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Medical Conditions Risk factors for falls

Stroke

Incontinence

Parkinson’s disease
Dementia
Delirium

Sensorimotor & Balance
e Muscle weakness

Impaired vision

Reduced peripheral sensation
Poor reaction time

Impaired balance

Medications
e Psychoactives
e Polypharmacy

Environmental
Psychosocial & Demographic * Poor footwear Af i
History of falls Home hazard i‘
Depression External hazard <
Advanced age Inappropriate spectacles ,.
Living alone
ADL limitations
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e Female gender
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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 other
Aboriginal people present.

As we share our own knowledge, teaching, learning and
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 2013 - December 2016
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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

L]

F}E& Falls Prevention in Hospitals

Falls Rizsk Screen

Ontario Modified Stratify
fSydﬂer Scoring)

admission

in

?IEDE ents
Hospital wiﬂ'lin 4 hours :-I"ga?nissiuﬂ

[ Continue with admission ]

Falls Risks identified

Falls Risk Assocssment and Management
Plan (FRAMP)

Identify Fall risks in FRAMP and choose relevant
interventions, implement and document

S
Re-do Falls

Screen &

FRAMP

when

patient:

- falls

+ hasa
change of
condition or

. i3
transfemsd
to another
ward facility

BINDING MARGN - NO WRITING

A

" Engage with Patient/Family/Carer

Prowide patient'carer with falls prevention information

Engage patient/carer in dewelopment of the care plan and provide
information

fSerious Incident Investigation
SAC 1 —Follow RCA guidelines

Patient
Falls

SAC2 or repeat fall
» Complete SAC2 Falls Incident Investigation form
« Climical team will be formed.
» Fall to be investigated & recommendations

Post Fall Management
Use CEC Post Fall Guide
Complete and document all
mterventions

implemented.
.

r[lisclurge and Refer

Ensure GP, famiy/carer, RACF andlor other
relevant care providers are informed of:

Consider refemal to falls prevention exercises
www activeandhealthy new gov.au

atients fa.lls risks

. recom'nenda‘uuns for further
\. assessment

Intervention &g Tai Chi, Stepping On_ Occupational
TherapistPhysiotherapist groups, Otago

CEC 3epinmber 3013
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Fall Risk Assessment
& Management Plan

Fall Risk Screen

Improving communication
Clinical Handover
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Post Fall

= CEC POST FALL GUIDE
NSW
Patients who fall require observation and ongoing monitoring.
Staff are to follow local Clinical Emergency Response Systems LINICAL
o and if at any time a staff member is concerned EXCELLENCE
PREVENTION PROGRAM about a patient they can call for a Clinical Review. COMMISSION
| Basic life support o o
(z> Danger, Responsive, Send for Help, Airway, Breathing, CPR, Defib (DRSABCD) Clinical
o Emergency
4| Rapid assessment Response
LA Pain, bleeding, injury, fracture sy:::’“
= Do not move until assessed: examine cervical spine and immobilise if there is Prolneols
=9 an indication of injury »>>
2 Notify
E Observations Medical c
8 BP. P, R, T, Sp0z, Blood Glucose and Pain Score, Neuro Observations G VAR atm LAN) R
BP, P, R, T, Sp02, Pain Score, Neuro Observations, BGL (if indicated) l P
« At least hourly for a minimum of 4 hours
« 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 i Follow Sepsis c R
and Bathwian
= Does this patient have observations in the yellow zone? Chiieal sy, »» A E
CHECK FOR DELIRIUM e L S
« Does this patient have fluctuating changes in cognition, ’ YES “'L",‘M* e I
changes In behaviour, Increasing confusion? =2l (D) P
CHECK FOR HEAD INJURY Re PD2012_013: Initial Management ¢ Head Injury in Adults, R O
Does this patient have a head injury? Algorithm: Initial Management of Adult Mild C Head Injury E N
Strong indicators for a CT Scan include (see algorithm for full list of risk factors): s
« The patient is on anticoagulants, antiplatelets, or with a known coagulopathy, {check INR/APPT). v
+ Hasan GCS or ing changes in ition, changes in iour, or increasing »» E
« Has large facial or scalp bruising, nausea, vomiting or persistent severe headache. '
« Age = 65 years (clinical judgement required). E
Are you concerned about this patient and or family, carer has reported concerns? w
THERE MAY BE MANIFESTATIONS OF HEAD INJURY AFTER 24 HOURS b>>> 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.

management is important.
« Implement plan of care and inform staff of care plan.
« Communicate at clinical handover - observations, falls risk and interventions in place.

= 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

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

+ Complete lIMS report and note incident and |IMS number in the clinical record.
« Complete a review of fall event with ward clinical leadership team.
» Complete CEC Incident Review for any serious injury/outcome from fall.

| oocument Il communicaTe [l ONGOING OBSERVATIONS and MONITORING

« Change falls status to: HIGH RISK and record in clinical record and complete revised care plan.

Immediate response
(Assessment & observations)

Ongoing observations & monitoring
Communicate

Document

Key conditions to be on alert for:

> Delirium

> Head injury — monitor patients on
anticoagulants

> Sepsis

Post Fall Huddles
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FROP-Com Fall Risk Screen

B Falls Prevention for Community Care Settings

FALLS
PREVENTION
PROGRAM

CLINICAL
EXCELLENCE
COMMIESION

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

FROP-Com

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 &
Tall risk E
o o o O opioiss |
Frint Name:
i ‘Bigrature Daie I I g
i g CLINICAL
NO WRITING Page 10of 1
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COMMUNITY CARE SETTINGS

Procedure Following a Fall

bills O
PROGRAM ; S
. F LLS CLINICAL
NOTE: Any fall may lead to serious consquences in the older population EXCELLENCE

PREVENTION PROGRAM COMMISSION
SLNICAL REVIEW - &P CALLAMEULANCE
, 7| Timely review of person by the General Practitionar Rapid Response: Dial Triple 0 (000) Informatlon fOI I OWIng a fa " at home
If person requires basic life support One in three people over 65 living in the community will have at least one fall
during the next 12 months. Many fall more than once. This can lead to a loss of
~Resmiain ealn persin and farmily confidence and independence.

* Immediate Response: Apply DRSABCD (Danger, Responsive, Send for Help, Alrway, Breathing. CPR, Defibrilatc if availabie)
Seek medical attention after a fall if you:

Check for slgns of Injury » take anticoagulant medicines (blood thinners) as you may be at increased risk of
injury and bleeding

Otssarve for unusual bedy pesture, setive biseding, bruising, new pain, neurclogical signs

feel increasingly sleepy, restless, confused, agitated, a change in behaviour
have increased pain
cannot move part of your body, or have increased clumsiness or balance problems.

+Leg shortened, rolled outwards could indicate a broken hip » have a headache that gets worse, or will not go away
» Deformed wrist/am could indicate a fracture > feel dizzy or faint
* Bruisi ing around the head could indi injury .
ian, agilaticn and changes i ot - coukd ind injury » are nauseated or are vomiting
=15 the parson on anthocagulants? Ifyes.- be alertfor head Injury. thene b an increasad tisk of rra-coania! injury/intemal blesdting » have blurred vision or slurred speech or saying things that don’t make sense
= If you b your elinical j eall for a clinkeal revi id respanse 5
Vo
5

Person has had a fall and Is UNABLE to get to thelr feet/has an
Injury/acute confuslon and Is unable to be treated and stabllised

After a fall, visit your GP to discuss:

« CALL an AMBLULANCE Triple 0 (000)
:Z::mm = p-:I::;! = e chal- et »  exercise that is best for you to reduce falls » bone health
*Make person comortable and manitor for signs of shack of other change in condition »  how to improve your mobility » if you need vitamin D
* DO NOT lagve client unattendad . - . .
»  how to manage chronic health conditions » any vision problems
»  your medications (that might lead to a fall) » any foot pain or problems
Person Is found on the floor - has no obvlous Injury and Is able to get to ) )
thelr feet OR person reports that they have had a fall Staying Staying Active and on Your Feet booklet
= Where required assist person inbo a chair - as per procedure page 15 Staying Active and an our feef booklet or CEC Flyer How o ged a,ﬁ}!},fe } Health and Iifestyie checklist
ey your feet ¥» How to get up from a fall

¥» Exercises to do at home
» Home safety checklist

- Digcuiss the incident with and assess lof afvy ehange in function (ADL/mobility)

» Contact person respansible or significant support persan/carer - and if not available facilitate follow-up calli's to check on condition

» Contact their GP to inform them of the fall and relay any relevant information

------ Tarily of igns: dizziness, blured vigion, ian (diserientation, agitatian,
resthessness and changes in behaviour - be alent for head injury), sudden anset of pain ar new pain, inability to weight bear

* Advige them 1o contaet their GP and/or ambulance if any of these signs develop
Gai frai the person [ iate services for (alls risk assessment and management if required

» Do not leave the persan until stabilised, o, if possible, when a suppon person is with them

For a copy of the booklet and to find an exercise
program close to you

Visit: www.activeandhealthy.nsw.gov.au

Acknowledgement to: - - A
When you return to the offlce o Vour Feet For further information scan this with your smart phone

2010 www.sctiveandhealthy. nsw.gov.au Email: falls@oec health.nsw.gov.au
»Complete an IIMS repart a8 appropriste Web: www.cec health nsw.gov.au
- Discisment actions - communicate fall information at Clinical Handover

* Make referrals to appropriate disciplines to conduct falls risk assessment and managerment CLINICAL .
EXCELLENCE

COMMISSION

Clinical Excellence Commission® 2012 Version 1, SHPN: (CEC) 120315

Clinical Excelience Commission® 201 5 Verslen 1, SHPY: (CEC) 150380

<, CLINICAL
'\ EXCELLENCE

" <%= COMMISSION




CEC Resources

Falls Prevention - Postural Hypotension

When do tymptoms tend 10 happen?

What are some of the caumes?

e Ly 5 when your Bood presie $r0ps when

YOu O from Iying SOwn 10 SRting up, Of rom SRTng 10 Wanding Whes your blood prewure
ropn, s BIOOE oes 10 your ONEans A maacies. THis Can muie you Sy and mone lhely
1ol

Are you feeling any of these symptoms. dirtiness, light.
headedness, blurred vision, or feeling abowt to faim?
Whes siming v O Slanding up 100 Guehly # 4 w
When getting Out of bed 100 guicky .
Alter 2 lrge meal or excesuve dcohol drinking
Owring exevcise
Whes you aee B o frid
| —

Tahing Covtain medcations for Bood previure, heurt, mood snd Parkieacn’s danine.
Detrydration dum 15 ot drinking eocugh Tldh, vomiting O S oea.
Prolongnd bed resl.

Cortain conSIoN 0. dlabeten, heart protierms, Parkineon’s Saeae and anseesia
acesine amourty of akcotol

What you can do

Tl yOour G 1or bt you s ymptoms

Gt out of Ded owhy, Fiest 4 wp, thes $1 0n The side of the Ded, Then Stand v
Tk your Uime whn CARgIng SOMEION, 4uCh 35 whan Greting up from & Chak.
Fave Weething Leady 50 A0kS Onto when yOu Mand up.

Tokie B steady whes walling or Dot sepport # you feel dary,

Lsevcine gently before Leating w0 (Move yOur feet o and Sown and dench and
Wncienh your handt) or sfter wanding (marcs in place).

Orimk 68 glasses of winter Gally, urbess you have Doen 1040 00 Bt your flid intake
Avthd sLandieng 1B over & long Deve.

Awcict Laking wery Bt bath or howert.

Try Wheeping with evtra plicus 10 Caue your head.

g = o e e o o o s EEE
R e g ot
et | b ot R ——
' - —a
D 1 e+ ot ) e
———t bo [ ——

Falis Prevention - Urge Incontinence

the toslet. 1t mury SO Chune yOu 1O B Incontinent.

Urge ncontinence Can caune 1Al in thew wayt

TON Cang yOu 90 S O 11D Gver Dhings.

o Ohach mith your GOCI0r If your madication e Lauting e protlem.

* Your dactor mury refey you L0 8 CONtinence pecialing:
Physother apisl, murse Of SO,

*  Avosd Grnking 100 much Of 100 Mithe fud Your docior Can Melp you
WO OV PO Spe0pstnte fud Witake.

* Gt etk on Grffeine 2od soohel, #10e0ully belore powg 10 bed M
gt

*  Drdare the path 50 the todet i e Bom Chtter, Obatacies and
Wopng hatarss

* Loiure that Shern i go0d Ighting 10 the tollet. Use night Bghes for
T0ute 10 The Jodlet a6 HghtS.

® ¥ the Lodet 15 208 vy, DLACE and uhe urinall or Commade Chawrs
e 10 The bed.

You mury Tnd TRt pou have less warning sbout going 10 the todet and your bladder may
feed 10 be emptied move Oflen. Tou My A0 be woken up » few Uimes M night 10 go %

If you have wige Incontinence, seek help from a qualified health professional

o Runhing 50 Bhe 10802, My COUe yOU 10 Py St AtTention 55 your

o Gatting Out of Bed Guickly and hurtying 1 got 10 the todet i the dad

o whea Seeling Ueepy
* NOt ening & walking 24 for supoort [ required] when you Me i 3
Burry 1O resch the tolet.
* Maving & Sntuted teep Can Ghane you 10 De a8 5 Ngher risk of laling
uring the Gy # you ire tred and Browiy
What you can do
* Seek help from your 800N

e
A0 A e . s

11

FALLS .-

PREANTON PROGRANM -
How to get up if you have a fall |

Know what to do - 1 Is Important 10 have an emergency plan:

» Call for help - koo & It of familly and Mends' phone fumbers fole he phone, of
Srogram them nto e phone or one-iouch Galng

# Koep 8 phong within teach, in Case £ & hard 15 got up

» Consider a device Tat raises an akaom in case of an emerpency

# Lot ftamdy and friends know how 15 get N0 your house ¥ you can't ket them in

3 Crawl o :‘oa—

t

4 Bring one haee Sorwanrd and put Bhal foot on
he flooe, then une he chak 10 punh up with your
M, i you 878 Sprg enough 89 Divel yout

e

You mught iae 1o practae Pase ihgms so &
you ever need 10 ool up from (e Roor, you will
foul more confidont.

You should see your doctor afer & fall if:

# You s Bking avicosguiant medcnes # You mm soried ol your belenon
- You bump your head, Seel GrowTy O weed #  Youhsw 5 pan Sul contems you.
: = == - ﬁ
ittt NS —
»e Py —
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Share the care: Falls Prevention is everyones’ business

April Falls 2016
4

Falls are
preventable.

We all have a role to play.

i

CARERS: YOUR ROLE IS KEY

TALK TO STAFF

if you notice any changes
in the patient’s condition

CCCCCCCC
EEEEEEEEEE
oooooooooo

April 2016

e e— Engage with Carers

12
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Is my patient more confused?

YES [V

NO

A patient with confusion is a high fall risk

€@ Bealert to DELIRIUM

Recognise and respond to
, patients with dementia / delirium
What is the clinical cause of confusion?

? UTI/ infection ? Dehydration
? Constipation / urinary retention

? Post anaesthetic ? Acute illness

NSW A i,
FALLs 1 1st April 2015 =

&)Y APRILFALLSDAY

COMMISSION

Temperature, pulse, BP are Vital Signs

.
9
-
70
I
Se
4
r0
2
»

People with Dementia and / or Delirium are at risk of harm

€3 Bealert to DELIRIUM

Recognise and respond to
patients with dementia / delirium

v i 1st April 2015 =

<» APRILF LLSDAY “uu.

COMMISSION

CLINICAL

"Q\ EXCELLENCE
<%= COMMISSION




COGNITIVE
DECLINE
PARTNERSHIP
CENTRE

] CHOR

CARE OF CONFUSED
HOSPITALISED OLDER PERSONS

Care of Confused Hospitalised Older

Persons (CHOPs) Program

Anthea Temple Project Officer ACI
Cath Bateman Project Officer ACI

Results shown in this presentation are preliminary

"Q\\ CLINICAL

) EXCELLENCE
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Created by nurses at Guy's and St Thomas'
Barbara's Story is a series of 6 films which has
changed attitudes to dementia in hospitals
across the world — see complete video at:
http://www.guysandstthomas.nhs.uk/news-
and-events/2014-news/20140331-barbaras-
story-youtube.aspx

CLINICAL
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http://www.guysandstthomas.nhs.uk/news-and-events/2014-news/20140331-barbaras-story-youtube.aspx

Stepping On
with confidence

Stepping On is an exciting and friendly community group
program for seniors. It is designed to build knowledge,
strength and confidence to remain independent at home

For further information on a Mosman group please contact: ﬁ%
Claire Vandenburgh on 02 9462 9333. Starts March 30th NSW Health

GOVERNMENT

State-wide investment to build capacity

2038 Stepping On programs have
been delivered throughout the state
in more than 12 languages

21,954 participants have completed
the program.

as at (June 2017)

CLINICAL
EXCELLENCE

=

(Stepping On © Clemson & Swann) = Commission
=



Activ
©and Healthy 1 eXpanding|

Active

www.activeand healthy.nsw.gov.au

» As of 30 June, there were 825 program providers & 850 exercise program s

» 785 of these are registered as fall prevention programs and
» 65 are registered as general physical activity programs.

31 March 2016 - 31 March 2017

215,535
48,467
35,644

4.41

89.8%

CLINICAL
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Support to Rural Volunteers to deliver
Tai Chi and Physical Activity Programs

NSW Health - get healthy

B COMMUNITYS
EXERCISE

- T
getheal thy

FREE PERSONAL TELEPHONE
HEALTH COACHING

T ———— . o

YOUR GUIDE TO GETTING HEALTHY

See how our tools and tips can help find the healthier, happier
EAT cet MEALTHY TooLs &
HEALTHY ACTIVE WEIGHT CALCULATORS

gm

Lre

CLINICAL
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NSW Falls Prevention Network

> Network list serve
> Newsletters & updates
> Annual Network forum held 19 May 2017

Upcoming Events
NSW Falls Prevention Network
Forum

Friday 22nd May 2015

The Wesley Conference Centre, 220 Pitt St
Sydney

Forum Fiver

Register Now

Hunter New England LHD-
NSW Falls Prevention Network
Rural Forum

Thursday 26th March 2015
The Sebel Kirkton Park, Pokolbin

Forum Fiver
Einal Program

Map -Directions from Newcastie, Directions from
Upper Hunter

Australian and New Zealand

Falls Prevention Society

6th Biennial Australasian Falls Prevention
Conference, Sydney

View Plenary Presentations

About Us Events

Resources Contact Us

From the Blog

NSW Health Falls Snapshot

The NSW Ministry of Health has produced a
Snapshot on Preventing Falls and Harm from
Falls that provides a summary of the current...

Cochrane review on exercise for
reducing the fear of falling

This Cochrane review looked at 30 studies and
concluded that exercise interventions in
community-dwelling older people probably re....

April Falls Day®/Month 2015

April Falls Day®Month 2015 - Theme: Confusion
and Falls Don't let Confusion Cloud the risk of
falls A suite of resources h._..

Read more on the blog

Helpful Resources

National Safety and Quality
Health Service Standards
(NSQHSS)

Standard 10: Preventing falls and harm from falls
Hospital Strategies.

‘Watch videos on the following:
Case Studies on how to complete a falls risk
screening and management plan

Volume 9 April Falls Issue
Welcome

Special Edition Falls Links Newsletter
This newsletter highlights some of the
activities that occurred in NSW Local
Health Districts throughout April 2014 as
part of April Falls Day®/Month 2014

We thank all staff and organisations who
actively participated in April Falls Day®/
Month activities in hospital, community
and residential care services in their local
health districts.

We also acknowledge the assistance of
Ms Natasha Clancy, a Health Promotion
Course student intern from the University
of Wollongong who compiled this news-
letter.
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FALLS LINKS

Newsletter of the NSW Falls Prevention Network

April Falls Day®/Month

“Medicate right to stay upright.”

“Falls Prevention is
Everyone’s business®”
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Thank you

Questions

For further information:

www.cec.health.nsw.gov.au

CLINICAL

P

"Q\ EXCELLENCE
<%= COMMISSION



mailto:CEC-FALLS@health.nsw.gov.au

