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Falls: procedures for the prevention and management of adult in-patient falls
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All patients must be assessed using the Falls And Bone Health Multifactorial Assessment, Actions and Interventions tool (in the Generic Assessment Booklet)


within 6 hours of admission and on transfer to another setting and reassess after a fall or change in condition


Complete Use of Trolley/Bedrails Record and Decision Aid within 6 hours


All patients who can understand and retain the information must receive Standard Guidance

















Drugs associated with increased falls risk include:


Anti-hypertensives


Benzodiazepines


Anti- psychotics


Anti-depressants








Postural hypotension Guide:


Monitor and record lying and standing BP & HR: (follow appendix 12 in procedures). Manual pulse check (note arrhythmias)





Refer to:


ward doctor for


all medical issues


use of medication to promote bone health


therapists for mobility; foot care; activities of daily living issues


pharmacists or doctor


medication reviews








Multifactorial Assessment (MFA) Multifactorial Interventions (MFI) Plan is developed/ agreed with patient/family


Update and record Fall and Fracture History


History of low trauma fractures; osteoporosis/lives in care home?


Underlying Medical Causes:


On medications that lower BP or cause dizziness?


Medically unwell, e.g. scoring on NEWS; fallen or at risk of seizures?


Cognitive/Mental State:


Agitated; restless; impulsive; disorientated or confused? 


THINK DELIRIUM and its cause (Use 4AT)


Prescribed Medication:


Prescribed sedatives, hypnotics, antipsychotics or diuretics?


Mobility:


Needs help to stand and/or walk?


Tries to walk unaided but unsafe, e.g. to toilet?


Uses walking aids?


Foot problems?


Sensory Deficits:


Sight and/or hearing impairment? When last tested?


Glasses or hearing aid unavailable?


Numbness, weakness or spatial perception problems?


Essential Care and Assessment Issues:


For example; continence; nutrition; hydration or communication needs?


Patient and Family Perspective


Other risks highlighted by family? (Complete This is Me)





Mandatory actions: Standard Guidance: 


Must take into account the patient’s ability to understand and retain information 


Standard Guidance:


Call bell working and in reach (where applicable)


Advise on safe transfer/mobility and promote consistent messages


Advise on safe footwear


Give  the ‘Reducing Harm from Falls’ information leaflet 


Note anticoagulants and identify at safety briefing/handover


Environment and/or Equipment:


Orientate patient to ward 


Advise on risks from drips/tubing/aids


Mitigate any slip or trip hazards


Post anaesthetic/procedure


Advise about transfer/mobilising following anaesthetic/procedure





Review Assessment and Interventions 


(at least weekly unless specified otherwise) AND





Following every fall


Change in patient’s condition: 


increasing level of frailty/acuity or improvement 


Following transfer to a different clinical area


Prior to discharge consider interventions that may reduce the risk of a fall








If yes ACT





Use of Trolley/Bedrails Record and Decision Aid tool must be used for ALL patients.





Review and re-assess: 


weekly/monthly/change in patient’s condition


Transfer to a different clinical area


Transfer to a different model of bed





Targeted Interventions to reduce risk of harm for selected patients: 





Ultra-lowering beds and floor safety mats


Intentional rounding   			 


Move to more observable area


Movement sensors                                        


Enhanced observation
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THINK!  MODIFY RISKS and Communicate information to receiving care setting and GP where appropriate
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