaver: Large (L): 103 – 114 cm / 40 – 44 inches
6. HipSaver: X Large (XL): 115 – 127 cm / 45 – 50 inches
7. HipSaver: XX Large (XXL): 128 – 146 cm / 51 – 57 inches
8. 


Other types of hip protectors are available to purchase including male and female versions. Some have removable protector pads for laundry purposes, but these could be misplaced and /or risk failing to re-insert. Others have hard protector pads which may not be as comfortable and would not be suitable to wear at night.
References:
NICE CG161 Falls: Assessment and prevention of falls in older people. June 2013
Hip protectors for preventing hip fractures in older people (Review) 2014 The   Cochrane Collaboration. Santesso N, Carrasco-Labra A, Brignardello-Petersen R
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[image: NEW SHSCT Logo & Strapline - 20]*ABBREVIATIONS:
ABC – Airway, breathing, Circulation
NEWS – National Early Warning Score
GCS – Glasgow Coma Scale

1. ACTION WHEN WITNESS OR BECOME AWARE OF FALLEN PERSON:
1) Keep calm and provide reassurance
2) Ensure the safety of person, self and others (electrical / hazardous substances)
3) Check “Are they breathing?” “Are they responding? Staff who are trained in *ABC, *NEWS & *GCS scores  to check 
4) Collect as much information as possible to inform Trust/Emergency Services staff/ family e.g. Is there pain? Where is it?
5) Reinforce need for person to remain where they are
6) Keep person warm until help arrives or patient recovers enough to get up by self or be assisted up 





Post-Falls Pathway
 COMMUNITY with no access to medical cover: November 2017

[image: http://www.yourdictionary.com/images/main.exclamation-point.jpg][image: http://www.yourdictionary.com/images/main.exclamation-point.jpg][image: http://www.yourdictionary.com/images/main.exclamation-point.jpg]Paramedic Screening : No Injury Witnessed fall - safe to move patient -  no assistance from NIAS.
CONTACT EMERGENCY SERVICES
Ring 999
5 Complete following actions post fall: 1)Find out as much information from the person/witness as possible to assist decision making and action 2) Check  person’s ability to summon help, and ensure call bell, buzzer  or Life line is in place and working 3) *Ensure that there is an updated care plan in place as required  5) *Ensure accurate completion of documentation including Datix incident form to include falls risk factors e.g. footwear, continence, medication 6)*Ensure appropriate monitoring arrangements in place up to 72 hours post fall 7) *Update falls and/or moving and handling risk assessments 8)*Refer to falls team/core services as appropriate
*Professional or Staff with responsibilities for carrying out these duties
4. If No Apparent Injury/ Minor Injury / No Consent

· Inform appropriate partners in care e.g. next of kin, line manager, Domiciliary Care Supervisor, key worker, Twilight Nursing / District Nursing 
· *Professional staff complete new or carry out review of the person’s care plan including update of falls and /or moving and handling risk assessments as appropriate.
·  *Outline within the care plan the monitoring arrangements for the first 24 hours and up to 72 hours period post fall to include family/next of kin.
· *Liaise with person/family providing guidance to the action they may need to take if the person’s condition deteriorates. This may include the need to ring the GP / GP OOHs/Emergency services
· If person refuses services/help or does not wish next of kin to be informed about the fall, Trust staff should revert to ‘duty of care’ and “best interest of the person”
3. If you suspect ANY of the above/or following: 
  Suspected Fracture       Suspected Head Injury       Suspected Acute illness*  *(e.g. chest pain/ stroke / diabetes / excessive bleeding e.g. from scalp, head or other body part(s)) If person refusing help, staff to work to “best interest”and proceed to call emergency services 



   2. CONSIDER IF THE FOLLOWING TYPES OF INJURY MAY HAVE BEEN SUSTAINED:
SUSPECT HEAD INJURY IF:  Witnessed Head Injury/ Bleeding from Head or Scalp/Headache/Seizure/Fit, Vomiting/ Falling GCS/New agitation or confusion, Focal neurological deficit, Amnesia or loss of consciousness. Consider the head injury pathway if there is an Un-witnessed fall , AND / OR if fall is from more than 1m height e.g. out of bed/over bed rails or 5 stairs, AND / OR if person is known to take anticoagulants. 
SUSPECT LOWER/UPPER LIMB FRACTURE IF: Localised pain/tenderness/swelling/abnormal position of limb(s) **    (*Immobilise if within scope of practice/training )
SUSPECT SPINAL FRACTURE IF: back/neck pain, and /or sudden numbness in or power loss of limbs, GCS <15    **                        
 **Keep patient still, do not move until help arrives



DECISION MAKING TREE TO SUPPORT IMPLEMENTATION OF THE COMMUNITY POST FALLs PATHWAY
1. ACTION WHEN WITNESS OR BECOME AWARE OF FALLEN PERSON:
1,2,4,5 all staff

(3) DCWs/Support Staff/Volunteers/Day Care Staff check “ Are they breathing” “ Are they responding”

(3) Professional Trained Staff/Trained first Aider check *ABC & *GCS scores

6) DCWs/Support Staff/Volunteers/Day Care Staff Keep person warm until help arrives or patient recovers enough to get up by self 

6) Professional/Trained Staff Keep person warm until help arrives or patient recovers enough to get up by self or be assisted up 






2 AND 3
 
(Consider If signs for Head Injury/Lower/Upper Limb Fracture/Acute Illness)


DCWs/Support Staff: 

First Step CONTACT EMERGENCY SERVICES ring 999,
 then next of kin of injured person and contact Line manager, DCS, Key worker.

Professional/Trained staff: 

if you suspect ANY of the signs in 2 of the post falls pathway: 

  Suspected Fracture       Suspected Head Injury       Suspected Acute illness* (e.g. chest pain/ stroke / diabetes / excessive bleeding e.g. from scalp, head or other body part(s) 
					CONTACT EMERGENCY SERVICES ring 999.
All staff if person refusing help, work to “best interest” and proceed to call the emergency services 










	5. Complete following actions post fall: All Staff Find out as much information from the person/witness as possible to inform emergency services or if professional /trained staff to assist decision making and action plan
All staff:  Check person’s ability to summon help, and ensure telephone, call bell, buzzer or Life line ( as appropriate) is in place and working
 Professional /Trained staff:  ensure there is an updated care plan in place and all partners in care are aware of any changes in safe systems/care delivery.
All staff: Ensure accurate completion and sharing of relevant documentation,
Trained staff: to complete Datix incident form to include falls risk factors e.g. footwear, continence, medication 
Professional/Trained staff:: ensure appropriate monitoring arrangements in place for next 24 hours and up to 72 hours post fall 
Professional/Trained staff Update falls and/or moving and handling risk assessments 
Professional/Trained staff refer to falls team or other core services as appropriate.
4. DECISION MAKING TREE TO SUPPORT IMPLEMENTATION OF THE COMMUNITY POST FALLs PATHWAY
If No Apparent Injury/ Minor Injury / No Consent
Paramedic advices no injury after telephone screening and that it is safe to get the person up. 
encourage the person to try to get up themselves if this not possible, move to assist the person using the backward chaining technique. If this not possible alert to Trust moving and handling process for managing the “fallen patient”. 
During any of these phases if patient deteriorates or complains of pain/new symptoms or all attempts are unsuccessful ring 999 again. Next of kin and/or staff member to remain with patient until help arrives.
All staff to report fall to their line manager even If  the person refuses services/help or does not wish their next of kin to be informed about the fall, Trust staff should revert to ‘duty of care’ and “best interest of the person” and this decision will be supported by the Trust senior management team.

DCWs/Support Staff to contact line manager, Domiciliary Care Supervisor (DCS), key worker to inform them of fall. DCS/Keyworker contact relevant professionals.
Professional/Trained staff contact, DCS, Line Manager, Key Worker, Clinical Co-Ordinator, GP, Doctor on call, Twilight Nursing / District Nursing as appropriate.
.*Professional/Trained staff complete new or carry out review of the person’s care plan including update of falls and /or moving and handling risk assessments as appropriate. Ensure DCWs and other partners aware of change in safe systems/care plan including the monitoring arrangements for the first 24 hours and up to 72 hours period post fall.
.*Professional staff/DCS Liaise with person/family providing guidance on signs and symptoms that would indicate the person’s condition has got worse or is deteriorating. This may include the need to contact the GP / GP OOHs or Emergency services. N.B. GP/OOHs will triage the contact call and advise on next steps.


Care Home Support Team Physiotherapy Service Criteria



· Over 65 years old

· Key worked by Care Home Support Team


· Multiple/ frequent falls

· Complex manual handling issues in consultation with Occupational Therapist- Care Home Support Team
























CARE HOME SUPPORT TEAM 
PHYSIOTHERAPY REFERRAL FORM

	Name: __________________________________________________________________
Care Home Address:______________________________________________________
__________________________________                  Keyworker: ___________________
Tel No: ___________________________                   	H & C No: ____________________
DOB: _________________________________          GP:_________________________
GP Address: ____________________________________________________________

	Medication List (or attach)
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________

	Past Medical History:
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
History of cognitive impairment? Yes/No


	Reason for Referral________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
History of Fall____________________________________________________________
_________________________________________________________________________Can the patient easily explain the fall? Yes/No

	Any dizziness, light headedness, loss of consciousness?   Yes / No
Injuries sustained?   Yes / No
Details if known: _________________________________________________________
_______________________________________________________________________
No of falls in last year _______
Any features suggestive of loss or altered level of consciousness? Yes/no

	

	Referred by:(PRINT) __________________________    Signed: ____________________
Designation of Referrer: ________________________________  Date: ______________
Contact No of Referrer: ____________________________________

	Has client consented to referral:   Yes / No

	Please email referral form to: access.information@southerntrust.hscni.net

Or Phone Access & Information on 028 3756 4300
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NAME
HCN
DOB

Bedrails Assessment 
Taken from the National Patient Safety Agency’s safer practice notice “using bedrails safely and effectively 2007








Use the risk matrix below to assist in decision making. The risk matrix is not a substitute for professional judgment. The patient should decide whether or not to have bedrails if they have capacity. Capacity is the ability to understand and weigh up the risks and benefits of bedrails once these have been explained to them 

Staff can learn about the patient’s likes, dislikes and normal behaviour from relatives and carers, and should discuss the benefits and risks with relatives or carers. However, relatives or carers cannot make decisions for adult patients

If the patient lacks capacity, staff have a duty of care and must decide if bedrails are in the patient’s best interests 
During the assessment registered health care professionals should remember: 
 Patients with visual impairment may be more vulnerable to falling from bed 
 Patients with involuntary movements (eg spasms) may be more vulnerable to falling from bed and if bedrails are used, may need padded covers. 

If bedrails are not used, how likely is it that the patient will come to harm? 
Ask the following questions: 
 How likely is it that the patient will fall out of bed? 
 How likely is it that the patient would be injured in a fall from bed? 
 Will the patient feel anxious if the bedrails are not in place? 

If bedrails are used, how likely is it that the patient will come to harm? 
Ask the following questions: 
 Will bedrails stop the patient from being independent? 
 Could the patient climb over the bedrails? 
 Could the patient injure themselves on the bedrails? 
 Could using bedrails cause the patient distress 

Ensure you know how to fit bedrails correctly, including assessing any potential entrapment gaps 

Refer to full bedrails policy or seek advice if necessary
Name
HCN
DOB






	
	Mobility

	
	Person is very immobile (bedfast/ hoist dependent)

	Person unable to mobilise independently
	Person can mobilise without help from staff

	Mental State
	Person is confused and disorientated
	Use bedrails with care

	Bedrails NOT recommended
	Bedrails NOT recommended

	
	Person is drowsy
	Recommend Bedrails

	Use bedrails with care
	Bedrails NOT recommended

	
	Person is orientated and alert
	Recommend Bedrails

	Recommend Bedrails
	Bedrails NOT recommended

	
	Person is unconscious
	Recommend Bedrails

	N/A
	N/A




	Date
	Time
	Bedrails recommended?
Yes/ No/ With Care
	Comment if necessary
	Discussion with family
	Sign
	Print name
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SAFEHIP® AirX™ and SAFEHIP® Classic

Size cm in Find your size
XS 65-85 26-34
S 7595 30-38
M 90-110 3644
L 100-120 4048
XL 110-140 44-56

XXL 120-150 48-60
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