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1.0 EXECUTIVE SUMMARY 
 

The purpose of this Policy is to provide guidance to reduce as far as practicable, the 
risk of slips, trips and falls for people under the care and responsibility of the Isle of 
Wight NHS Trust  
 

• All people presenting to IOW NHS Trust services as a direct result of a fall or 

fall-related injury should be asked about the history of their fall(s) and 

circumstances surrounding the presenting fall including consideration of 

syncope or dizziness.   

 

• Older people in contact with IOW NHS Trust healthcare professionals should 

be asked routinely whether they have fallen in the past year and asked about 

the frequency, context and characteristics of the fall/s (1).  

 

• A multifactorial falls risk assessment will help teams identify an individual’s 

underlying risk factors for falling and guide towards taking mitigating actions.   

 

• On admission to hospital, all patients over the age of 65 and those aged 50 – 

64 with underlying comorbidities should have a multifactorial falls risk 

assessment completed regardless of whether the admission cause was linked 

to a falls-related event.   

 

• Older patients (or younger if clinically indicated) under the care of community 

teams will be offered multifactorial falls risk assessment where risk of falls has 

been determined.  

 

• Assessments should clearly identify risk factors and demonstrate suitable 

action plans to reduce, remove or manage the risk.  This should be clearly 

discussed with the patient and documented with the relevant patient notes. 

 

• Multifactorial interventions are the actions taken that help to reduce, remove or 

manage an individual’s risk factors for falling.  Multifactorial interventions are 

usually delivered by the multidisciplinary team alongside the agreement and 

participation of the patient.   

 

• In the event of a fall, the person must be assessed for injury prior to moving to 

help inform decisions about safe handling and ensure that any injuries are 

treated in a timely manner.  The person must be assisted off the floor using 

appropriate moving and handling techniques to avoid unnecessary pain and/or 

further injury (2) 

 

• Following a fall staff must always record actions and complete an incident 
report using the online DATIX reporting system.   

 

• All healthcare professionals caring for patients known to be at risk of falling 

should undertake appropriate training in falls assessment and prevention. 
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IDENTIFY RISK 
 

All people presenting to IOW NHS Trust services as a direct result of a fall or fall-related injury 
should be asked about the history of their fall(s) and circumstances surrounding the fall  
 
Older people in contact with IOW NHS Trust healthcare professionals should be asked routinely 
whether they have fallen in the past year and asked about the frequency, context and 
characteristics of the fall/s   

 

 
 
 
 
 

MULTIFACTORIAL FALLS RISK ASSESSMENT will help identify an individual’s underlying risk 
factors for falling and guide towards taking mitigating actions 

 

TAKE ACTION TO MANAGE THE RISK OF FALLS 
 

Assessments should clearly identify falls risk factors and demonstrate suitable action plans to 
reduce, remove or manage the risk.  This should be clearly discussed with the patient and 

documented with the relevant patient notes. 
 

Actions may include: medical review, environmental adaptations, review of medicines, toileting 
plan, support to increase fluids, therapy assessment 

 
Consider the use of written information such as patient information leaflets 

 
 

 

FALLS ON A PAGE SUMMARY 
 

REVIEW 
 

Multifactorial falls risk assessment must be reviewed and updated: 

• on transfer to other wards/areas 

• when the patient’s risk factors change 

• if the patient falls 

• as part of regular care plan review 

Ensure appropriate actions are taken and documented 
 

 
IN THE EVENT OF A SLIP TRIP OR FALL 

 
If a person falls they should be managed in accordance with post fall guidance and in line with 

best practice. Documentation and Datix to be completed. See policy/appendices for more details 
on managing that patient depending on location/setting 

 
These are guidelines only and should not replace the clinical decision making process 
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2.0 INTRODUCTION 
 

2.1 National statistics 
 
2.1.1 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 (1). 

 
2.1.2 Falls are the leading cause of mortality resulting from injury in people aged 75 and 

above in the UK (3) Hip fractures account for occupation of over 4,000 beds at any 
one time across England, Wales and Northern Ireland and an average hospital 
length of stay of around 20 days (4). 

  
2.1.3 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 
(1). Therefore falling has an impact on quality of life, health and healthcare costs. 

 

2.1.4 Patients in hospital have a greater risk of falling than people who are not in hospital. 
This is partly because newly acquired risk factors such as acute illness, delirium, 
cardiovascular disease, impaired mobility, medication and syncope, and unfamiliar 
surroundings can increase the risk of falling.  Falls are the most frequently reported 
incident affecting hospital inpatients, with 247,000 falls occurring in inpatient settings 
each year in England alone (5). 
 

2.1.5 During 2018 the National Hip Fracture Database recorded 64,240 hip fractures in 
England and Wales. Of these, 2,439 (3.8%) occurred in people who were hospital 
inpatients (6).  Falls amongst the 65 years and over have been shown on average to 
increase length of stay by 8 days for a no harm incident and up to 15 days for an 
incident harm resulting in severe harm (5) 

 
2.2 Local statistics for Isle of Wight NHS Trust 
 
2.2.1 In 2018/19 there were 686 recorded in-patient falls across acute and mental health 

wards equating to 6.5 and 4.6 falls per 1000 occupied bed days respectively.  
 
2.2.2 It is estimated that in-patient falls across acute and mental health beds cost the Isle of 

Wight NHS Trust £1.5 - £1.6 million during 2018/19 (7) 
 

 
3.0    DEFINITIONS 

 
3.1 Slip  
 

A slip is to lose one's footing and slide unintentionally for a short distance, causing  the 
person  to lose their  balance.  This is either corrected or causes a person to fall. 
(8) 

 
 

3.2 Trip  
 

A trip is to catch one's foot on something and accidentally stumble or fall, often over 
an obstacle, causing the person to lose their balance. This is either corrected or causes 
the person to fall (8) 
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3.3 Fall 
  

A fall is defined as an event which results in a person coming to rest inadvertently on 
the ground or floor or other lower level (9).  This is differentiated from a person who is 
observed to willingly place themselves on the floor and does not need to be reported 
as a fall. 

 
 
3.4 Multifactorial falls risk assessment  
 

An assessment with multiple components that aims to identify a person's risk factors 
for falling 

 
 
3.5 Individualised multifactorial interventions 
 

An individualised multifactorial intervention is an intervention with multiple components 
that aims to address the risk factors for falling identified as part of the risk assessment 
process.  This may include a medicines review, strength and balance training, 
optimising hydration  

 
  
3.6 Older person 

Generally, someone over the age of 65 might be considered an older person.  
However, it is not easy to apply a strict definition because people can biologically age 
at different rates (10) 

 
 
3.7 Reasonably practicable:  
 

The risk must be balanced against the sacrifice in money, time and trouble needed to 
avert it.  Only if there is a gross disproportion between them and the risk is insignificant, 
in relation to the sacrifice, can the precautions be considered not to be reasonably 
practicable. 
 
 

3.8 RIDDOR 

 
Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013 

 
 
4.0 SCOPE 
 
 This policy applies to all IOW NHS Trust employees (including agency and locum staff) 

and volunteers.  
 
 

5.0 PURPOSE 
 

The purpose of the policy is to provide clear guidance to staff in how to identify a person 
at risk of falls, how to reduce risk of falls and injury, and how to reduce risk of harm 
occurring should a fall be sustained and post fall management.  This policy is 
underpinned by evidence based practice. 
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6.0  ROLES AND RESPONSIBILITIES 
 
6.1 Trust Board responsibilities 
 
6.1.1 The Organisation has statutory obligations under the Health and Safety at Work Act 

1974 to ensure a safe working environment, as far as is reasonably practicable.  The 
Organisation will support managers and staff in establishing safer working 
environments to reduce the risk of slips, trips and falls for staff, patients and other 
members of the public.   
 

6.1.2 The Workplace (Health, Safety and Welfare) Regulations 1992 require any floor 
surface to be suitable for its purpose and kept free from hazard or obstruction which 
may cause a person to slip, trip or fall.  
 

6.1.3 The Organisation will ensure that workplace / environment risk assessments 
considering the potential hazards (e.g. floor covering, lighting, trailing wires) 
associated with slips, trips and falls (including falls from height) are appropriately 
arranged by managers.  This will include healthcare settings and patient home 
environments in which staff are required to undertake activities, in accordance with the 
Organisation Risk Assessment Information Pack. 
 

6.1.4 The Organisation is responsible for minimising the risk of harm for patients and for 
ensuring that appropriate training is available to all relevant staff involved in managing 
patient care. 
 

6.1.5 The Organisation will ensure that appropriate governance is in place so that trends of 
falls and overall falls prevention practices are monitored at Executive and/or Non-
Executive Level 
 

6.1.6 The Organisation aims to raise awareness through the use of appropriate material 
such as leaflets, posters, social media and the intranet/internet. 
 

6.1.7 The Organisation will reduce the incidence of falls and falls related injuries through the 
delivery of the IOW NHS Trust Falls Prevention Strategy 2020-2023  
 

6.1.8 The Organisation will have appropriate governance procedures in place to monitor its 
performance against delivery of the strategy which will be through Patient Safety Sub-
Committee. 
 

6.1.9 A copy of the Policy and Strategy will be held on the Trust’s intranet.  
 

 
6.2 Managers’ responsibilities  
 
6.2.1 The responsibility for the implementation of the Policy lies with the Ward 

Sisters/Charge Nurses, Modern Matrons, service leads, falls prevention leads and 
managers.  

 
6.2.2 Responsibility for the uptake and monitoring of training lies with the managers and 

service leads. 
 

6.2.3 The responsibility for the introduction of the Policy to staff lies with the line manager 
and should be included in the local clinical induction process for new staff.  It should 
also form part of appraisal. 
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6.2.4 Heads of Nursing hold overall responsibility within their care groups for monitoring the 
effectiveness of the policy’s implementation. 
 

6.2.5 Detailed advice and support on any specific aspect of implementation of the policy can 
be accessed from the Falls Prevention Leads 

 
 
6.3 Employees’ responsibilities (permanent, temporary, agency or locum) 
 
6.3.1 Staff have a responsibility to carry out appropriate risk assessments and to ensure 

appropriate actions are taken. 
 
6.3.2 Staff should complete all relevant training, as discussed with their manager and in line 

with the requirements of their post. 
 
6.3.3 Any member of staff is responsible to take appropriate action immediately following 

any adverse incidents. They should also report the incident via Datix and ensure they 
note all their actions they have put in place. 

 
6.3.4 Staff have a responsibility to ensure any slip and trip hazard in the workplace is 

identified, reported and rectified. 
 
6.3.5 Staff have a responsibility to ensure where deficiencies are identified, appropriate risk 

assessments and risk reduction action plans are in place to reduce falls and ensure 
the best practice principles are applied, with managerial support if necessary. 
 
 

6.4 Responsibility of maintaining a safe environment 
 
6.4.1 The safe maintenance of the environment will be a partnership exercise between the 

managers in all areas of the Organisation, the Hotel Services and Estates Department, 
where and as appropriate.  

 
6.4.2 The Health and Safety Risk Assessment Process will identify areas of risk and allow 

each individual area to implement controls and ensure that safe practices are in place 
to prevent a slip and trip hazard from occurring but also have measures in place to 
react to a situation should the environment change. All defects should be reported to 
Estates as soon as possible. The area should be made safe immediately until suitable 
repairs/maintenance can be carried out. 

 
 
7.0 POLICY DETAIL / COURSE OF ACTION 
 

Mental Capacity Act 2007: 
 

In applying this policy you must also comply with the principles of the Mental Capacity 
Act 2007: 
 
1. Always assume a person has capacity unless you have established that they 

lack capacity. 

2. Do everything you can to help the person make a decision for themselves. 

3. An unwise decision does not prove that the person lack capacity. 

4. Anything you do or any decision made for or to the person must be in their best 

interest. 
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5. Always consider whether the outcome can be achieved in a way that interferes 

less with the person’s wishes. 

Whenever there is a doubt about the person’s capacity you must assess their 
capacity and if they do lack capacity you must act in their best interests. Further 
guidance can be found in the Trusts’ MCA Policy and in the MCA Code of Practice. 
 
7.1 Identification of people at risk of falling  
 
7.1.1 Risk prediction tools should not be used to predict a person’s risk of falling (1).  For 

older people, a history of falls in the past year is the single most important risk factor 
for falls and is a predictor of further falls (10).   

 
7.1.2 All people presenting to IOW NHS Trust services as a direct result of a fall or fall-

related injury should be asked about the history of their fall(s) and circumstances 
surrounding the presenting fall including consideration of syncope or dizziness.  This 
is particularly important in older people or people aged 50-64 with underlying 
comorbidities that could increase falls risk. 

 
7.1.3 Older people in contact with IOW NHS Trust healthcare professionals should be asked 

routinely whether they have fallen in the past year and asked about the frequency, 
context and characteristics of the fall/s (1). 

 
7.1.4 If a person is identified as being at risk of falls, they must be provided with an 

appropriate Falls Prevention Leaflet by staff.  Current information leaflets include: 

• The Royal College of Physicians leaflet “Falls prevention in hospital: a guide 
for patients, their families and carers” found at 
https://www.rcplondon.ac.uk/projects/outputs/falls-prevention-hospital-guide-
patients-their-families-and-carers 

• IOW NHS Trust leaflet “Staying on your feet – a guide to preventing falls” found 
at http://it-intranet-apps/guidelines/Staying_on_your_Feet-
A_guide_to_Preventing_Falls_v2.pdf 

 
 
 
7.2 Multifactorial falls risk assessment  
 
7.2.1 Tools which guide clinicians towards identifying risk factors for falling should be used.  

Multifactorial risk assessments and interventions which reduce, remove or manage risk 
are examples of best practice (1).  A multifactorial falls risk assessment will help teams 
identify an individual’s underlying risk factors for falling and guide towards taking 
mitigating actions.  An example of the content of a multifactorial falls risk assessment 
can be found in Appendix A. 

 
7.2.2 Older people presenting to the emergency department or urgent treatment centre as a 

result of a falls related event/injury should have as many elements of a multifactorial 
falls risk assessment completed as is practical, and considered for referral to 
appropriate community teams to complete the risk assessment process.  

 
7.2.3 On admission to hospital, all patients over the age of 65 and those aged 50 – 64 with 

underlying comorbidities should have a multifactorial falls risk assessment completed 
regardless of whether the admission cause was linked to a falls-related event.  
Appropriate multifactorial falls risk assessments and care plans can be found within 
the inpatient ward, medical assessment unit (MAU) and emergency department (ED) 
risk assessment documentation (Appendix B).  Please note the current in-patient 
falls risk assessment paperwork is under review. 

 

https://www.rcplondon.ac.uk/projects/outputs/falls-prevention-hospital-guide-patients-their-families-and-carers
https://www.rcplondon.ac.uk/projects/outputs/falls-prevention-hospital-guide-patients-their-families-and-carers
http://it-intranet-apps/guidelines/Staying_on_your_Feet-A_guide_to_Preventing_Falls_v2.pdf
http://it-intranet-apps/guidelines/Staying_on_your_Feet-A_guide_to_Preventing_Falls_v2.pdf
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7.2.4 Older patients (or younger if clinically indicated) under the care of community teams 
will be offered multifactorial falls risk assessment where risk of falls has been 
determined. Community teams include:   

• the regaining independence team 

• crisis response team 

• community nurses  

• stroke early supportive discharge team 

• community mental health services  
 
7.2.5 Whilst the policy is applicable to adults over the age of 18, children admitted to hospital 

identified as having a heightened risk of falls will be assessed using the adult tool with 
consideration to:  

• their age and cognitive level 

• their conscious level and potential for change due to diagnosis 

• availability of resident parent / carer 

• bed or cot at home 
 
7.2.6 Patients presenting to the IOW Ambulance Service as a result of a fall should have an 

assessment of risk carried out.  Patients include: 

• Conveyed and non-conveyed fallers in their own home (Appendix C) 

• Patients aged over 65 with head injury conveyed to hospital. (Appendix C) 

• Managing non conveyed fallers aged 75 years or over, or younger patients with 
a clinical frailty score of 5 or more as per RAG pathway (Appendix D) 

 
7.2.7 Assessments should clearly identify risk factors and demonstrate suitable action plans 

to reduce, remove or manage the risk.  This should be clearly discussed with the 
patient and documented with the relevant patient notes. 

 
7.2.8 Multifactorial falls risk assessment must be reviewed and updated: 

• on transfer to other wards/areas 

• when the patient’s risk factors change  

• if the patient falls 

• as part of regular care plan review 
 

7.2.9 Information regarding a patient’s risk potential for falling must be communicated and 
appropriately documented whenever a patient is transferred or attending another 
department, e.g. x-ray, as well as documenting at handover. 

 
 
7.3 Multifactorial interventions including the use of falls prevention adjuncts 
 
7.3.1 Multifactorial interventions are the actions taken that help to reduce, remove or 

manage an individual’s risk factors for falling.  Multifactorial interventions are usually 
delivered by the multidisciplinary team alongside the agreement and participation of 
the patient.  Examples of multifactorial interventions can be found in Appendix E. 

 
7.3.2 Multifactorial interventions must be clearly documented within the patient notes and 

reviewed regularly to monitor the effectiveness of the interventions. 
 
7.3.3 A patient moving and handling assessment must be completed for all patients 

(Appendix F).  This should be reviewed as per section 7.2.8. 
 
7.3.4 Bed rails may only be used after their indication for use has been assessed and clearly 

documented.  Appendix G provides guidance for their use.  Risk assessments must be 
in place for the use of bed rails. Those patients where the use of bed rails could cause 
potential harm should be considered for nursing on an ultra-low bed Appendix H 
provides further guidance on the use of ultra-low beds and crash mats.  
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7.3.5 Bed/chair sensors may be used as an adjunct to treatment and the decision to use 
must be clearly documented within the patient notes including evidence of discussion 
with the patient (Appendix I).   

 
7.3.6 Lap straps may be used as part of a specialist seating system and for safe patient 

transportation within wheelchairs.  The use of lap straps must be clearly documented 
with the patient notes. 

 
 
7.4 Action to be taken in the event of a slip, trip or fall 
 
7.4.1 In the event of a fall, the person must be assessed for injury prior to moving to help inform 

decisions about safe handling and ensure that any injuries are treated in a timely manner.  
The person must be assisted off the floor using appropriate moving and handling 
techniques to avoid unnecessary pain and/or further injury (2).  The following guidelines 
have been developed depending on the location of the fall and who is the person who 
sustained the fall.  These are guidelines only and should not replace the clinical decision 
making process.  

 
 
7.4.2 In the event of an in-patient falling the recommended guidelines are outlined in Appendix 

J. 

• Always check the area first in order to ensure your own safety 

• An immediate assessment of any injury or harm should be done using ABCDE 
approach, taking action as necessary to make the individual safe.  Assess 
using ABCDE approach, complete a full set of observations including 
neurological observations as appropriate (Appendix K) 

• In the event that a cervical spine injury is suspected do not move the person 
and call for urgent assistance from the Critical Care Outreach Team and call 
the on-call Orthopaedic Team.  Specialist teams to immobilise the person as 
indicated 

• For other suspected injuries further assessment is required before the person 
is moved.  Bleep on-call Orthopaedic Team or named medical team for urgent 
assistance.  Immobilise the person as indicated 

• Medical examination should be completed within 30 minutes in the following 
circumstance (2): 

o If a patient is suspected to have serious injury or are highly vulnerable 
to injury 

o If the patients has been immobilised 

• Medical examination should be completed within 8 hours if the patient has 
sustained a head injury or unwitnessed fall and they have a history of bleeding, 
clotting disorder or are currently on anticoagulants or antiplatelet therapy (11) 

• For all other circumstances medical examination should be completed within 
12 hours (11) 

• If head injury is suspected: 
o See criteria for performing a CT head scan in adults (Appendix L)   
o Patients on anticoagulants should have a CT head within 8 hours (11)  

• Follow correct moving and handling procedures using appropriate moving and 
handling equipment to move the person safely off the floor. 

• Immediate action must be taken to make the area safe, clearing up fluids (clean 
up blood / body fluids in line with the Infection Control Policy), spilt or broken 
items and any damaged / broken surfaces that pose a risk and require repair 
should be reported immediately to the Estates Department. 

• Complete an incident report using the online DATIX reporting system for all 
adults 

• An incident report will be generated for children only if: 
o The cause of the fall was avoidable  



 

Falls Policy 
Version No. 6.0       Page 13 of 41 

o The fall was not commensurate with the child’s physical development / 
cognitive level 

o The injury is significant and will delay discharge 
o The child is being assessed for any non-accidental injuries.  

• Where appropriate, the Health and Safety Executive (HSE) should be notified 
in accordance with the RIDDOR regulations. 

• The Post Fall Protocol (Appendix M) must be completed, actions documented 
and filed in the patient’s notes. 

• Review the multifactorial falls risk assessment and update all relevant care 
plans showing clear actions to mitigate further risk of falls 

 
 

7.4.3 In the event of a patient fall in the community the recommended guidelines are outlined 
in Appendix N.    

• Always check the area first in order to ensure your own safety. 

• An immediate assessment of any injury or harm should be done using the 
ABCDE approach, taking action as necessary to make the individual safe. 

• Do not attempt to move the person unless it is safe to do so, particularly if head 
injury, cervical spine injury or fracture to any part of the body is suspected – if 
in doubt always call for assistance via 999. 

• If the person is unable to get off the floor call 111. 

• If the fall was unwitnessed and the patient is unable to tell you the 
circumstances around the fall, assume a head injury and act accordingly. 

• Undertake and record observations (NEWS, GCS, BP, HR, RR, Temp, O2 
sats) as able  

• Always record your actions and complete an incident report using the online 
DATIX reporting system. 

 
 

7.4.4 In the event of a visitor / member of staff / out-patient fall the recommended guidelines 
are outlined in Appendix O. 

• Always check the area first in order to ensure your own safety. 

• An immediate assessment of any injury or harm should be done using an 
ABCDE approach, taking action as necessary to make the individual safe. 

• In the event that a cervical spine injury or head injury is suspected do not move 
the person and call for urgent assistance: 
o Critical Care Outreach Team and on-call Orthopaedic Team if the person 

is inside a hospital building  
o 999 if the person is outside of a hospital building   

• Specialist teams to immobilise the person as indicated. 

• In the event that urgent medical assistance is required call 
o The Adult Emergency team on 2222 if the person is inside a hospital 

building 
o 999 if the person is outside of a hospital building  

• For minor injuries the person should be advised to see their GP or to telephone 
111 for advice. 

• Complete an incident report using the online DATIX reporting system 

• Managers should consider referring staff that have had any period of sickness 
absence as a consequence of a slip, trip or fall to Occupational Health for 
advice and support before returning to the workplace. 

• Staff injury that results in absence from work may be RIDDOR reportable. 
 
 
7.5 Safeguarding adults and falls prevention 
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7.5.1 The Adult Safeguarding Decision Making Guidance and Tools document found at 
http://intranet.iow.nhs.uk/Portals/0/Assets/Mental_Health/Public/Vulnerable%20Adult
s/Documents/Front%20Page/IOWSAB-Decision-Making-Guidance-and-Tools-
Version-2.pdf provides guidance on when a fall may need to be reported as a 
safeguarding concern.   

 
7.5.2 The key points are summarised below and should be used in conjunction with the full 

Adult Safeguarding Decision Making Guidance and Tools document alongside 
Appendix P.  Staff should raise a safeguarding concern: 

• When a person is identified as being at risk of falls, or sustains a fall, and there 
is concern that an appropriate risk assessment and care plan is not in place or 
is not being followed i.e. there is evidence of neglect 

• Any fall where there is suspected abuse or neglect by a staff member or other 
person or a failure to follow relevant care plans, policies or procedures 

• Significant or very significant harm has occurred as a result of the fall 

• When a person has an injury, other than a very minor injury, which is 
unexplained 

• When appropriate medical attention has not been sought following a fall 

• When appropriate measures have not been taken to maximise the safety of the 
person from an environmental perspective, including avoiding harm from other 
patients /service users 

• Multiple incidents where it is not clear that professional advice or support has 
been sought at the appropriate time 

 
 
8.0   CONSULTATION 
             
8.1 This policy has been circulated in draft format to: 
 

• Head of Health and Safety and Security 

• Community Service Leads 

• Ambulance Lead 

• Falls Prevention and Tissue Viability collaborative  

• Matrons and Head of Nursing 

• Equality and Diversity Lead 

• Relevant stakeholders  

• Corporate Governance  
 
8.2 Any significant dissent against a Policy that is flagged during the consultation process 

should be highlighted to the author. 
 
8.3 The policy contents will be approved by the Clinical Standards Group  
  
 

 
9.0 TRAINING 
 
9.1 The current delivery model of falls prevention training for IOW NHS staff is under review 
 
9.2   All healthcare professionals caring for patients known to be at risk of falling should 

undertake appropriate training in falls assessment and prevention 
 
9.3  Basic slips, trips and falls prevention training is included within the mandatory Health, 

Safety and Welfare module available on the NHS Electronic Staff Record 
 

http://intranet.iow.nhs.uk/Portals/0/Assets/Mental_Health/Public/Vulnerable%20Adults/Documents/Front%20Page/IOWSAB-Decision-Making-Guidance-and-Tools-Version-2.pdf
http://intranet.iow.nhs.uk/Portals/0/Assets/Mental_Health/Public/Vulnerable%20Adults/Documents/Front%20Page/IOWSAB-Decision-Making-Guidance-and-Tools-Version-2.pdf
http://intranet.iow.nhs.uk/Portals/0/Assets/Mental_Health/Public/Vulnerable%20Adults/Documents/Front%20Page/IOWSAB-Decision-Making-Guidance-and-Tools-Version-2.pdf
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9.4 The Royal College of Physicians has created two training resources available through 
the NHS Electronic Staff Record; 

• Preventing Falls In Hospital  

• CareFall: Reducing inpatient falls risk factors and post fall management 
 

9.5 Guidance on completing the falls risk assessment; falls documentation and post falls 
processes will be introduced to new staff by the managers as part of the local clinical 
induction training 

 
9.6 Additional ad hoc and bespoke training can be provided by the Trust Falls Prevention 

Leads as requested 
 
9.7 Training to move a person safely off the floor is delivered by the Back Care Team as 

part of mandatory Moving and Handling training 
 
9.8 The HSE’s award-wining Shattered Lives Campaign raises awareness about risks of 

slips, trips and falls from height at work, and simple it is to take action to prevent these 
accidents from happening in the workplace 
http://www.hse.gov.uk/shatteredlives/index.htm 

 
 

 

10.0 MONITORING COMPLIANCE AND EFFECTIVENESS  
 
10.1 The Falls Collaborative is responsible for the review of policy and documentation relating 

to prevention of falls.  Clinical Nurse Leaders and Falls Prevention Leads are 
responsible for ensuring that the policy is implemented and that compliance is monitored 

  
10.2 RIDDOR reports resulting from incidents will be reviewed by Health and Safety 

Committee and Directors when a trend has been flagged 
 

10.3 The Head of Health and Safety and Security will liaise with the Director responsible for 
Health and Safety and Security at the Board in the review of the overall risk management 
approach in the light of findings including review of the effectiveness of local managers’ 
actions and recommendations made, particularly following serious incidents  
 

10.4 Regular monitoring via the analysis of slip, trip and fall incidents, RIDDOR reported 
incidents, complaints and corporate claims by the Head of Health & Safety and Security 
and the Director of Nursing, Midwifery, AHP’s and Community Services will provide the 
means for evaluating the effectiveness of this policy alongside the Patient Safety Sub 
Committee 

 
10.5 Quarterly Audit of all inpatient wards will be undertaken against the standards articulated 

by the policy and IOW NHS Trust Falls Prevention Strategy, and report submitted to the 
Quality Governance Committee.  

 
10.6 Falls causing Moderate harm or above will require a 48 hour local review report to be 

completed by the clinical area in which the fall occurred. The CBU will then be asked to 
convene a table top review to identify the key issues that lead up to the fall and a decision 
will then need to be made whether these falls are SIRI reportable. Falls causing minor 
harm will be required to be cluster reviewed monthly for key themes that occurred and 
submitted to the designated Inpatient Falls Lead to coordinate an organisational action 
plan to address key themes that arise from these cluster reviews. 
 

 
11.0 LINKS TO OTHER ORGANISATION POLICIES / DOCUMENTS 
 

http://www.hse.gov.uk/shatteredlives/index.htm
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• Moving and Handling of Loads Policy  2019 

• Safeguarding Adults policy 2017 

• Adult Safeguarding Decision making Guidance and Tools November 2018 

• Safeguarding children and young people policy 2019 

• Health & Safety Policy 

• Infection Control Policies 

• Incident Management Policy 2019 

• Close Supervision Policy 2018 
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Appendix A 
 

MULTIFACTORIAL FALLS RISK ASSESSMENT CONTENT 
 
 
A multifactorial falls risk assessment may include assessment of the following (please note 
this is not an exhaustive list and content may vary depending on the clinical area where the 
assessment is completed): 
 

• Identification of falls history 
 

• Assessment of postural hypotension found at: 
https://www.rcplondon.ac.uk/projects/outputs/measurement-lying-and-standing-
blood-pressure-brief-guide-clinical-staff 
 

• Medication review 
 

• Assessment of delirium 
 

• Assessment of muscle weakness 
 

• Assessment of gait, balance and mobility 
 

• Assessment of osteoporosis risk found at: 
https://www.sheffield.ac.uk/FRAX/tool.aspx?country=1 
 

• Assessment of the older person’s perceived functional ability and fear relating to 
falling 

 

• Assessment of visual impairment found at: 
https://www.rcplondon.ac.uk/projects/outputs/bedside-vision-check-falls-prevention-
assessment-tool 
 

• Assessment of cognitive impairment 
 

• Neurological assessment 
 

• Assessment of urinary incontinence 
 

• Assessment of environment and home hazards 
 

• Cardiovascular examination 
 

• Assessment of pain 
 

 
 
 
 
 
 
 
 
 
 
 

https://www.rcplondon.ac.uk/projects/outputs/measurement-lying-and-standing-blood-pressure-brief-guide-clinical-staff
https://www.rcplondon.ac.uk/projects/outputs/measurement-lying-and-standing-blood-pressure-brief-guide-clinical-staff
https://www.sheffield.ac.uk/FRAX/tool.aspx?country=1
https://www.rcplondon.ac.uk/projects/outputs/bedside-vision-check-falls-prevention-assessment-tool
https://www.rcplondon.ac.uk/projects/outputs/bedside-vision-check-falls-prevention-assessment-tool
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Appendix B 
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Appendix C 

 
Ambulance Service Falls Risk Assessment 

 

TOTAL SCORE (add up all the 
numbers circled in your 
assessment) 

 A score of 10 or more indicates a risk of falling and risk of falling 
care plan needs to be commenced 

 

FALLS PRIORITY RATING SCORE 
 

SCORE RISK FACTOR ACTION 

Below 10 Low risk ➢ No action required 
 

 
10-15 

 
Moderate risk 

 
➢ Record risk in patients’ notes and alert primary carer of the 

risk. 
➢ Discuss risks/self help  
➢ Leave falls advice sheet 

 
16-20 

 
High risk 

➢ Refer GP 
➢ Discuss risks/self help  
➢ Leave falls advice sheet 
➢ If patient transported ensure use of cot sides and safety 

straps 
➢ Record risk in patient’s notes and alert staff of the risk. 

 

ASSESSED BY 
 

DATE AND TIME REVIEW DATE 

ASSESSED BY 
 

DATE AND TIME REVIEW DATE 

 
 

 
 

 

MENTAL STATE Orientated at all 
times 

0 Confusion at all 
times 

2 Intermittent 
confusion 

4 

COMMUNICATION DEFICIT None 0 Present 1 

VISUAL IMPAIRMENT None 0 Present 1 

HEARING DEFICIT None 0 Present 1 

MOBILITY Independent 0 Confined to a 
chair/bed 

2 Assistance 
needed to 
transfer 

3 

 Mobile with 
walking aid 

3     

ELIMINATION Independent 0 Cath/Stoma 1 Assist with 
bedpan/ 
incontinent in 
bed 

2 

 Needs assistance 
to the commode 
/toilet 

3 Independent and 
incontinent 

4   

MEDICATION IN THE 
LAST 24 HOURS 

No medication 0 1 to 3 
medications 

1 3 or more 
medications 

2 

FALLS / DIZZINESS 
IN THE PAST 6 
MONTHS 

No history of falls 0 Has fallen 1 or 2 
times in past 6 
months 

2 History of 
dizziness in the 
past 6 months 

2 

 Previous history of 
falls 

4 Has fallen in the 
last 24 hours 

6   
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Appendix D 
RAG Pathway for Non-Conveyed Fallers – updated December 2019 
 

Category 
 

Red Amber Green Blue White 

Age and/or 
Rockwood 

score 

Aged 75 and over  
or  

aged 74 and below with a    
Rockwood score of 5-9 

Aged 75 and over  
or 

aged 74 and below with a    
Rockwood score of 5-9 

Aged 75 and over 
or 

aged 74 and below with a    
Rockwood score of 5-9  

Aged 75 and over 
or 

aged 74 and below with a    
Rockwood score of 5-9  

NA 

General 
requirements 

Person has not been conveyed to St. Mary’s hospital but consents to other active input and support 
Person may or may not remember falling 

Person declines 
input 

or 
is aged 74 and 
below with a 

Rockwood score 
1-4 

Person is living within their own home (not a care home)  including sheltered housing 
accommodation   or 

 
Person normally lives within their own home but is in temporary respite 

Person is permanent care home 
placement    or 

Person is in their own home but is 
not appropriate for active rehab 

and does not need Crisis 
Response Team 

Specific 
category 
criteria  

Any of the following: 
 

• Person has new, 
resolved symptoms 
of syncope or 
blackout, but has 
declined 
conveyance to St. 
Mary’s Hospital 

• Person has had a 
similar episode 
(fall)  within the 
week  

• Crew are 
immediately 
concerned about 
any of the following 
regardless of 
underlying cause of 
fall: 

➢ the  person’s 
mobility and ability 
to self-care 

➢ the person’s social 
situation including 
carer stress and/or 
burnout 

➢ the person who has 
fallen is a carer and 
may be unable to 
care for a 
dependent  

➢ pain management 
due to the fall  

• Person has risk 
factors which are 
immediately 
reversible i.e. 
through provision 
of minor 
equipment, 
assistance to 
improve 
environmental 
safety, medication 
review, assistance 
with activities of 
daily living 

 

Any of the following: 
 

• As part of the post-
falls assessment 
(this could be the 
person’s first fall), 
the clinician 
identifies any of the 
following: 

➢ Person has self-
reported worsening 
balance leading up 
to the fall 

➢ Person has 
sustained an injury 
as a result of the 
present fall 

➢ Person has been 
losing confidence 
leading up to the 
fall or is fearful of 
falling again 

➢ Person has been 
finding it more 
difficult to complete 
their daily tasks 
leading up to the 
fall 

➢ Person is unable to 
get up off the floor 
again and is at risk 
of a long lie 

• Person reports 2 or 
more falls in the 
past 6 months 

• Person has risk 
factors which are 
reversible i.e. 
assistance to 
improve 
environmental 
safety, assistance 
with activities of 
daily living, 
strength and 
balance 
interventions 

 

Any of the following: 
 

• Person who has 
had an explained 
fall e.g. tripped 
over the cat 

• This is the first fall 
and the person 
does not report any 
prior concerns such 
as worsening 
balance, losing 
confidence or 
struggling with 
activities of daily 
living  

 
Person is able to mobilise 
as normal, with or without 
aids post-fall 
 

Care home or 
Nursing home 
 

For equipment 
assessment 
and provision 
such as grab 
rails, stair lifts, 
ramps, major 
bathroom 
adaptations 
please 
consider 
referring to  
Nottingham 
Rehabilitation 
Service (NRS)  

Person declines 
input 
or 
is aged 74 and 
below with a 
Rockwood score 
1-4 

Team 
receiving 

referral and 
service 
hours 

Crisis Response Team 
8.30am – 4.30pm  

7 days a week 

SPARRCS 
8.30am – 4.30pm, Monday – Friday 

SPARRCS will triage all RAG referrals within 1-2 working days 

NA 

How team 
receive 
referral 

Via Adastra from CSD +/- 
verbal handover 

 

Via Adastra from CSD 
 

Information sent 
directly to G.P. 

from CSD 

Proposed 
response 

Person is seen/made 
contact with within 4 hours 
(during working hours) of 
CSD making the referral 
 
72 hours of intervention if 
needed 
 
Refer on if necessary 
 
 

If the information received 
from the RAG referral and 
background checks 
clearly identifies the 
patient’s current 
difficulties, grading and 
rehab needs,  SPARRCS 
will direct the referral 
through to the most 
appropriate team without 
contacting the person 
If these needs are not 
clearly identified, 
SPARRCS will contact the 
person to complete a 
telephone screen and 
determine appropriate 
input. 
 
Appropriate assessment 
and interventions is 
offered by the team  
 
Escalate if indicated 

Telephone contact will be 
made within 5 working 
days of the non-
conveyance 
 
Establish whether health 
and wellbeing needs are 
being met: 

• since the fall 

• prior to the fall 
including uptake of 
physical activity 
guidelines 

 
Escalate if indicated 

SPARRCS 
will telephone 
and/or email 
the home 
within 2 
working days 
of the non-
conveyance 
to provide the 
Falls 
Prevention 
Co-
ordinator’s 
details in 
case further 
advice is 
required  

CSD to refer 
directly to NRS 

Record non – 
conveyance 
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Refer on if necessary 

Appendix E 
 
 

INDIVIDUALISED MULTIFACTORIAL INTERVENTIONS 
 
In successful multifactorial intervention programmes the following specific components are 
common (against a background of the general diagnosis and management of causes and 
recognised risk factors: 
 

• strength and balance training 
 

• optimisation of blood pressure and cardiovascular function 
 

• medication review with modification/withdrawal 
 

• home hazard assessment and intervention 
 

• vision referral and management of visual impairment 
 

• confidence building strategies 
 

• environmental adaptations 
 

• optimising hydration and nutrition 
 

• optimising continence 
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Appendix F 
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Appendix G 
 
 

GUIDANCE ON THE USE OF BED RAILS 
 
It is the organisation’s responsibility to take all reasonable steps to maintain the safety of its 
patients, whilst affording them dignity. Raised bed rails will only be used where necessary to 
ensure the safety of those patients who are at risk of falling from a bed or trolley 
 
The National Patient Safety Agency defines restraint as’ the intentional restriction of a person’s 
voluntary movement or behaviour.’ Bed rails are recognised as being forms of restraint and 
as such indications for their use must be a result of a comprehensive patient assessment.  
Staff who uses these forms of equipment must be trained in their use. Bed rails are ‘medical 
devices’, which fall under the authority of the Medicines and Healthcare Products Regulatory 
Agency (MHRA).This requirement is based upon advice issued by the Medical Devices 
Agency  
 
 
The first stage is to determine if bed rails are actually required using the appropriate 
organisation guidelines and a bed rail risk assessment (Appendix B) 
 
Where possible the decision should be made in conjunction with patients and/or 
carers/relatives. 
 
Raised bedrails may be used for patients who are not confused but who are at risk of falling 
out of bed as a result of: 
 

• Disruption to their spatial awareness 

• Inability to recover should they begin to overbalance 

• Lower levels of consciousness, resulting in restlessness and potential to fall 

• Potential sudden loss of consciousness, i.e. epileptic patients 
 
Raised bedrails should not be used for those patients who are:  
 

• Confused or otherwise who may attempt to climb over the sides of the foot of the 
bed 

• Assessed as being at minimal risk of falling 

• Assessed at being at risk of becoming entrapped by the bed rails  
 

Other Considerations: 
 

• Placing the bed against a wall 

• Moving patients nearer to nurses stations 

• Direct 1:1 supervision  

• Use an ultra-low bed 
 
The use of bed rails does not replace the need for adequate nursing observation of those who 
are at risk of falling. The decision to use or not to use raised sides is the responsibility of a 
registered nurse and should be clearly documented in the patient’s records. 
 
Avoid using with a mattress overlay on top of an existing mattress where the additional height 
lessens the effectiveness of the bed rail and may permit the patient to roll over the top. 
 
Bed rails must not be used as an alternative when a patient requires one to one nursing as 
this is a form of restraint and could be classed as abuse. 
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Beds should be maintained at the lowest position to reduce the height from which a fall may 
occur. 
 
Measures identified by the risk assessment must be implemented. Checks should also be 
made by a responsible person whenever bed rails are used to ensure that they remain 
properly adjusted and suitable for the patient. The risk assessment should be reviewed if the 
bed, mattress, occupant or bed rail changes.  
 
It is the responsibility of the Ward/Department/Service Manager that staff are made aware of 
any advice issued by the Medical Devices Agency and that appropriate action is taken in 
response. 

 
https://www.gov.uk/guidance/bed-rails-management-and-safe-use 
  

https://www.gov.uk/guidance/bed-rails-management-and-safe-use
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Appendix H 
 

GUIDANCE ON THE USE OF ULTRA-LOW BEDS 

 

Ultra low beds can help to prevent harm from falls particularly for patients who are at risk of 

falling out of bed, when the use of bed rails is deemed inappropriate as they might climb over 

them. 

• Risk factors include dementia, delirium, agitation, disorientation, limited mobility and 

acute illness. 

• An ultra-low bed should not be a standalone falls prevention solution, and if provided 

inappropriately for mobile patients could be deemed as restraint. 

• It is important to consider that even when the bed is in its lowest position some patients 

may still sustain serious injuries such as a fractured hip or head injury. 

• Patients must be assessed individually to ensure that this is the most appropriate 

method of preventing potential falls from bed. 

 

When considering the use of an ultra-low bed 

• Check weight limit for bed is compatible with patient's weight 

• Consider risk of injuries to the patient from; 

o Floor level furniture or fittings 

o Risk of burns from being near to radiator 

o Risk of entrapment and asphyxia if bed placed close to but not flush with wall 

• Physical illness – some essential medical and nursing interventions may be difficult or 

impractical when using an ultra-low bed 

• Psychological illness or distress – the unusual position may aggravate distress, 

confusion and/or agitation 

• Discomfort or pain may aggravate confusion and/or agitation 

• The use of an ultra-low bed may affect the patients capabilities e.g. transfers and 

mobility 

• Tissue viability and whether the low bed is compatible with any air flow mattresses 

• Consider mental capacity and best interest decision making in accordance with the 

Mental Capacity Act 2005. This must be documented in the clinical record 

• Any variation in status over a 24 hour period e.g. nocturnal confusion 

 

Key points when using ultra-low bed 

• Must be left in the lowest position (must not be left at working height)  

• Must not be used with bed rails when used in its lowest position 

• Care must be taken to ensure beds are not near to floor level furniture or fittings such 

as radiators, pipes or lockers due to the risk of injury to the patient 

• Check that there are no items that may fall on the patient or cause injury 

• Consider risk of potential asphyxia entrapment if patient slipped between side of 

mattress and wall if bed placed against the wall. Ensure bed is flush to the wall or has 

a large enough gap to ensure no entrapment 

• Crash mats are to be used with caution. These can in themselves cause a trip hazard 

for both patients and staff. When the patient is not using the bed the crash mat must 

be removed and stored safely 
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• Consider any risk of the patient tripping over the crash mat placed next to bed when 

mobilising. Crash mats cannot be used with mobile patients, who might trip over the 

crash mat 

• The decision to use an ultra-low bed must be recorded in the nursing notes and 

discussed with and communicated to all members of the ward (multidisciplinary) team 

and the patient’s family and/or carers should also be informed of the decision 

• The timeframe for review must be documented 

 

The use of Crash mats 

Before using the mats, the following prompts must be considered as a risk versus benefit to 

the patient and others:  

• Will a crash mat placed next to the bed create a hazard to patients, staff and others 

contributing towards trips and falls?  

• Will the mat impose space restrictions to the environment?  

• Will the use of the mat impose moving and handling issues?  

• Where will the mat be stored if not in use?  

 

When using a crash mat there should always be a care plan for their use and the following 

actions taken:  

• Ensure the crash mat is secure and does not slip or slide  

• The patient’s falls risk and mobility has been reviewed  

• Ensure that the patient cannot trip over the edge of the crash mat  

• There needs to be a robust cleaning plan for the crash mats used  

• When not in use, crash mats should be collected and stored safely  

 
 
Ultra-Low Bed Assessment Guide   
 

Checklist for Decision Making If an 
ultra-low bed is not used how likely is 
it that the patient will come to harm?  
Consider the following:  

If an ultra-low bed is used how likely is it that that 
the patient will come to harm?  
Consider the following:  

History of falls before and since 
admission, previous injuries from Falls, 
e.g. head injury, fracture  
 
How likely is it that the patient will be 
injured if they roll out of bed? Is the patient 
anti-coagulated? Consider Osteoporosis 
& Fracture risk. Assess the environment, 
e.g. flooring, proximity of furniture etc.  
 
Will the patient feel anxious if they are not 
near the floor? Ask the patient, discuss 
with family/carer  
 
Can the patient safely transfer on and off 
a standard hospital profiling bed?  
 

Will the ultra-low bed stop the patient being 
independent? E.g. will a mobile patient be unable to take 
themselves to the toilet at night?  
 
Could a mobile patient stand up unaided from an ultra- 
low bed? 
 
Could using an ultra- low bed cause the patient distress?  
 
Is the patient able to operate the hand controls for an 
ultra-low bed?  
 
Does the patient have capacity to understand the 
consequences of falling from a bed not positioned at its 
lowest height? Could the patient use the controls 
unsupervised? Consider removing hand controls  

 
Ref: National Patient Safety Agency (NRLS) (2011) The safe use of ultra-low beds  

 
Appendix I 
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GUIDANCE ON THE USE OF BED/CHAIR SENSORS 
 
 
Bed/chair sensor alarms should not be used as a substitute for nursing observation and do 
not prevent patients falling. 
 
These alarms alert staff that the patient is moving, and is at risk of an imminent fall, but they 
do not prevent patients from falling 
 
Bed sensors/alarms may be used where it is not possible to observe a patient who is at high 
risk of falling when they attempt to either get out of bed or stand up from their chair 
unsupervised or without assistance. 
 
Exit monitors alarm when either the patient unweights the bed or chair mat, or passes through 
an infrared beam. Other sensor mats alarm when weighted, such as when a patient stands on 
a mat on the floor.  Infra-red beams that are integral to the bed, and which alarm when the 
beam is broken by the patient moving to get out of the bed, are used in some services. 
 
A patient’s alarm must be regularly checked for both functionality and positioning.  
 
Defective alarms must be withdrawn from service until repaired. 
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Appendix J 
 

Flowchart for Managing an In-Patient who has Fallen 
 
 

 
                                          
  

First person on scene check for danger to self and injured parties 

Assess using ABCDE approach, complete a 
full set of observations including neurological 

observations as appropriate 
Apply basic first aid as required 

Is Head Injury or C Spine injury 
suspected? 

No 

Yes DO NOT MOVE THE 
PERSON 

Does person have any other suspected injuries? 

No Yes 

Bleep Critical Care Outreach 
Team and On-Call 

Orthopaedic Team for urgent 
attendance 

If competent, immobilise neck 
until the person is triple 

immobilised 

Call ED for a collar / blocks 
and a scoop 

Document in the medical notes all the actions taken and by whom 
Complete Incident Form.  Try to establish cause of fall 

Update Falls Risk Assessment Form 
Commence / update Falls Care Plan.  Inform next of kin. Consider 

Duty of Candour 

Return person to 
bed or chair 

using 
appropriate 

manual handling 
equipment e.g. 

hover jack, hoist 

Notify the 
person’s 

medical team 
and request a 

review 

Further 
assessment is 
required before 

person is moved 
Bleep on-call 

orthopaedic team 
or named medical 

team for urgent 
assistance 

Immobilise suspected affected limb with 
appropriate immobilisation device(s) 

Move person off floor using appropriate 
manual handling equipment e.g. hover jack, 

hoist 

Take a second set of patient vital signs and 
repeat as often as the situation indicates 

Continue under the guidance of the expert 
team 
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Appendix K 
 

OBSERVATIONS OF PATIENTS WITH HEAD INJURY IN HOSPITAL 
(NICE CG176 2014 updated 2019) 

 
1.8.5 In-hospital observation of patients with a head injury should only be conducted by    

professionals competent in the assessment of head injury 

1.8.6  For patients admitted for head injury observation the minimum acceptable documented 
neurological observations are: GCS; pupil size and reactivity; limb movements; 
respiratory rate; heart rate; blood pressure; temperature; blood oxygen saturation 

1.8.7  Perform and record observations on a half-hourly basis until GCS equal to 15 has been 
achieved. The minimum frequency of observations for patients with GCS equal to 15 
should be as follows, starting after the initial assessment in the emergency department: 

• Half-hourly for 2 hours 

• Then 1-hourly for 4 hours 

• Then 2-hourly thereafter 

1.8.8  Should the patient with GCS equal to 15 deteriorate at any time after the initial 2-hour 
period, observations should revert to half-hourly and follow the original frequency 
schedule? 

1.8.9  Any of the following examples of neurological deterioration should prompt urgent 
reappraisal by the supervising doctor 

• Development of agitation or abnormal behaviour 

• A sustained (that is, for at least 30 minutes) drop of 1 point in GCS score (greater 
weight should be given to a drop of 1 point in the motor response score of the GCS) 

• Any drop of 3 or more points in the eye-opening or verbal response scores of the 
GCS, or 2 or more points in the motor response score 

• Development of severe or increasing headache or persisting vomiting 

• New or evolving neurological symptoms or signs such as pupil inequality or 
asymmetry of limb or facial movement  

1.8.10  To reduce inter-observer variability and unnecessary referrals, a second member of 
staff competent to perform observation should confirm deterioration before involving 
the supervising doctor. This confirmation should be carried out immediately. Where a 
confirmation cannot be performed immediately (for example, no staff member available 
to perform the second observation) the supervising doctor should be contacted without 
the confirmation being performed  

1.8.11  If any of the changes noted in recommendation 1.8.9 are confirmed, an immediate CT 
scan should be considered, and the patient's clinical condition re-assessed and 
managed appropriately 

1.8.12  In the case of a patient who has had a normal CT scan but who has not achieved GCS 
equal to 15 after 24 hours' observation, a further CT scan or MRI scanning should be 
considered and discussed with the radiology department.  

 

 
Appendix L 

SELECTION OF ADULTS FOR CT HEAD SCAN 
 

Patients who have sustained a head injury 
following a fall 
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Are any of the following risk factors present? 

• GCS < 13 on initial assessment 

• GCS < 15 at 2 hours after injury on assessment 

in the emergency department/ward 

• Suspected open or depressed skull fracture 

• Any sign of basal skull fracture 

• Post-traumatic seizure 

• Focal neurological deficit 

• More than one episode of vomiting since the 

Head Injury? 

Yes No 

Current Anti-Coagulant treatment?  

Yes 

No 

Has there been any loss of 
consciousness or amnesia 
since the head injury? 

No Imaging 
required / 
further imaging 
required. 

Yes 

Are any of the following risk factors 
present? 

No 

• Age > 65 years 

• A history of bleeding or clotting 

disorder? 

• Dangerous mechanism of injury? 

• More than 30 minutes retrograde 

amnesia of events immediately before 

the head injury? 

No Yes 

Perform CT Head Scan 
within 8 hours of the Head 
Injury. 

 A provisional written 
radiology report should be 
made available within 1 hour 
of the CT taking place. 

Perform CT head scan 
within 1 hour of risk 
factor being identified. 
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Appendix M 

 
 
 
 
 



 

Falls Policy 
Version No. 6.0       Page 34 of 41 

Appendix N 
 

Flowchart for Managing a Person in the Community who has Fallen 
 

 
 

 
 
 
 

 
  

First person on scene to check 
for danger to self and injured 

parties 

Not safe 
Do not 

approach 

Safe 

Call for help via 
999 

No 
 
 

Yes 
DO NOT 

MOVE THE 
PERSON 

 

Call for help via 
111/999 

Follow telephone 
advice  

Are you able to safely assist 
the person off the floor? 

Yes 

Call for help via 111 
Keep the person warm 

and consider their 
pressure areas 

Stay with the person 
until no longer needed 

Use appropriate technique such as 
backward chaining to assist the person off 

the floor 
Advise the person to see their G.P. if 

necessary  

On returning to base: 
Inform line manager or senior member of staff 

in team. Inform GP of the fall 
Complete incident form and documentation as 

soon as possible 
Review risk factors for falls and fragility 

fractures. Consider Duty of Candour 
 

No 

Assess using ABCDE approach 
Apply basic first aid as required 

Is Head Injury or C Spine injury 
suspected? 

 

Does person have any other suspected 
injuries? Deformity? – consider fracture 
Unwitnessed fall with loss of consciousness 
and patient unable to report what happened? 
 

No 
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Appendix O 
 

Flowchart for Managing a Visitor/Member of Staff/Out - Patient who has Fallen  
 
 

 
 

 
 
 
 
 
 
 
 
 
 

 
 

 
 

First person on scene check for danger to self and injured parties – proceed if safe  

Assess using ABCDE 
approach 

Apply basic first aid as 
required 

Is Head Injury or C Spine injury 
suspected? 

No 

Yes 
DO NOT MOVE THE 

PERSON 

Does person have any other suspected injuries? 
Deformity? – consider fracture 
Unwitnessed fall, Loss of consciousness and 
patient unable to report what happened? 

 

No 
Yes 

Bleep Critical Care 
Outreach Team and 
On-Call Orthopaedic 

Team for urgent 
attendance 

 

Document in the medical notes (if relevant) all the actions 
taken and by whom.  Complete Incident Form 

Try to establish cause of fall, review risk factors 
Inform next of kin if consent given.  Consider Duty of 

Candour 

Assist the person 
off the floor safely 
using appropriate 
technique and / 
or equipment  

If the person has 
fallen in the 

hospital grounds 
and needs 

assistance to get 
off the floor call 

111  

Advise the 
person to see 
their G.P. and 

discuss causes 
for falling 

Further assessment is 
required before person is 

moved.  Bleep on-call 
orthopaedic team or named 

medical team for urgent 
assistance 

If the person has fallen in 
the hospital grounds and 
needs medical assistance 

call 999  
 

Immobilise suspected affected limb with 
appropriate immobilisation device(s) 

Move person off floor using appropriate 
manual handling equipment e.g. hover jack, 

hoist, camel 

Take a set of patient vital signs and repeat as 
often as the situation indicates 

Continue under 
the guidance of 
the expert team 

Is the person located within a hospital 
building? 

No 

Yes 

Call 
999 

If competent, immobilise neck 
until the person is triple 

immobilised 
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Appendix P   
 

Adult Safeguarding Decision Guide for Individuals Identified as Being at Risk of 
Falls 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Does the adult have care and 
support needs? 

Yes 

Is there a falls risk assessment and 
care plan in place? 

Yes 

Yes 

Is there evidence of the care 
plan being implemented 
including evidence of 
involvement of other 
professionals if necessary? 

Has the person just suffered a fall? 

No 

Yes No 

No 

Has significant harm occurred? 
And/or 
Has more than one incident occurred during this 
admission? 
And/or 
Has there been more than one incident during a 6-
month period requiring attendance at hospital from a 
community setting 

Yes 

Email the safeguarding concern referral form to: 
safeguardingconcerns@iow.gov.uk 
 
Form found on Trust Intranet page: 
http://intranet.iow.nhs.uk/Safeguarding-Adults-at-Risk            

Record the fall in notes and on Datix if appropriate 
Update the falls risk assessment and care plan 
Notify other relevant professional’s incl. District 
Nurse, GP or Matron if appropriate 

No 

Email the safeguarding 
concern referral form to: 
safeguardingconcerns@iow.g
ov.uk 
Form found on Trust Intranet 
page: 
http://intranet.iow.nhs.uk/Safe
guarding-Adults-at-Risk  

Ensure that all 
actions are taken to 
assess the risk and 
implement an 
appropriate 
assessment/care plan 
or review 

Continue with usual care.  
Review the falls risk 
assessment and care plan: 

• In the event of a fall or 

• In the event of a change of 

circumstance or 

• At regular intervals 

*A person at risk of falls may be 
described as: A person who has 
had 2 or more falls in the past 12 
months, or who demonstrates 
abnormalities of gait or balance, or 
who has risk factors for falling e.g. 
dementia, visual impairment, fear of 
falling, diabetes, incontinence (not 
an exhaustive list) 
 
IF YOU ARE CONCERNED THAT 
SOMEONE MAY FALL BUT 
HASN’T YET, PUT A RISK 
ASSESSMENT IN PLACE.  DO 
NOT WAIT FOR A FALL TO 
HAPPEN BEFORE YOU TAKE 
ACTION 
 

Please note: 
All Safeguarding referrals made by Trust 
staff must be copied into 
iownt.adultsafeguarding@nhs.net 

 
Trust Adult Safeguarding Team available 
on: 01983 822099 x5706 or x3416 in office 
hours. 
 

Escalate your concerns 
to the person 
responsible for the 
implementation of the 
falls care plan – if safe 
to do so. 
E.g. Ward Sister or 
Care Home Manager 

Is this the first 
time falls risk has 
been identified? 

Yes 

No 

No 

mailto:safeguardingconcerns@iow.gov.uk
http://intranet.iow.nhs.uk/Safeguarding-Adults-at-Risk
mailto:safeguardingconcerns@iow.gov.uk
mailto:safeguardingconcerns@iow.gov.uk
http://intranet.iow.nhs.uk/Safeguarding-Adults-at-Risk
http://intranet.iow.nhs.uk/Safeguarding-Adults-at-Risk
mailto:iownt.adultsafeguarding@nhs.net
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Appendix Q 
 

Financial and Resourcing Impact Assessment on Policy Implementation 
 

NB this form must be completed where the introduction of this policy will have either a positive or 
negative impact on resources.  Therefore this form should not be completed where the resources 
are already deployed and the introduction of this policy will have no further resourcing impact. 

 

Document 
title 

FALLS POLICY Including assessment and management of patients who are at risk 
of falling or have already fallen 

 

Totals WTE Recurring  
£ 

Non 
Recurring £ 

Manpower Costs      

Training Staff     

Equipment & Provision of resources     

 
 
Summary of Impact:  
 
Risk Management Issues:   
Benefits / Savings to the organisation:   
 
Equality Impact Assessment 
 
▪ Has this been appropriately carried out?    YES/NO  
▪ Are there any reported equality issues?    YES/NO 
 
If “YES” please specify:  
 

Use additional sheets if necessary. 
 
 
Please include all associated costs where an impact on implementing this policy has been 
considered.  A checklist is included for guidance but is not comprehensive so please ensure you 
have thought through the impact on staffing, training and equipment carefully and that ALL aspects 
are covered. 

Manpower WTE Recurring £ Non-Recurring 
£ 

Operational running costs    

     

Totals:     

 
 

Staff Training Impact Recurring £ Non-Recurring 
£ 

    

Totals:     
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Equipment and Provision of Resources Recurring £ * Non-Recurring 
£ * 

Accommodation / facilities needed   

Building alterations (extensions/new)   

IT Hardware / software / licences    

Medical equipment   

Stationery / publicity   

Travel costs   

Utilities e.g. telephones    

Process change   

Rolling replacement of equipment   

Equipment maintenance   

Marketing – booklets/posters/handouts, etc.   

   

Totals:     

 

• Capital implications £5,000 with life expectancy of more than one year. 
 

Funding /costs checked & agreed by finance:                      

Signature & date of financial accountant:        

Funding / costs have been agreed and are in place:  

Signature of appropriate Executive or Associate 
Director: 
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Appendix R 
 

 
Equality Impact Assessment (EIA) Screening Tool 

 
 
1. To be completed and attached to all procedural/policy documents created within 

individual services. 
 

2. Does the document have, or have the potential to deliver differential outcomes or 
affect in an adverse way any of the groups listed below?  
 

If no confirm underneath in relevant section the data and/or research which provides 
evidence e.g. JSNA, Workforce Profile, Quality Improvement Framework, 
Commissioning Intentions, etc. 

 

If yes please detail underneath in relevant section and provide priority rating and 
determine if full EIA is required. 

 

Gender 

 Positive Impact Negative Impact Reasons 

Men √  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Women √  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Race 

Asian or Asian 
British People 

√  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Black or Black 
British People 

√  
Reducing falls and harm from 
falls is documented within the 

Document Title: 
FALLS POLICY Including assessment and management of patients 
who are at risk of falling or have already fallen 

Purpose of document 
To reduce the risk of falls, reduce the risk of injury from falls and to 
safely manage a person in the event of a fall in line with best practice 
and clinical evidence  

Target Audience All Trust staff, patients, visitors 

Person or Committee undertaken 
the Equality Impact Assessment 

Caroline Robertson, Alexis O’Shaughnessy, Lisa Peach 
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Trust’s Falls Prevention 
Strategy 2020-23 

Chinese 
people  

√  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

People of 
Mixed Race 

√  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

White people 
(including Irish 
people) 

√  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

 

People with 
Physical 
Disabilities, 
Learning 
Disabilities or 
Mental Health 
Issues 

√  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Sexual 
Orientat
ion 

Transgender √  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Lesbian, Gay 
men and 
bisexual 

√  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Age 

Children  
 

√  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Older People 
(60+) 

√  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Younger 
People (17 to 
25 yrs.) 

√  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Faith Group √  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Pregnancy & Maternity √  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Equal Opportunities 
and/or improved 
relations 

√  

Reducing falls and harm from 
falls is documented within the 
Trust’s Falls Prevention 
Strategy 2020-23 

Notes: 
Faith groups cover a wide range of groupings, the most common of which are Buddhist, 
Christian, Hindus, Jews, Muslims and Sikhs. Consider faith categories individually and 
collectively when considering positive and negative impacts. 
 
The categories used in the race section refer to those used in the 2001 Census. 
Consideration should be given to the specific communities within the broad categories 



 

Falls Policy 
Version No. 6.0       Page 41 of 41 

such as Bangladeshi people and the needs of other communities that do not appear as 
separate categories in the Census, for example, Polish.  
 
3. Level of Impact  
 

If you have indicated that there is a negative impact, is that impact: 

  YES NO 

Legal (it is not discriminatory under anti-discriminatory law)   

Intended   

 
If the negative impact is possibly discriminatory and not intended and/or of high impact 
then please complete a thorough assessment after completing the rest of this form. 
 

3.1 Could you minimise or remove any negative impact that is of low significance?   Explain how below: 

 
 

3.2 Could you improve the strategy, function or policy positive impact? Explain how below: 

 
 

3.3 If there is no evidence that this strategy, function or policy promotes equality of opportunity or 
improves relations – could it be adapted so it does?  How? If not why not? 

 
 

Scheduled for Full Impact Assessment Date: 

Name of persons/group completing the full 
assessment. 

 

Date Initial Screening completed 3.4.2020 

 
 
 
 
 
 
 
 

 


