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                 RISK OF FALLS MANAGEMENT



Introduction 

This policy reflects the Requirements of the Care Homes for Older People National Care Standards and the guide on best practice produced by the Care Inspectorate. 

The prevention and management of falls and the prevention of fractures is an important issue in maintaining quality of life and independence for older people. The consequences of falls for a resident range from distress and loss of confidence, to injuries that can cause pain and suffering, loss of independence, increased likelihood of admission to long term care, and occasionally, death. The appropriate management of falls is of the utmost importance because of its effect on the resident’s physical and psychological health. 

Aim

The Care Home aims to ensure that the prevention of falls and the management of falls uses an approach that increases resident safety by identifying residents at risk, and putting in place interventions that will reduce falls, and that will include a consideration and assessment of environmental risk factors. It is, however, recognised that the resident’s safety must be balanced with the promotion of independence. 

There are often many reasons for a fall occurring and by undertaking a measured approach, the risk of falling can be reduced. A falls risk assessment tool must be evidence based and designed to assess residents at risk from a fall.

Prior to Admission 

Prior to admission information regarding any falls will be collated from the resident, relatives, and the Care Needs Assessment Plan prepared by social services. This will record any past history of falls and identify and investigate any contributing factors. This will determine whether the resident continues to be at risk of falling.

On admission

The initial falls risk assessment will be completed within the first 24 hours of admission. There are a number of factors to be considered, namely the level of the resident’s orientation and mobility, their ability to ask for help, any medication they are taking and its side effects, any issues with eyesight and hearing, and any issues with balance and environmental issues. Where there is a medium or high risk of falls, a detailed Care Plan must be prepared to address the contributing factors where possible. 

Care Plan

The Care Plan will highlight all possible reasons for the risk of falls and address any contributing factors creating the risk. It will take into account the resident’s perception and understanding of the problem and the proposed solution. It will consider the 
resident’s ability to cope with the issue. It will specify what level of assistance the resident may need. 

A Care Plan will be put in place to deal with the risk of falls issue in isolation, with separate care plans being prepared for other issues the resident may have. It will detail the assistance required according to the resident’s needs. It will detail precisely the plan of care, will analyse the factors contributing to the resident’s issues, and will detail the intervention required to improve the risk of falls. It will take into account the resident’s activities of living, as well as the resident’s level of mobility, and any resultant moving and handling issues.

The Care Plan will identify any aids which may assist the resident, such as a raised toilet seat, commode, urinal, or pressure mat for the resident should he or she waken from a sleep and not seek assistance. The Care Plan will be individual to each resident. 
The Risk of Falls Care Plan will be reviewed monthly or more regularly if necessary, and will be assessed and monitored on an ongoing basis, particularly if there is a change in the resident’s condition, whether that be an improvement or a deterioration.

Investigation

Any physical reason for an increased risk of a fall should be investigated thoroughly.

Some possible reasons for an increased risk of a fall are:
· urinary tract infection

· continence problems

· dizziness

· impaired vision

· hearing issues

· dizziness

· constipation

· hypotension

· postural hypotension

· poor fluid intake or dehydration

· decreased mental health ability or Dementia

· acute infection

· medication such as sleeping tablets, sedatives, antipsychotic medication 

The results of any urine specimen taken will be sent to the resident’s General Practitioner and if any infection is identified an appropriate antibiotic will be prescribed. 

Falls Risk Assessment Tool

The Care Home uses a falls risk assessment tool to help it to manage and prevent any falls which a resident is at risk of having. The tool will reflect the resident’s individual care needs. Staff will be encouraged to consider what solutions might be achievable to improve the resident’s wellbeing. Staff will receive appropriate training in the use of the falls risk tool, and the preparation and completion of falls care plans.

Bedrails

Bedrails are safety devices intended to reduce the risk of residents accidentally slipping, sliding, rolling or falling from bed. They may also be used to reassure patients who are anxious about falling from bed. Bedrails should not be used as a manual handling aid, nor as a hanging point for call button, or any other equipment, nor as a means of preventing a patient from getting out of bed.

Bedrails will not prevent a resident from leaving his or her bed and falling elsewhere. The use of bedrails could be perceived as a form of restraint if used in a manner to prevent a patient from leaving his or her bed. 
It is important that there is a risk assessment carried out prior to the use of bedrails. The risks for individual residents can be complex, staff should use their professional judgement to consider the risk and benefit to the resident. The use of bedrails must be reviewed weekly.

Training and Education

The Care Home recognises that employee training on the prevention and management of falls is of paramount importance to ensure the health and safety needs of every resident are met. The Care Home will ensure that employees have the knowledge, skills, and awareness to achieve the high standards of care set out in the National Care Standards. An appointed person who specialises in the prevention of falls will be responsible for keeping employees up to date and informed of recent research findings and changes to legislation. All staff will be made aware of the Care Home’s policy and guidelines on falls prevention and bone health awareness to help them meet the needs of residents.
The Care Home will carry out regular planned training of its employees to promote the analysis of the risk of falls, and the prevention and management of falls. Accurate records of the training provided will be maintained by the Care Home.


It is important to raise staff awareness and provide clear guidelines in managing the risks of residents falling, with a view to: 

· Reducing the number and consequences of falls sustained by residents by effective, timely, risk assessment and intervention. 

· Reducing the harm to residents caused by falling from beds or becoming trapped in bedrails. 

· Reducing the number and consequences of falls by effective environmental assessment and intervention. 

· Reducing the consequences of falls for residents by establishing effective assessment, management, and rehabilitation for those who have fallen. 

Incorporating falls risk assessment tools and pathways into the processes underpinning the admission and assessment of patients entering the care home.  

The key principles are to establish regular case reviews of those who have fallen, to create a safer care home environment, to support residents to remain independent, empowered and safe, and to support person centred care planning.

Management of a fall

If a resident has a fall an immediate assessment should be carried out by a registered nurse at the scene of the fall, and do this if possible, prior to moving the resident. 
There must be a check for existing or ongoing dangers or hazards. Airway, breathing, circulation and Glasgow Coma Scale (GCS) should be assessed. 
The resident should be assessed for signs of serious injury, obvious fractures, head injury, soft tissue injuries, cuts and abrasions, and any change in neurological status, and specific consideration must be given to residents who lack capacity. When necessary, staff should seek guidance from health care professionals.

The resident must not be moved before being checked for pain, loss of sensation, and loss of movement in arms or/and legs, and the resident must be checked for nausea, confusion, drowsiness, delirium and agitation.

If a resident has suffered an injury, an assessment should be made on whether there is a need to call a doctor to examine the resident, or a need to call an ambulance.
Details of any fall, the potential causes of the fall, any injury suffered, and any action taken, must all be recorded fully in the resident’s notes and in the accident and incident forms.
Falls Diary

When a resident has more than one fall, a falls diary should be commenced. This will record details of any fall, the cause of the fall, and any injury sustained. Following any fall the nurse/keyworker must assess if any intervention or action may help prevent a further fall, and the risk of falls care plan must be reviewed and updated accordingly.

Audit

The actions taken following a fall can be critical to a resident’s wellbeing and future risk of falling. The causes of each fall must be analysed and an action plan completed and implemented to prevent any recurrence. Where falls recur specialist healthcare advice must be sought and incorporated into the action plan.  All accident and incident forms and details of falls, and falls diaries must be examined and audited at least monthly, if not more regularly as necessary.

An overview and analysis of the falls must be compiled including the circumstances of the fall, the time it happened and where it happened. Consideration must be given to the overview to identify if there are any trends and where possible action should be taken to minimise risks. 
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