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Today’s webinar

• An update on the Management of a fall in somebody’s home 
pathway 

• Post falls Monitoring and severity 
• To go through how to make a detailed Comprehensive 

Multifactorial Risk Assessment 
• How to evaluate patterns and trends 
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What will be included? 

• Currently we are awaiting sign off for the ‘Management of a 
person who has fallen at home.’ 

• What will be included? 
• Red Flags – Using Istumble and FAST
• Amber flags 
• Call Admission Avoidance services for anticoagulants 
• SBARD
• Admission Avoidance service contact numbers 
• What paperwork to complete after a fall such as post falls risk 

assessment, safeguarding etc. 
• Review ReSPECT/DNACPR/ACP/TEP/ MCA/BIA and ensure the 

person’s wishes support transfer to hospital.
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What can you use now?

• Management of a person who has fallen at Home Checklist
• Post Falls Assessment Tool  
• Comprehensive Multifactorial Risk Assessment 
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Severity of falls 

• We should track severity of falls so we can understand the 
types of injuries people are experiencing.

• We must identify if someone has osteoporosis and 
osteopenia and then put interventions in place 

• We must think about bone health and sedentary behaviour 
as part of risks. 

• Are you monitoring how much somebody is moving in the 
day?

• Do you have any documented goals to support somebody to 
complete more movement in their every day?



Bone health
• Sitting all day can really affect our bone health.

• Bones are living tissue, which get stronger as you use them. When you are standing the whole of your body 
weight is loaded onto the skeleton and activates the bones. 

• Inactivity and lack of weight bearing – increased risk of osteopenia & osteoporosis “brittle bones”. This could 
result in higher severity of injuries when falling. 

Strong recommendation. Older adults after sustaining a hip fracture should be offered an individualised and 
progressive exercise programme aimed at improving mobility (i.e. standing up, balance, walking, climbing stairs) 
as a falls prevention strategy.

Are you monitoring the amount of movement every day? Could they strand more regularly or practice more 
mobility and balance? This can prevent fracture risk and also support the management of Osteoporosis. Have 
you discussed Vitamin D with the GP?



The importance of moving more…. 

The DoH Physical Activity Guidelines (2019)

advocate that everyone should participate in daily physical activity to gain health benefits, including 
the maintenance of both good physical and mental health

• Some is good, more is better

• Physical activity is linked to reduced feelings of social isolation and loneliness 

• Older adults particularly should include activities that improve strength, flexibility and balance, in 
order to maintain function and confidence, as well as to reduce the risk of falls

• Vital for the management and prevention of disease and for the maintenance of independent 
living



Improving balance

• Practising balance improves balance!!!
• Programmes are likely to be the most effective if they are specific to an individual’s functional abilities 

and preferences

• Individual supervised exercises in care homes as a prevention strategy are effective and should be 
offered in those who are willing and able to participate. 

• Where the person can follow instructions, incorporate a combination of exercises including balance and 
strength

• HCPA have 1:1 strength balance exercises on the app to support this practice. 

• A risk assessment and management plan should be written for each person to MINIMISE the risks and 
the IMPACT of the risks of injury etc when doing the exercises (e.g. needs 2 people, needs a high-backed 
chair on each side etc

• Also, think about activities of daily living – can somebody stand up more often throughout the day, 
through personal care, carry out tasks around the home? 

• Is practising mobility and balance included in falls interventions? 



Physical activity guidelines – (CMO 2019)

• Older Adults (65+)
• Be active every day. Any activity that helps maintain physical and mental 

health, wellbeing and social functioning, At least 2 days/week – physical 
activities aimed at strengthening, balance and flexibility (can be combined 
with aerobic activity)

• Weekly 150mins moderate intensity or 75min vigorous (or shorter 
duration very vigorous activity or an equivalent combination of each)  - 
building up from current levels

• Break up prolonged periods of being sedentary (sitting) with light activity 
such as hourly standing practice

• More is better than none and even light activity is better than being 
sedentary (even standing)
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What to do when a fall has 
already happened
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How to support somebody up from the floor 
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Hertfordshire 
and West 
Essex Home 
Care 
Providers

Avoidance of 
Admission Services



Assessing falls risk - Key components

• Do not use risk prediction or screening tools, especially those that assign a 
numerical score or hierarchy of risk.

• Do not offer “one size fits all” blanket interventions 
• Do use a Comprehensive, Multifactorial Falls Risk Assessment (MFRA) 
• Do use comprehensive multifactorial intervention plans
• Do provide relevant oral and written information about any individual falls 

risk factors that have been identified to all relevant parties

NICE NG249 (2025) recommendations







Identifying risk – documenting person-
centred interventions 

Use HCPA’s MFRA in conjunction with your own systems. Below are key 
areas I think get missed often: 
RISK Interventions Next steps

Mobility, strength, 
balance

Practise mobility every day, exercise, standing balance, 
everyday activities, Vit D
Referrals
Giving specific examples of what this person can do and 
aims to achieve. 

Chair based instructors
Enabling and mobility champion to support with enabling culture
Back on feet risk assessment
TUG

Fear of falling
Anxiety and loneliness

FES-I, goal setting, practicing mobility, community links Review individuals that may have a fear of falling, ensuring that 
when people come back from hospital goals are in place and that 
we improve individuals not only allow deterioration 

Infection Improving IPC, personal hygiene, hydration. Organisation 
and individual interventions

Basic health observations 
Winter planning 



Identifying risk – documenting person-
centred interventions 
RISK Interventions Next steps

Frailty Exercise and practicing mobility nutrition, medication 
review, understanding polypharmacy, goal setting, 
medication review 

Identify risk of frailty through characteristics and syndromes 
TUG
Rockwood 
Falls and frailty champion 

Dementia Reminiscence: Also focusing on smells, tastes, textures, 
music or sounds.
Music 
Meaningful activity and conversation, life stories
Linking wellbeing 
Combating loneliness and isolation
Physical activity
Medication review 

Review those living with dementia and falls care plan 
Link in with engagement staff 
Understand community opportunities 
Dementia Champion 

Engagement 1:1, goal setting, life story work, meaningful activity and 
conversation, interventions to support time out of 
bed/out of bedrooms. Link in with the community. 
Family information sessions 

Use new Activity resource
Bring Engagement staff into MDT’s  
Engagement champion
Chair based exercise 



• To ensure the care plans are effectively monitored and updated, what went well? 
What didn’t? 

• Risks must marry up with intervention
• Ensure all staff know that it is their responsibility to support with meaningful 

conversation and be aware of engagement opportunities. How did the 
conversation go? Do we know what’s available in the community? 

• Set goals for individuals not just on what they like doing but things that show 
they have a level of independence; people are able to reposition themselves 
during moving and handling, are able to brush their own her or wash their face. 
A goal to include this a few times a week is a good start to encouraging 
independence.

• Internal MDT’S involving champions, to update care plans, set action plans, bring 
on external professionals too. 



Patterns and trends

Monthly analysis of 
patterns and trends

Organisation and 
individual Holistic approach

Can support 
organisations to have 

a monthly focus or 
specific project

Winter planning Severity of falls and 
overall interventions 

Consider Frailty and 
risk of deterioration
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Tips for Recognising and managing the 
signs of Chronic Deterioration 

1. Be observant with regards to changes in individuals
2. Don’t assume that deterioration is inevitable
3. Question whether something (or someone) may help 

someone to improve
4. Keep up to date with training that includes enablement 

skills, postural alignment, information on specific 
conditions, particularly neurological and respiratory 
conditions

5. Ensure your approach is supportive and understanding
6. Use understanding and compassion
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What makes a good referral?

• Clear
• Brief background of relevant medical history 
• Brief history of present condition
• Person’s baseline function and the specific problem and impact of that 

problem on the person’s mental or physical health (including the risks 
to the person)

• Correct language
• Right team



SMART goal setting 

Assessment with a view to reducing the risk of falling needs to consider 
the older adult’s history of falling and: their frequency; characteristics 
and context; presence of falls risks factors; their physical, cognitive, 
psychological and social resources; and, their goals, values, beliefs, and 
priorities. – World Falls guidance 
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SMART goal setting 

24
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Tips for goal setting 

Involve the individual in 
their goals

Ensure they are 
discussed in handover

Link in with engagement 
staff to support / 

families

Monitor and evaluate, 
they will need to be 

reviewed

Can help you evidence 
how individuals improve 

or achieve 

Goal don’t always need 
to be related to falls, 

they may be to achieve 
a certain activity.

Part of falls prevention

They show us how people are living a good quality of life and how your service 
promotes prevention and enablement!
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Fear of falling 

Interventions
• We need to break the cycle of fear of falling
• Motivate
• Reassure - be kind, take time, be calm yourself
• DO MORE, BUT DO SAFELY, so the person's 

confidence increases rather than decreases
• Make time to PRACTISE with 3 members of staff and a 

wheelchair behind (when you are AT ALL UNSURE of a 
person's ability to safely stand/mobilise – in case the 
person starts to walk away, for example. from the 
edge of the bed..... the bed cannot be moved in 
behind the person, the wheelchair can!)

• COMPLETE RISK ASSESSMENTS to address and 
minimise risks

Is recommended within the World falls guidance to 
assess for fear. 
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SHORT FES-I (Falls Efficacy Scale – International 
SHORT version)

The Falls Efficacy Scale International (FES-I) is a 16-item measure of “fear of falling” or “concerns 
about falling”.

The FES-I is intended to be used in adult population to measure the level of concern about 
falling during social and physical activities inside and outside the home, whether or not the 
person actually does the activity. Recommended in the world falls guidance and also within your 
falls risk assessments on PCS 

The SHORT FES-I is a shorter version of the FES-I and is a 7-item Questionnaire
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Key takeaways

• Use HCPA documentation to support Falls Management 
• We will keep you updated on the progress of the new pathway 
• Ensure you use HCPA’s multifactorial risk assessment along with 

your systems to ensure all risks are documented. 
• Person centred interventions – the guidance explains no blanket 

rules! 
• Let’s think about movement! How do you improve bone health 

and ensure people are moving more. Goal setting can support 
you with this

• Many people have a fear of falling post fall – do you address this?
• Ensure you have the correct knowledge and skills 
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Thank you for 
joining us

Please remember to leave feedback
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