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National Patient Safety Agency (NPSA) 2007 Slips, Trips
and Falls in Hospitals: the third report from the Patient safety
Observatory
• NPSA Reducing Harm from Falls in Mental Health Inpatient
Settings
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• Institute for Health Improvement (IHI) Patient Safety
Programme
• MHRA Guidance: Bed rails: Management and safe use 2020
• BS EN 60601-2-52:2010 Particular requirements for basic
safety and essential performance of medical beds.
• Public Health England (2020) Falls: Applying all our Health
Associated Trust Policies This policy should be read in conjunction with:
and Documents:
• Slips, Trips and Falls Policy for Patients within the
Community Setting
• Physical Health and Wellbeing Strategy
• Guidance for the management of patients who lack capacity
and require health and social care interventions
• Record Keeping Standards for Health and Social Care
Record
• Serious Incident (SI) Policy – Learning from Serious
Incidents and Incidents
• Being Open and Duty of Candour Policy and Process
• Management of Medical Devices and Equipment
• Moving and Handling Training Strategy and Guidance
• Standard Operating Procedure on use of flat lifting
equipment
• Bariatric Handling Policy for Patients weighing over 20 stone
• Guidance for consent to treatment part IV MHA 1983
• Medical Devices Decontamination and Single Use Policy
• RCHT Enhanced Care and Meaningful Activity policy
• RCHT Guidance for staff providing Level 3 and Level 4
enhanced care
• RCHT Reporting of Injuries, Diseases and Dangerous
Occurrences Policy and Guidance
Equality Impact
The Equality Impact Assessment Form was completed on 16
Assessment:
December 2020
Training Requirements:
All staff dealing with patients known to be at risk of falling should
develop and maintain knowledge, skills and competence in falls
assessment and prevention. Training should include the immediate
assessment of patients who fall and the use of appropriate
interventions to minimise on-going falls risk.
All clinical staff are required to complete Prevention and
Management of falls Training during their induction and The
Preventing Falls e-learning.
Annual Falls Management training must be completed by;
All clinical staff working on an adult community ward, Garner and
Mental Health Functional Acute wards must complete the e-learning
Falls Management training on an annual basis.
Medical Staffing – junior doctors on induction, annual updates for all
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medical staff to complete CareFall e-learning session.
For RCHT all clinical staff are provided with a falls prevention
booklet on admission, there is currently no essential or mandatory
annual requirement for falls prevention training unless stipulated by
the ward
Compulsory training programme incorporates Manual Handling and
Health and Safety.
The organisation trains staff in line with the requirements set out in
its training needs analysis and published in its Corporate
Curriculum.
Training which is categorised as statutory or essential must be
completed in line with the training needs analysis and Corporate
Curriculum.
Compliance with statutory and essential training is monitored
through the Learning and Development team with monthly
manager’s reports and staff individual training records twice yearly.
Staff failing to complete this training will be accountable and could
be subject to disciplinary action.
The organisation trains and educates staff in line with the
requirements set out in its Training Needs Analysis (TNA)
and applied to individual training records on the Trusts Learning
Management System (LMS) Training which is categorised as
mandatory must be completed in line with the TNA. Staff failing to
complete this training will be accountable and could be subject to
disciplinary action.
Monitoring
Arrangements:

Implementation:

CFT - Falls Prevention and Management group and RCHT – Falls
Work Stream group will:
• Analyse reports from the incident reporting system in relation to
policy, training and learning. In order to understand locally where,
when and why patients are most vulnerable to falls, and what
changes are required to reduce the occurrence and severity of
falls.
• Each ward will undertake as indicated on the clinical audit work
programme an environmental falls risk assessment and
compliance on the use of MFRAT/Combined holistic assessment
and consequent care planning
The content of this document will be promoted to relevant staff
through the eLearning Falls Prevention training and through ward
induction.
Implementation of this policy will be overseen by the Falls
Prevention and Management Group for CFT and Falls Work Stream
Group for RCHT.

Version Control
This document Replaces:
•
•
•

HS/034/19 – Slips, Trips and Falls Policy for an Inpatient Setting
Prevention and Management of Falls in Hospital, and the Safe Use of Bedrails with Adult
Patients Policy V5 February 2019 - RCHT.
HS/035/17- Using Bedrails Safely and Effectively to prevent falls

Table of Contents
Prevention and Management of Falls and a safe use of bedrails in Hospital Policy V1.0
Page 4 of 58

Document Reference Code: (to be added by the Policy Coordinator)

CFT Governance Information ............................................................................................................................ 2
1.

Introduction .......................................................................................................................................... 7

2.

Purpose of this Policy/Procedure .......................................................................................................... 8

3.

Scope ..................................................................................................................................................... 8

4.

Definitions ............................................................................................................................................. 8

5.

Ownership and responsibilities ........................................................................................................... 10
5.1.

Chief Executive is responsible for: ............................................................................................. 10

5.2.

The Trust Board is responsible for:............................................................................................ 10

5.3.

The Governance Committee is responsible for: ...................................................................... 10

5.4.

The Executive Lead for falls reduction is responsible for: ...................................................... 10

5.5. Falls Lead / Improvement Practitioner for Falls, Dementia and Delirium is responsible for:
………...………………………………………….…………………………………………………………………………………10
5.6.

Role of the Falls Preventions Groups is responsible for: ....................................................... 11

5.7.

The General Manager / Care Group is responsible for: ......................................................... 11

5.8.

The Head of Nursing / AHP’s is responsible for: ..................................................................... 11

5.9.

Matrons, Ward Leaders / Nurse in Charge are responsible for: ........................................... 11

5.10.

All Qualified members of staff are responsible for: ............................................................. 12

5.11.

Consultants and medical staff are responsible for: ............................................................. 13

5.12.

The Registered Nurse (RN) is responsible for: .................................................................... 14

5.13.

The Physiotherapist is responsible for: ................................................................................. 14

5.14.

The Registered Nurse (RN) is responsible for: .................................................................... 14

5.15.

The Pharmacist is responsible for:......................................................................................... 15

5.16.

The Dietitian is responsible for: .............................................................................................. 15

5.17.

The Healthcare Assistants / Support Workers are responsible for: .................................. 15

5.18.

The Falls Champion is responsible for: ................................................................................. 15

6.

Moving and handling........................................................................................................................... 15

7.

Identifying risk factors for falls ............................................................................................................ 16

8.

Using bedrails safely and effectively to prevent falls.......................................................................... 17

9.

Multifactorial patient centred interventions ...................................................................................... 21

10.

Information and support for patients and their families / carers ....................................................... 27

11.

The management and assessment of patients who fall in hospital .................................................... 27

12.

Reporting falls ..................................................................................................................................... 31

13.

Learning from incidents ...................................................................................................................... 32

14.

Dissemination and implementation .................................................................................................... 32

Prevention and Management of Falls and a safe use of bedrails in Hospital Policy V1.0
Page 5 of 58

Document Reference Code: (to be added by the Policy Coordinator)
15.

Monitoring compliance and effectiveness .......................................................................................... 32

16.

Updating and review ........................................................................................................................... 33

17.

Equality and diversity .......................................................................................................................... 33

Appendix 1. RCHT Governance Information ................................................................................................... 34
Appendix 2. RCHT Equality Impact Assessment .............................................................................................. 38
Appendix 3 – Multifactorial Risk Assessment Tool (MFRAT) .......................................................................... 40
Appendix 4 – CFT Intentional Rounding Care Plan.......................................................................................... 44
Appendix 5 – RCHT Care Rounding ................................................................................................................. 45
Appendix 6 – Post Fall Protocol....................................................................................................................... 46
Appendix 7. Bedrails Risk Assessment Flow Chart Tool .................................................................................. 48
Appendix 8. Bedrails Risk Assessment and Checklist ...................................................................................... 49
Appendix 9. CFT Post Fall Assessment ............................................................................................................ 50
Appendix 10. RCHT Post Fall Assessment ....................................................................................................... 52
Appendix 11. Protocol for use of Hip Protectors ............................................................................................ 53
Appendix 12. Guidance on Lying and Standing Blood Pressure Measurement .............................................. 54
Appendix 13. How to assist fallen patient off the floor .................................................................................. 55
Appendix 14. Medications associated with increased risk of falls .................................................................. 56
Appendix 15. Equality Impact Assessment Form ............................................................................................ 58

Data Protection Act 2018 (General Data Protection Regulation – GDPR)
Legislation
The Trust has a duty under the DPA18 to ensure that there is a valid legal basis to
process personal and sensitive data. The legal basis for processing must be
identified and documented before the processing begins. In many cases we may
need consent; this must be explicit, informed and documented. We cannot rely on
opt out, it must be opt in.
DPA18 is applicable to all staff; this includes those working as contractors and
providers of services.
For more information about your obligations under the DPA18 please see the
Information Use Framework Policy or contact the Information Governance Team
Cornwall NHS Foundation Trust cpn-tr.infogov@nhs.net
Royal Cornwall Hospital

rch-tr.infogov@nhs.net

Prevention and Management of Falls and a safe use of bedrails in Hospital Policy V1.0
Page 6 of 58

Document Reference Code: (to be added by the Policy Coordinator)

1. Introduction
1.1. Falls and fall-related injuries are a common and serious problem for older
people. People aged 65 and older have the highest risk of falling, with 30%
of people older than 65 and 50% of people older than 80 falling at least
once a year. The human cost of falling includes distress, pain, injury, loss
of confidence, loss of independence and mortality. Falling also affects the
family members and carers of people who fall. Falls are estimated to cost
the NHS more than £2.3 billion per year. Therefore falling has an impact on
quality of life, health and healthcare costs (CG161).
1.2. Slips, Trips and Falls incidents are among the highest cause groups
reported for some of the inpatient wards. Many harm events that were
previously considered unavoidable are shown to be avoidable; redefining
what is shown to be acceptable in patient safety. The information within
this document is designed to progress improvements in reducing harm
from falls within the inpatient setting. Each intervention has an
underpinning evidence base.
1.3. The causes of falls are complex. Hospital patients are particularly likely to
be vulnerable to falling due to medical conditions including delirium,
cardiac, neurological or muscular-skeletal conditions and side effects from
their medication, or problems with their balance, strength or mobility.
Problems like poor eyesight or poor memory can create a greater risk of
falls when someone is out of their normal environment on a hospital ward,
as they are less able to spot and avoid any hazards. Continence problems
can mean patients are vulnerable to falling whilst mobilising to the toilet. In
hospital settings falls are often an ominous ‘red flag’ symptom indicating
the patient’s underlying medical condition may have deteriorated and may
merit urgent medical review regardless of injury.
1.4. Prevention of falls is understandably an important patient safety challenge
for most healthcare settings and a range of resources exist to help
healthcare staff with this. The National Patient Safety Agency (NPSA) has
issued guidance to NHS organisations in England and Wales, aimed at
improving care after a patient has suffered a fall in a clinical setting. What
happens after a fall is equally as important, as detecting and treating an
injury from the fall will reduce the degree of harm caused to the patient.
This is particularly critical for injuries such as subdural haematoma that
may progress to irreversible brain damage if not detected early and
fractured hip, where minimising the time elapsed between fracture and
surgery is vital to reducing mortality and disability.
1.5. Falls management requires an approach that increases patient safety in
hospital by identification of patients at risk and implementing interventions
that reduce patient falls or minimise harm when a fall is sustained. It is,
however important to maintain a balance between positive risk taking,
improved safety and quality of life considerations such as privacy, dignity
and independence.
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1.6. April 2021 will be the first year Cornwall Partnership NHS Foundation Trust
and Royal Cornwall Hospitals NHS Trust integrated their respective
prevention and management of falls in hospital policy. The integration
commenced in April 2020 by aligning the improvement action plan,
however it is important to acknowledge that the process will take time for
the two organisations to fully integrate their procedures, documentation
and systems. To accommodate the anticipated changes, the policy will be
reviewed annually until fully integrated practices are established.
1.7. To assist the reader where a discrepancy in the policy occurs (different
process, system use or documentation) the text will be written in blue for
RCHT. An action will also be added to the coming 2021/22 Falls
Prevention Improvement Plan to align the discrepancies in time for the next
revision of the policy in April 2022.
1.8. This version supersedes any previous versions of this document.

2. Purpose of this Policy/Procedure
2.1. To support a proactive, collaborative and multidisciplinary approach to
•

Preventing avoidable falls

•

Reducing the number of falls

•

Minimising the harm from falls

2.2. To provide guidance for clinicians on:
•

Effective, timely, multidisciplinary, multifactorial falls risk assessment and
intervention

•

Hospital staff’ roles and responsibilities

•

Promotion of a safe environment

•

Person-centred planning i.e. individualised falls prevention care plans.

3. Scope
This policy applies to all healthcare professionals working across the adult
community health and mental health inpatient wards within CFT and RCHT.
This includes medical staff, nurses, allied health professionals, healthcare
assistants, general services assistants and administrative staff and students and
temporary clinical staff working within the Trust or those working within the Trust
from another agency or organisation.

4. Definitions
4.1. Fall - A fall is defined as an event which causes a person to, unintentionally,
rest on the ground or lower level, and is not a result of a major intrinsic event
(such as a seizure or stroke) or overwhelming hazard (such as external force being pushed over) (Public Health England, 2020)
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Trip – Is to stumble accidently often over an obstacle causing the person to lose
their balance. This is either corrected or causes the person to fall
Slip – Is to slide accidently causing the person to lose their balance. This is either
corrected or causes the person to fall
Controlled descent - An event in which the staff member to prevent harm from a
fall eases the patient to the floor by lowering them.
4.2. RCHT define a Near miss as the fall was prevented – any patient safety
incident that had the potential to cause harm but was prevented thus no harm
was caused to the people receiving NHS funded care.
Please see the definitions of harm policy for clarification of each level of harm.
It is important to note as of 11/03/2021 RCHT has adopted CFT’s policy and
inpatient falls resulting in fractured hips or subdural haematomas are classed
as severe/major harm. A patient who has fractured a hip or subdural
haematoma is unlikely to regain the levels of mobility and independence they
had prior to the fall, in which case the degree of harm should be classed initially
as severe. If on discharge the patient has returned to pre-admission cognitive
and functional levels the degree of harm can be downgraded to moderate.
4.3. Fragility Fracture - A broken bone following a minor bump or fall that wouldn’t
necessarily be expected to occur (such as a fall from standing onto soft ground,
or a fall from a chair).
4.4. Multifactorial Falls Risk Assessment – An assessment with multiple
components that aims to identify the cause of why a person is falling.
4.5. Multifactorial interventions – Are interventions carried out following the
completion of the Multifactorial Falls Risk Assessment Tool that aim to reduce
the risk of a person falling or minimise harm following a fall.
4.6. Older People - Adults aged 65 years and over.
4.7. Recurrent falls – Is defined as falling twice or more within a time period of
1 year
4.8. Restraint - Is defined as “The intentional restriction of a person’s voluntary
movement or behaviour” (NPSA 2007).
4.9. Post Fall Huddle - Rapid post fall evaluation by the MDT
4.10. Enhanced Care – Is defined as the level of patient observation based on the
proximity of staff to the patient needing enhanced care (level 3 – within line of
sight and level 4 within arm’s reach). Please see the Enhanced Care for Adults
policy for more information.
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5. Ownership and responsibilities
5.1. Chief Executive is responsible for:
The Chief Executive has overall responsibility for the strategic direction and
operational management, including ensuring that Trust policies comply with all
legal, statutory and good practice guidance requirements.
5.2. The Trust Board is responsible for:
The Trust Board has responsibility for setting the strategic context in which this
policy will be implemented.
5.3. The Governance Committee is responsible for:
The Governance Committee has responsibility for monitoring the assurance
framework for this policy and assuring Trust Board on compliance with the
implementation of this policy.
5.4. The Executive Lead for falls reduction is responsible for:
The Executive Lead for falls reduction is the Director of Governance for CFT
and Deputy Director for Nursing (Quality, Safety and Innovation) for RCHT
leads the agenda for falls prevention.
5.5. Falls Lead / Improvement Practitioner for Falls, Dementia and

Delirium is responsible for:
•

The promotion of the Falls agenda through the Falls Prevention Group and
the associated clinical governance arrangements ensuring that the Falls
training and policy is up to date and reflects national guidance and internal
learning

•

Providing leadership and clinical supervision to the Falls Champions

•

Providing expert advice for highly complex patients as required

•

Devising a library of resources and learning materials readily available for
use

•

Dissemination of learning from incidents to Falls Prevention Groups and
updates on the falls improvement work in relation to the integrated action
plan.
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5.6. Role of the Falls Preventions Groups is responsible for:
The Falls Preventions Groups are subgroups of RCHT’s Patient Safety Group
and CFT’s Quality and Governance Committee. The Falls Prevention Groups
objectives are to:
•

Develop a programme of work to be approved by the Quality and
Governance Committee and Patient Safety Group.

•

Review the programme of work at each meeting, providing an up-to-date
assurance of compliance or require actions for the above mentioned
regulatory bodies within the CQC framework

•

Explore opportunities to link to research and national guidance that will
provide best outcomes for patients who have fallen or who are at risk of
falling

•

Monitor adverse events, accidents, incidents and near misses and provide
recommendations for changes to rectify any shortfalls paying particular
attention to the cause group “Slips, Trips and Falls”

5.7. The General Manager / Care Group is responsible for:
•

Ensuring that the policy is implemented and adhered to in their services.

5.8. The Head of Nursing / AHP’s is responsible for:
The Head of Nursing / AHP’s is responsible for:
•

Monitoring compliance with the policy.

•

Utilising data to monitor the effectiveness of fall prevention strategies in
areas under their management.

•

Ensuring the competencies of staff in their area is maintained.

•

Ensuring staff are able to attend available education and training
opportunities for falls prevention and management.

•

Providing support and guidance to enable the Ward Sister to deliver their
responsibilities, as listed below.

5.9. Matrons, Ward Leaders / Nurse in Charge are responsible for:
•

Ensuring that the initial risk assessments for falls are completed following
the admission with the time specified in this policy (see chapter 7).

•

On admission / change of presentation, ensuring that all patients are
assessed in regards to their mobility and subsequent manual handling
requirements.

•

Ensuring that individualised falls prevention care plans, including
intentional/care rounding, are in place and are informed by the MFRAT or
combined holistic assessment where required.

•

Communicating falls risks across the Multidisciplinary Team as part of
Safety Briefings, including patients, relatives and carers.

Prevention and Management of Falls and a safe use of bedrails in Hospital Policy V1.0
Page 11 of 58

Document Reference Code: (to be added by the Policy Coordinator)

•

Ensuring that the Post Falls Protocol and Huddle is followed (Appendix 6
and 8)

•

Ensuring that aspects of the inpatient environment (including flooring,
lighting, furniture and fittings such as hand holds) that could affect patients'
risk of falling are systematically identified and addressed.

•

Ensuring appropriate manual handling equipment, mobility aids and
assistive technology are available and ready for use to support the
management of those patients who have fallen or who may be at risk of
falling.

•

Ensuring a comprehensive risk assessment is completed prior to the use of
hip protectors see protocol for the use of Hip Protectors (Appendix 9)

•

Ensuring that unresolved concerns are raised as a risk

•

Ensuring that all falls and related incidents are reported and managed,
using Trust’s incident reporting procedure.

•

Investigating the circumstances around individual falls and taking action as
appropriate

•

Embedding learning from incidents, serious incidents and clinical audits into
training plans and ward practice, in collaboration with the Falls Champion

•

Ensuring all staff have completed essential falls prevention training, are
competent to complete an effective falls assessment and can address the
risks by carrying out appropriate interventions.

•

Identifying a named member of the in-patient staff to act as a Falls
Champion

•

Encouraging an open and honest culture including, if appropriate,
displaying a safety cross with the number of falls reported in the month.

•

Ensuring monthly falls data is provided to the ward team

•

When a patient has a fall that results in moderate harm or above offering a
full and a complete apology on behalf of the Trust in accordance with Duty
of Candour.

5.10. All Qualified members of staff are responsible for:
•

CFT -The completion of the Multifactorial Falls Risk Assessment Tool
(MFRAT Appendix 3) and admission assessment within 24 hrs of admission
to identify specific risk of falls for the patient (Should the initial assessor not
be able to complete the full MFRAT they must ensure that it is handed over
to a named clinician for completion).

•

Devising and updating Falls Prevention Care Plan using the information
already gathered from the assessments and ensuring the recommendations
are undertaken.

•

The completion of the Intentional/care rounding Care Plan (Appendix 4)

•

Communicating to other team members and carers identified risk of falls
and interventions aimed at reducing it.
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•

Education of patients, relatives and carers with regards to inpatient falls
prevention.

•

Requesting further specialist assessments / advice as identified by the
assessments

•

Liaising with Specialist Falls Lead/Improvement Practitioner for Falls,
Dementia and Delirium and ward Falls Champions, Moving and Handling
Advisors as needed to highlight complex cases

•

Ensuring that the patient have access to an appropriate walking aid 24hrs 7
days a week

•

Ensuring all equipment is ordered and appropriate care is organised for the
patient on discharge from hospital.

•

Carry out capacity assessments as necessary to support patient centred
care.

Following a fall –
•

Completing a post fall assessment and following steps outlined in the Post
Fall Protocol (Appendix 5).

•

Completing the Post Fall Huddle to help identify potential root cause of the
fall and guide further preventative strategies (Appendix 8)

•

Completing and / or reviewing the MFRAT or combined holistic assessment
to help ascertain the potential cause of the fall and minimise on-going risks
(when the patient is experiencing multiple falls, on a daily basis, it is not
necessary to complete a new MFRAT / combined holistic assessment
following every fall, unless there has been a significant change to the
patients’ healthcare needs).

•

Reviewing the falls care plan following each fall

•

Reporting the fall using Trust’s incident reporting system and consider Duty
of Candour

5.11. Consultants and medical staff are responsible for:
•

Taking a comprehensive falls history, including the causes, underlying
medical conditions and consequences on admission and arranging
appropriate investigations and treatment

•

Reviewing medication in a timely manner (especially sedatives,
antipsychotics anti-hypertensives, anti-dysrhythmic, anxiolytics, strong
analgesics, anti-cholinergic used for incontinence, Parkinson’s Disease
medicines, anti-emetics, diuretics, oral hypoglycaemias, insulin, digoxin,
antihistamines) in conjunction with a Pharmacist Considering use of the
STOP START TOOL, with regard to older adults, in particular, the
Anticholinergic Burden Scale

•

Considering investigation and treatment for osteoporosis (such as DEXA
scans / bisphosphonate treatments, hip fracture risk assessments and in
line with NICE guidance
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•

Ensuring an inpatient post falls assessment is completed in order to reduce
the risk of further falls (top to toe survey, analgesia review, medication
review to consider risk of falls and need for bone protection)

•

On discharge considering referral to specialist falls prevention services and
informing GP of any inpatient falls.

5.12. The Registered Nurse (RN) is responsible for:
•

Providing patients at risk of falling and their carers’ with information, orally
and in writing about falls assessment and prevention.

•

RCHT Registered Nurses are responsible for the completion of the
combined holistic assessment within 4 hours of admission, on transfer to
another ward and following a significant change in patient’s condition such
as new onset confusion, inpatient fall or surgery.

•

Undertaking a bedrail assessment for any patient that has or requires bed
rails in situ.

•

Escalating non concordance with prevention/treatment strategies to the
ward sister and Medical team responsible for patient care.

5.13. The Physiotherapist is responsible for:
•

Ensuring that the physiotherapy assessment incorporates review of falls
risk factors including footwear, balance, gait, range of movement, strength,
functional ability and transfers and provide instructions on safe mobility with
consideration of altered cognitions impact on mobility prescription (falls
sensors, intentional / care rounding frequency)

•

Assessing and providing a suitable walking aid as part of patient’s
rehabilitation.

•

Discussing and clearly documenting risks related to non-compliance with
the mobility prescription with the patients and/or families and carers.

•

Providing patients who are on their caseload with exercise intervention to
improve strength and balance and decrease risk of falls.

•

Providing patients, relatives, carers and the ward team with instructions on
how to maintain patient’s level of function and prevent deconditioning once
patient reaches their rehab potential.

•

Completing appropriate onward referrals to services on discharge if further
input in the community is required.

5.14. The Registered Nurse (RN) is responsible for:
•

Carrying out a cognitive assessment where appropriate.

•

Where essential, to complete assessment of home environment prior to
discharge using Home Falls and Accidents Screening Tool (HOME FAST),
otherwise this it to be provided as part of the discharge to assess pathway.

•

Identifying the daily activities which place the patient at risk of falls and
providing instructions and equipment to minimise that risk
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5.15. The Pharmacist is responsible for:
•

Providing advice to the multidisciplinary team and assisting with medication
review for patients at risk of falls following a request from MDT or following
an inpatient fall.

5.16. The Dietitian is responsible for:
•

Responding to referrals to the service for nutrition and dietetic advice in
accordance with the dietetic referral criteria providing care planning advice
to the patient and MDT

•

Providing training or updates to MDT members on nutrition and falls
prevention as able

5.17. The Healthcare Assistants / Support Workers are responsible

for:
•

Ensuring falls prevention care plan actions are undertaken and any
concerns are reported to Nurse in Charge and / or therapy staff

•

Undertaking and documenting intentional/care rounding as stated in the
care plan when this has been delegated by the Nurse in Charge and / or
therapy staff.

•

Informing the patient’s nurse of any changes to the patient’s condition
immediately.

5.18. The Falls Champion is responsible for:
•

The dissemination of any updates and materials as agreed through the
Falls group

•

Working with Matron / Ward Leader to map falls, review the ward
environment and consider what actions to take with the aim of reducing
incidents of falls on the ward

•

Sharing the learning identified locally from incidents, serious incidents,
clinical audit

•

Attending the quarterly falls champion meeting and training session

•

Supporting the delivery of education and training at point of care

6. Moving and handling
6.1. The inpatient wards will review on an annual basis, with the Moving and
Handling Advisor, their moving and handling risk assessment which takes
into account environmental and operational factors.
6.2. When a person falls, it is important that safe methods are used when staff
assists a patient to move them off the floor, to avoid causing pain or further
injury. Staff should follow the Post Fall Protocol and consult with Moving
and Handling Advisor locally. The Post Fall Protocol should be easily
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accessible (e.g. laminated and at nurses station). Staff should consider use
of flat lifting equipment in the event of suspected hip injury and follow its
Standard Operating Procedure.

7. Identifying risk factors for falls
7.1. Risk prediction tools are not to be used
7.2. Patient’s Falls Risk Assessment Flowchart:
Complex Care and Dementia
Inpatient Ward/Adult Inpatient
Wards
All patients who are admitted

Adult Mental Health Inpatient
Wards
All Patients age 65 and over or who
have been identified as having an
underlying clinical condition that
increases risk of falls and/or have
had a recent fall and/or a history of
falls in the last 12 months

CFT Complete Multifactorial Falls Risk Assessment Tool (MFRAT)
(Appendix 3) and Mobility Assessment on admission or at the
earliest opportunity, no longer than 24hrs after admission and
undertake a bedrails risk assessment

RCHT Inpatient Wards
All Patients age 65 and over or
those age 50-64 who have been
identified as having an underlying
clinical condition that increases risk
of falls and/or have had a recent fall
and/or a history of falls in the last
12 months

RCHT Complete the Combined Holistic Assessment
within the first 4 hrs from admission, and
undertake a bedrails risk assessment

Devise an individualised Falls Prevention Care Plan addressing risks identified with the above assessments

Choose the appropriate frequency of the Intentional/ Care Rounding

If patient falls, follow Post Fall Protocol (Appendix D)

CFT complete Post Fall Assessment and Huddle form

RCHT complete Post Fall Checklist and Huddle

Record all Inpatient falls through the Trusts Incident Reporting System

Review the existing assessments (MFRAT/ Holistic assessment/ bedrails risk assessment) following a fall to help
ascertain the cause.
Complete a new MFRAT if there has been a significant change to the patients’ healthcare needs.
A review of the Falls Prevention Care Plan will be required following every fall.

Amend Falls Prevention Care Plan

Prevention and Management of Falls and a safe use of bedrails in Hospital Policy V1.0
Page 16 of 58

Document Reference Code: (to be added by the Policy Coordinator)

7.3. A lying and standing blood pressure should be completed within 24 hours of
admission, or at the earliest opportunity when the patient is able to achieve
standing position, to enable early identification and treatment of postural
hypotension. This check can be undertaken by any member of the team who
has been trained in taking blood pressure and the results must be discussed
with the medical team.
See appendix 12 for guidance on how to complete a lying and standing blood
pressure.
Exceptions include:
•

Where it presents a risk to the safety of either patients or staff

•

Where the patient is bed bound or treated and not expected to move out of
bed.

•

Patients on an end of life care pathway

•

Where the patient is physically not able to stand up, lying and sitting blood
pressure should be considered.

7.4. RCHT to identify patients at imminent risk of falls use red non-slip socks for
patients who meet the following criteria:
•

Anyone who has had a fall in the last 72 hours.

Or two of the following:
•

Admitted with a fall

•

Unable/unwilling to use a call bell

•

Cognitive impairment

•

Evidence of postural hypotension

8. Using bedrails safely and effectively to prevent falls
8.1. Bed rails are used extensively in acute, community and home care
environments to reduce the risk of a patient accidentally slipping, sliding, falling
or rolling out of bed, and injuring them self. They must never be used to limit
freedom of movement or as a method of restraint. Bed rails should also not be
used as a mobility aid, unless they have been specifically designed to do so.
8.2. Clinicians should carefully consider the benefits and risks of bed rails before
they are used for an individual bed user, to avoid potential harm from
entrapment or patient climbing over the bedrails and falling from a greater
height.
8.3. The Trusts aim to take all reasonable steps to ensure the safety and
independence of its patients and respect the rights of patients to make their
decisions about their care. If a patient lacks capacity to make this decision, the
best interest decision should then be documented.
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8.4. Evidence shows that certain physical or clinical conditions can put bed
occupants at greater risk of entrapment in bed rails. Those at greater risk could
include older people, adults or children with:
•

Communication problems

•

Confusion, agitation or delirium

•

Learning disabilities

•

Dementia

•

Repetitive or involuntary movements

•

High or low body mass (which may change entrapment risks)

•

Impaired or restricted mobility

•

Variable levels of consciousness, or those under sedation.

8.5. Bedrails should not usually be used;
•

If the patient is agile enough, and confused enough, to climb over them;

•

If the patient would be independent if the bedrails were not in place.

8.6. Bedrails should usually be used;
•

If the patient is being transported on their bed;

•

In areas where patients are recovering from anaesthetic or sedation and
are under constant observation.

8.7. Bedrails risk assessment
8.7.1. Most decisions about bedrails are a balance between competing risks.
The risks for individual patients can be complex and relate to their
physical and mental health needs, the environment, their treatment, their
personality and their lifestyle. Staff should use their professional
judgement to consider the risks and benefits for individual patients.
8.7.2. Bedrails should never be issued without an appropriate risk assessment
being completed.
8.7.3. CFT staff are recommended to use both a Bedrails Risk Assessment
Flowchart Tool and a risk matrix tool (Appendix 6) to inform their
decision making should the bedrails be recommended. This should be
followed up with Bedrails Risk assessment and Checklist (Appendix 7)
which is a list of questions pertinent to the potential risks of use/non –
use of bedrails and conveys the need to balance an individual patient’s
multiple risk factors.
8.7.4. RCHT staff are expected to complete for every patient within 4 hours of
admission the Bedrails Risk Assessment on NerveCentre (see risk
matrix tool appendix 6). The decision and rational for use of bedrails
should be documented in prevention of falls care plan section. If the
patient is mobile and confused and is at risk of climbing over the
Prevention and Management of Falls and a safe use of bedrails in Hospital Policy V1.0
Page 18 of 58

Document Reference Code: (to be added by the Policy Coordinator)

bedrails, then please consider alternative methods for keeping the
patient safe.
8.7.5. Whilst the tools can be used to inform decision making, they do not
provide a definitive instruction on the use or non-use of bedrails.
8.7.6. The majority of bed rails are designed to be used only with individuals
over 1.46 m in height (4’ 9”), which is also the height of an average 12year-old child. A risk assessment should always be carried out on the
suitability of the bed rail for the individual child or small adult, as bar
spacing and other gaps will need to be reduced.
8.7.7. The outcome and rationale for use or non-use of bedrails should be
documented in the patient’s records. Decisions not to use bedrails and
the rationale for this decision also need to be documented when the use
of bedrails has been considered.
8.7.8. On completion of the risk assessment, if bedrails are required but the
patient/family refuses to have them provided, this should be documented
and alternative risk reducing measures should be considered.
8.7.9. If the bedrails are deemed appropriate to be used staff needs to ensure
that the patient has a way of summoning the assistance when required
and that the bed is positioned at the lowest height level.
8.8. Safe fitting and use
8.8.1. There are many bed rails on the market, having a variety of fitting and
operation methods. The possible combinations of bed rails, beds and
mattresses, together with the uniqueness of each bed occupant, means
that a careful and thorough risk assessment is necessary if serious
incidents are to be avoided (Appendix 6 for both CFT and RCHT and
appendix 7 for CFT staff).
8.8.2. It is essential that all bed rails can be fitted correctly allowing safe use to
an appropriate bed base. Points to consider include:
•

Can the bedrails be fitted to the bed correctly?

•

Do staff understand how to fit the bedrails properly?

•

Are mounting clamps, if present, used in the correct orientation and
in good condition?

•

Is the bedrail secure and robust – could it move away from the side
of bed and mattress in use, creating an entrapment or fall hazard?

•

Do the dimensions and overall height of the mattress(es)
compromise the effectiveness of the bed rail for the particular
occupant – are extra height bed rails needed?

Patients’ bed rail assessment must be reassessed if there is a change in their
condition or reviewed every 7 days.
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All patient trolleys at RCHT are provided with integral safety rails. Patients must
be assessed for potential risk of climbing over the safety rail. Unless there has
been identified risk, safety rails should be placed in the raised position.
8.9. What to avoid
The MHRA has identified a number of issues largely associated with third party
bed rails that, if avoided during the selection process, may reduce the likelihood
of adverse incidents. For example:
•

Gaps of over 60 mm between the end of the bed rail and the headboard
which could be enough to cause neck entrapment.

•

Gaps over 120 mm from any accessible opening between the bed rail and
the mattress platform

•

Using insecure fittings or designs which permit the bed rail to move away
from the side of the bed or mattress. Gaps of more than 60 mm between
bed rail and mattress platform creates an entrapment hazard

•

Mattress combinations that will cause to decrease distance between top
edge of the bed rail and top of uncompressed mattress to less than
220mm. Additional height lessens the effectiveness of the bed rail and
may permit the occupant to roll over the top. Extra height bed rails are
available if mattress overlays are to be used

•

Mattress and bed rail combinations where the mattress edge easily
compresses, introducing a vertical gap between the mattress and the bed
rail.

•

Using unmatched pairs.

8.10. Alternatives to bedrails
It is far better to eliminate the risks of entrapment wherever possible.
Alternatives to bedrails must be investigated as part of the risk assessment
process, and before determining the type of bed rail the individual may require,
it should first be considered if there are safer alternatives e.g.:
a)

Repositioning the bed.

Note: if beds are placed close to a wall but not flush with it, it can create
potential for asphyxia entrapment if the patient were to slip between the
side of the mattress and the wall
b)

Beds with variable height used in the lowered position, or bed positioned
at the appropriate height for the patient to enable independent transfers
when assessed to be safe to do so.

c)

Ultra ‘Low height’ beds.

Note: consider potentially increased risk of falling if patient attempts to rise
from low level and injuries from floor-level furniture or fittings such as
radiators, pipes, or lockers
d)

Positional wedges to reduce movement across the bed for patients with
specific clinical conditions.
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e)

Alarm systems to alert staff that a person has moved from their normal
position or wants to get out of bed.

f)

Fall mats/ crash mats/ temporary mattress positioned on the floor that can be
placed beside the bed to reduce the severity of the impact if the bed occupant
does fall. Note: Careful consideration must be given to safe moving and
handling and also whether this increases the risk of patient tripping/falling if
tries to rise from low height unaided or attempts to stand on a soft mattress.
Each of these options may act to introduce different hazards even as they
reduce the risk of fall from bed injury or the risk from bedrails and should be
managed appropriately.

9. Multifactorial patient centred interventions
9.1. This should provide an explanation of the intent/purpose of the document
and the rationale for its development. Where appropriate, reference should
be made to statutory or legal requirements or to evidence-based good
practice. An outline of the objectives and intended outcomes should be
provided for the process or system being described.
9.2. Following the completion of the assessments staff should devise an
individualised prevention of falls care plan that addresses all of the risks
identified. Implementation of plans must include discussions with the
patient and, where appropriate, carers.
9.3. The intervention plan must include consideration of a referral for an
assessment by a relevant healthcare professional.
9.4. The intervention plan must include a review of medication associated with
the risk of falls (Appendix 12) by the medical team, as well as
individualised interventions aimed at reducing the risk of falls associated
with vision, postural changes in blood pressure (Appendix 10), cognitive
behaviour, presence of delirium, mobility, continence, the environment and
footwear (See section 9.9 page 22).
9.5. Multidisciplinary approach is crucial to manage patient’s risks related to
physical ability, therefore the whole team needs agree on the interventions
that they will use to support patient’s function and prevent deconditioning
during the inpatient stay.
9.6. Where patients are identified as being at risk of falls, written, as well as oral
information must be provided about falls prevention, to the patient and
carers. It must be recorded on the care plan that this information has been
given.
9.7. Interventions must be evaluated following a fall or if there has been change
to patient’s condition.
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9.8. Trust standard for toileting patients
9.8.1. Where possible, staff should support and facilitate patients to be
able to access the toilet in line with ‘Behind the door’ privacy and
dignity principles.
9.8.2. Where a patient has been risk assessed as needing to use a
commode at the bedside the following standard should be applied if
the patient will be left unattended:
•

Patient should be turned with the commode to face the bed

•

Call bell should be placed directly in front of the patient on the bed

9.8.3. Patients who have been assessed as needing enhanced care, e.g.
due to recent fall or signs of delirium, must be supervised at the
appropriate level (line of sight or within arm’s reach) whilst toileting.
9.8.4. Commodes must not be routinely left at the bedside, the only
exception being when this has been identified as part of patient’s reablement plan and has been risk assessed by the multidisciplinary
team and documented.
9.8.5. When deciding if the patient is able to use the toilet independently
staff need to consider:
•

Does the patient know when to go to the toilet?

•

Can the patient tell you where the toilet is?

•

Can the patient walk to the toilet independently?

•

Can the patient get on and get off the toilet independently?

•

Can the patient undress and dress themselves before and after
toileting?

•

Can the patient use toilet paper and wipe themselves?

•

Does the patient experience pain that restricts their toileting ability?

9.9. Maintaining safe environment
9.9.1. All staff need to ensure that the environment is free from clutter, call
bell and patients belongings are within reach and the levels of
lighting are appropriate. Any spills should be cleaned immediately to
reduce the slip hazard.
9.9.2. All staff need to consider the appropriate height of bed and chair for
each patient to facilitate safe transfers.
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9.10.Assistive technology
9.10.1. The use of a range of assistive technology devices may contribute
to the reduction of falls in a hospital environment. Consider the use
of motion sensors, under mattress sensors and chair sensors to
indicate bed and chair occupancy or use of low-level falls alarms in
toilets and bathrooms.
9.10.2. The risk assessment for this should take into account the
individual’s behavioural / reaction to any assistive technology.
When responding to an alert made by an assistive technology
device the staff member should make patients aware of their
presence prior to entering the patient’s room. Please refer to the
Management of Medical Devices policy when installing assistive
technology within the inpatient setting.
9.11.Hip protectors
9.11.1. Reported trials that have used individual patient randomisation
have provided no evidence for the effectiveness of hip protectors to
prevent fractures when offered to older people living in extended
care settings or in their own homes. Data from cluster randomised
trials provide some evidence that hip protectors are effective in the
prevention of hip fractures in older people living in extended care
setting who are considered at high risk (NICE 2013).
9.11.2. Consider the use of hip protectors with patients who have been
identified at high risk of falling and who have additional risk factors
for osteoporosis e.g. low BMI, history of smoking, previous hip
fracture, history of maternal hip fracture and history of use of oral
steroids for more than 3 months. See Protocol for the Use of Hip
Protectors – (Appendix 9) Hip protectors can be ordered from
Intergra/Unit 4).
9.12.Intentional/Care Rounding
9.12.1. This is an evidence-based approach to reduce falls in a hospital
care environment. It is a structured process where nursing staff on
the wards carry out regular checks with individual patients at set
intervals during which they can carry out scheduled or required
tasks.
9.12.2. Intentional/Care Rounding frequency should be considered for
those patients for who staff need to proactively identify, anticipate
and manage patients’ fundamental care needs to be able to
address the risks associated with falls.
9.12.3. CFT Intentional Rounding should be considered on the admission
to the ward. The information gathered in MFRAT should guide the
frequency and rationale for the rounding to be completed to meet
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patients need (e.g. regular assistance to toilet required, fluid prompt
etc.) even if they are receiving enhanced care. The responsibility
for any amendments to the frequency of the Intentional Rounding
remains with the Nurse in Charge. Clinical reasoning for the use,
discontinuation or non-use of Intentional Rounding should be
recorded within the nursing documentation.
9.12.4. RCHT Care Rounding should be started on the admission to the
ward. The information gathered in the Combined Holistic
assessment should guide the frequency and rationale for the
rounding to be completed to meet patients need (e.g. regular
assistance to toilet required, fluid prompt etc.) even if they are
receiving an enhanced care. The responsibility for any
amendments to the frequency of the Care Rounding remains with
the Nurse in Charge. Clinical reasoning for the use, discontinuation
or non-use of care rounding should be recorded within the nursing
documentation.
9.12.5. Consideration must be given to heightened levels of observations
when a patient has been identified as an imminent risk of falls, such
as implementing ‘Care Rounding’ or enhanced care, please see the
RCHT Enhanced Care and Meaningful Activities Policy for further
information.
9.13.Home hazards assessment
9.13.1. Home Hazards assessments is an evidence based falls prevention
intervention achieved by identifying and reducing number of
environmental risk factors in patient’s home setting. Occupational
Therapist should incorporate it while carrying out environmental
assessment or complete a separate assessment, if it has been
identified that the patient’s multiple falls are related to the home
setup.
9.13.2. Home hazards assessment will highlight areas for action / change
and the management plan to minimise those risks should be put in
place ideally prior to patient’s discharge. In the event when due to
i.e. the time frame this is not possible, referral should be made to
the appropriate community services to follow up and address
patient’s risk factors.
9.14.Balance and stability exercise programmes
9.14.1. Balance impairment and muscle weakness caused by ageing and
lack of use are the most prevalent modifiable risk factors
for falls. Strength and balance training has been identified as an
effective single intervention and as a component in successful
multifactorial intervention programmes to reduce subsequent falls.
Exercise, even at advanced ages and in people of varying physical
activities levels, can improve balance, strength and other risk
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factors for falls and injury. The evidence for the promotion and
provision of safe, effective, exercise to prevent falls is strong.
9.14.2. People aged 65 and over should be considered for exercises that
will work on improving their strength and balance. There are
recommended exercise programmes that are evidence based to
reduce falls and fall-related fractures.
9.14.3. Patients admitted to hospital because of a fall and who have been
referred for a physiotherapy input should be prescribed strength
and balance exercises that are tailored to the individual’s need.
9.14.4. Patients who have been issued an exercise programme on the
ward and require further support to achieve their goals should be
referred to the appropriate team in the community on discharge to
be able to progressed and maximise their rehabilitation.
9.15.Footwear and foot care
9.15.1. Patients should have their feet and footwear examined and
assessed on admission as part of the Multifactorial Falls Risk
Assessment Tool. Staff should educate patients and carers
providing information about safe footwear and foot care in relation
to falls prevention. Particular attention needs to be paid to
problems, e.g. pain in feet; corns; calluses and foot deformities
such as hallux valgus, hammer toes and nail problems. In addition,
problems such as reduced peripheral sensation, peripheral
neuropathy and diabetes need to be referred to Podiatry for
assessment / treatment.
9.15.2. Footwear influences balance and the subsequent risk of slips, trips,
and falls. The requirement for safe, well-fitting shoes varies,
depending on the individual and their level of activity. Well-fitting
footwear is crucial to aiding balance and postural stability.
Footwear such as flip-flops or slippers that do not hold the heel is
not appropriate.
9.15.3. Non-slip bed socks can be issued to patients that do not have
suitable footwear available provided these can be worn
comfortably. This should be a temporary arrangement until suitable
footwear is available.
9.16.Equipment
9.16.1. The appropriate mobility aid should be always available to patients
and kept within arm’s reach.
9.16.2. If the patient presents with their own walking aid, staff should still
check is the walking aid being used safely, as often due to illness
leading up to admission the patient’s mobility deteriorates. Staff
should also check the general condition of the walking aid,
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including the ferrules (rubber ending of sticks/crutches/frames) and
inform therapist if it needs replacing.
9.16.3. If the patient has left their mobility aid at home or have been
transferred from another healthcare setting and their function has
not deteriorated from previous level then the same walking aid can
be provided by a non-therapy staff member within 24hrs of
admission.
9.16.4. The patient’s mobility should be assessed by a qualified member of
staff on admission and prescribed appropriate walking aid, e.g.
walking stick, elbow crutched or frame, if required. When issuing a
walking aid staff should consider patient’s level of ability, weight,
height, cognition and reason for needing the walking aid.
9.16.5. If the patient’s mobility level requires more support than what can
be safely achieved with a walking aid then more supportive
equipment should be considered e.g. Sara Steady, stand aid, hoist,
Hi-Low Bed.
9.17.Nutrition and Hydration
9.17.1. Dehydration can lower blood pressure and cause weakness and
dizziness thus increasing the likelihood of falling. Fluid should be
visible, attractive and accessible. Fluid intake should be monitored
and managed in accordance with Trust policies to reduce the
chances of dehydration and falls.
9.17.2. Patients who are malnourished are at greater risk of falls. All
patients should be screened for malnutrition on admission and then
routinely using the agreed validated tool such as MUST. Where a
patient is identified as at risk of malnutrition, for example MUST
score of 1 or more, measures should be put in place to improve
and monitor their nutritional status. Locally agreed pathways or
resources including possible referral onto other specialist services
e.g. speech and language, dietetics should be implemented as
needed.
9.17.3. Where a patient is undernourished, consideration should be given
to energy (calorie) and protein intakes making use of nutrient dense
foods and liquids. Food fortification, between meals high
energy/protein snacks and milky drinks and if needed short term
prescription of an oral nutritional supplement should be considered.
Consideration should also be given to bone strengthening nutrients
such as Vitamin D and calcium if indicated.
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10. Information and support for patients and their families /
carers
10.1.When appropriate, staff should ensure that individuals at risk of falling, and
their family or carers, are offered information verbally and in writing. It is
important to take into the account the patient's ability to understand and
retain information.
10.2.Information should include:
•

Explanation about the patient's individual risk factors for falling in hospital.

•

Showing the patient how to use the nurse call system and encouraging
them to use it when they need help.

•

Informing family members and carers about when and how to raise and
lower bed rails, if being used.

•

Clear, consistent messages about when the patient should ask for help
before getting up or moving about.

•

Helping the patient to engage in any multifactorial intervention aimed at
addressing their individual risk factors.

10.3.When discharge planning, staff should consider have all the contributory
factors been addressed and appropriate interventions planned? Do carers
/ family / patient know:
•

The preventable nature of some falls and what measures help to reduce
risks of further falls and injuries.

•

Where they can seek further advice and assistance.

•

How to cope if they can’t get up from a fall, including how to summon help
and how to avoid a long lie.

10.4.If further assessment and / or treatment is required, consider what onward
referrals are necessary, informing carers and family where appropriate.
10.5. On discharge from the inpatient setting if onward support is needed the
team should complete a Single Electronic Referral Form clearly stating
patient’s needs requiring community follow up for fall prevention and
exercise progression.

11. The management and assessment of patients who fall in
hospital
11.1.Any sign of change or abnormal observations, escalate concerns to
GP / doctor / out of hours services / 999
11.2.Staff should refer to Post Fall Protocol (Appendix 5) and complete the Post
Fall Assessment (Appendix 8)
11.3.Immediate assessment following minor harm
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•

Immediate assessment to determine signs of potential injuries must be
carried out by a registered professional at the scene of the fall prior to
moving the patient, and consist of observation as well as physical check.

•

The patient should then be assessed for signs of:
▪ obvious fractures
▪ fractured neck of femur
▪ cervical spine injury
▪ soft tissue injuries
▪ cuts and abrasions
▪ any change in neurological status.

•

Based on the result of the above assessment the staff should then
determine the most appropriate floor retrieval technique (if appropriate)
taking into account patient’s own ability and use manual handling
equipment if necessary

•

Clean and dress any wounds

•

Consider need for analgesia

•

Consider appropriate levels of observation, the use of bedrails and
assistive technology.

11.4.If there is no evidence of a major injury, the patient should be helped to get
up using appropriate verbal instructions and minimal assistance (Appendix
11) or manual handling aids (see Manual Handling Policy). A set of
observations including heart rate, blood pressure, neurological
observations, blood glucose level, respirations and oxygen saturations
should be recorded and repeated as required.
11.5.Haemodynamically stable patients with no significant injury should be
reviewed within 24 hours by their own medical team. When the fall occurs
out of hours for medical cover, the nurse in charge needs to make a
decision based on clinical judgement if the urgent review is required by an
out of hours service (suspected injury, medical cause for the fall or need for
medical intervention) or, should a routine review be requested on the next
working day covered by medical team (no injury suspected, no change in
presentation after the fall, no medical cause for a fall or need for medical
intervention).
11.6.Suspected spinal injury
11.6.1. Injury to the spine may be indicated by:
•

Patient complains of pain in their spine, shooting pain, worsening on
movement

•

Neurological deficit (not being able to move limbs, changes in sensationnumbness / pins and needles, tingling)

•

Position of patient following a fall
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11.6.2. If there is evidence of a spinal injury:
•

Do not move the patient

•

Request an urgent review by the inpatient medical staff or call 999
escalating your concerns using SBARD tool

•

Undertake baseline vital signs (e.g. blood pressure; heart rate; respiratory
rate; oxygen saturation and blood sugar level)

•

Undertake neurological observations

•

Observe the change in the level of consciousness, headache, amnesia or
vomiting

•

Consider need for analgesia

•

Consider appropriate levels of observation,

•

For CFT Keep patient warm while awaiting ambulance response

•

For RCHT the Emergency Department must be contacted so that the
patient’s head can be immobilised using a hard collar and sandbags and
advice taken regarding the movement of the patient.

•

In NO circumstance should hoist and fabric slings be used to move those
patients

•

Notify medical staff immediately if any change in observations

11.7.Suspected head injury
11.7.1. If there is evidence of a Head Injury:
•

Do not move the patient initially

•

Request an urgent review by the inpatient medical staff for advice on
the movement or treatment of the patient or call 999

•

Keep the patient warm and comfortable

•

Perform and record baseline observations (Temperature, blood
pressure, pulse, respirations, oxygen saturations, capillary blood
sugar) together with the neurological observations on a half-hourly
basis until GCS equal 15 or returns to their baseline level. After that
the frequency should be as follows:
▪ Half-hourly for 2 hours.
▪ Then 1-hourly for 4 hours.
▪ Then 2-hourly thereafter.

•

Should the patient’s GCS decrease from their normal baseline at any
time after the initial 2-hour period, observations should revert to halfhourly and follow the original frequency schedule.

•

Mental Health teams to use non-contact observations where patient
is non-concordant with neurological observations.

•

Observe the change in the level of consciousness, headache,
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amnesia or vomiting
•

Consider need for analgesia

•

Clean and dress any wounds, consider minor injury unit for
assistance

•

Consider appropriate levels of observation

11.8.Patients having anti-coagulation treatment
11.8.1. For patients (adults and children) who have sustained a head injury
with no other indications for a CT head scan and who are having
warfarin treatment, perform a CT head scan within 8 hours of the injury.
A provisional written radiology report should be made available within 1
hour of the scan being performed. (For advice on reversal of warfarin
anticoagulation in people with suspected traumatic intracranial
haemorrhage, see the NICE guideline on blood transfusion.)
• Please document clinical reasoning for discontinuation of
neurological observations prior to the recommended 24hours within
the nursing or medical notes.
• Notify medical staff immediately if any change in observations or
deterioration in condition.
11.9.Suspected fractured neck of femur (Severe/Major harm)
11.9.1. Signs and symptoms of a fractured neck of femur:
• Patient complains of pain in hip/groin
• Tenderness on palpation of the greater trochanter
• Unable to weight bear
• Unable to lift, move or rotate the affected leg
• Affected extremity is often shortened and unnaturally, externally
rotated compared to the unaffected leg (caution as this is not
always the case)
11.9.2. Signs and symptoms of a fracture, in some rare cases, can initially be
hidden and appear after few minutes or hours. Any deterioration in
patient’s ability to weight bear and/or increase in pain post fall, even
delayed, should be considered as a potential sign of a fracture and
trigger urgent medical review or call 999 as per post fall protocol.
11.9.3. If there is evidence of a fractured neck of femur:
• Do not hoist the patient as this could displace the fracture causing
internal bleeding and severe pain and make surgical intervention
more complex
• Do not move the patient initially
• Request urgent review by inpatient medical staff or call 999
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• Keep the patient comfortable and warm
• Undertake baseline vital signs (e.g., blood pressure; heart rate;
respiratory rate; oxygen saturation and blood sugar level)
• Consider need for analgesia
• Consider appropriate levels of observation
11.9.4. Any injury sustained as a result of the fall should be treated
appropriately and ongoing management should be dictated by the
nature of the injury and the initial assessment.
• Please note post fall observations where possible should be taken
using a manual sphygmomanometer for blood pressure and manual
pulse check, deviation to this may occur where it presents a risk to
the patient or staff member and an electronic blood pressure device
may be used.

12. Reporting falls
12.1. All inpatient falls should be recorded through the Trust’s incident reporting
system using the cause group – Slips, trips and falls (Patients Only) and the
relevant cause, as well as in the patients’ clinical records within 24 hours
following the fall.
12.2. The report should include:
S (Situation) - What happened? Where did fall occur (e.g. right side of bed, by
the bedroom door etc.) what does patient state happened? If patient not able to
give insight, based on your observation of the environment/patient’s
position/situation what do you think has happened? (e.g. patient appeared to be
walking pushing his table as table next to patient by the door to the room)
B (Background) - Provide some background on patient that you think is
relevant to this incident (e.g. patient has dementia, has been transferred from
acute hospital 2 hours ago, longstanding back pain/ hip pain, just started using
a walking aid etc.)
A (Assessment) - What Assessment of injuries was used and outcome,
NEWS2 score, Neuro Observations
R (Recommendation) – How did staff get patient of the floor, was there need
for further investigation/ doctor review/ out of hours call etc.
D (Decision) – any immediate actions taken to prevent further falls/harm (e.g.
intentional/care rounding frequency increased, ultra-low bed ordered etc.)
ambulance requested.
12.3. Should the incident report be completed and then further bruising or injury be
noted then the original incident report should be updated with the new
information noting the new identified injuries.
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12.4. The Senior Ward Staff are responsible for investigating and documenting the
circumstances around individual falls and taking action as appropriate, this
should include measures taken to reduce risks of further falls. The Duty of
Candour will be applied to all incidents where the patient has suffered moderate
harm or worse, or the patient has died and the death has been attributed to the
patient falling.

13. Learning from incidents
13.1. Following a fall, the Nurse in Charge should lead a post fall huddle involving
MDT and patient to evaluate circumstances around the fall, preventative
measures already in place and learn from the incident. If the fall occurs outside
of the normal working hours the immediate post fall huddle should occur
following the incident and then be discussed during the morning MDT meeting
to gain insight from other professionals.
13.2. Staff should then use the information gathered during the huddle to review the
MFRAT and Combined Holistic Assessment and update the interventions used
in the falls prevention care plan.

14. Dissemination and implementation
14.1. This policy will be implemented and disseminated through the organisation
immediately following ratification and will be published on the organisations
intranet site (document library). Access to this document is open to all.
14.2. Monitoring of staff competence in falls assessment and management will form
part of the individual’s annual performance review (appraisal) and where
necessary, additional training provided.

15. Monitoring compliance and effectiveness
Element to be
monitored

Lead

Tool

Frequency
Reporting
arrangements

Assurance of the effective implementation of the Falls Prevention and
Management documents present within this policy.
• Receive, analyse and benchmark patient falls data (from incidents,
serious incidents, claims, safety alerts, safety thermometer, national
confidential enquiries, complaints and other relevant sources) and
reports/information, and use these to identify trends, risks and
learning.
Deputy Director for Quality, Safety and Innovation,
supported by Clinical Lead for Falls in CFT and Improvement
Practitioner for Falls, Dementia and Delirium in RCHT
• Datix Incidents Reports
• Ward to Board Report
• Safety Thermometer
Monthly
Key nursing quality indicators that focus on falls prevention are
reviewed regularly by Clinical Matron’s and Ward Sisters / Charge
Nurses and form part of the Performance Assurance Framework
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which is challenged at Divisional level.
In RCHT as part of the new Senior Nurse Meetings we have devised a
monthly exception report that will now provide further assurance
relating to this.
Monthly exception is reported in the Integrated Performance Report
(IPR) and ward to board report
Acting on
recommendations
and Lead(s)
Change in
practice and
lessons to be
shared

Monitoring of the Trust work programme occurs at the Falls Work
stream Group.
Monitoring of the Trust work programme occurs at the Patient Safety
Group

16. Updating and review
16.1. The document review process is managed via the document library. Document
review will be annually until there are no discrepancies between the inpatient
fall practice, management and documentation of patient care in RCHT and
CFT. The author remains responsible for policy document review. Should they
no longer work in the organisation or in the relevant practice area then an
appropriate practitioner will be nominated to undertake the document review by
the designated Director.
16.2. Revision activity will be recorded in the This Document Replaces Table (see
page 4) to ensure robust document control measures are maintained.
16.3. This Policy replaces all previous versions of RCHT Prevention and
Management of Falls in Hospital, and the safe use of Bedrails with Adult
Patients Policy and CFT Slips, trips and falls Policy for inpatient setting.

17. Equality and diversity
17.1. This document complies with the CFT and RCHT Equality and Diversity
statement which can be found in the 'Equality, Diversity & Human Rights Policy'
or the Equality and Diversity website.
17.2. The completed Equality Impact Assessment Screening Forms are found at
Appendix 2 and Appendix 15.
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Appendix 1. RCHT Governance Information
Document Title

Prevention and Management of Falls and a safe
use of bedrails in Hospital Policy V1.0

This document replaces (exact
title of previous version):

RCHT Policy:
Prevention and Management of Falls in
Hospital, and the safe use of bedrails with Adult
Patients Policy V5

Date Issued/Approved:

10th June 2021

Date Valid From:

July 2021

Date Valid To:

July 2024

Directorate / Department
responsible (author/owner):

Magda Morgan; Clinical Specialist Falls Lead

Paul Cadger; Improvement Practitioner for Falls,
Dementia and Delirium

Contact details:

01872 25 2638

Brief summary of contents

Policy for the prevention and management of falls
in hospital for adult patients

Suggested Keywords:
Target Audience
Executive Director responsible
for Policy:
Approval route for consultation
and ratification:

Falls/ Inpatient Falls / MFRAT / Intentional/Care
Rounding / Post Fall Protocol / Post Fall
Assessment/ Bedrails
RCHT
CFT
KCCG
✓
Director of Nursing, Midwifery and Allied Health
Professionals
CFT Falls Prevention and Management Committee –
Chair Magda Morgan

RCHT Falls Work Stream Group – Chair Paul
Cadger

General Manager confirming
approval processes

Kim O’Keefe

Name of Governance Lead
confirming approval by specialty
and care group management
meetings

Louise Dickinson
•
•

Links to key external standards

•
•
•
•

NICE QS 86 (2015 reviewed 2017) Falls in
Older People
NICE CG161 (2013) Falls: assessment and
prevention of falls in older people.
NICE CG 76 (2009) Medicines adherence
NICE CG 146 (2012 updated 2017)
Osteoporosis: assessing the risk of fragility
fracture
NICE TA 464 (2017, reviewed 2019)
Bisphosphonates for treating osteoporosis
NICE CG 124 (2011 updated 2017) Hip fracture
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•
•
•
•
•
•
•
•
•
•
•
•

management
NICE CG 103 (2010, reviewed 2019) Delirium:
prevention, diagnosis & management
NICE CG 176 (2014 updated 2019) Head Injury:
assessment and early management
NICE CG 109 (2010 updated 2014) Transient
loss of consciousness ('blackouts') management
in adults and young people
NICE CG 71 (2017) Parkinson’s Disease in
adults
National Patient Safety Agency (NPSA) 2007
Slips, Trips and Falls in Hospitals: the third
report from the Patient safety Observatory
NPSA Reducing Harm from Falls in Mental
Health Inpatient Settings
NPSA /2011/RRR001 Essential Care after an
inpatient fall
NPSA /2007/17 Using bedrails safely and
effectively
Mental Capacity Act
Institute for Health Improvement (IHI) Patient
Safety Programme
MHRA Guidance: Bed rails: Management and
safe use 2020
BS EN 60601-2-52:2010 Particular requirements
for basic safety and essential performance of
medical beds.

Public Health England (2020) Falls: Applying all
our Health

Related Documents:

This policy should be read in conjunction with:
• Slips, Trips and Falls Policy for Patients within
the Community Setting
• Physical Health and Wellbeing Strategy
• Guidance for the management of patients who
lack capacity and require health and social care
interventions
• Record Keeping Standards for Health and Social
Care Record
• Serious Incident (SI) Policy – Learning from
Serious Incidents and Incidents
• Being Open and Duty of Candour Policy and
Process
• Management of Medical Devices and Equipment
• Moving and Handling Training Strategy and
Guidance
• Standard Operating Procedure on use of flat
lifting equipment
• Bariatric Handling Policy for Patients weighing
over 20 stone
• Guidance for consent to treatment part IV MHA
1983
• Medical Devices Decontamination and Single
Use Policy
• RCHT Enhanced Care and Meaningful Activity
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•

policy
RCHT Guidance for staff providing Level 3 and
Level 4 enhanced care

RCHT Reporting of Injuries, Diseases and
Dangerous Occurrences Policy and Guidance
All staff dealing with patients known to be at risk of
falling should develop and maintain knowledge, skills
and competence in falls assessment and prevention.
Training should include the immediate assessment of
patients who fall and the use of appropriate
interventions to minimise on-going falls risk.
All clinical staff are required to complete Prevention and
Management of falls Training during their induction and
The Preventing Falls e-learning.
Annual Falls Management training must be completed
by;
All clinical staff working on an adult community ward,
Garner and Mental Health Functional Acute wards must
complete the e-learning Falls Management training on
an annual basis.
Medical Staffing – junior doctors on induction, annual
updates for all medical staff to complete CareFall elearning session.

Training Need Identified?

For RCHT all clinical staff are provided with a falls
prevention
booklet on admission, there is currently no essential or
mandatory annual requirement for falls prevention
training unless stipulated by the ward
Compulsory training programme incorporates Manual
Handling and Health and Safety.
The organisation trains staff in line with the
requirements set out in its training needs analysis and
published in its Corporate Curriculum.
Training which is categorised as statutory or essential
must be completed in line with the training needs
analysis and Corporate Curriculum.
Compliance with statutory and essential training is
monitored through the Learning and Development team
with monthly manager’s reports and staff individual
training records twice yearly.
Staff failing to complete this training will be accountable
and could be subject to disciplinary action.

The organisation trains and educates staff in line
with the requirements set out in its Training Needs
Analysis (TNA) and applied to individual training
records on the Trusts Learning Management
System (LMS) Training which is categorised as
mandatory must be completed in line with the TNA.
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Staff failing to complete this training will be
accountable and could be subject to disciplinary
action.
Publication Location (refer to
Policy on Policies – Approvals
and Ratification):
Document Library Folder/Sub
Folder

Internet & Intranet

✓

Intranet Only

Clinical / Corporate Clinical

Version Control Table

Version
No

Date

April 2021

V1.0

Summary of Changes

Initial issue of joint RCHT and CFT policy –
replacing RCHT only policy

Changes Made by
(Name and Job
Title)
Magda Morgan –
Falls Lead CFT,
Paul Cadger –
Improvement
Practitioner for Falls
Dementia and
Delirium

All or part of this document can be released under the Freedom of Information
Act 2000
This document is to be retained for 10 years from the date of expiry.
This document is only valid on the day of printing
Controlled Document
This document has been created following the Royal Cornwall Hospitals NHS Trust
Policy for the Development and Management of Knowledge, Procedural and Web
Documents (The Policy on Policies). It should not be altered in any way without the
express permission of the author or their Line Manager.
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Appendix 2. RCHT Equality Impact Assessment
Section 1: Equality Impact Assessment Form
Name of the strategy / policy /proposal / service function to be assessed
Prevention and Management of Falls and a safe use of bedrails in Hospital Policy V1.0
Directorate and service area:
Corporate Clinical / Rick

Is this a new or existing Policy?
New

Name of individual/group completing EIA
Contact details:
Paul Cadger – Improvement Practitioner for 01872 25 2638
Falls Dementia and Delirium
1. Policy Aim
Who is the strategy /
The aim of this policy is to provide guidance to the inpatient staff on
policy / proposal /
how to prevent and manage inpatient falls as well outline their duties
service function
and responsibilities within this subject.
aimed at?
2. Policy Objectives
Provide staff a reference point for the prevention and management of
falls in adult hospitalised patients
3. Policy Intended
Outcomes

4. How will you
measure the
outcome?

5. Who is intended to
benefit from the
policy?

Assurance of the effective implementation of the Falls Prevention and
Management documents present within this policy.

Receive, analyse and benchmark patient falls data (from incidents,
serious incidents, claims, safety alerts, safety thermometer, national
confidential enquiries, complaints and other relevant sources) and
reports/information, and use these to identify trends, risks and
learning.
All staff working with adult inpatients across CFT and RCHT
Workforce

6a). Who did you
consult with?
b). Please list any
groups who have
been consulted
about this procedure.

c). What was the
outcome of the
consultation?

Patients

Local
groups

External
Other
organisations

X
Please record specific names of groups:
CFT Falls Prevention and Management Committee – Chair Magda
Morgan
RCHT Falls Work Stream Group – Chair Paul Cadger

Allied Health Professions ratified expectations of job roles.
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7. The Impact
Please complete the following table. If you are unsure/don’t know if there is a negative impact
you need to repeat the consultation step.
Are there concerns that the policy could have a positive/negative impact on:
Protected
Yes No
Unsure
Rationale for Assessment / Existing Evidence
Characteristic
Age
X
Sex (male, female
non-binary, asexual
etc.)

X

Gender
reassignment

X

Race/ethnic
communities
/groups

X

Disability
(learning disability,
physical disability,
sensory impairment,
mental health
problems and some
long term health
conditions)
Religion/
other beliefs

X

X

Marriage and civil
partnership

X

Pregnancy and
maternity

X

Sexual orientation
(bisexual, gay,
heterosexual, lesbian)

X

If all characteristics are ticked ‘no’, and this is not a major working or service change,
you can end the assessment here as long as you have a robust rationale in place.
I am confident that section 2 of this EIA does not need completing as there are no highlighted
risks of negative impact occurring because of this policy.

Name of person confirming result of initial
impact assessment:

Magda Morgan – Falls Lead CFT, Paul
Cadger – Improvement Practitioner for Falls
Dementia and Delirium

If you have ticked ‘yes’ to any characteristic above OR this is a major working or service
change, you will need to complete section 2 of the EIA form available here:
Section 2. Full Equality Analysis
For guidance please refer to the Equality Impact Assessments Policy (available from the
document library) or contact the Human Rights, Equality and Inclusion Lead
india.bundock@nhs.net
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Appendix 3 – Multifactorial Risk Assessment Tool (MFRAT)
Name of
Professional:
Signature:
Designation:
Contact No.
Date:

Multifactorial Falls Risk Assessment Tool
Client Name:
DOB:
NHS Number:
Main Carer:
Carer’s Contact
No.

Time

Ward:
Named
Nurse
PLEASE COMPLETE THIS PAGE ON ADMISSION FOR ALL PATIENTS
Has the patient been admitted with a fall? YES / NO
If ‘yes’ give brief description:

Has the patient had a fall within the last 12 months? YES / NO
If ‘yes’ give brief description

Past medical history

Medications

Check lying and standing Blood Pressure (BP) within 24 hours of admission to the ward, or as
soon as patient is able to participate.
Standardised Measurement of BP:
After lying flat for 5mins
Immediately after standing up
After standing for 3mins

1st reading:
2nd reading:
3rd reading:

Please ensure that the MFRAT is reviewed if there is a change in patient condition and/or
following a fall, update care plan appropriately and document actions/interventions within
MDT notes.
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Appendix 4 – CFT Intentional Rounding Care Plan
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Appendix 5 – RCHT Care Rounding
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Appendix 6 – Post Fall Protocol
Patient Falls – Minor Injury
• Do not move initially
• Immediate assessment should
be carried out by a registered
nurse at the scene of the fall
prior to moving the patient to
identify signs of:
- Obvious fractures
- Fractured neck of femur
- Cervical spine injury
- Soft tissue injuries
- Cuts and abrasions
- Any change in neurological
status
• Use Post Fall Assessment Form/
Post falls Checklist to record
your findings
• Clean and dress any wounds
• Consider the need for analgesia
• If no serious injuries found assist
patient to stand, or utilising
manual handling equipment as
necessary
• Consider appropriate level of
observations
Other Interventions for ALL falls:
• Complete Post Fall Huddle

Patient Falls – Fractured Neck of
Femur
Signs and Symptoms:
• Patient complains of pain in hip
• Unable to weight bear
• Unable to lift, move or rotate the
affected leg
• Affected extremity is often
shortened and unnaturally,
externally rotated compared to
the unaffected leg
The symptoms can initially be
hidden, be vigilant for any change
in weight bearing or/and pain and
seek medical advice if it occurs
Interventions:
Do not hoist the patient as this
could displace the fracture causing
internal bleeding and severe pain
and make surgical intervention
more complex
• Request urgent review by
Inpatient medical staff or Call
999
• Keep patient warm and
comfortable
• Undertake baseline vital
signs,(e.g. blood pressure, heart

Patient Falls – Other
Fracture
• Do not move initially
• Advice taken regarding the
movement or treatment of
the patient via Inpatient
medical staff or call 999
• Keep patient warm and
comfortable
• Undertake baseline vital
signs, (e.g. blood pressure,
heart rate, respiratory rate,
oxygen saturation and
blood sugar level)
• Consider need for
analgesia
• Consider appropriate level
of observations
• Consider use of HoverMatt
and HoverJack

Patient Falls – Head / Cervical Spine
Injury
• Do not move initially
• Avoid movement if head and neck
pain is reported
• Request urgent review by Inpatient
medical staff for advice on
movement or treatment of the
patient or call 999
• For spinal injury RCHT – ED team
• Keep patient warm and comfortable
• Undertake baseline vital signs
• Undertake neurological
observations – Glasgow Coma
Scale + NEWS: half-hourly until
patient reaches GCS15 or returns to
their baseline, after that:
• Half-hourly for 2 hours. Then 1hourly for 4 hours. Then 2-hourly
thereafter.
• Should the patient with GCS equal
to 15 deteriorate at any time after
the initial 2-hour period,
observations should revert to halfhourly and follow the original
frequency schedule.
• Continue observations for 24 hours
or as required
• Notify medical staff immediately if
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patients consent if appropriate)
• Record in patients records
• Record on Incident Reporting
System
• Complete/review MFRAT

rate, respiratory rate, oxygen
saturation and blood sugar level)
• Consider need for analgesia
• Consider appropriate level of
observations
• Consider use of HoverMatt and
HoverJack to lift the patient of
the floor.

Document Reference Code: (To be added by the Policy Coordinator)
any change in observations
• Observe for change in the level of
consciousness, headache, amnesia
or vomiting
• Clean and dress any wounds
• Consider need for analgesia
• Consider appropriate level of
observations

Haemodynamically stable patients with no significant injury should be reviewed within 24 hours or at the earliest opportunity by their own medical
team.
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Appendix 7. Bedrails Risk Assessment Flow Chart Tool

Prevention and Management of Falls and a safe use of bedrails in Hospital Policy V1.0
Page 48 of 58

Document Section: (To be added by the Policy Coordinator)
Document Reference Code: (To be added by the Policy Coordinator)

Appendix 8. Bedrails Risk Assessment and Checklist
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Appendix 9. CFT Post Fall Assessment
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Appendix 10. RCHT Post Fall Assessment

Prevention and Management of Falls and a safe use of bedrails in Hospital Policy V1.0
Page 52 of 58

Document Section: (To be added by the Policy Coordinator)
Document Reference Code: (To be added by the Policy Coordinator)

Appendix 11. Protocol for use of Hip Protectors
This protocol is intended to inform practice and promote patient safety.
A review of the current literature with an absence of a dementia specific focus has identified that
there is:
• Insufficient evidence to recommend the use of hip protectors for all service users to reduce the
risk of fractured neck of femur
• Insufficient evidence to recommend that hip protectors are not used for vulnerable service
users
• Insufficient evidence to identify that hip protectors increase the risk of fractured neck of femur
• Insufficient evidence to identify that hip protectors adversely affect the dignity of those who use
them
To ensure that consideration of the use of hip protectors is not implemented routinely and is based
on individual needs, the decision should be indicated by:
• Patient diagnosis of osteoporosis or has the following risk factors for osteoporosis:
o Low BMI
o History of smoking
o Previous hip fracture
o History of maternal hip fracture
o Use of oral steroids for more than 3 months
• A comprehensive Multi factorial Falls Risk Assessment
• Previous falls and injuries sustained
Prior to the use of Hip Protectors
• Liaise with the Service User about the use of hip protectors and where they lack capacity
consult next of kin and MDT
• Discuss within the multidisciplinary team meeting and record within the patient / clinical record
• Balancing the risk of use of hip protectors with the risk of not using them.
• Assess patient compliance, and note that non-compliance can increase the risk of falling.
• Assess compatibility with incontinence aids.
• Assess compatibility with clothing.
• Complete risk assessments around tissue viability.
Following the Prescription of Hip Protectors
• This should be documented within the Falls Care Plan and reviewed on a regular basis.
• These should only be purchased following guidance from the Safe Management of Medical
Devices Policy.
• To determine the correct size the manufacturer’s information regarding sizing and
measurements must be adhered to.
• These should only be fitted in accordance with the manufacturer’s instructions. The hip
protectors are designed to position a cushioning pad over the hip bone (Greater Trochanter).
• Sufficient supplies must be purchased to address laundering requirements.
• Hip Protectors can be ordered from Integra
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Appendix 12. Guidance on Lying and Standing Blood Pressure
Measurement
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Appendix 13. How to assist fallen patient off the floor
Check for Injuries prior to moving patient.

Assess patient for any injuries.
If no severe injuries found continue to the next step.

Encourage patient and assist to roll on to his/her side.
Place two sturdy chairs, one near patient’s head and one
near their feet.

Walk your hands pushing yourself up in to the sitting
position
Ask patient to keep his/hers knees bent, pushing
their bottom up into 4 point kneeling position. Assist
patient with achieving this position.

Ask the patient to lean on the chair in front of them, bring one
leg forward and put that foot flat on the floor.
Curl toes of the other leg underneath.

Place a second chair behind patient then ask them to push up
with their arms and legs, and once they are up, to sit down in
the chair behind them. Guide them in to the seat. Do not lift
them.

If patient is physically not able to perform this then hoist should be used to assist patient off the
floor
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Appendix 14. Medications associated with increased risk of
falls
Never stop or withhold medication without agreement from
the medical team
Group

Generic Drug Name

Antidepressants

Antipsychotics

Sedatives and
hypnotics

Drugs for Parkinson’s
Disease

Cardiovascular Drugs

Analgesics

Suggested Action

• Review indication
• Stop if possible. May need to withdraw
slowly.
• Consider changing a tricyclic(TCA) to a
Serotonin Specific Reuptake inhibitor
(SSRI) (eg citalopram).
• Consider specialist referral if further
advice needed.
Chlorpromazine, haloperidol,
Postural hypotension, confusion, • Review indication for use.
quetiapine, olanzapine, risperidone. drowsiness,
• In long term use do not stop without
Parkinsonian symptoms.
specialist opinion
Temazepam, diazepam, lorazepam, Drowsiness which can last in to
• Stop if possible
nitrazepam, clonazepam, oxazepam, the next day, light headedness,
• Long term use will need slow
zopiclone, zolpidem,
confusion, loss of memory
withdrawal.
• No new initiation on TTOs
Pramipexole, ropinirole, selegiline,
Sudden daytime sleepiness,
• May not be possible to change
dizziness, insomnia, confusion,
• Do not change without specialist
low blood pressure, blurred
opinion
vision
• Check for postural hypotension
TCAs- amitriptyline, dosulepin,
imipramine, doxepin, clomipramine,
lofepramine, nortriptyline,
trimipramine.
Other- trazodone, mirtazapine,
phenelzine, venlafaxine, duloxetine

Drowsiness, blurred vision,
dizziness, postural hypotension,
constipation, retention of urine

ACE inhibitors/ Angiotensin-II
antagonists
Ramipril, lisinopril, enalapril,
captopril, perindopril, fosinopril,
trandolapril, quinapril
Antianginals Gliceryl trinitrate
(GTN), Isosorbide mononitrate,
nicorandil Diuretics
Bendroflumethiazide, metolazone.
Beta-blockers
Atenolol, sotalol , bisoprolol,
carvedilol, propranolol, metoprolol,
timolol eye drops
Alpha-blockers
Doxazosin, alfuzosin, terazosin,
Indoramin, prazosin, tamsulosin,
clonidine, moxonidine
All opiate and related analgesics –
Codeine, morphine, tramadol.

Low blood pressure, postural
hypotension, dizziness,
tiredness, sleepiness, confusion

Carbamazepine*, phenytoin*,
phenobarbitone*.
Anti-epileptics

Possible Side effects

• Check lying and standing BP.
• Review indication (alpha-blockers also
used for benign prostatic hyperplasia).
• Review dose.
• May not be possible to stop
• Consider alternative to alpha- blocker.

confusion, • Review dose.
postural • Use analgesic pain ladder to avoid
excess use.
• In elderly start low and go slow
Drowsiness, dizziness,
• Consider indication (some are also used
unsteadiness, ataxia
for pain control or mood stabilisation).
• May need specialist review in problem
cases.
• *Consider Vitamin D supplements for
at risk patients on long-term
treatment with these drugs.
Drowsiness,
hallucinations,
hypotension
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Table above highlights High Risk Medication only. To view full list of medication
associated with falls refer to: ‘Guidance sheet: Medication and Falls in Hospital’
available on Royall College of Physicians website:
https://www.rcplondon.ac.uk/file/933/download?token=drzlaAJ2
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Appendix 15. Equality Impact Assessment Form
Title of Policy / Document for assessment:
Document Library Section:

Prevention and Management of Falls and a safe
use of bedrails in Hospital Policy
Safety and Risk: Health and Safety

Is this a new or existing document?

Existing

Date of assessment:

30/03/2021

What is the main purpose of the document?

ho is affected by the Document?

The aim of this policy is to provide guidance to the
inpatient staff on how to prevent and manage
inpatient falls as well outline their duties and
responsibilities within this subject.
Staff Patients Visitors Carers Other
All

Officer responsible for the assessment:

Magda Morgan and Paul Cadger

The document aims to improve access, experience and outcomes for all groups protected
by the Equality Act 2010.
Are there concerns that the procedural
document could have a differential
impact on:
• Age
• Disability
• Gender
• Gender reassignment
• Pregnancy and maternity
• Race
• Religion and belief
• Sexual orientation
• Marriage and civil partnership
• Groups at risk of stigma or social
exclusion (e.g., offenders / homeless)
• Human Rights
• Are there any associated objectives
of the document?

YES

NO

What existing evidence (either
presumed or otherwise) do you
have for this?

Signature of person completing the Equality Impact Assessment:
Name:

Magda Morgan and Paul Cadger

Date:

30/03/2021
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