
falls



Aims

• To set up a multidisciplinary group to devise means of managing
and reducing patient falls within the Hospice in-patient unit

• To consider all aspects of patient care and also the environment in
order to determine any associated risk factors and how best to
prevent falls



Why do we need a Falls group in
Hospice?

• 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 (NICE 2013)

• Falls are estimated to cost the NHS more than 2.3 billion per year

• Falls rarely have a single cause – often a combination of intrinsic
and extrinsic factors

• Hospice every year provides specialist care for over 3,000 adults
with life limiting conditions

• Patient safety is paramount - reduction and prevention of falls is
essential



Common causes of falls in palliative
care patients

• Malignant spinal cord
compression

• Brain metastases

• Sepsis

• Medication

• Hypotension

• Myopathy

• Fatigue

• Visual impairment

• Co-existing disease
eg.cardiac,TIA / stroke

• Parkinsons disease

• Metabolic abnormalities

Habib F and Ward J 2015 Managing Falls
in Palliative Care GM 45 31-33

• Additional:

– Generalised weakness

– De-functioning

– Cognitive impairment

– Previous history of falls



Costs of Falls for Patients

• Loss of confidence

• Patient fear of further falls

• Anxiety

• Reduced mobility

• Loss of independence / increased dependency

• Injury

• Pain

• Extended length of stay



Objectives of Falls group

• Complete a retrospective baseline audit and literature review

• Develop a comprehensive assessment tool to enable us to identify
and modify falls risks

• Develop documentation for care after a fall

• Consider all aspects of care that could reduce/prevent falls-
patient/family advice, footwear, foot care, eyesight, patient
orientation, ward signage, falls prevention equipment, staff training
and improved communication

• Heighten staff, patient and family awareness of risk factors and falls
prevention

• Participate in national benchmarking



Methodology

• Multi disciplinary group set up in April 2014

– Deputy ward manager / Consultant / Physiotherapist/
Occupational Therapist / Staff nurses /Health care assistants

• Completed retrospective baseline audit

• Comprehensive assessment tool devised - Moving and Handling
and Falls Risk management

• New documentation devised for Care after a Fall



Results of baseline audit - Location
of falls



Purpose for mobilising when fall
occured



Injury sustained



National Benchmarking: Falls - 2015

Harm NIH number YTD National ave number YTD

None 28 34.5

Low 16 19.5

Moderate 0 0.9

Severe 0 0

Death 0 0

Total 44 55



Changes implemented

• Moving and Handling and Falls Risk Management assessment tool
– completed on admission and updated regularly – kept at patient
bedside for ease of access. Documentation audited



Changes implemented

• Care after a fall documentation

• Patient poster designed and displayed in every room

• Insert leaflet designed for inclusion in patient admission pack

• Falls prevention equipment purchased and multi disciplinary
training session provided

( attended by staff covering 9

disciplines)



Staff poster



Staff Newsletter



Changes implemented

• Stock of Kerraped footwear now available in sizes

S/M/L/XL for patients who are unable to wear standard

footwear

• Yellow alert wrist bands introduced to highlight

patients at high risk of falling

• Patient information packs

• Falls awareness week

• Purchase of orientation clock



Links with artist in residence to design
dementia friendly ward signage to promote
patient orientation



Ongoing work

• Ongoing regular staff newsletters

• Review and update staff falls poster

• Regular audit of documentation

• New Falls policy

• Design E-learning module as part of staff mandatory training

• Change of chiropody service within Hospice so that

priority given to in-patient unit

• Ongoing promotion of Falls awareness week

• Link with artist in residence re: patient bedside sign

• Re-assessment of new Hospice environment



Building a new Hospice for
future generations



Conclusion

• Overall reduction in falls: May 2014 – April 2015



Conclusion

• Increased awareness among staff, patients and families of falls risk
factors and prevention of falls

• Improved documentation

• Improved patient orientation within the ward due to improved
dementia friendly signage

• Successful implementation – due to a multi

disciplinary quality improvement approach

has led to a more patient centred, holistic

approach to care with overall improved

patient safety
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