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[bookmark: _Toc184805974]Purpose
This document provides the Canberra Health Services (CHS) Network team members with a procedure aimed at enhancing consumer safety by reducing falls risk.  It aims to do this by effectively identifying consumers who are at risk of falls, minimising falls and reducing adverse outcomes of falls. 
The purpose of this procedure is to:
Provide direction to ALL clinical team members to improve the safety and quality of care provided to consumers, by identifying their falls risk through screening, assessment and implementing appropriate falls prevention strategies.
Communicate a consistent approach across all CHS services to reducing falls risk and management of falls that is in accordance with Australian best practice guidelines. 
Increase awareness of the importance of being proactive in applying fall prevention strategies.
Communicate a consistent approach to the safe use of bed rails in accordance with best practice evidence.
Communicate responsibilities for team members.  
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It is acknowledged that there may be non-preventable falls risks due to a medical condition, cognitive impairment and/or other impairment. This procedure aims to minimise the impact of falls to the consumer and their family.
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This procedure applies to all consumers cared for by CHS, this includes infants, children, adolescents and adults.  It does not apply to neonates in the Neonatal Intensive Care Unit.  
This procedure applies to all CHS Network team members working within their scope of practice providing care to any consumer including but not limited to: 
Medical Officers
Nurses and Midwives  
Allied Health Professionals
Managers
Support Services
Students under direct supervision.
The CHS Network includes the inpatient facilities and outpatient services at the Canberra Hospital (CH), Clare Holland House (CHH), North Canberra Hospital (NCH), University of Canberra Hospital (UCH) and community-based services.
Note: for the purposes of this document the term consumer includes patients, consumers, and clients.
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Falls are a significant cause of potential harm in health care and are a national safety and quality priority.  Falls and fall-related injuries are a significant problem in Australian health care settings and the community due to the ageing population. Falls have a negative impact for individuals, organisations and the broader community.
The National Safety and Quality Health Service (NSQHS) Standards identify under the Comprehensive Care Standard the importance of preventing falls and harm from falls to minimise patient harm during health care (Action 5.21-5.23).  
In order to ensure consumers accessing CHS services are appropriately cared for and risk minimised, CHS implements a range of mechanisms to reduce the risk of falls, and harm from falls in line with the Preventing Falls and Harm from Falls in Older People: Best Practice Guidelines 2009. including:
Ensuring all consumers undergo Falls Risk Screening as part of their admission to CHS services.
If a falls screen identifies a consumer is at risk of a fall, then completing an appropriate falls risk assessment tool.
Ensuring consumers identified as at a high risk of falls have appropriate care plan fall preventative strategies identified and documented.
Addressing environmental considerations in health care settings and consumers’ homes to minimise falls risks including removing clutter and utilising appropriate equipment.
Appropriately responding to falls in the health care setting.
Ensuring discharge planning incorporates falls prevention strategy considerations. 
Team Members Education
All clinical team members are required to complete the mandatory course ‘CHS-Preventing Falls and Harm from Falls’ accessible on HRIMS. 
At NCH, ‘Fit to Transfer’ education is offered by the Physiotherapy Department to nursing team members.
Team members can also attend CHS - Manual Tasks Clinical education or a refresher, book this education via HRIMS.
Digital Health Record (DHR) Navigation
For further information on DHR processes please see F1 Tip Sheets accessible in the DHR.
Note: Access to the falls risk assessment tools will vary by DHR activity and will depend on your login department.
Accessing an Initial Assessment
Falls screens and/or assessments are completed as part of the initial assessment process for consumers and are captured in DHR as per the following functions. 
Emergency Department
On the right side of the ‘ED Narrator’ navigate to the screening section and complete the falls risk screen. 
If the screen returns a positive result, you will be prompted to complete the Adult Falls (assessment) Tool. 
Inpatient Departments
Nurses will be prompted to complete a falls assessment in the Falls section.
Nurses can also navigate to the ‘Admission Navigator’ or ‘ADT Navigator’ and complete the Falls section. 
Community 
Team members complete the Flowsheet – Community Care Program (CCP) Assessment and Risk Screening Tool.
Team members complete 3 screening questions and onward referrals in DHR drop down boxes as clinically indicated.
Care Plan documentation
If a high falls risk is identified appropriate preventative strategies must be implemented and documented as part of the consumer’s care plan.  This should occur immediately after completion of the falls risk assessment tool for all consumers identified as having a ‘high risk’ of falls. Care plan preventative strategies and documentation are captured in DHR using the Flowsheet and Care Plan activity functions. 
Emergency Department
Updates and preventative strategies put in place while the consumer is in the Emergency Department can be captured by adding information into the ‘Quick Updates’ field. 
Inpatient Adult Departments
Preventative strategies documented on the flowsheets are documented in the Care Plan Activity Tab.
Ongoing monitoring and progress or tracking documentation are documented in the Care Plan Activity Tab.
There is also the opportunity to add further information in the associated free text field and ‘Notes’ Section. 
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All CHS consumers undergo falls risk screening as part of their admission to CHS services. This may occur when admitted to a community service, through the Emergency Department or by direct admission to an inpatient ward. Falls risk screening are completed in DHR as part of the admissions flowsheets.
Screening Questions
Community:
In the community, risk screening may be conducted by a nurse or allied health professional.
Is the consumer aged 65 years or older or 45 years or older if an Aboriginal and Torres Strait Islander person?
Has the consumer had a fall in the last 12 months?
Is the consumer unsteady or requiring supervision or assistance with transfers or mobility? 
If any of the above questions are answered ‘yes’, the clinician should seek consent to refer the consumer to the following, as appropriate for the consumer:
Falls clinic
Their General Practitioner (GP)
Physiotherapy
Occupational Therapy.
Emergency Department: 
In the Emergency Department risk screening is completed by the nurse caring for the patient. 
Is the consumer aged 65 years or over, or 45 years or over for an Aboriginal and Torres Strait Islander person?
Has consumer had a fall in the last 6 - 12 months?
Clinically, do you consider the consumer at risk of falling?
Inpatient:
In inpatient areas risk screening is completed by the nurse caring for the patient.
DHR will auto-select the appropriate falls risk screening questions based on the consumer’s demographics and the department.
Falls Risk Assessment tools
If a falls screen identifies a consumer is at high risk of falls, then an appropriate falls risk assessment tool will be completed. There are four tools used within the CHS Network. 
Risk assessments are completed by the nurse caring for the patient. 
Adult Falls Tool (Ontario Modified Stratify Sydney Scoring Falls Risk Screen).
Mental Health Falls Tool (Wilson Sims Falls Risk Assessment Tool).
Maternity Falls Tool (Schmidt Falls Risk).
Paediatric Falls Tool (Humpty Dumpty Falls Prevention).
These falls risk assessment tools apply to consumers in a variety of contexts and DHR will auto-select the appropriate tool for use based on the consumer’s demographics and the department. 
Note: Access to the falls risk assessment tools will vary by DHR activity and will depend on your login department. 
Falls Risk Assessment 
A documented falls risk assessment (if indicated) should be completed in the following circumstances in an inpatient setting: 
On arrival to the hospital (within 8 hours of decision to admit/scheduled admission for inpatients). 
As soon as possible following a fall.
When a consumer’s environment changes including transfer to a new ward or room.
When a consumer’s condition (health or functional status) changes, delirium should be considered a falls risk.
When a consumer’s medication changes (multiple changes). 
When a consumer has a sedation, or general anaesthetic.
Prior to transfer to another healthcare facility.
Prior to discharge.
Every 7 days for acute and subacute consumers.
Once completed, the consumer’s identified as high risk for falls must be handed over at each shift. Consumers should be re-assessed according to the above criteria.
Back to Contents
[bookmark: _Toc184805979]Section 3 – Care Plan Fall Prevention Strategies
Based on the outcome of the falls risk assessment, consumers will have a ‘falls risk rating’ which is determined by a DHR generated score. The score will indicate if the consumer is at a high or low risk of falls. 
Care Plan Development
A multifactorial and team approach is needed to achieve significant reduction in falls and falls related injury. 
Team members must ensure that any individual falls care plans created from the appropriate falls tool are documented along with the actions taken. This includes:
Ensuring that the multidisciplinary team and the consumer, their carer and family are included in any discussions.
An automatic falls flag will be generated following documentation in the DHR for consumers at high falls risk (this can be seen on storyboard, bedboard, consumer lists)
A physical high falls risk sign is placed above the consumer’s bedside, so all team members and visitors are aware of the consumer being at risk of a fall.  Some areas of CHS have an electronic bedside board that can display a high falls risk sign.
Consumers scored as a high risk of falls will have:
A medical officer (MO) review on the same day or ASAP next day. The MO will review the consumer and make a plan to manage the falls risk. The plan is recorded in the DHR
Their falls risk level discussed at handover and a primary heath notification is completed as per the procedure below.
[bookmark: _Hlk184227738]Regular review, dependent on the plan. This could include observations and vital signs, dependent on the reason for the risk. For example, is the person intoxicated from drugs and/or alcohol or is there a medical/disability reason for their risk. Delirium should be considered a falls risk.
Documentation on clinical handover sheet that the consumer is at risk of falls. 
Their falls risk rating communicated to the consumer their carer and family, to other health team members via appropriate referrals or consults, ward meetings, clinical notes and consumer handover.
Identification as at high risk of falling in the DHR and displayed on the ward digital track board.
Alert: Falls injuries can include fractures. Management of osteoporosis should be addressed in those who are at risk of fractures. 
Prevention considerations for inclusion in individual Care Plans:
Care plan preventative strategies should address both the intrinsic (individual) and extrinsic (environmental) risk factors, ensuring that clinicians, consumers, their carer and family develop an individualised, comprehensive plan that identifies:
Goals of treatment consistent with the consumer's values.
Any specific consumer requirements, including equipment needs, environmental modifications and enhanced supervision. 
Any additional referrals required to other MDT members including allied health.
Observations or physical signs monitoring (including frequency) and postural hypotension preventative strategies.
Laboratory results monitoring and frequency. 
Assessment of sensory function and aids such as eyesight, hearing or neuropathy.
Using existing mobility aids or referring consumer for mobility aids if indicated.
Education for consumers and their carer and family, refer to paragraph below for more detail.  Any education provided to the consumer and their carer to mitigate risk must have the advice given documented in the Education tab on DHR.  
Medication review by treating team, General Practitioner (GP), or pharmacist and treating MO.
On discharge providing a letter to GP to advise consumer has been identified as a falls risk and what preventative strategies have been undertaken, request a review of medication if indicated.
On discharge providing information to consumers, their carer and family on prevention of falls and any strategies that should be implemented at home along with any community programs the consumer can access. 
At NCH and CHH:
Consumers will have their level of assistance required for safe mobilisation documented in the Care Plan on DHR and on the consumer’s white board.
A thorough consumer and environmental risk assessment is completed, particularly prior to consumer mobilisation.
A Fit to Transfer assessment is completed.
At Canberra Hospital and UCH: 
Record level of mobility and mark any mobility equipment/aids on the consumer’s bedside board and in the DHR. This needs to be consistently transferred and updated with consumer progress and consumer bed moves.
Alert: Chemical or physical restraint should not be used as a falls prevention preventative strategy. Refer to the CHS Policy and Guidance Register: Restrictive Practices for people NOT detained under the Mental Health Act 2015.
Note: Individual plans and preventative strategies should be flexible enough to accommodate the consumer’s evolving needs and circumstances.
Specific Preventative strategies that can be included in a Care Plan include:
assess consumer for cognition impairment and screen for delirium
manage continence, such as offering toileting frequently and providing appropriate continence aids 
monitor orthostatic blood pressure, refer to Attachment 1
orientating patients to their ward and bedside area
ensuring appropriate cleaning and clean-up of spills
mobility aids are available or if required moved away if consumer is assessed as requiring supervision to use the aids
cream is not applied to the soles of consumers feet before mobilising 
ensuring consistent and complete communication between all care providers
ensure a buzzer or call bell is available to consumers to contact nurses for assistance
having a protocol in place to address extra precautions needed for consumers with mental health comorbid conditions and/or conditions relating to aging that affect cognition
adjust chair and bed heights. Note: do not leave beds up high when consumer is unattended
ensure adequate lighting 
use brakes for beds, wheelchairs and commodes
consumer positioned closer to the nurse’s station
consumer moved into 2 or 4 bed room if in a single room (as allowed with regards to infection control strategies)
consider increased supervision of consumer (Team Leader to request via Patient Flow Unit, refer to Increased Patient Care and Supervision Procedure)
request assistance with supervision from family 
physiotherapy review of mobility status, suitability of walking aids and transfer method
occupational therapy review to assess and arrange for required aids to assist in Activities of Daily Living (ADL)
ensure environment is free form clutter and mess and is set up to meet the consumer’s needs and risks. Consider placement or removal of bedside table, placement of walking aid and height of chair. 
consult with Manual Tasks Educators for complex patient handling coaching and equipment recommendations, email CHS.OVandMHtraining@act.gov.au . This service is available at all facilities/campuses and home visits.
Note: The falls risk level and care plan preventative strategies must be documented and handed over to other care providers for ongoing care at transfer and/or discharge.
Managing a falling consumer
If a consumer starts to lose balance, open handed prompting to guide/assist/steady the consumer is recommended. 
Whilst mobilising a consumer, standing to the side and slightly behind the consumer puts the team member or carer in the best position to provide assistance or to assist a controlled lowering to the floor (without taking the consumers full weight).
“Catching” a falling consumer involves high risk of injury. Team members should avoid “catching” a falling consumer and assist as able with controlled lowering to the floor if possible.
If a team member is injured, or nearly injured, as a result of catching or assisting a falling consumer they need to submit a staff incident in Riskman Incident Management System.
Consumer Education
It is important that team members take the time to educate consumers about falls risks and preventative strategies to minimise harm. Falls are Australia’s leading cause of injury hospitalisations and injury deaths.
Information regarding falls risks and preventative strategies should be discussed with consumer, their carer and family and the discussion documented in the DHR Education activity. The discussion should include:
The consumer’s level of falls risk. If identified as at risk then explain the need for referral to other health professionals as required.
An orientation to surroundings. Any consumers diagnosed with delirium or cognitive impairment should not be unnecessarily moved.  For behavioural strategies to manage patients with delirium or cognitive impairment refer to Cognitive Impairment (Dementia and Delirium) and Deteriorating Mental State Procedure.
Use of non-slip footwear.
Mobility aids if required. For inpatients, if it is deemed safer for the consumer to use a walking aid, the appropriate health professional will educate the consumer, their carer and family as to why the equipment is needed and how to use it correctly. 
Placing call bell within reach.
Assistance available for toileting, if required.
If required, additional supervision or strategies to reduce the risk of falls.
Ensure the consumer and their carer understands the reasons for using the “Falls Risk” identification measures placed in the consumer’s bed space.
Involve the consumer and their carer in the bedside handover.
Supply consumers, their carer and family with the Health Information Sheet titled “Staying Safe from Falls in Hospital”. The supply of the Health Information Sheet is to be documented in the consumer’s clinical record in the Education tab.
Back to Contents
[bookmark: _Toc184805980]Section 4 – Equipment considerations for reducing falls risk
Consumers’ specific equipment needs are identified based on the risk assessment AND clinical judgement of the treating clinicians at the time of care provision.
Equipment available in CHS settings to minimise consumer falls include, but may not be limited to:
manual handling equipment
bathroom aids
mobility aids
hi lo beds
bed rails
nurse call bells
bed/chair alarms
nonslip footwear 
ezi reachers.
Safe use of Bed Rails
Bed rails may be used to reduce the risk of a consumer accidentally slipping, sliding, falling, or rolling out of bed. Bed rails will not prevent a consumer from leaving their bed and falling elsewhere and should not be used for this purpose (restraint). The decision to use/not use bed rails must be documented. The decision will be reviewed in line with changes to consumer condition.
On all occasions, the default position is bed rails DOWN, unless clinically indicated through risk assessment.
All consumers will be assessed using the Bed Rail Risk Assessment refer to Attachment 2. This information should be documented in the clinical record in DHR.
The decision to use or not use bed rails will be documented in the clinical record.
All consumers will be assessed for the appropriateness of use of bedrails on admission and reviewed in response to changes in their condition.
Whenever possible the decision to use or not use bedrails will be communicated to all team members responsible for the care of the consumer and their carer.
Use of bed and chair alarms
Bed and chair alarms are commonly used in falls prevention in hospitals and aged care facilities.
Each alarm consists of a chair or bed pad with an alarm box attached. The alarm will sound when the pressure is taken off the pad (i.e. when someone stands up or gets themselves out of bed/sitting on the edge of the bed).
Any clinical team member can install a chair alarm to minimise the risk of falls in the ward environment, where appropriate.
If there are any concerns about the suitability of chair or bed alarms, please consult with Occupational Therapy. 
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In addition to completing a falls risk screening and assessment for consumers when they are admitted to CHS services, refer to Section 3 and 4, the following apply: 
Maternity Services 
A second risk assessment must be completed after delivery of a baby if risk factors change. 
All identified risk factors will be clearly documented in DHR and communicated at each handover of care. 
Ensure the consumer is in a safe position to feed their baby. If required, infant feeding is to be supervised.
Consider epidural effects for maternity consumers. 
All new mothers are to be informed of the risk of falls for newborns and provided with information on how to lower the risk whilst in hospital.
Refer to Attachment 3 for Newborn falls risk and management. 
Note: The Neonatal Intensive Care Unit are exempt from the requirement of a Falls Assessment. 
Mental Health
Some inpatient areas such as the Adult Mental Health Unit may have consumers who are ambulant and mostly independent, and therefore may be excluded from the weekly falls risk reassessment. However, reassessment must be completed if their condition changes.
The laminated ‘Falls Risk’ sign on wall above consumer’s bed may excluded in cases of Serious Mental Health Illness where it is identified as not appropriate.
Justice Health
If the consumer is identified as being at risk of falls the inducting nurse will complete a Primary Health Notification Form to ACT Corrections identifying the consumer as a falls risk so that preventative strategies can be taken (e.g. no top bunk, lower level floor, minimal clutter in cell, etc).
Surgical Services
Consumers presenting for surgery will have a falls risk screen attended, if appropriate, during their preadmission clinic visit or whilst in the surgical admission lounge prior to surgery.
Ambulatory and Day surgery outpatients require their initial screening within 2 hours of admission. 
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Alert: Team members must be alert to the risk of bleeding following a fall for any consumer on anticoagulants. Refer to haematology department for advice.
If a consumer falls, then the following Action Plan must be followed. 
1. Immediate Care
Basic Life Support (D-danger, R-respond, S-send for help. A-airway, B-breathing, C-circulation, D-defibrillation).
Conduct complete set of vital signs and reassure the consumer. If consumer meets the MET Criteria - Dial 2222 and activate Code Blue.
Note: For consumers at CHH escalating care will depend on the consumers goals of care. If the consumer has elected for comfort care, contact the medical team for review of the consumer. If the consumer has elected for active goals of care, then call a MET via 0-000 or 2222.
Complete a Glasgow Coma Scale (GCS) assessment for all unwitnessed falls or witnessed falls where head trauma is suspected. Document GCS observations on the neurological flowsheet in DHR.
Do not move the consumer initially – call for assistance.
Assess for head-strike. Immobilise the spine if head and neck pain is reported and do not move the consumer. 
Stabilise the consumer before moving. 
Note: At NCH and CHH if there has been a head strike and the consumer is conscious with a GCS greater than or equal to 13, with no signs of bleeding or clear fluid leaking from the ears or nose, notify the MO for immediate medical review.
If the fall is not witnessed, consider further imaging if clinically indicated. 
Assess for injury, control any blood loss and manage wound per Wound Assessment and Management, if sustained (located on the Policy and Guidance Register). 
Ensure an appropriate risk assessment is performed to ensure consumer and Team Member safety before moving a consumer from the floor. 
Ensure appropriate equipment is utilised to assist in moving the consumer from the floor to support consumer safety and appropriate Work, Health and Safety procedures.


Alert
Do not move the consumer if there is indication of injury to the cervical spine. There may not be an indication of a cervical spine injury especially if the consumer is unconscious, confused, etc. The elderly are most at risk and may not complain of neck pain particularly if they have a peg fracture, all consumers should be treated with spinal precautions. Signs of injury may include bruising, lacerations, swelling, redness and abrasions in the head and neck region. Refer to Spinal Injury management of the Adult Patient Procedure.
Do not move the consumer if they have a rotated and shortened leg. This is an indication of a fractured neck of femur.  The elderly are most at risk.

Note: In a community / outpatient setting if consumer requires further urgent medical assistance Dial 000, or 0-000 if in a Community Health Centre, after assessing vital signs and follow immediate care protocol to control any wounds/bleeding. Administer pain relief as required. 
If a consumer does not require urgent medical attention, they should be encouraged to see their GP for a review in the near future and/or if issues arise.
2. Response 
Immediate
Contact Treating Team MO as soon as possible following fall for review of the consumer. The MO will assess and treat any clinical issues that arise. The MO is to complete the Post Fall Medical Assessment, Form 35557 on the Clinical Forms Register or can be accessed in DHR via flowsheets or Notes. 
Inform the Clinical Nurse Consultant (CNC)/Team Leader.
Inform the consumer’s carer and family of the fall and, where appropriate, discuss an ongoing management plan. Document interactions with the family/carer. This Open Disclosure communication with the consumer’s carer and family should be conducted as per the Open Disclosure Procedure.
In the community the following people should be notified of a consumer fall with the consumer’s consent:
· Next of Kin, their carer and family 
· usual treating team including their GP.
Reporting 
Clinical incident notifications: 
· If incident during Business Hours: Team Leader or CNC to notify Nursing Director and Assistant Director of Nursing (ADON). Depending upon severity of fall incident, escalation of notification to Executive may be required. 
· If incident occurs After Hours: notify After Hours Hospital Manager (AHHM). Depending upon severity of fall incident, escalation of incident may need to be notified by AHHM to the Executive On-Call.
· Complete a clinical incident (RiskMan) notification, including the falls extension, and record RiskMan incident number in the consumer’s clinical record. 
If serious injury or death has occurred, the incident will be referred to Clinical Review to determine what investigation will be conducted. 
The Manager is required to confirm the outcome of the fall (any injuries sustained by the consumer) and complete the investigations and controls implemented and Manager Responsibilities sections of the incident report. 
Documentation
The fall must be documented in the consumer’s clinical record and include any injuries, observation, an updated falls risk assessment and MDT management plan. 
[bookmark: _Hlk176797486]Refer to Attachment 3 for documentation of a fall of a newborn. 
Handover appropriate information to all team members caring for the consumer.
Post Fall Huddle
Note: In an outpatient/community setting an MDT post fall huddle does not occur. 
A ‘No blame culture’ amongst the MDT should be established to ensure accurate reporting of falls and to avoid feelings of guilt or blame amongst Team Member. This is important for the quality improvement process. 
A multidisciplinary post fall huddle should be conducted as soon as practical, within 24 hours of the fall occurring, to discuss what happened, why it happened, how it can be prevented in the future including changes in patient management. Use the post fall huddle template on the DHR.
MDT huddle should include allocated nurse, physiotherapist, ward CNC/Team Leader and other relevant staff in the treating team. Where appropriate, the consumer should be included in the post fall huddle.
Note: The MDT Post fall huddle document (Clinical Form 35026) should be completed and scanned into the DHR or can be accessed in DHR via Notes, smart text post fall. 
The goals of the MDT post fall huddle are to:
analyse falls and determine whether the falls were preventable.
collaboratively review and reassess the patients falls risk using the appropriate tool.
holistically review the history, presentation, diagnosis medications and pathology to exclude any reversible causes.
discuss and implement appropriate falls prevention strategies.  Falls prevention strategies should be reviewed within 48 hours to determine if further changes are necessary.
assign tasks to members of the MDT to implement falls prevention strategies. Refer to Section 3 and 4 for fall prevention strategies and equipment.
Strategies that are deemed appropriate should be implemented by the MDT within two (2) hours of the MDT falls huddle meeting and the strategy clearly documented in the clinical notes. Information boards should be updated as appropriate.
The CNC/Team Leader should ensure that family are aware of strategies and implications for consumer care. 
3. Observation
Monitor and record vital sign observations, and in cases of suspected head trauma or unwitnessed falls GCS, as follows, or more frequently as indicated:
· Hourly for 4 hours.
· Then 4 hourly for 24 hours, for head trauma or unwitnessed falls only every 4 hours if the GCS remains above 14.
Increase frequency of vital signs and escalation of care based on consumers clinical condition (MEWS score) and GCS (if head injury is suspected). 
Refer to the Policy and Guidance register: Vital Signs and Early Warning Scores Procedure for your facility and Neurological Observation Procedure. 
Notify a MO immediately if there are any changes in consumer observations or condition
Examples of deterioration include: 
· Fall in GCS by two or more Points (MET call).
· Consumer has a delayed or focal seizure (MET call).
· Increasing confusion (assess for delirium).
· Consumer develops unequal or increased pupil size and/or decreased reaction to light (MET call).
· Persistent vomiting (2 or more occasions).
· Persistent severe headache.
· Persistent abnormal alertness/behaviour/cognition (assess for delirium).
Observe the consumer for signs of bleeding if on anticoagulants. 
Note: 
At NCH
Continue GCS monitoring daily for 7 days or until discharge (whichever occurs first) or until the consumer is medically cleared. Provide a head injury information sheet e.g. What to do after mild traumatic brain injury (adult) handout to any consumer discharged within 7 days of a sustained or suspected head injury.
In a community/outpatient setting
Arrange for ongoing medical care for the consumer as required. This is most likely to be a referral to GP or emergency department via ACT Ambulance Service or own transport.


4. Ongoing Care
Re-orientate the consumer to their environment.
Review the consumers environment to ensure appropriate for consumer needs (e.g. hi-lo bed, position of locker/belongings, call bell, and mobility aids).
Review of clothing consumer is wearing to ensure long gowns, socks and footwear are not contributing to falls. 
Continue wound management if wound sustained in fall. 
Reassess the consumer and arrange any additional multidisciplinary interventions that may be required. This may include:
· Cognition status review
· medication review
· geriatrics/rehabilitation review
· nutrition review
· physiotherapy review
· occupational therapy review
· social worker review
· optometrist, audiologist, podiatry, Vision Australia or other specialist on discharge
· Community Falls Clinic on discharge
· Community Care Nursing or Allied Health review
· Pastoral Care
· Aboriginal Liaison Officer (ALO).
Note
At NCH and CHH 
Nursing Team Member to review consumer vital signs and conduct Fit to Transfer assessment prior to mobilising post fall.
In a community/outpatient setting
Refer to Occupational Therapy for home safety assessment if applicable and consumer agreeable.

Alert: Indications for a CT scan post head strike include: 
GCS less than 15 at 2 hours post injury.
Deterioration in GCS.
Focal neurological deficit.
Clinical suspicion of skull fracture.
Vomiting (especially if recurrent or projectile).
Age greater than 65 years.
Seizure.
Consumer taking anticoagulant or antiplatelet treatment, including prophylactic enoxparin
Prolonged loss of consciousness (more than 5 minutes).
Persistent post traumatic amnesia (Abbreviated Westmead Post Traumatic Amnesia Scale (A-WPTAS less than 18/18 4 hours post injury).
Clinical symptoms NOT IMPROVING at 4 to 6 hrs post time of injury.
Clinical deterioration or clinical symptoms not improving during observation period.
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Discharge Planning
Consumers who have an identified falls risk will have a post discharge falls prevention plan developed prior to their hospital discharge by the multidisciplinary team. Planning should commence at admission.
Include specific falls information in all discharge/After Visit Summary, transfer and referral information for all consumers at risk of falls or who have fallen.
Post discharge risks are to be identified as early as possible and risk management strategies should be developed in consultation with the consumer, their carer, Community Services and the consumer’s GP.
Physiotherapist and Occupational Therapist assessment should be considered to enable safe discharge.
An assessment of risk in the environment to which high risk consumers will be discharged may need to be arranged with Occupational Therapy and/or Physiotherapy.
Allow adequate time for equipment availability and education of consumer and their carer to prevent any delays in discharge from inpatient settings.
Consider referral where appropriate to the Falls Prevention Clinic and other community nursing and allied health services. Referrals can be made via DHR Future Outpatient Orders.
Considerations for discharge post head strike:
Does the consumer meet the following criteria:
GCS is scoring 15.
No persistent post traumatic amnesia.
Alertness/ behaviour/ cognition returned to normal state.
Clinically improving after observation.
Normal CT scan or no indication for CT scan.
Responsible person available to take the consumer home and supervise them.
Discharge advice understood by consumer and their carer and documented in Discharge Tab on DHR. 
Clinical judgement is advised regarding discharge and follow up of elderly consumers or consumers with known coagulopathy or bleeding disorder due to increased risk of delayed subdural haematoma.
Discharge for home observation if the above criteria met:
Provide written consumer advice e.g. on the After Visit Summary. 
Advice to return to Emergency Department if deterioration occurs.
Provide discharge summary to GP.
Advice to see GP for follow up if they are not feeling back to normal within two days.
Routine GP follow up for any consumer with: 
· minor CT scan report abnormalities 
· significant clinical symptoms 
· prolonged post traumatic amnesia.
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Monitoring of compliance with this procedure occurs through the clinical audit program, refer to Audit Program – clinical and non-clinical guideline and Clinical Audit Program SharePoint site for more information.
CHS collects data on falls using the Australian Commission on Safety and Quality in Health Care’s list of Hospital Acquired Complications (HAC). Clinical areas are able to access HAC data via the Hospital Acquired Complication Dashboard. 
The Comprehensive Care Committee for Canberra Hospital and North Canberra Hospital monitor falls data for facilities and the organisation.  
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[bookmark: _Toc184805985][bookmark: _Hlk43366294]Evaluation
[bookmark: _Hlk170467190]Outcome
[bookmark: _Hlk170467240]Consumers are assessed for falls risk as documented in this procedure.
Consumers identified as high risk for a fall have a care plan documented which includes falls prevention strategies.
Measures
Review of clinical audit data of falls assessment to ensure it is being completed for all consumers within the identified time frame.
Review of clinical audit data to ensure care plan is documented for consumer’s assessed as high risk of a fall.
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Policies
Nursing and Midwifery Continuing Competence Policy
Health Practitioner Credentialing and Scope of Practice
Incident Management – Clinical
Procedures
Patient Identification and Procedure Matching 
Infection Prevention and Control
Vital signs and Early Warning Scores – Canberra Hospital
Vital Signs and Early Warning Scores – NCH
Vital Signs and Early Warning Scores – UCH
Clinical Handover
Open Disclosure
Incident Management – Clinical
Restrictive Practices for patients NOT detained under the Mental Health Act 2015
Prevention, Diagnosis and Management of Delirium in the Acute Setting - NCH
Cognitive Impairment (Dementia and Delerium) and Deteriorating Mental State 
Neurological Observation
Guidelines 
Wound Assessment and Management
Consent for Healthcare Treatment
Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021
Other
Australian Charter of Healthcare Rights
Preventing Falls and Harm from Falls in Older People: Best Practice Guidelines 2009
NSQHS Standard 5 Comprehensive Care, Actions 5.21-5.23 
Preventing Falls and Harm from Falls in Older People (Community Care): Falls facts for Nurses Australian Commission on Safety and Quality in Health Care Guidelines
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1. Australian Commission on Safety and Quality in Health Care, Preventing Falls and Harm From Falls in Older People, best practice guidelines for Australian Hospitals, 2009. https://www.safetyandquality.gov.au/sites/default/files/migrated/Guidelines-HOSP.pdf 
2. The National Ageing Research Institute (NARI) Falls Prevention Guidelines for Emergency Department 2007 https://fallssa.com.au/wp-content/uploads/2016/07/Hosp_Falls_Prevention_ED_Guidelines_JULY_2007.pdf 
3. Australian Commission on Safety and Quality in Health Care, Implementation Guide for Preventing Falls and Harm from Falls in Older People. 2009. https://www.safetyandquality.gov.au/sites/default/files/migrated/30567-Guidelines-ImplementationGuide.pdf 
4. Australian Commission on Safety and Quality in Health Care, Preventing Falls and Harm from Falls in Older People: Best Practice Guidelines for Australian Community Care. 2009. https://www.safetyandquality.gov.au/publications-and-resources/resource-library/preventing-falls-and-harm-falls-older-people-best-practice-guidelines-australian-community-care 
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[bookmark: _Toc184805988]Definition of terms 
CNC: Clinical Nurse Consultant
Consumer: Any person, client, consumer, or patient of Canberra Health Services
Fall: An event which results in a person coming to rest inadvertent on the ground or floor or other lower level. 
GP: General Practitioner
Preventative strategies:
Multifactorial: 
· An intervention made up of a set of single strategies that are intended to address some or all of the specific risk factors that were identified through an individual’s fall injury risk assessment. This is ideally provided by a multidisciplinary team.
Single: 
· An intervention targeting one risk factor, such as a balance and strength exercise program or medication adjustment. 
Elderly/Older Person: A person aged 65 years of age or over, or 45 years and over for Aboriginal and Torres Strait Islander adults.
Paediatric fall: Paediatric falls should be considered in the context of normal physical growth and cognitive development. Children are likely to experience falls as they become more active and begin to explore their environments. However, some falls are preventable along the growth and development continuum.
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Falls Prevention, Management, Injury, Screen, Assessment, risk, Bed Rails, strategies, Hypotension, orthostatic blood pressure, North.
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Attachment 1 – Measuring Orthostatic Blood Pressure
[bookmark: _Hlk184805918]Attachment 2 – Bed Rails Matrix
Attachment 3 – Newborn falls risk and management
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[bookmark: _Toc184805991]Attachment 1 – Measuring Orthostatic Blood Pressure
Measuring Orthostatic Blood Pressure
Postural hypotension or orthostatic hypotension is defined as the “reduction in systolic blood pressure of greater than 20mmHg or a reduction in diastolic blood pressure of greater than10 mmHg during the first 3 minutes of standing from lying down”. This is typically associated with autonomic failure and can be multi-factorial. This is a common cause of consumers falling and needs to be included in the risk assessment for a consumer who has sustained a fall as multiple strategies can be employed to reduce the subsequent risk of falls and related injury to these consumer.
Postprandial hypotension is defined as a reduction of systolic blood pressure of greater than 20mmHg 1 hour after a meal.
Consumers with postural hypotension should not have hot showers.  They should be educated about taking time to stand up from a sitting position and sitting up from a lying position. 


[bookmark: _Toc184805992]Attachment 2 – Use of Bedrails Matrix

	
	
	Mobility

	
	
	Patient is very immobile (bedfast or hoist dependent)
	Patient is neither independent nor immobile
	Patient can mobilise without help from staff 

	Mental State
	Patient is confused and disorientated
	Use bedrails with care
	Bedrails not recommended
	Bedrails not recommended

	
	Patient is drowsy
	Bedrails recommended
	Use bedrails with care
	Bedrails not recommended

	
	Patient is orientated and alert
	Bedrails recommended
	Bedrails recommended
	Bedrails not recommended

	
	Patient is unconscious 
	Bedrails recommended
	Not applicable
	Not applicable


Adopted from NHS Foundation Trust ‘Bed Rail Policy’ ratified by Quality Safety Governance Committee on 13th March 2018. www.dtgp.cpft.nhs.uk/FileHandler.ashx?id=1347)
Use this risk matrix in combination with your clinical judgement remembering the following: 
Patients with capacity can make decisions about bed rail use.
Patients with visual impairment may be more vulnerable to falling from bed.
Patients with involuntary movements (e.g. spasms) may be more vulnerable to falling from bed. 
Patients with a cognitive impairment are at high risk of falls.
Instructions for use: 
Determine patient mental state, then determine mobility. Follow the matrix across until both mental state and mobility meet. 
Use of bedrails must be reassessed when patients condition changes. 


[bookmark: _Toc184805993][bookmark: _Hlk176797329]Attachment 3 – Newborn falls risk and management
Neonate falls risks in hospital
All neonates are at risk of falls whilst in a hospital setting. Increased risk factors include:
Co-bedding/co-sleeping while feeding 
Impaired awareness of mother (e.g. fatigue/sedation /dim lighting) 
Impaired mobility of mother (e.g. epidural, post-surgery, disability) 
Primiparous mother 
Underlying maternal medical conditions  
Time of day (e.g. night-time, limited family support outside visiting hours) 
Immediate care of newborns involved in a fall
Immediate action includes a physical examination and ongoing assessment for possible traumatic brain injury and includes:
· assessment of airway, breathing and circulation
· evaluation of level of consciousness
· assessment of local traumatic injuries
· full set of observations.
All newborns that have had a fall should be carefully moved to a surface with adequate lighting and heat source such as the neonatal resuscitaire for assessment. It is important to check if the newborn had received Vitamin K after birth. 
Call a MET if the newborn is unresponsive, having seizures or there are obvious signs of external injury (any new swelling over scalp/ new bruise/ suspected limb fracture/ clear fluid draining from the nose or ear. 
If newborn is responsive, active, crying with no obvious signs of external injury a paediatrician should be notified and a full set of observations performed. Ongoing observations as per the observation schedule for all other consumers listed below. 
Note: It is vital that communication with parents is maintained, and updates provided as soon as practical.
Documentation of a fall involving a newborn
Clearly document the circumstances of the fall in the clinical record. This includes
Who was caring for baby at time of fall? 
What happened? 
When was baby last known to be safe and well? 
Who found baby after fall? 
What was estimated height from where baby fell to floor? 
What was height of bed from floor? 
Were the side rails raised? 
Type of surface baby was found on? 
Had parents received information about preventing falls on admission to ward? 
What and when was the last risk assessment of mother undertaken? 
What and when were the last observations of mother undertaken? 
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