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1. 
Purpose
This Implementation Standard identifies the minimum and auditable requirements that evidence the implementation of the Preventing Falls and Harm from Falls Policy.  It also identifies the responsibilities (and audit criteria) of individual positions in relation to these requirements. This standard applies to all people who are at risk of falling, however, those most at risk are aged 65 years or over, or 50 years and over among Indigenous Australians. 

2.
Scope
This Implementation Standard applies to:

· all xxx Hospital and Health Service employees (permanent, temporary and casual) and all organisations and individuals acting as its agents (including Visiting Medical Officers and other partners, contractors, consultants and volunteers) 

· all settings across the health continuum including community, primary, acute, rehabilitation and residential care health services with xxx Hospital and Health Service. 

3.
Supporting documents
Authorising Policy:

· Preventing Falls and Harm from Falls Policy.
Protocols, Procedures, Guidelines 

· Hospital Falls Assessment and Management Plan 

· Hospital Post Fall Clinical Pathway 

· Residential Care Falls Assessment and Management Plan 

· Residential Care Post Fall Clinical Pathway 
· Community Falls Assessment and Management Plan 

Forms and Templates

· Otago Exercise Programme Assessment Form

· Safe Recovery Program Client Satisfaction Survey

· Safe Recovery Program Goal Setting Form

· Safe Recovery Program Referral Form
· Monitoring and Analysis Reporting System (MARS)
4.
Related documents
· Aged Care Act 1997

· Aged Care Accreditation Standards

· Australian Commission on Safety and Quality in Healthcare National Safety and Quality in Healthcare Service Standards 2011

· Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Australian Hospitals 2009

· Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Community Care 2009

· Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Residential Aged Care 2009

· Australian Regulatory Guidelines for Medical Devices Therapeutic Goods Administration 2011
· Hospitals and Health Boards Act 2011

· Manual Tasks Involving the Handling of People Code of Practice 2001
· Plant Code of Practice 2005

· Patient Handling Tasks Implementation Standard (OHSMS 2-22#21) and Workplace Health and Safety Act (1995).
· Therapeutic Goods Act 1989  
· Slips, Trips & Falls Prevention.  Workplace Health and Safety Queensland 2007
· Queensland Health

· Clinical Governance Policy (QH-POL-007:2011)

· Integrated Risk Management Policy (QHEPS13355)
· Restraint and Protective Assistance Guidelines 2003

· Occupational Health and Safety Policy (QH-POL-275:2007)
· Occupational Health and Safety Risk Management Implementation Standard (OHSMS 1-13#21)

· iLearn@QHealth  2012

· Clinical Incidence Management Policy including Root Cause Analysis and Open Disclosure (QH-POL-012:2012)

· Clinical Governance Policy (QH-POL-007:2011)
· Think Smart - Patient Handling Guidelines 2nd Edition (http://qheps.health.qld.gov.au/safety/safety_topics/guides/ohsms_2_22_1_38.pdf) .
· How to Stay On Your Feet® Checklist 
· Queensland Stay On Your Feet® Community Good Practice Guidelines 2008

· Queensland Stay On Your Feet® Checklist – Will you stay active and independent?
· Queensland Stay On Your Feet® Communication Style Guide 2008

· Ageing with Vitality: Your everyday guide to healthy active living
· Ageing with Vitality: Workbook

5.
Requirements
5.1
Co-ordination and Governance
5.1.1
All xxx Hospital and Health Service facilities and/or services need to identify suitable advisory committees or individuals and form clinical governance frameworks that allow falls prevention systems to be developed, monitored and continuously improved.
5.1.2
The xxx Hospital and Health Service Director of Nursing (DON) shall appoint an Accountable Officer, for the facility or service who shall:
· organise and oversee the provision of falls screening, assessment and management to all patients/residents/consumers in the facility and services. 

· escalate issues to executive level if required, to ensure compliance with this standard and associated policy.  
5.1.3
Implement processes to support the early identification, early intervention and appropriate management of people at increased risk of falls, such as preventative actions to reduce falls risks (standard falls prevention strategies refer to section 5.1.8) and a screening and/or assessment procedure (refer to section 5.2 Screening and 5.3 Assessment).1
5.1.4
Policies, procedures and/or protocols are consistent with current best practice
guidelines, including screening and assessment processes and tools. The use of these measures and tools are regularly monitored. 

5.1.5 Robust clinical governance frameworks and processes are established including regular reporting, investigation, auditing and monitoring of falls incidence. This includes:
· governance structures and systems in place to reduce falls and minimise harm
· the establishment and maintenance of local working groups to oversee, plan and coordinate implementation and evaluation of falls prevention systems
· representation from across the range of health professionals responsible for falls prevention, and the involvement of patients, families and/or carers as partners in these systems/processes.
5.1.6
Quality improvement activities are undertaken to address safety risks and ensure the effectiveness of falls prevention system (e.g., action research cycles).

5.1.7
Action is taken to reduce the incidence of falls and the severity of harm from falls by following the Preventing Falls Quality Improvement Cycles (refer to figures 1 & 2). The Preventing Falls Quality Cycle aligns with the Governance Framework for Clinical Safety and Quality in Health and Hospital Services (HHS). Safety and quality systems require continual monitoring and improvement.  This process is best described in the Plan-Do-Study-Act (PDSA) cycle, which is the basis of the Preventing Falls Quality Cycle.  


(http://qheps.health.qld.gov.au/psq/safetyandquality/governance/default.htm).
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Figure 2 – Preventing Falls Quality Improvement Cycle for Residential Care Facilities

5.1.8 To reduce the risk of falls, all inpatients shall receive standard falls prevention strategies including:

	Acronym 
	Description 

	B
	5-B’s 

1. Belongings in reach eg. spectacles

2. Buzzer in reach 

3. Brakes on

4. Bed low

5. Bedrails only if prescribed 

	O
	Orientate to ward

	A
	Advice on use of assistive devices, use alert sign  and alarm 

	T
	Tests: urinalysis and postural  blood pressure 

	M
	Mobility impairments – physiotherapy review

Medication review and prescribe vitamin D 

	E
	Environment clear of clutter and safe.

	S
	Surveillance: frequent rounding, move people at risk of falling closer to nursing station 

	H
	Hip protectors 


(Smith K. 2012. Patient Safety and Quality Improvement Service, Centre for Healthcare Improvement Queensland Health) 


These strategies also form part of usual care for all residents in Residential Care Facilities 2.

5.2
Screening
· Screening can involve the exercise of clinical judgment and/or the use of a validated evidence-based screening tool that is used by the health care team to screen older people on presentation, during admission, and when clinically indicated.
· Outcome of screening is documented, reported to health care team and discussed with the older person and their families and/or carers.
· Use of a screening tool is monitored to identify the proportion of at risk older people and efforts are made to increase the proportion of patients who are screened.
· Use existing validated tools that have been developed for specific settings, such as Queensland Health Hospital, RCF or Community Falls Assessment and Management Plan Many services use non-validated tools that they have developed themselves. Using such tools may be detrimental e.g., by wasting staff time to complete a tool that has poor reliability and predictive value6, and putting the patient/client/resident at risk as Queensland Health Root Causes Analysis have indicated.
5.2.1
Community and Primary Healthcare
· Health professionals, at a minimum, should ask all older people in their care if they have experienced a fall in the last six or 12 months.
· In the community, the process for awareness raising, screening and assessment of falls risk shall include:
· Falls Risk Awareness: Use of a falls risk awareness tool to raise awareness of risk of falls, knowledge of falls risk factors and alert the person to take remedial action and/or seek professional advice. The current state-wide awareness raising tool is the Queensland Stay On Your Feet® Checklist – Will you stay active and independent?  (available at http://www.health.qld.gov.au/stayonyourfeet/documents/33381_full.pdf.  

· Use of a screening tool: Screen older people for a history of one or more falls in the past year or use a validated screen tool, such as FROP-Com Screen.

· A detailed risk assessment to identify contributing risk factors, if identified as a falls risk3. For more information on assessment refer to section 5.3 Assessment.

· Education for clinical staff to support the use of screening tool/s and intermittent reviews undertaken to ensure appropriate and consistent use3. For more details on staff education refer to section 5.6 Education.

· Documentation: Outcome of screen is documented in the care plan, reported to health care team and discussed with people at risk and their families and/or carers.

5.2.2 Residential Care Facilities (RCF)

· Falls risk screening in Queensland Health RCF may have limited value as most residents will have an increased risk of falling2. Recording a resident’s history of falls is the simplest falls screen that can be incorporated into routine care2.
· If screening is conducted:
· Documentation: Outcome of screen is documented in the care plan, reported to health care team and discussed with people at risk and their families and/or carers.

· Use of a valid and reliable tool for this setting such as Queensland Health Residential Care Falls Assessment and Management Plan.
· use separate screening questions for residents who can and cannot stand unaided4 for example:

· Residents who can stand unaided, having poor balance or a positive score on two other risk factors (i.e. previous falls, nursing home accommodation (high level of care) or urinary incontinence) indicates an increased falls risk2,4,5. 
· Residents who cannot stand unaided having had a previous fall, using nine or more medications, or having a low level care indicates an increased falls risk4,5.
· screen all residents on admission or as soon as practicable. 

· regularly review falls screen (every six months or as per local policy) and when there is a change in functional status2.

· Education is provided to clinical staff to support the use of a screening tool/s and intermittent reviews are undertaken to ensure appropriate and consistent use2. For more details on staff education refer to section 5.6 Education.

· Outcome of screen is documented, reported to health care team and discussed with the resident and their families and/or carers. Tailored education is provided to the resident and their families and/or carers.  For more information on evidence based programs and resources please refer to section 5.6 Education.

· If any risk factors are identified in the screening process, an assessment shall be conducted and interventions tailored to mitigate these risks.
5.2.3 Emergency Department Admissions

· At presentation to emergency departments a minimum requirement to assess falls risk requires asking a single item question: ”Have you had a fall in the last six or 12 months?” This question combined with clinical judgement is reliable and identifies a patient’s risk of falls and is as good as using a screening tool in acute care situations. 

· Emergency departments are an appropriate place to screen and initiate referrals for ongoing management of falls6. 

· Risk screening tools have been devised specifically for use in emergency departments as well as identifying older people at increased risk of falling after they return home e.g., FROP-Com screening tool
http://www.mednwh.unimelb.edu.au/nari_research/pdf_docs/FropCom2009/FROP-Com-Screen-Dec09.pdf) 7.

· All older people with an elevated falls risk should have modifiable falls risk factors addressed. All older people with a high falls risk identified during screening should have a comprehensive falls risk assessment conducted by trained staff using a validated tool7 such as the full FROP-Com Assessment tool.

· Communicate clearly to patients and their families and/or carers about the potential benefit and rationale for referrals and interventions for reducing falls risk7.

· Inform the patient’s primary health provider of the risk screening result and subsequent referrals.  Establish a clear referral pathway for patients who have a high risk of falls or have modifiable falls risk factors7.
· Review the completion of falls risk screening and referral as part of routine audits of medical records7.
5.2.4 Acute Hospital Admissions
· A best-practice screening tool is used by the health care team to identify the risk of falls on admission and/or when clinically indicated.  Screening can also involve the exercise of clinical judgment.
· Prior to mobilising, the health care team completes a Patient Handling Assessment process. This includes an initial assessment, a pre-activity screen and re-assessment once a change occurs in condition and/or patient needs. For more information refer to Think Smart - Patient Handling Guidelines 2nd Edition http://qheps.health.qld.gov.au/safety/safety_topics/guides/ohsms_2_22_1_38.pdf
· Use screening tools that have good predictive accuracy and have been evaluated and validated across different hospital settings6. Where patients are identified at risk, complete a comprehensive assessment using an evidenced-based assessment tool such as Queensland Health Falls Assessment and Management Plan.
http://connect.health.qld.gov.au/OFC/Application/UI/Form/Download/SW134_FallsAxandMgtPlan.dhd?formid=6430 
· Ensure the outcome of screening is documented, reported to health care team and discussed with the patient and their families and/or carers. Tailored education is provided to the patient and their families and/or carers.  For more information on evidence-based programs and resources please refer to section 5.6 Education.
· Education is provided to clinical staff to support the use of screening and assessment tools which includes intermittent reviews to ensure appropriate and consistent use6. For more details on staff education refer to section 5.6 Education.
5.3
Assessment
· Conduct a comprehensive assessment using an evidence-based assessment tool/s to assess older people identified at risk of falling:

· by screening

· who are admitted for falls

· have a history of falls 
· clinically determined to be at risk of falls, or 

· who are from a setting where individuals are considered to have a high risk of falling (e.g., a stroke or rehabilitation unit or admitted from a Residential Care Facility).

· To increase the proportion of at risk patients undergoing a comprehensive falls risk assessment, a key performance indicator has been set where at a minimum 70% of at risk patients shall have a risk assessment completed. Use a validated assessment tool such as Queensland Health Hospital Falls Assessment and Management Plan.  Note: A tool is not considered validated if local adaptation occurs without research.

http://connect.health.qld.gov.au/OFC/Application/UI/Form/Download/SW134_FallsAxandMgtPlan.dhd?formid=6430 
· Eleven risk factors have been identified in the Best Practice Guidelines for Australian hospitals, aged care facilities and community care2,3,6 as significantly impacting on the risk of falls including:

· impaired balance or mobility

· cognitive Impairment 

· continence

· feet and footwear

· syncope

· medications

· vision

· environmental considerations

· individual surveillance and observation

· restraints

· dizziness and vertigo 

· Assessment tools provide detailed information on the underlying deficits contributing to overall falls risk, including the above risk factors and should be linked to evidence-based tailored interventions5.
· Assessments need to be repeated when there is a change in the environment, a person’s health or functional status; after a fall, and upon discharge.
· The health care team makes referrals to appropriate allied health professionals based on the assessment. 
· The health care team ensures at risk people and their families and/or carers are informed of identified falls risks, and are engaged in the development of a falls prevention plan. 

· The use of assessment tool/s are monitored to identify the proportion of at risk people with a completed assessment and efforts are made to increase the proportion of at risk people undergoing a validated comprehensive falls assessment.
· Assessment shall involve either the use of multifactorial, comprehensive assessment tools that cover a wide range of fall-risk factors and/or functional mobility assessments that focus on physiological and functional domains of postural stability9. 
· Assessment is important but it must lead to intervention and there is a need to coordinate assessments to avoid multiple assessments on each at risk person. 

· Assessments will only be useful when supported by appropriate inventions that relate to the risks identified2. Use a multifactorial assessment tool that covers a wide range of risk factors, both intrinsic and extrinsic, including the presence of cognitive impairment. 
5.3.1 Community and Primary Healthcare

· Raise awareness of older people of falls and importance of self screening or seeking screening from their healthcare provider.
· Use tools that are validated in the community setting such as:
· Quick Screen
· PPA 

· FROP-Com3,5 

· ONI Community Tool; and

· Queensland Health Community Falls Assessment and Management Plan.

5.3.2 Residential Care Facilities (RCF)

· Effective falls prevention plans combine a falls assessment that considers both intrinsic and extrinsic risk factors with interventions tailored to address those risk factors that are identified6. Use tools such as Queensland Health Residential Care Falls Assessment and Management Plan which combines these processes. 
· Education is provided to clinical staff to support the use of assessment tool(s) and intermittent reviews are undertaken to ensure appropriate and consistent use2. For more details on staff education refer to section 5.6 Education.
5.3.3 Emergency Department Admissions

· All older people with an elevated falls risk should have modifiable falls risk factors addressed. All older people with a high falls risk identified during screening should have a comprehensive falls risk assessment conducted by a trained staff using a validated tool7 such as the full FROP-Com Assessment.
5.3.4 Acute Hospital Admissions

· For patients with increased falls risk, conduct a comprehensive multidisciplinary assessment to inform the development of an individualised falls prevention plan6.

· Use tools such as Queensland Health Falls Assessment and Management Plan which combines these processes. 

· Education is provided to clinical staff to support the use of assessment tool(s) and intermittent reviews are undertaken to ensure appropriate and consistent use6. For more details on staff education refer to section 5.6 Education.
· Encourage family members and/or carers to spend time sitting with the patient, and encourage them to notify staff if the patient requires assistance.

· Falls alert processes such as falls risk alert cards and symbols can be used to flag at-risk patients as part of a multifactorial falls prevention program, as long as they are followed up with appropriate interventions.  Falls risk should be identified in a manner that considers the individuals dignity and privacy, yet is recognisable by staff and the patient’s family and/or carers for example: signs, pictures or graphics on or near the bed head (not cartoons).
5.4 
Interventions to prevent falls and harm from falls
· Implement standard falls prevention strategies as outlined in section 5.1 Coordination and Governance for all in-patients. These strategies should also form part of usual care for all residents in RCFs.
· Develop an interdisciplinary multifactorial falls prevention plan in partnership with the people at risk and their families and/or carers with tailored interventions to address all identified risk factors from the assessment process. 
· A number of single and multifactorial interventions are effective in the prevention of falls in older people5. 
· Where a single modifiable risk factor accounts for a large proportion of falls risks (based on falls risk assessment findings for individuals or risk factors prevalence in the community e.g., balance ability decreases after 40 yrs of age (balance training exercise interventions are recommended), a single strategy intervention directed at reducing that risk is effective10. 
· Multi-factorial interventions involve identifying a range of risk factors associated with falls and interventions based on the identified risk profile (Table 5). Multi-factorial interventions have shown to be effective in a number of settings and it is worth noting that in hospitals and residential care, only multi-factorial interventions have been shown to be effective in preventing falls5.
· Monitor and review falls prevention plans as necessary and communicate this to the at-risk person and their family and/or carers, and health care team. 
· Document falls prevention plans in medical record and/or nursing care plan e.g., at the bedside where applicable.
5.4.1 Population health, community health and primary healthcare interventions

· Use a multi-strategy, multi-factorial and collaborative approach to prevent falls at both community/population and individual levels10. 
· For older people at risk of falls, individualised assessment leading directly to tailored interventions is recommended5.
· Use falls prevention interventions that effectively reduce falls in the community such as3,5,10: 
5.4.1a Exercise Programs
· For exercise to be effective, there is a need to use the correct exercise at right prescription, e.g., for balance improvement: 

· Frequency = twice a week

· Intensity = ‘challenging’

· Time = 1 hour

· Type = balance; and 

· Duration = 2 x 1hr sessions for 25 weeks or more

Exercise intensity needs to be progressed in order to continue to challenge balance ability11,12.
· Older people should be encouraged to exercise to prevent falls3  30 minutes on five days per week and encourage strength training on two non-consecutive days and a balance activity at least once per week i.e. Tai Chi13,10.

· 60-80 years (general population low risk) use untargeted group exercise programs for balance, strength and endurance such as Tai Chi
· 70-80 years or at increased risk use targeted group balance and strength training.
· 80 years or older or at increased risk use home-based individualised exercises for balance and strength, such as the Otago Exercise Programme10.
5.4.1b Environmental Hazard Modifications
· For older people with high falls risk, a home hazard assessment, modification and education that is professionally prescribed by an occupational therapist is recommended10,14 .

5.4.1c Medication Review
· Consider collaborative annual review and modification of medication by general practitioners and pharmacists3,5. 
· Consider gradual and supervised withdrawal of psychoactive medications3,5.
5.4.1d Vision Assessment
· Older people with visual impairment primarily related to cataracts should undergo cataract surgery as soon as practicable3,5.
· Arrange a home safety assessment and modification program for those with severe visual impairment3,5.
· Arrange single lens glasses for older people wearing multifocal glasses who take part in regular outside activities15.
· Recommend annual vision tests and advise that a change of glasses may initially increase the risk of falling10.
5.4.1e Cardiovascular interventions
· Investigate and address reported episodes of dizziness, faintness, syncope, unsteadiness or unexplained falls10.
· Refer for consideration of cardiac pacing in people with carotid sinus hypersensitivity and a history of syncope-related falls3,5.
5.4.1f Bone Strengthening Medications/Supplements
· Recommend Vitamin D and calcium supplementation to older people who live in the community3,5.
· Investigate and treat for osteoporosis in those with a history of low trauma fracture10.
5.4.1g Assistive Devices
· Provide advice on appropriate use of assistive devices (eg mobility aids) including correct use and maintenance10.

5.4.1h Footwear and foot problems
· Provide multifaceted podiatry intervention consisting of foot orthoses, advice on footwear, home-based foot and ankle exercises, routine podiatry care16. 
5.4.2 Residential Care Facilities (RAC) interventions
· A multifactorial approach using standard falls prevention interventions shall be routine care for all residents2.

· All residents shall have an individualised falls prevention plan that is tailored to address risk factors identified in a falls assessment 2.

· Regularly check on residents who have a high-risk of falling or are multiple fallers and offer assistance. A staff member should remain with high-risk residents whilst they are in the bathroom. 
· Use key falls prevention interventions in residential aged care that are successful at reducing falls including:
5.4.2a Vitamin D and calcium supplementations
· It is recommended that all residents are provided with a concentrated Vitamin D3 product as part of a multifactorial intervention17.  
5.4.2b Medication review
· Prescribed and non-prescribed medications shall be reviewed by a pharmacist on admission and at least yearly for all residents.  
· A medication review is required if a resident:
· Has experienced a fall 
· Initiated medication or escalated the dosage
· Takes more than 12 doses of medication per day
· Takes four or more different types of medication
· Has multiple medical conditions2.

· As part of a multifactorial intervention, or as a single intervention, residents taking psychoactive medication shall have their medication reviewed by a pharmacist and, where possible, discontinued gradually to minimise side effects and to reduce their risk of falling2.
· Limit multiple drug use and/or reduce dosage.  Prescribe the lowest effective dosage specific for treating symptoms2. 

5.4.2c Mobility
· Quantify the extent of a resident’s balance and mobility limitations and muscle weakness.

· Implement strategies to improve identified deficits in balance and mobility and ensure that mobile residents can walk around safely.

5.4.2d Exercise Programs
· Exercises should be supervised and delivered by appropriately trained staff if available2.
· Exercise programs with an emphasis on strength and balance shall be offered to all mobile residents.

· For exercise to be effective, need to use the correct exercise at right prescription, eg. for balance improvement: 
· Frequency = twice a week

· Intensity = ‘challenging’

· Time = 1 hour

· Type = balance; and 

· Duration = 2 x 1hr sessions for 25 weeks or more

Exercise intensity needs to be progressed in order to continue to challenge balance ability11,12.
· The Otago Exercise Programme is suitable for ambulatory residents 80 years or older or those at increased risk. 
· Other exercise programs with an emphasis on safe transfers and progression to challenge individual capacity, have had a significant reduction of falls in RCF2.
5.4.2e Delirium/Cognitive Impairment
· Provide supervision and assistance to ensure that residents with cognitive and mobility impairment are assisted with all transfers. Surveillance approaches are particularly useful for patients with cognitive impairment who forget, or do not realise their limitations. 
· Use fall alarm devices to alert staff when residents with cognitive impairment are attempting to mobilise2. 

5.4.2f Syncope
· Investigate and address reported episodes of dizziness, faintness, syncope, unsteadiness or unexplained falls10.  Tests include an electrocardiogram, echocardiography, assessment of blood pressure and review of medications. 
· Refer for consideration of cardiac pacing in people with carotid sinus hypersensitivity and a history of syncope-related falls3,5.
· Minimise period of prolonged bed rest and immobilisation2
5.4.2g Hip protectors
· Use hip protectors to reduce the risk of fractures for frail, older people in institutional care 2. 

· Consider the use of hip protectors for people at risk of multiple falls and residents diagnosed with osteoporosis taking into account that they are comfortable for the resident and easy to use.

· Hip protectors must be worn correctly for any protective effect. Train and educate clinical staff on the correct application and care of hip protectors2.

· Regularly check residents who are wearing the hip protectors and ensure the protectors are in the correct position2. 
5.4.2h Environmental adaptations
· Residents considered to be at higher risk of falling should be assessed by an occupational therapist and physiotherapist for specific environmental or equipment needs and training to maximise safety. 
· Ensure the facility is clear of clutter and spills. Modify the environment to reduce slips such as removing mats, flooring, and lowering the bed height.

· Provide adequate lighting based on the resident’s needs2.

5.4.3 Acute Hospital interventions
· Successful interventions in hospitals use a combination of falls interventions that should be delivered together as part of a multifactorial program. Using any one intervention on its own is unlikely to reduce falls6.

· Develop and implement targeted, individualised falls prevention plans based on the findings of a falls assessment6.

· If using e-versions of falls screen and/or assessment tools such as Queensland Health Hospital Falls Assessment and Management Plan, file a hard copy in medical records and end of bed notes.
· Check patients who have a high-risk of falling or are multiple fallers and offer assistance. A staff member should remain with high-risk patients whilst they are in the bathroom. 
· Use the following standard falls prevention interventions that have been used successfully in hospital to prevent falls:

5.4.3a Mobility
· Prior to mobilising a patient, complete a Patient Handling Assessment process. This includes an initial assessment, a pre-activity screen and re-assessment once a change occurs in condition and/or patient needs. For more information refer to Think Smart - Patient Handling Guidelines 2nd Edition http://qheps.health.qld.gov.au/safety/safety_topics/guides/ohsms_2_22_1_38.pdf.
· Organise routine physiotherapy review for patients with mobility difficulties including transfers, and communicate to staff and the patient the limits of their mobility status and any equipment/devices required.

· Carry out balance and mobility assessment as part of usual care, refer to allied health as appropriate for assessment. 
· Educate the patient about falls and the use of mobility aids before they are prescribed. Refer to section 5.6 Education for more information on evidence-based programs and resources.
· Encourage regular mobilisation with walking aids where appropriate. Ensure when mobilising the patient wears fitted non-slip footwear – discourage the patient from moving about in socks, surgical stockings or slippers20,21.
· Refer to Allied Health for further assessment and exercise prescription. Patients receive exercise and other rehabilitation strategies as a part of usual care in hospital6. Exercise in acute facilities should be aimed at reducing functional decline. Encourage the patient to participate in functional activities and exercise. Hospital staff should provide patients with opportunities to be as active as possible during the day were appropriate. Encourage patients to be mobile by increasing the amount of incidental activity6.
· Refer patients with ongoing balance or mobility problems to a community or RCF falls prevention exercise program and or prescribe a home based exercise program.
· Refer patients considered to be at higher risk of falling to an occupational therapist for home environment assessment and modification31, 32. If necessary, referrals for equipment to maximise safety and continuity from hospital to home should also be considered6. 
5.4.3b Medications
· Review prescribed and non-prescribed medications on admission to, and discharge from hospital, as well as with a change in medical condition or change to prescriptions. 

· Identify and review use of high risk medications such as sedatives, antidepressants, antipsychotics and centrally acting pain relief.

· Limit multiple drug use and prescribe the lowest effective dosage of a medication specific to the symptoms.

· Review psychoactive medications and withdraw gradually under supervision if appropriate. Provide support to the patient if reducing or ceasing psychoactive medications.

· Provide education to the patient and the family and/or carers of newly prescribed medications and their effects.

· Complex medical regimes should receive a review prior to discharge and referrals established1,6.

· Consider prescription of anti-osteoporosis medication for patients who have suffered an osteoporotic fracture.

5.4.3c Urinary incontinence and frequency
· People with incontinence of the bladder or bowel have a high risk of falling during hospital admissions. A large number of falls occur when patients are going to, or returning from the toilet. 

· Conduct a ward urinalysis as part of the initial assessment for all older patients.

· Toileting routines every two hours should be managed closely with assistance.


· Encourage habit training to help the patient regain control over toileting practices.

· Urinary tract infections should be managed and underlying causes treated.

· Address co-morbidities that can be modified eg. provide walking aids, refer to a podiatrist.

· Minimise environmental factors that may make toileting more difficult eg. clutter in patient room, appropriate lighting etc.

· Consider the use of continence pads6.

· Consider seeking advice from a continence advisor.

5.4.3d Delirium/Cognitive impairment
· Cognitive impairment is often associated with people who are over 65 years of age.   It can, however, exist in all age groups as a result of brain injuries or mental health conditions.  Dementia and delirium are two common forms of cognitive impairment. Older patients with cognitive impairment have a higher risk of falling than those who are cognitively stable19.
· Assess for Dementia using the following tools: 
· Folstein Mini Mental State Examination (MMSE) 
· Rowland Universal Dementia Scale (RUDAS)
· Repeatedly and regularly check for dementia and delirium. Use the following assessment tools: Confusion Assessment Method (CAM) 
· Treat underlying conditions of delirium (pain, infection, dehydration, constipation and hypotension). Conduct an assessment to determine the causes of any decline in a patient’s cognitive status. 
· Patients presenting to hospital with an acute change in cognitive function should be assessed and diagnosed for delirium and underlying causes.
· Provide more frequent observation. Surveillance approaches are particularly useful for patients with cognitive impairment who forget, or do not realise their limitations. 
5.4.3e Vitamin D and calcium supplementation 
· Consider vitamin D supplementation with calcium as a routine strategy for older patients who are able to mobilise. If a patient has a low-trauma fracture, consider osteoporosis management.
5.4.3f Equipment and Devices
· Equipment and devices are available to implement prevention strategies for patients identified as at risk of falling.
· Load bearing devices including all mobility aids (ambulatory); all other mobility aids for example, wheel chairs and shower chairs; and static load bearing aids, for example, shower stools, patient lounge chairs have an appropriate safe system of work, which specifically includes: 
· the development and implementation of a regular inspection program
· the maintenance, servicing  and cleaning according to the manufacturers’ specifications or, in the absence of such specifications, in accordance with other proven and tested procedures
· audits to examine and verify records kept comply22.

· Check any walking aids regularly and replace or repair equipment or parts that are deteriorating or feel unsteady. This includes checking rubber ferrules (or stoppers), that adjustable holes function properly and that there are no cracks in the aids22.

· Put walking aids on the side of the bed that the patient prefers to get up from and where possible assign a bed that allows them to get up from their preferred side.

· Single use items i.e. crutches are not to be re-used, altered or fixed for reuse. The original manufacturer of a single use load bearing device is not responsible for the safety and performance of the device if any components have been replaced to reuse a single use device (e.g. new stoppers on crutches) or if a single use device has been sterilised22.

· Consider hip protectors and alarm devices for patients at high risk of falling6.
· Minimise the use of restraints and bed rails or ensure they are used appropriately and only when other alternatives have been exhausted and where their use is likely to prevent injury6. An appropriate assessment by a qualified health professional must be undertaken to establish and document the condition and behaviour of the patient or resident before the application of physical restraint or administration of chemical restraint23. The restraint should be the least restrictive option to effect the desired outcome and its use shall be monitored and evaluated continually23. The rights of patients and residents (or their substitute decision makers) to make informed decisions about restraints should be respected23. Refer to Appendix A Queensland Health Restraint and Protective Assistance Guidelines 2003 for further guidance. This policy is out of date and there have been no updates provided since, therefore this policy is provided as a guide.
5.4.3g Environment
· Ensure the bed is at an appropriate height for the patient and the wheels or brakes are locked when the bed is not being moved.

· Orient the patient to the bed area, room, ward or unit facilities and tell them how to obtain help if required. Show patients where their possessions are stored and check that they can access them safely. Ensure patients have their usual spectacles and visual aids close to hand. Refer the patient to an eye care provider (optometrist or ophthalmologist) for undiagnosed visual problems.

· Ensure the room is clear of clutter and spills. Modify the environment to reduce slips such as removing mats, flooring, lowering the bed.
· Provide adequate lighting based on the patient’s needs.

· Place high risk patients within view of, and close to the nursing station.
5.5 
Post Fall Management and Care
5.5.1
Staff report and document all falls regardless of severity or harm and alert medical staff. Refer to Section 5.7 Clinical Incident Reporting for recommendations regarding falls reporting and documentation.

5.5.2
Ascertain details of the fall from the patient, resident, client and/or carer to determine how the fall occurred.

5.5.3
Post fall management procedures shall be implemented to ensure prompt identification of any significant injury resulting from a fall. Apply clinical guidelines or pathways that are supported by the best available evidence and are validated, such as Queensland Health Post Fall Clinical Pathway and/or Residential Care Post Fall Clinical Pathway 1. Ensure agreed and documented clinical guidelines and/or pathways are available to the clinical workforce and that their use is monitored1. 
5.5.4
Implement actions to reduce the risk of future falls from occurring2,3,6 such as:

- Investigate the cause of the fall including assessing for delirium.

- Review implementation of existing falls prevention strategies; including standard falls prevention strategies (refer to Section 5.1 Coordination and Governance).

- Complete a risk assessment (refer to Section 5.3 Assessment for details), as new risk factors may be present.

- Implement a targeted individualised plan for daily care, based on the findings of the fall risk assessment. Multifactorial interventions should be carried out as appropriate including referral to other members of the health care team (interventions may include but not limited to gait assessment, balance and exercise programs, footwear review, medication review, hypotension management, increased observations, environmental modification and treatment of cardiovascular disorders).

- Encourage the patient, resident or client to resume their normal level of activity as many older people are apprehensive after a fall and the fear of falling is a strong predictor of future falls.

- Consider the use of injury prevention interventions including hip protectors, vitamin D and calcium supplementation and osteoporosis management.

- Consider investigations for osteoporosis in the presence of low-trauma fractures.

- Ensure effective communication of assessment and management of recommendations to the patient, resident, client and their carer(s) as well as the health care team.

5.5.5
A post fall analysis shall be conducted following a fall which generates an interdisciplinary care plan to reduce the risk of future falls and address any identified co-morbidities or falls risks factors6.  The level of analysis should reflect the seriousness resulting consequences to the patient. An in-depth analysis is required if serious injury or death has resulted from a fall2,3,6. Refer to Section 5.7 Clinical Incident Reporting for recommendations and guidance. 
5.6 Education
5.6.1  Patients/Residents/Clients
· Patients/residents/clients and carers are informed of the identified risks from falls and are engaged in the development of a falls prevention plan1.

· Patient/resident/client information on falls risks and prevention strategies are provided to patients/residents/clients and their carers in a format that is understood and meaningful.

· Falls prevention plans are developed in partnership with patients/residents/clients and carers.

5.6.2 Community and primary health
· Provide falls prevention self management resources and activities with cognitively intact clients, such as the:
· Queensland Stay On Your Feet® Checklist – Will I stay active and independent.  Available at
http://www.health.qld.gov.au/stayonyourfeet/documents/33380_print.pdf 

· Ageing with Vitality: Your everyday guide to healthy active living (available at: http://www.health.qld.gov.au/stayonyourfeet/ageing_vitality.asp ) and Ageing with Vitality Workbook (available at:
http://www.health.qld.gov.au/stayonyourfeet/ageing_vitality.asp).

· Promote participation in evidence based falls prevention programs that combine exercise (targeted at strength and balance), education and home safety in community dwelling clients such as Stepping On.

· For mobile cognitively intact individuals over 80yrs living in the community with a history of one or more falls in the previous year, suggest participation in the Otago Exercise Programme. 
· Consider other evidence based resources such as the Senior’s section on the Stay On Your Feet® website (http://www.health.qld.gov.au/stayonyourfeet/for-seniors/default.asp). 
5.6.3 Acute Hospital
· Use evidence based patient education programs with cognitively intact individuals such as Safe Recovery Training Program.

· Provide and discuss Stay On Your Feet® In-patient brochure with all patients and have copies available at the ward level. 

· Consider providing evidence based falls prevention resources at discharge that encourage self awareness and management of falls risk factors such as the How to Stay On Your Feet® Checklist
http://www.health.qld.gov.au/stayonyourfeet/documents/33381_full.pdf
5.6.4 Clinical Staff
· Orient and provide ongoing training to the workforce to ensure staff including agency workers can fulfil their safety and quality roles and responsibilities1. Include competency based training1 in falls prevention in the workplace. Promote continuing professional development opportunities and allow staff release from duties to complete such activities. 

· Ensure mandatory training programs meet requirements of National Standards 20111.

· Apply clinical guidelines or pathways that are supported by the best available evidence1, such as Queensland Health Post Fall Clinical Pathway (http://connect.health.qld.gov.au/OFC/Application/UI/Form/Download/SW135_PostFallPathway.dhd?formid=6431 ). Ensure agreed clinical guidelines and/or pathways are available to the workforce and that their use is monitored.
· Train staff in delivery of evidence based programs and tools that have been validated to reduce falls in appropriate setting i.e. Otago Exercise Programme*, Safe Recovery Training Program, or Stepping On.
Maintain training logs and review annually. Generate reports to assess staff completion of falls modules available on the iLearn@QHealth platform (https://ilearn.health.qld.gov.au/login/index.php).

Use state-wide, evidence-based falls prevention messages and resources such as those associated with the Queensland Stay On Your Feet® program (http://www.health.qld.gov.au/stayonyourfeet/resources.asp). Use resources that are evidence-based, settings appropriate (refer to Sections 5.6.1 for details) and current. 
5.7 Clinical Incident Reporting, Monitoring and Evaluation
5.7.1 All clinical incidents shall be identified, managed and reported in accordance with relevant legislation, standards and policies with the aim to effectively manage clinical incidents to avert preventable patient harm. The Queensland Health Clinical Incident Management Policy (CIMIS) provides clear guidance on the analysis of incidents (available at http://www.health.qld.gov.au/qhpolicy/docs/pol/qh-pol-012.pdf).
5.7.2 Staff shall report and document all falls regardless of severity or harm to the patient, resident or client.
5.7.3 Use the local incident management system i.e. PRIME CI or AIMS to record the fall as soon as possible after the event. Ensure staff are trained to use the local incident management system at orientation and repeat training annually or as per local procedures. 
5.7.4 A post fall analysis shall be conducted for all events where the depth of analysis should reflect the severity of harm that occurred to the patient, resident or client. Refer to CIMIS policy for details on requirements.
5.7.5 For all Severity Assessment Code (SAC) 1 events i.e. where there has been death, serious or permanent harm resulting from the fall, a Root Cause Analysis (RCA) shall occur.
5.7.6 A Human Error and Patient Safety (HEAPS) analysis shall be conducted for SAC 2 events i.e. where temporary harm results from a fall. Use the HEAPS Incident Analysis Tool to provide assistance in the HEAPS process (available at http://www.health.qld.gov.au/psq/html/docs/iatforms.doc) 
5.7.7 A Human Error and Patient Safety (HEAPS) analysis may also be appropriate for SAC 3 events i.e. where minimal or no harm results from a fall.
5.7.8 The Accountable Officer shall establish a mechanism to oversee and evaluate falls management strategies within the facility/service.  This may be an additional role for an existing committee or a separate multidisciplinary committee.
5.7.9 Retrieve and review data from local incident management system such as PRIME CI or AIMS for discussion at facility falls committee. Sites utilising PRIME CI or AIMS can retrieve reports from Nurse Sensitive Indicators on falls incidence and benchmark across peer facilities. To gain access to NSI visit http://dss.health.qld.gov.au/
5.7.10 Facilities shall participate in annual auditing measures such as the Queensland Bedside Audit to assess screening and assessment of falls risk. Table results at local falls committee and develop action plans to improve performance. Communicate results to all relevant areas of the facility.
5.7.11 Follow a Continuous Quality Improvement Cycle (CQIC) using the following steps investigate, plan, implement, and review.
5.7.12 Assess training and education requirements based on results of CQIC process.
5.8 Discharge planning
5.8.1
Patients or clients identified at risk of falling are referred to appropriate services, where available as part of the discharge process. 

5.8.2
If ongoing treatment or care is needed, send legible, comprehensive discharge summary or referral to the GP and/or relevant community providers, in a secure format, at discharge or within 24-48 hours of discharge (Continuity of Care Planning Framework for Queensland - General Practice Advisory Council Queensland available at http://www.health.qld.gov.au/hssb/hou/integration/21737.pdf).

5.8.3
Patients considered to be at higher risk of falling at home should be referred to an occupational therapist for home environment assessment. Consider referrals for and equipment to maximise safety and continuity from hospital to home6 (ACSQHC National Guidelines Hospitals 2009:xix). The health care team should also consider referring patients to evidence based validated programs such as the Otago Exercise Programme* if aged 80 years or over.
5.8.4
Discharge information provided to patient and or carer may include education materials on measures to reduce falls in the home and external contact information for further advice and follow up. Refer to How to Stay On Your Feet Checklist (available at:http://www.health.qld.gov.au/stayonyourfeet/documents/33381_full.pdf) or Stay On Your Feet In patient brochure.
6.
Review
This Standard is due for review on: 18/09/2015
Date of Last Review:  11/09/2012
Supersedes: not applicable
7.
Business Area Contact
Patient Safety Unit, Health Systems Innovation Branch, Health Service and Clinical Innovation Division.
8.
Responsibilities
	Position

Only individual positions, rather than committees, should be included here
	Responsibility

Bullet points are recommended where there are several responsibilities
	Audit criteria

This should be evidence of compliance, e.g. a report, a record of training, etc

	Executive Director, Patient Safety Unit 
	Review and maintain content of policy.


	Policy document content is reviewed and updated as required (timeframes regarding policy TBC). 

	Chief Executives Hospital and Health Services (HHS) 
	Implementation of policy.

Appointing an Accountable Officer.

Establishing a mechanism to monitor and evaluate the implementation of the falls injury prevention policy and standard.
	 Policy compliance is monitored.

	Accountable Officers


	Nominating mechanisms and responsibility for standard falls prevention interventions, screening, assessment, post-fall management, education, discharge planning and incident reporting.
	Patient/resident records.

Patient/resident care plans.

Local documents are consistent with this policy.

Support implementation of policy.

	HHS  Directors of Nursing 
	Reviewing/implementing local documents to ensure consistency with policy. 
	Local documents are consistent with this policy.

Support implementation of policy.

	Nursing Directors 
	Supporting staff to develop and maintain skills and knowledge relevant to the policy.
	Support implementation of policy.

Reports on staff professional

development.

	Healthcare team/ Nursing/midwifery staff 
	Supporting implementing standard falls prevention strategies.

Participate in falls screening, assessment, interventions and development of falls prevention plans. 

Participate in functional and mobility assessments as required.

Communicating identified falls risks to the health care team, patient, resident, client and carer (s).

Monitoring and reviewing falls prevention plans as necessary and communicate this to the health care team, patient, resident, client and carer (s).

Documenting and reporting all falls and participate in post fall analysis.

Discharge planning.

Participate in falls prevention training and education.
	Patient safety bedside audit.

Patient/resident records.

Patient/resident care plans.

Training logs.




9.
Definitions of terms used in this policy and supporting documents
	Term
	Definition / Explanation / Details
	Source 

	Patients
	For the purposes of this policy and implementation standard, patients refers to all in- and out-patients of QH facilities.
	

	Health care team
	All staff involved in the provision of health care including frontline clinicians, management, administration, operational and porterage staff. All staff have a role to play in preventing falls in older people. 
	Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Australian Hospitals 2009

	Older adults
	Falls can occur at all ages, but the frequency and severity of falls-related injury increase with age (2). Older adults are defined as those aged 65 years and over. 

When considering Indigenous Australians, older people commonly refers to people aged over 50 years (3).
	Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Australian Hospitals 2009

	Fall
	A fall is an event that results in a person coming to rest inadvertently on the ground or floor or other lower level.

To allow a consistent approach to falls prevention in Queensland and comparisons at a national and international level, it is important a standard definition for falls is used in all settings. 24,25
	World Health Organization. Definition of a fall. http://www.who.int/violence _injury_prevention/other_injury

/falls/links/en/index.html

	Injurious fall
	The Prevention of Falls Network Europe definition of an injurious falls is one that results with peripheral fractures defined as any fracture of the limb girdles or of the limbs. Other definitions of an injurious fall include traumatic brain injury. 


	Rushworth N (2009). Brain Injury Australia Policy Paper: Falls-Related Traumatic Brain Injury. http://www.bia.net.au/

Reports_factsheets/BIA%20 Paper_Falls%20TBI.pdf

	Harm
	‘Harm’ can range from a small skin tear all the way through to loss of life or limb. The severity of harm caused in health care is designated by using the Severity Assessment Code (SAC) classification system which provides a way to distinguish the severity of events. Ratings are based on the consequences to the patient of the adverse event and range from levels one to three.
	Patient Safety: From Learning to Action IV

Fourth Queensland Health Report on Clinical Incidents and Sentinel Events in the Queensland Public Health System 2008/09

January 2011:15, 20

	Screening
	A brief process estimating a person’s risk of falling classifying people at either low or increased risk. Falls risk screening usually only involves reviewing a few key items and can be used to identify patient who require a high level of supervision and more detailed falls risk assessment.
	Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Australian Hospitals 2009:30

	Assessment
	Falls risk assessments aim to identify factors that increase falls risks. This assessment is a more detailed process than screening and is used to identify underlying risk factors for falling.  
	Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Australian Hospitals 2009:30-31 

	Risk factors
	There are a number of risk factors among older people. A person’s risk of falling increases with age so too does the number of risk factors. Risk factors may be divided into intrinsic and extrinsic risk factors.

Intrinsic risk factors: relate to a person’s behaviour or condition i.e. previous fall, postural instability, muscle weakness

Extrinsic risk factors: relate to a person’s environment or their interaction with the environment i.e. time of day, bedside environment
	Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Australian Hospitals 2009

	Tailored interventions and/or actions
	An intervention is a therapeutic procedure or treatment strategy designed to cure, alleviate or improve a certain condition. Interventions can be in the form of medication, surgery, early detection (screening), dietary supplements, education or minimisation of risk factors.

Managing many of the risk factors from falls i.e. Delirium or balance problems will have wider benefits beyond falls prevention. Best practice in fall and injury prevention includes implementing standard falls prevention strategies, identifying fall risk and implementing targeted individualised strategies that are resourced adequately, and monitored and reviewed regularly.

Interventions that address several falls risk factors at the same time are known as multi-factorial, for example: health related issues such as physical activity, balance and vision and environmental hazards.

Multi-factorial strategies have been shown to be highly effective in reducing falls among community-dwelling older persons when they are based upon the results of risk factor assessment. 19,26,27,28,29,30 The successful strategies include:

· environmental risk assessment and modification

· balance and gait training with appropriate use of assistive devices

· medication review and modification

· managing visual concerns

· addressing orthostatic hypotension and other cardiovascular problems

· physical activity (strength and balance), this has been shown to be a particularly important component of a multi-factorial intervention.


	Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Australian Hospitals 2009

	Falls prevention
	Falls prevention is:

· preventing and reducing the risk of tripping, slipping, stumbling and then falling, by identifying what causes falls and what can protect people from falling

· identifying how to minimise the physical and psychological effects that results from falling 

The basis of falls prevention is ‘prevention is better than cure’. Many falls can be prevented. Falls prevention also includes falls injury prevention:

· reducing the number of people injured from falling

· preventing and reducing the seriousness of injuries that can result from falling

· identifying the best way to help an injured person recover (sometimes known as rehabilitation)
	Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Australian Hospitals 2009

	Pre-activity screen
	Pre-activity screening is a measure to control the risk associated with patient handling activities. Screening is carried out by the principal worker who is responsible for the patient handling activity.

Pre-activity screening typically involves:

· review of the patient chart (e.g. check blood pressure)

· talking to the patient to confirm their identity, current needs/condition, cognition and level of cooperation

· functional screening tests relevant to the activity to be performed (e.g. sitting balance, straight leg raise)

· scanning the work environment (e.g. check for trip hazards)

· checking availability and function of equipment to be used (e.g. make sure there are two slide sheets at the bedside)

· checking availability and capability of workers needed to assist in the activity (e.g. make sure the assistant has been trained in the use of the slide board).
	Think Smart - Patient Handling Guidelines 2nd Edition 2010:44 (available at:
http://qheps.health.qld.gov.au/safety/ safety_topics/guides/ohsms_2_22_1_38.pdf)

	Falls prevention plan
	An individualised plan that includes actions/interventions to address identified falls risk factors from a falls assessment. Ensure falls prevention plans are developed in partnership with patients, residents, clients and their carer(s).
	

	Standard falls prevention strategies
	Actions/interventions that address specific falls risk factors that should form part of routine care for all in-patients and residents  to prevent falls i.e. orient the patient to the ward.
	Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Australian Hospitals 2009:22

Australian Commission on Safety and Quality in Healthcare Preventing Falls and Harm from Falls in Older People - Best Practice Guidelines for Australian Residential Aged Care Facilities 2009:22

	Root Cause Analysis (RCA)
	RCA is a process of discovering the causes of an incident using systems thinking. In QH not all clinical incidents are subject to RCA. RCA is the mandated methodology for analysis SAC1 events (with the exception of suspected suicide of a community mental health consumer). 
	Root Cause Analysis Training Reference Manual 2010:7

	Severity Assessment Code
	The measurement of consequences to a patient associated with a clinical incident. The SAC score (1, 2 or 3) is used to determine the appropriate level of analysis, action and escalation for clinical incidents.
A SAC 1 event is defined as death or likely permanent harm which is not reasonably expected as an outcome of healthcare.

A SAC 2 event is defined at temporary harm which is not reasonably expected as an outcome of healthcare.

A SAC 3 event is defined as minimal or no harm which is not reasonably expected as an outcome of healthcare.
	CIMIS policy 2012; Root Cause Analysis Training Reference Manual 2010:7,33

	HEAPS analysis
	A 6-part analysis tool used in Queensland Health’s Human Error and Patient Safety analysis requires identification of patient, task, practitioner, team, workplace and organisational factors that contribute to clinical incidents. The protection afforded by 

Division 2 of the Hospital and Health Boards Act 2011 in relation to RCA does not apply to HEAPS analysis.
	CIMIS policy 2012; Root Cause Analysis Training Reference Manual 2010:44-45

	Nurse Sensitive Indicators (NSI) Project
	NSI project was initiated to investigate existing reporting practices and needs, and develop a suite of tools that could be used in nurse reporting. NSI reports and tools capture nursing contributions to healthcare outcomes through collecting process, structure and outcome measures such as workforce and patient outcome indicators. 

The system draws data from PRIME CI and AIMS and can generate reports on clinical incidents for falls, pressure injuries, medication administration, blood transfusion, nursing clinical incident reporting culture, healthcare associated staphylococcus aureus bacteraemia, hand hygiene compliance of nursing staff nursing skill mix, nursing sick leave, nursing agency usage and nursing vacancy. 

	Queensland Health Nursing and Midwifery Office Queensland (http://qheps.health.qld.gov.au/nmoq/

profession/nsi_about.htm)
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12. Appendices

Appendix A - Queensland Health Restraint and Protective Assistance Guidelines 2003
Hospital and Health Services have governance structures and systems in place to reduce falls and minimise harms from falls and monitor progress towards achieving this aim.


People on presentation, during admission and when clinically indicated, are screened and assessed for falls risk and appropriate interventions are actioned.


Patients, residents or clients and carers are informed of the identified falls risks and are engaged in the development and implementation and review of a falls prevention plan.


People identified at risk of falling are referred to appropriate services, where available as part of the discharge process.











[image: image5.emf]
	[image: image6.jpg]Queensland
Government




	Version No.: 1; Effective From: 10/09/2012
	Page 1 of 36

	
	



	
	
	Printed copies are uncontrolled


[image: image2.emf]
	[image: image3.jpg]
	Version No.: xxx  Effective From: xxx
	Page 2 of 36

	
	



	
	
	Printed copies are uncontrolled



[image: image4.emf][image: image5.emf][image: image6.jpg][image: image7.jpg]for Hospitals

Implement Standard
Falls Prevention

REPORT FALL & LEARN| snmqnes i
Incident Reporfing SCREEN all patients

« Utiise PFCP ASSESS within 24 hrs
* Use FAMP tool

PLAN

« Plan fals prevention
inferventions according
o risk assessment

DISCHARGE PLANNING

* Community referrals:
Ofago Exercise Progromme

» Use "Yellow Envelope”
for RACF fransfers

VALUATE & IMPLEMENT/ACTION
COMMUNICATE « Falls interventions

+ With the healthcare tailored 1o the risk as
team, the pafient, per planning

family and carers + Use equipment and

+ Review patient If there: devices as appropriate

is a change in con



[image: image8.jpg]EPORT FALLS & LEARN SCREEN on admission

Incident Reportng = ASSESS within 24 hrs
« Post Fal Clrcal Pathway

» Fols Assessment and
‘Management Pon
« st rescents ore high sk

EVALUATE & COMMUNICATE
« Vit fre heclihcare team
resigent. fomiy and corers preveriion intervenons.
« Use "yelow envelope” for
RCF Hransfers
« Reviewresdent il there s o
chango in nelr condifion

IMPLEMENT/ACTION
Fals inlerventions lolored 1o
he sk o3 per planning

« Use equioment and devices as
approprite (.. hp protectors]



