Comprehensive Care Audit Tools Definitions

The following definitions and examples apply to the Comprehensive Care Audit Tools:

Comprehensive care planning and delivery

Comprehensive care at the end of life

Preventing and managing pressure injuries

1. Pressure Injury Support Surfaces Information
Pressure Injury Risk Assessment
Pressure Injury Prevention and Management Plan
Comprehensive Skin Inspection Information
Non-Surgical Wound Information

SERSIE SRR

Pressure Injury Staging Guide

Note: The information in this document is taken from the Queensland Bedside Audit (QBA) information
sheets.

Preventing falls and harm from falls
1. Bed Rails
2. Falls Risk Screen and Assessment
3. Falls Prevention Plan (FPP)

Note: The information in this document is taken from the Queensland Bedside Audit (QBA) information
sheets.
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Nutrition and hydration

Preventing delirium and managing cognitive impairment
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Comprehensive care at the end of life

https://www.health.gld.gov.au/clinical-practice/quidelines-procedures/patient-safety/end-of-life

https://www.safetyandquality.gov.au/our-work/end-of-life-care-in-acute-hospitals/

National Consensus Statement: essential elements for safe and high-quality end-of-life care 2015,
https://www.safetyandquality.gov.au/wp-content/uploads/2015/05/National-Consensus-Statement-
Essential-Elements-forsafe-high-quality-end-of-life-care.pdf

ACSQHS end of life care patient audit tool and clinician survey
https://www.safetyandquality.gov.au/audit-toolkit-home/tools#end-of-life-care-audit-tool

Acute Resuscitation Plan
https://www.health.gld.gov.au/ data/assets/pdf file/0037/688267/sw065-acute-resus-form.pdf

Care Plan for the Dying Person

https://clinicalexcellence.qgld.gov.au/sites/default/files/docs/clinical-pathways/care-plan-dying-person.pdf
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Statement of Choices

https://metrosouth.health.qld.gov.au/acp/statement-of-choices-form
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Advance Health Directive

https://www.qld.gov.au/law/legal-mediation-and-justice-of-the-peace/power-of-attorney-and-making-
decisions-for-others/advance-health-directive

Power of Attorney

https://www.qld.gov.au/law/legal-mediation-and-justice-of-the-peace/power-of-attorney-and-making-
decisions-for-others/power-of-attorney
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Preventing and managing pressure injuries

1. Pressure Injury Support Surfaces Information
Definitions?:

Support Surfaces are “specialised devices for pressure redistribution designed for management of tissue loads, microclimate,
and/or other therapeutic functions, i.e. any mattress, integrated bed system, mattress replacement, overlay or seat cushion

” 1

overlay”.

Active Support Surface is a powered support surface that produces alternating pressure through mechanical means and has
the ability to change its load distribution properties with or without an applied load.

Reactive Support Surface is a powered or non-powered support surface with the ability to change its load distribution
properties only in response to an applied load.

" Prevention and Treatment of Pressure Ulcers: Clinical Practice Guidelines 2014
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Bedding

Description

Standard pressure reducing foam mattress (now called
Reactive (unpowered) foam mattress)

Pressure redistribution mattresses are used for
therapeutic pressure reduction and patient comfort. They
should be placed directly on top of the bed frame. For
Queensland Health facilities, the minimum requirement
is that a pressure reactive unpowered foam mattress
should be available on all beds. A variety of standard
foam mattresses are available and vary in size, density,
thickness, and weight capacities

(e.g. Cirrus1A, Maxifloat, Pentaflex, SoftForm, Soft
Touch, SX5198 Simuflex, NP200).

Pressure reducing overlay - unpowered

(now called Reactive (unpowered) overlay)

Unpowered overlay devices that may be composed of gel,
air, foam or a combination of these products.

Alternating mattress - replacement

(now called Active (powered) alternating mattress
replacement)

Alternating air mattresses replace reactive (unpowered)
foam mattresses (e.g. Active— Alpha Response 4, Auto
logic 200, Bi-wave Carer, Cairwave, ClinActiv, Nimbus,
Nodec 3, Proficare, Talley Quattro). They should be placed
directly on top of the bed frame.

Alternating mattress - overlay

(now called Active (powered) alternating mattress
overlay)

Alternating mattress overlays are used in conjunction with
reactive (unpowered) foam mattresses and are placed on

top of these mattresses and not directly on the bed frame
(e.g. Autologic 110, AlphaXcell, Alpha Response 3).

NSQHS Edition 2 Version 1.0
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Special/self-adjusting mattress

(now called Reactive (powered/unpowered) self-
adjusting mattress)

High specification mattresses for pressure redistribution
and are at constant low pressure (not alternating or low
air loss). They can be specialty foam with air cells (e.g.
Accumax, AtmosAir). They should be placed directly on
top of the bed frame. In some instances a pump may be
attached to the mattress.

Specialty bed system

(now called Powered specialty bed system)

An integrated bed and mattress system which
incorporates a bed frame and a powered mattress or
surface which is alternating, low air loss, constant low
pressure, or air-fluidised for the purpose of redistribution.
They may offer kinetic movement, bariatric capabilities,
various positioning options, and imaging compatible
surfaces. Bed and mattress cannot be used exclusively of
each other (e.g. Total Care Bed, Therapulse, Versa Care,
Total lift, In Touch, Progressa, Compella).

Vinyl mattress

Vinyl covered, single layered foam mattress. This is not
considered a static device as the vinyl does not conform
to the pressure load applied. Vinyl mattresses should not
be in use.

Vinyl mattresses are no longer recommended in
Queensland Health.

Chairs

Pressure reducing chair

(now called Reactive chair)

Pressure redistribution chairs at the bedside are more
than the standard bedside chair. They do not require a
foam cushion to be put on top of the seat surface because
an integrated cushion with specialty foam is built into the
chair, as well as a specialty cover.

Note: There is a two-way stretch vapour permeable fabric
over high density foam.

Cushion - air/gel, foam, other

(now called Reactive/Active cushion)

Unpowered devices that may be composed of gel, air,
foam or a combination of these products. The cushion is
used in place of or in addition to a basic chair/wheelchair
base/cushion.

These products are not alternating or low air loss
(reactive) (e.g. Jay, Roho, Equagel, MacMed).

Foam cushions should be high density foam with similar
construction to the reactive (unpowered) foam mattress.
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Cushions that are used in place of or in addition to a basic
chair/ wheelchair base/ cushion and are powered,
alternating or low air loss (active) (e.g. Aura).

Positioning devices

Gel pads Gel pad used for positioning or to reduce shear and to
provide pressure redistribution.

Heel elevator Heel elevator or boot wedge used for positioning or to
reduce shear and to provide pressure redistribution.
Device may present in various ways- foam, fibre, air filled.

Bed cradle Bed cradle used for offloading of bed linen.

Extra pillow Extra pillow can be used for pressure relieving if no other
devices are available.
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Other Prophylactic silicone dressing

Applied to “at risk” areas to reduce the potential for
pressure area development.

Eggshell or convoluted foam

Any other equipment item used to facilitate comfort,
positioning or to reduce shear and friction not listed
above e.g. eggshell or convoluted foam devices, slide
sheets, limb elevation devices.

Note: Eggshell or fibre-filled overlays may provide some
comfort or protection from friction, however are not
recommended for use on top of support surfaces as they
may limit the device’s pressure redistribution properties.

Sheepskin

Sheepskins provide comfort only and are not pressure
redistribution devices.

2. Pressure Injury Risk Assessment

The health service organisation providing the service to patients at risk of pressure injuries has systems
for pressure injury prevention and wound management that are consistent with best-practice
guidelines."® A pressure injury risk assessment is a formal scale, or score used to determine the degree
of pressure injury risk.

Examples of validated scales for assessing pressure injury risk in adults include the Waterlow Score,
Braden Scale and Norton Scale.? Examples of validated scales for paediatric patients include the
Glamorgan Risk Assessment Scale and Braden Q. Risk assessment may also occur using an integrated
risk assessment tool, or assessment of risk factors in conjunction with a comprehensive skin inspection.
The statewide “Adult Pressure Injury Risk Assessment” form combines a skin inspection, risk
assessment and management plan.

Each patient should be assessed for pressure injury risk as soon as possible following admission (within
eight hours) and the assessment repeated regularly throughout the patient’s admission.? The results
should be documented in the appropriate admission form/nursing care plan or patient record.

In facilities not using an integrated risk form, or the “Adult Pressure Injury Risk Assessment” form,
ongoing risk assessment may be documented in the “Patient Daily Care Record” or other generic care
plan, and a “Pressure Injury Prevention Plan” may then be commenced for at risk patients.
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Adult Pressure Injury Risk Assessment form example
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Validated scale for assessing pressure injury risk in paediatric patients — examples

Braden Q -includes a four-point Likert scale for Glamorgan Risk Assessment Scale -
assessment of seven clinical risk factors for Pls: clinical tool designed to help you assess risk of a
sensory perception, moisture, activity, mobility, child developing a pressure injury.
nutrition, tissue perfusion, friction and shear. A _
. . . . s Risk Factor Score
cumulative score is used to qualify the patient’s Pl
risk as low, moderate or high.3
Child cannot be moved without great difficulty or deterioration in condition / prolonged 0
surgery
Unable to change his‘her position without assistance /cannot control body movement 15
Some mobility, but reduced for age 10
Normal mability for age D
Egquipment [ objects / hard surface pressing or rubbing on skin 15
Significant anaemia (Hb <80giL) 1
Persistent pyrexia | temperature > 389C for more than 4 hours) 1
Poor penpheral perfusion (cold extremities! capillary refill > 2 seconds / cool mottled skin) 1
Inadequate nutrition (any of the following)
* Recently decreased/poor for 2 2 days 1
& NG aspirates >10mlkg or >200mls on 2 3 consecutive occasions
NB. Any of the above requires dietitian referral.
Low serum albumin (< 35g/L) 1
Weight less than 10™ centile (requires dietitian referral) 1
Incontinence {inappropriate for age) 1
Risk score | Category | Suggested action
10+ At risk Inspect skin at least twics a day. Relieve pressure by helping child 1o move at least every
2 hours. Use an age and weight appropriate pressure redistribution surface for sitting on/
sleeping on.
15+ Highrisk | Inspect skin with sach positioning. Reposition child / equipment! devices at least every 2
hours. Relieve pressure before any skin redness develops. Use an age and weight
appropriate pressure redistribution surface for sitting on/ sleeping on.
20+ Very high | Inspect skin at least hourly. Move or tum if possible, before skin becomes red. Ensure
rick. equipment / objects are not pressing on the skin. Consider using specialised pressure
relieving equipment.

Integrated risk assessment tool example

Integrated risk assessment tools can be a hybrid tool, with a screening and assessment component
that may contain variable risk factor questions that prompt a pressure injury prevention action for each
identified risk factor.

. Australian Commission on Safety and Quality in Health Care. Safety and Quality Improvement Guide Standard 8: Preventing and Managing Pressure Injuries (October 2012).

Sydney http://www.internationalguideline.com/guideline.

. Prevention and Treatment of Pressure Ulcers: Clinical Practice Guideline- EPUAP, NPUAP, Pan Pacific Pressure Injury Alliance, Cambridge Media 2014.
. Noonan, C., Quiley, S., & Curley, M. A.(2011) Using the Braden Q Scale to Predict Pressure Ulcer Risk in pediatric patients. Journal of pediatric nursing 26 (6): 566-575 DOI:

10.1016/j.pedn.2010.07.006

. Glamorgan Pressure Ulcer Risk Assessment Scale - For more information - CHQ Nursing standard 00260: Pressure Injury Screening, Management & Prevention:

http://gheps.health.qgld.gov.au/childrenshealth/resources/nursestand/docs/ns _00260.pdf

. Australlal”‘gar_fgoea’i tsle‘l)fﬁyfrVQuaht in I;|<-.:.'ﬂth Care. National Safety and Quality Health Service Standards. Comprehensive Care. 2nd Ed. Sydney: ACSQ[:‘% 2017.
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3. Pressure Injury Prevention and Management Plan

Pressure Injury Prevention and Management Plan (PIPP) is defined as a single use or combination of
interventions applied to a patient based upon a standardised risk assessment in order to reduce risk
factors associated with Pressure Injury development. A PIPP, to be complete, should include
interventions that minimise or eliminate friction and shear, minimise pressure with off-loading, manage
moisture, and maintain adequate nutrition and hydration. Actions in the PIPP should address each of the
identified risk factors. A PIPP must be documented at the bedside and ‘not applicable’ is written in the
chart if the patient is not at risk. The PIPP should be current and as such should be for review in the daily
care plan.

4. Comprehensive Skin Inspection Information

Skin status is the most significant early indicator of the skin’s response to pressure exposure and the ongoing
risk of pressure injury. Every patient should have a comprehensive skin inspection as soon as possible
following admission (within eight hours)?. Reassessment should occur at a minimum of daily if ‘at risk’, on
transfer, when there is a change in the patient’s condition and on discharge. A comprehensive skin inspection
must be systematic so that pressure injuries and wounds can be correctly identified and documented with an
appropriate plan of care established.?

A skin inspection involves a comprehensive head-to-toe (anterior and posterior) assessment and DIFFERS from a
risk assessment (e.g. Waterlow) that provides a formal scale/score to help determine the degree of risk for
developing a pressure injury.

This inspection should include assessment for any signs of:
e erythema
e blanching response
e localised heat, oedema
e induration
e  skin breakdown.

The inspection should specifically focus upon:

e skin overlying bony prominences including the sacral region, heels, ischial tuberosities and greater
trochanters

e areas of skin that may be damaged due to medical related devices (e.g. braces, splints, harnesses,
cervical collars, hip protectors, compression garments)

e areas identified by the patient where pressure is causing pain or discomfort.

2 National Pressure Ulcer Advisory Panel, European Pressure Ulcer Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and Treatment of
Pressure Ulcers: Clinical Practice Guideline. Emily Haesler (ed.) Cambridge Media: Osbourne Park, Western Australia: 2014
3 Australian Commission on Safety and Quality in Health Care. Safety and Quality Improvement Guide Standard 8: Preventing and Managing
Pressure Injuries (October 2012) Sydney
NSQHS Edition 2 Version 1.0 -13 -
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5. Non-Surgical Wound Information

Non-surgical wounds disrupt the integrity of the skin, increasing the risk of infection and can be the source
of physical and emotional discomfort. A non-surgical wound such as a Skin Tear, Incontinence Associated
Dermatitis (IAD) or a Chronic Vascular Ulcer can affect patients in our care, and are sometimes confused
with a pressure injury. It is important to define and distinguish these wounds from pressure injuries for
reporting purposes and to ensure appropriate management strategies are implemented.

Skin Tear — is a wound caused as a result of shear and/or friction forces which separate the epidermis from the
dermis, or separate both epidermis and dermis from underlying tissue. The images below represent some skin
tears as per the STAR Classification System."

Incontinence Associated Dermatitis — is skin damage associated with exposure to urine or stool. The affected
area usually has poorly defined edges and may be patchy or continuous over large areas.?

Chronic Vascular Ulcer — Chronic leg or vascular ulcers typically manifest as arterial, neurotrophic, or venous
ulcers. The patient may feel burning, itching and pain. There may also be a rash, redness, brown discoloration or
dry, scaly skin.?

Other — includes all other wound types e.g. burns, neuropathic ulcer.

Pressure Injury —is a localised injury to the skin and/or underlying tissue usually over bony prominences, as a
result of pressure, or pressure in combination with shear* See Pressure Injury Staging Guide for more
information.

1. Silver Chain Nursing Association 2009. STAR Project: http://www.awma.com.au/publications/2010_wa_star-skin-tear-tool-g-04022010.pdf

2. Beekman, D., et al. (2015) Proceedings of the Global IAD Expert Panel. Incontinence-associated dermatitis: moving prevention forward. Wounds International,
http://www.woundsinternational.com/

3. Allen Gabriel, MD; Chief Editor: Joseph A Molnar, MD, PhD, FACS .Vascular Ulcers http://emedicine.medscape.com/article/1298345-verview#a0104

4. Prevention and Treatment of Pressure Ulcers: Clinical Practice Guideline 2™ Edition - EPUAP, NPUAP, Pan Pacific Pressure Injury Alliance, Cambridge Media
2014. https://npuap.org/page/2014Guidelines
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6. Pressure Injury Staging Guide

1. National Pressure Ulcer Advisory Panel, European Pressure Ulcer Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and Treatment of
Pressure Ulcers: Quick Reference Guide. Emily Haesler (Ed.). Cambridge Media: Osborne Park, Australia; 2014.

2. The National Pressure Ulcer Advisory Panel (NPUAP) 2016 (lllustrations).
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Preventing falls and harm from falls

1. Bed Rails

The following bed types are outside the scope of this audit, i.e. are N/A:
e paediatric beds
e cots
e Dbassinets

o trolleys and stretchers

Rail Type Description ‘ Examples

No Bed Rail | No bed side rail fitted. May be
a bed that does not have side
rails, or a bed which has had
side rails intentionally
removed.

Horizontal Usually three horizontal rails
that run the length of the side
rail assembly

Horizontal, A fixed shape horizontal bed
Joyce 900 rail fitted to the Joyce 900
bed.

IMPORTANT | T bed e 1 wes suiec
~PATIENT 1 5605 in which large, D-
SAFETY .

shaped gaps in the end of the
ALERT ) :
bed rail had a spring loaded )
insert fitted to reduce gap Joyce 900 Horizontal
size, hence reducing the bed rail with corrective
likelihood of head/neck action in place
entrapment occurring.

It has been observed that

some Joyce 900 beds are Joyce 900 Horizontal bed

missiqg the insert. _ rail without corrective
Investigation showed that in action in place

some cases the insert could
be easily removed by hand.
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Horizontal Some bed rails in

Mid Position | Queensland Health facilities
have various positions
between being fully raised or
down.

Some can only go fully up or
fully down and others have a
mid/ middle/ intermediate
position between being fully
up or down. This bed rail
position is often used to
accommodate patient meal
trays.

Some horizontal bed rails
may introduce a head/neck
entrapment risk in the mid/
middle/intermediate position.

Setting the bed rail in the mid
position is not recommended
due to the increased risk of
head/neck entrapment.

Split-Solid 1 145 sections per side, which

can be operated
independently. Solid in
construction, usually a single
piece of moulded plastic or
similar designed to prevent adult
head and neck entrapment.

Solid split bed rail designs are
generally not safe for most
paediatric patients. The gaps
within the side rails or between
the two side rails or between
side rails and head board may
introduce a head/ neck
entrapment risk for paediatric
patients and/or paediatric
patients with disabilities.

The gap between the two split
side rails may also introduce a
hanging risk for young paediatric
patients or paediatric patients
with disabilities when the bed is
in a raised position or when their
feet cannot touch the ground.
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Split- Open | Two sections per side that
can be operated
independently —

Constructed from metal bars
or similar, and has large
openings within side rail.

Most older open split bed rail
designs may introduce a
head, neck and upper body
entrapment risk between the
split side rails or within the
side rail.

V_er_tlcal . Side rails with a series of vertical
Rigid

bars —

Vertical bars are made from rigid
metal or similar.

Some may feature a horizontal
extension above the top
horizontal rail (falls risk), as
shown in the second picture.

Some vertical bed rails no longer
comply with current standards.

Investigation showed that the
gap size within some vertical bed
rails introduces a
head/neck/upper body

entrapment risk. Rail extension fitted to a vertical rigid bed rail

Vertical - Side rails with a single
Flexible horizontal bar along the top,
rigid vertical supports and soft
wire rope (potentially with
plastic tubular covering)
vertical bars in the middle.

Some may feature a
horizontal extension above
the top horizontal rail (falls
risk).

Some vertical bed rails no
longer comply with current
standards.

Investigation showed that the
gap size within some vertical
bed rails introduces a
head/neck/upper body
entrapment risk.

The Bed Rail Information sheet was compiled in association with Biomedical Technology Services
(BTS), Queensland Health.
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2. Falls Risk Screen and Assessment

A falls risk screen determines a person’s risk of falling and classifies which people are at increased risk
of falling.” A minimum falls risk screen would be a single item question: ‘Have you had a fall in the last 6-
12 months?’ A falls risk screen consists of a small number of items (up to five) based on the presence or
absence of a risk factor. When the threshold on a falls screen is exceeded it would prompt a more
detailed falls risk assessment." It should be noted that falls risk screening identifies a patient’s risk of
falling but does not provide a framework for planning interventions.

A falls risk assessment is a more detailed process than screening and is used to identify modifiable
risk factors for falling, appropriate interventions and referral pathways. An assessment systematically
and comprehensively identifies factors contributing to a patient’s increased risk of falling. Falls risk
assessment tools vary in the number of risk factors they include, and how each risk factor is assessed. A
falls risk assessment should be done as soon as possible after the patient is admitted and reassessed
when the patient’s environment is changed, when the patient’s health or functional status changes,
following a change in medication, after a fall and when the patient is to be discharged.

Interventions should systematically address the risk factors identified. Risk factors identified in the
assessment tools inform the strategies recorded in the falls management plan, care plan and/or on the
assessment tool.

Department of Health Falls Assessment and Management Plan Tool

" ACSQHC, Preventing Falls and Harm from Falls in Older People — Best Practice Guidelines for Australian Hospitals, 2009.
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Department of Health Emergency Department Falls Risk Screening Tool

In 2014, the Emergency Department (ED) Falls Risk Screening Tool was approved for inclusion on the
ED Queensland Adult Deterioration Detection System (Q-ADDS) form. This is a quick, evidence-based
screen suitable for use in the ED environment. Should the screen identify that the patient is at risk of
falling, local falls prevention intervention processes should be initiated. Being identified at risk of falls in
ED generates a need for a falls risk assessment to be conducted on admission to hospital or by a health
care professional or General Practitioner after discharge.

Emergency Department Falls Risk Screening Tool — incorporated into the Department of
Health ED Q-ADDS

Community context

A falls risk screen determines which people are at greatest risk of falling. A minimum falls risk screen
would be a single item question: ‘Have you had a fall in the last 6-12 months?’ Typically, a falls screen
consists of a small number of items (up to five) based on presence or absence of a risk factor e.g. FROP
Com-Screen. When the threshold on a falls screen is exceeded it would prompt a more detailed falls risk
assessment.1 The state-wide Community Falls Assessment and Management Plan combines a single
screening question and a comprehensive risk factor assessment and interventions to form the falls
management plan. This tool is designed to use with the ONI (Ongoing Needs Identification).
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Department of Health Community and Assessment and Management Tools

Community Screening Tool Community Assessment and

(Affiox Patient ID Label}
UR No
Sumame:

Falls Risk for Older People Given Name

in the Community (FROP-Com) Screen Do

Screen all people aged 65 years and older (50 years and older Aboriginal & Tomres Strait Islander peoples)

Date of screen: |/

FALLS HISTORY SCORE
1. Number of falls in the past 12 months? o None (0
o 1fall (1
o 2falls (2)
@ 3or more @01
FUNCTION: ADL status
2. Prior to this fall, how much assistance was the i
individual requiring for instrumental activities of daily g?ﬂ;ﬁ:ﬁle{e\y independent) ES;
living (eg cooking, housework, laundry)?
4 (eg % B ) o Some assistance required () [
= ifno fall in last 12 manths, rate current function o Completely dependent 3
BALANCE
3. When walking and turn_lng, do_es the per"SBn appear o No unsteadiness observed ]
unsteady or at risk of losing their balance? o Yes, minimally unsteady 1
* Observe the person standing, walking a few metres, 0 Yes, moderately unsteady (nmsz
turning and siffing. If the person uses an aid observe supervlswon)_ 2
the person with the aid. Do not base on sefrzport. | © VE5: consistentlyand severely
*  If level fluctuates, tick the most unsteady rating. If the an asslsza(me] 3 [ 1
person is unable fo walk due to injury, score as 3.
Total Risk Score [ 1

Total score 0 1 2 3 4 5 3 7 & I E]
Risk of being a faller 0.25 07 14 40 77
Grading of falls risk 0-3 Lownsk 4-9 Highrizk

Further assessment and
management if
R actions problem
identified (score of one or
higher)

Perform the Full FROP-Com assessment and / or
commesponding management recommendations

Management Tool

NSQHS Edition 2 Version 1.0
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Integrated screening and assessment tools can be a hybrid of both tools, with a screening and
scoring component that may contain variable risk factor questions that prompt a falls prevention action
for each identified risk factor.

An example of an integrated assessment tool is below. This tool considers the patient’s risk of falling in a
broader assessment of the patient’s risk across multiple domains. Some of these domains are: Pressure
Injury, Functional and Nutritional status and Cognition/Delirium Risk.

Integrated Falls Screening and Assessment Tool example
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3. Falls Prevention Plan (FPP)
A falls prevention plan documents interventions that systematically address the risk factors identified.

Note: You will need to look at the assessment tools and compare the risk factors identified to what
strategies are recorded in the care plan and/or on the assessment tool.

Actions in a FPP are located on the right of the Plan. For the FPP to be complete, the date and signature
are required for ALL risks or as actions documented in the nursing care plan.

Select YES if there is evidence at the bedside that all risk factor/s identified in the falls assessment have
a relevant strategy or strategies identified in the care plan. Select NO if one or more risk factor/s
identified on the falls assessment does not have at least one relevant strategy identified in the care plan.

For Queensland Health staff, please go to QHEPS for further information on Preventing Falls.

¢ Queensland Stay On Your Feet, http://www.health.gld.gov.au/stayonyourfeet/facts/statistics.asp

¢ Queensland Stay On Your Feet Resources, http://www.health.qld.gov.au/stayonyourfeet/for-
professionals/resources-prof.asp

e Australian Commission on Safety and Quality in Health Care (ACSQHC), Preventing falls and harm
from falls in older people — Best Practice Guidelines, 2009 http://www.safetyandquality.gov.au/wp-
content/uploads/2012/01/Guidelines-HOSP1.pdf

e Australian Commission on Safety and Quality in Health Care (ACSQHC), Falls Prevention.
http://www.safetyandquality.gov.au/our-work/falls-prevention

References:

1. Australian Commission on Safety and Quality in Health Care (ACSQHC), Preventing falls and harm
from falls in older people — Best Practice Guideline. 2009, p.31. https://safetyandquality.gov.au/wp-
content/uploads/2012/01/Guidelines-HOSP1.pdf

2. FROP-Com Screening Tool
http://www.mednwh.unimelb.edu.au/nari_research/pdf docs/FropCom2009/FROP-Com-Screen-

Dec09.pdf
Queensland Health Falls Assessment and Management Plan

Australian Commission on Safety and Quality in Health Care (ACSQHC), Preventing falls and harm
from falls in older people — Best Practice Guideline, Appendix 2.3 Ontario Modified STRATIFY
(Sydney Scoring), p. 147-148. http://www.safetyandquality.gov.au/wp-
content/uploads/2012/01/Guidelines-HOSP1.pdf
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Nutrition and Hydration

https://www.health.gld.gov.au/nutrition/clinicians

https://www.health.gld.gov.au/ data/assets/pdf file/0029/148826/hphe mst pstr.pdf
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https://www.health.gld.gov.au/ data/assets/pdf file/0015/143502/hphe maf.pdf
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Preventing delirium and managing cognitive impairment

Statewide Dementia Clinical Network cognitive impairment screening toolkit

https://gheps.health.qld.gov.au/caru/networks/dementia/cognitive-impairment-screening-toolkit

Delirium clinical care standard 2016, https://www.safetyandquality.gov.au/our-work/clinical-care-
standards/delirium-clinical-care-standard/

We recognise and appreciate that there may be gaps in the scope and questions included in these
tools, however, as the audit tools are a constant ‘Work in Progress’, future versions will build
upon the existing scope and questions, and incorporate staff feedback and suggestions for
improvement.

Patient Safety and Quality Improvement Service, Clinical Excellence Queensland,
welcomes feedback on the audit tools and the measurement plans, to ensure the tools meet
the needs of Queensland Health facilities. We appreciate any feedback you can provide for
the next version.

Please email Patient Safety and Quality Improvement Service on mars@health.qld.qgov.au

for feedback or comments.
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