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| would like to acknowledge the traditional owners of the
land on which we are meeting today and acknowledge
that we are on Aboriginal land and | pay respect to the
elders past and present and extend that respect to othe
Aboriginal people present

Aswe share our own knowledge, teachingarningand
research practices may we also pay respect to the
knowledge embedded forever within the Aboriginal
Custodianship of Country
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IMS Falls by age, January 20dBecember 2016
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http:// www.cec.health.nsw.gov.au/clinicalicidentmanagement
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http://www.cec.health.nsw.gov.au/clinical-incident-management
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Preventing falls
and harm from falls
in older people.

Best practice guidelines for

Australian hospitals and
residential aged care facilities 2005

Preventing Falls and Harm from Falls

National Safet:
and Quality Heal
Service Standar
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Falls in hospital
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fSerious Incident Investigation

Az Fall Risk Screen Fall Risk Assessment

Post Fall Management
» Complete SAC2 Falls Incident Investigation form Use CEC Post Fall Guide

- Cineal cam il b fomed Compiesand dosumet & Management Plan

» Fall to be investigated & recommendations
implemented.
.

r[lisclurge and Refer

Improving communication
@ﬁaﬁtﬁgmhmf:aﬁmeﬁ%m“ CnnsiderM to falls prevention exercises . .
wil s s andhesiny row o 0 Clinical Handover

Intervention Tai Chi, Stepping On, Cecupational
recom'nenda‘uuns for further %Egpg;rph;pmug groups, Otago
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Post Fall

-2 CEC POST FALL GUIDE b, | diat
mFN L Ls Patients who fall require observation and ongoing monitoring. , m m e I a e re S p O n Se

Staff are to follow local Clinical Emergency Response Systems CLINICAL .
Mm L L e s (Assessment & observations)

Strong indicators for a CT Scan include (see algorithm for full list of risk factors):

« The patient is on anticoagulants, antiplatelets, or with a known coagulopathy, {check INR/APPT).

+ Hasan GCS or ing changes in ition, changes in iour, or increasing i »»
« Has large facial or scalp bruising, nausea, vomiting or persistent severe headache.

« Age z 65 years (clinical judgement required).

Key conditions to be on alert for:

o Delirium

« Head injuryg monitor patients on
anticoagulants

a Sepsis

| Basic life support o o o
<z> Danger, Responsive, Send for Help, Airway, Breathing, CPR, Defib (DRSABCD) Clinical
[ Emergency
Y4l Rapid assessment R;wu . . . .
LA Pain, bleeding, injury, fracture ystes O b t & I I l t
=8l Do not move until assessed: examine cervical spine and immobilise if there is ,,r;’;‘;u n 0 I n O Se rva I O n S O n I O rl n
=9 an indication of injury »>>
e Notify
E Observations Medical c
£l BP. P, R, T, Sp0z, Blood Glucose and Pain Score, Neuro Observations S - R
BP, P, R, T, Sp02, Pain Score, Neuro Observations, BGL (if indicated) ‘ l I I l I l t
« At least hourly for a minimum of 4 hours l P O u n I C a e
+ 4 hourly for the next 24 hours or as clinically indicated, then N '
+ REVIEW - ongoing observations as required »» D
CHECK FOR SEPSIS '
= Does this patient have sepsis risk factors or signs & symptoms of infection? | YES [Follow Sepsis c R
and vay
= Does this patient have observations in the yellow zone? T—— ‘»flm“ Lok »» A E D O C u I I l e nt
CHECK FOR DELIRIUM T TR l- S
« Does this patient have fluctuating changes in cognition, ’ YES “'L",‘“’ &
changes In behaviour, Increasing confusion? SOl (DD P
CHECK FOR HEAD INJURY Refer to PD2012_013: Initial Management of Closed Head Injury in Adults, R o
Does this patient have a head injury? Algorithm: Initial Management of Adott Mild Closed Head Injury E N

Are you concerned about this patient and or family, carer has reported concerns?

THERE MAY BE MANIFESTATIONS OF HEAD INJURY AFTER 24 HOURS 3
- CONTINUE TO MONITOR -

« Reassure the patient and explain all treatment and investigations.

« All patient falls are to be reported to medical officer for review.

= Notify the person responsible (family/carer/friend) with permission and inform them about the fall.

« If the person is not able to communicate effectively engage with the substitute decision maker.

« Discuss appropriate treatment options and clarify if there is an Advance Care Directive in place - symptom
management is important.

« Implement plan of care and inform staff of care plan.

« Communicate at clinical handover - observations, falls risk and interventions in place. P O St F al | H u d d | e S

« Treatment, palliation/escalation process and outcome documented in the clinical record.

« Change falls status to: HIGH RISK and record in clinical record and complete revised care plan.
+ Complete lIMS report and note incident and |IMS number in the clinical record.

« Complete a review of fall event with ward clinical leadership team.

| oocument Il communicaTe [l ONGOING OBSERVATIONS and MONITORING

» Complete CEC Incident Review for any serious injury/outcome from fall. C L| N | C A L
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FROP-Com Fall Risk Screen

B Falls Prevention for Community Care Settings
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Community

FROP-Com

HIGH RISK
Score: 4 -9

[

LOW RISK

Score: 0 -3 Fall Risk Screen

Plan of care developed In consultation

with Patlent/Cllent or famlly carer

FRORCom

Fall risk assessment and intervention

+ Discuss & provide
fall prevention
resources
Referral suggestions:
Health + Notify GP of any fall + Encourage balance and strength + General Practitioner
Facility: risk factors e.g. Poor — axercises* _ Conduct or refer for a + Community Nurse
= balance, mobility, « Give Staying active and on your feet multifactoral risk assessment: + Pharmacist
= FROP-COM medication issues booklet + Cognitive Screen/Delirium screen + ACAT
== | COMMUNITY FALL RISK SCREEN » Refer to local Stepping On program + Medication review + Optometrist
ﬁ' « Refer to the NSW Health Actlve + Feet/foot pain and footwear + Podiatrist
= and Healthy website'" to find a + Vision check or a referral for vision mm) - Dietitian
Eg FALLS HITORY ll?cal gxerdjg progrelxqm that includes + Vitamin D +/- Calcium + Aboriginal Health
= alance and strength exercises + Postural dizziness/postural hypotension + Migrant health service
=={f | 1 Mumberotiats n e pact 12 mants? + Other Falls Prevention Flyers *** + Mobility + Physiotherapist
« Continence Issues + QOccupational Therapist
+ Nutrition status - under/overweight + Continence Nurse
FUNCTION: ADL sisfs + Exerclse Physiologist
o | ot Problem with Balance Problem with ADL, home l
and/or Mobility? environment or functional issue?
o g Referral to Physiotherapist, Referral to Occupational Therapist i
2 Exercise Physlologist and/or andjfor GP. Main concern balance related Main concern
o B [ maance Gp Prioritise referral to Physlotheraplst, 3
© 2 [ 2umen Exerclse Physlologlst and/or GP for ADL/function related
§ g | et oot of iomig helrbetonc=? mobility/balance assessment Prioritise referral to
§ oesen g a8 | . yen modersiety unstzody 3 Occupational Therapist
L3 Sorimeonaetmt N P g and GP for ADL /
§ | "Mt Rckeien ik e mod ity e ey s it § Document Care Plan, actions andj/or referrals made in patient notes functional assessment
: 8 el ik
fs) “Total Risk Score| [ 1 g *Research shows increasing balance and strength in lower limbs helps to prevent falls in over 65 year olds
3 **Active and Healthy website www.activeandhealthy.nsw.gov.au Clinical Excellence Commission 82015 Version 1, SHPN: (CEC) 15037
“Total soars o [1 [z s « [ s [ s [ 7= = ; *** Falls Prevention flyers for patient, family and/or carer www.cec.health.nsw.gov.au/programs/falls-prevention ckmoviedgenantt Canal Coust LocelHeskthCistict
Rk of EErE o7 14| | 77
Grading of falls rick 0-3 Low risk 4-8 High rick ;
MEDICATIONS. g
tar roview &
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