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1. Statement

xxxx Hospital and Health Service is committed to supporting value based health care to deliver comprehensive falls prevention by managing specific risks to patients during the delivery of health care. Our service has systems in place to identify vulnerable patients at risk of falling who often have other risk factors that increase their risk of adverse events such as cognitive impairment & malnutrition. Clinicians deliver targeted strategies to prevent falls, minimise harm and undertake post-falls management that is consistent with the best-practice guidelines. 
The priority across the health care continuum is to reduce and minimise the severity of harm. Those most at risk are aged 65 years and over, or 50 years and over among Indigenous Australians.
For people at risk, the incidence of falls and the harm resulting from falls will be reduced through:

· establishing and maintaining a clinical governance and quality improvement process for falls prevention and management
· recognising that vulnerable patients at risk of falling often have other risk factors that increase their risk such as cognitive impairment and malnutrition

· all patients and care recipients in xxx Hospital and Health Service facilities receive screening, risk assessment and an individualised harm minimisation management plan as part of a comprehensive care plan, to reduce falls and injury related to falls
· monitoring, reporting and investigating the incidence and prevalence of falls 
· optimising care of patients/care recipients through engagement of multidisciplinary healthcare teams ensuring a multifactorial approach
· ensuring best-practice equipment, devices and tools are available to promote safe mobility and an equipment register is maintained  

· supporting consistency in auditing and reporting falls, providing feedback to the workforce on audit results. 
· ensuring a partnership with patients/care recipients, carers and families to support shared decision making in planning falls prevention and management

· ensuring patients/care recipients, carers and families are provided with information about preventing falls in a format they can understand and feedback regarding this information is sort (e.g. Stay On Your Feet®)
· ensuring training is consistent with best practice guidelines and the clinical workforce is educated on preventing falls, reducing harm from falls and processes for post falls management 
· ensure discharge planning prompts referral to appropriate services
2. Scope

This policy applies to:

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

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

3. Principles

· Consumer centred – providing coordinated care that is easy for patients to access when they need it; ensuring healthcare staff respect and respond to patient choices, needs and values; forming partnerships between patients, their family, carers and healthcare providers.
· Driven by information – using up-to-date knowledge and evidence to guide decisions about care; collecting data, analysis and fed back for improvement; taking action to improve patients’ experiences.
· Organised for safety – making safety a central feature of how healthcare facilities are run, how staff work and how funding is organised. 

· Multidisciplinary practice – the prevention and management of falls is a shared responsibility of the health care team.
· Delivering falls prevention with a positive healthy active ageing focus using Stay On Your Feet®
4. Legislation

· Aged Care Act 1997

· Health Services Act 1991

· Public Service Act 2008

· Therapeutic Goods Act 1989 
· Hospital and Health Boards Act 2011 

· Work Health and Safety Act 2011
5. Supporting documents
· Australian Commission on Safety and Quality in Healthcare National Safety and Quality in Health Service Standards 2011 – Standard 10 Preventing Falls and Harm from Falls
· Australian Commission on Safety and Quality in Healthcare National Safety and Quality in Health Service Standards Second Edition 2017 - Comprehensive Care Standard 

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

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

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

· Queensland Health Guideline for Clinical Incident Management (QH-HSDGDL-032-2)
· Think Smart Patient Handling 2nd Edition Guide March 2014
· Manual Handling involving the handling of people 2001
· Positively Ageless Strategy – Queensland Seniors Strategy 2010-2020 

· Queensland Health Strategic Plan 2016-2020
· National Falls Prevention for Older People Plan: 2004 Onwards 
· Implementation Standard for Preventing Falls and Harm from Falls

· Hospital Falls Assessment and Management Plan

· Residential Care Falls Assessment and Management Plan 

· Community Falls Assessment and Management Plan 

· Inpatient Post Fall Clinical Pathway 
· Renal Dialysis Pressure Injury and Falls Assessment

· Day Oncology Pressure Injury and Falls Assessment
· Residential Care Post Fall Clinical Pathway 

· Adult Closed Head Injury Clinical Pathway for Emergency Departments

· Stay On Your Feet® Long Checklist
· Stay On Your Feet® Short Checklist
· Stay On Your Feet® Be Safe In-patient Brochure

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

· Ageing with Vitality: Workbook

6. Definitions
	Term
	Definition 

	Assessment
	A more detailed process than screening and is used to identify underlying falls risk factors for tailored intervention/action.  

	Adverse event
	A clinical incident in which unintended or unnecessary harm resulted.

	Care recipient
	People receiving care in residential care settings

	Clinical incident
	Any event or circumstance which could have resulted in or did result in unintended harm to a patient

	Clinical Incident Management System – RiskMan
	The Queensland Health electronic clinical incident management information system that records any event or circumstance which has, or could potentially, lead to unintended and/or unnecessary mental or physical harm to a patient of a Queensland Health service. 

	Clinician
	Refers to doctors, nurses, allied health staff, professional and non- professional staff and others engaged in care.

	Fall
	A fall is an event that results in a person coming to rest inadvertently on the ground or floor or other lower level.(World Health Organisation) 
To allow a consistent approach to falls prevention in Queensland and comparisons at a national and international level, it is important a standard definition for falls is used in all settings.

	Falls injury prevention
	Falls prevention also includes falls injury prevention:

· reducing the number of people injured from falling

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

· identifying the best way to help an injured person recover (sometimes known as rehabilitation)

	Harm
	Impairment of structure or function of the body and/or any deleterious effects arising there from. Harm includes disease, injury, suffering, psychological harm, disability and death. 

	Health care continuum
	 The health continuum across the three different settings of community, hospital and residential care. A person may move in and out of these settings and need periods of care at any time, depending on the interplay of their individual physical, social, psychological and environmental determinants (or risk and protective factors).



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

	Multifactorial Intervention
	Where people receive multiple interventions, but the combination of these interventions is tailored to the

individual, based on an individual assessment

	Risk factors
	Risk factors may be divided into intrinsic and extrinsic risk factors.

Intrinsic risk factors: relate to a person’s behaviour or condition i.e. previous fall, postural instability, muscle weakness, nutritional status
Extrinsic risk factors: relate to a person’s environment or their interaction with the environment i.e. time of day, bedside environment

	SAC
	In Queensland Health data about severity of harm is collected by using the Severity Assessment Code (SAC) classification system, which is measured by the SAC code. This code is a way to distinguish the most serious harm and SAC ratings are based on the consequences to the patient of the adverse event and range from one to four 

SAC 1 events are defined as:

“Death or likely permanent harm which is not reasonably expected as an outcome of healthcare”.

SAC 2 events are defined as:

“Temporary harm which is not reasonably expected as an outcome of healthcare”.

SAC 3 events are defined as:

“Minimal harm which is not reasonably expected as an outcome of healthcare”.

SAC 4 events are defined as:

“No harm or near miss”

	Screening
	A brief process estimating a person’s risk of falling 

	Treatment
	The application of physiotherapy, occupational therapy, medicines, surgery or other therapy to address a health concern.
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