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Aims of presentation 
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What is the Clinical Indemnity Scheme about? 
Where are we at with respect to 

Slips/Trips/Falls 
What is needed to effect change? 
 How do we get there? 

 



National Treasury Management Agency 
Manages National Debt 

State Claims Agency 
Manages claims against public bodies on behalf of the State 
Est. under NTMA(Amendment) Act 2000. (Start date : 3 December 2001) 

 

 
Clinical Indemnity Scheme  

Manages claims/ risk management in Public Health sector  
Est. 1 July 2002; Delegation Order made: 18 February 2003.  

(S.I. No. 63 of 2003 National Treasury Management Agency (Delegation of Functions) Order 2003, amend 2007) 
 

Organisational Structure 
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Enterprise Liability 
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Presenter
Presentation Notes
CIS provides indemnity cover in the event that you are involved in a clinical claim i.e. if the patient sues for personal injuries arising out of clinical treatment received at a public hospital. 
CIS will:-

1. Represent your interests 
2. Investigate and defend the claim 
3. Appoint and liase with legal team 
4. Instruct and liase with experts
5. Cover all of the legal costs of the case 
6. Pay a Court award or settlement, if applicable.

Exclusions
Private Hospitals  

 Good Samaritan acts outside of Republic of Ireland

 Disciplinary Hearings 

 Criminal cases





Clinical Indemnity Scheme (CIS) 

Objectives 
 

– To drive and support a patient safety 
culture 

– To reduce the number of clinical claims 

– To manage clinical claims in a cost-
effective and timely manner 
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Presenter
Presentation Notes
Designated CCM and CRA partnership for enterprises covered
Collaborative working practices –multiple stakeholders
Co-ordinated communications – Newsletters, website, STARS reports, sponsorships, desemminate learnings
Competence assurance – post graduate with emerging opportunities for undergraduate involvement
Performance Team Based Management



 
 
 
 
“Primum Non Nocere” (Above all, do no harm) 

Attributed to Hippocrates 
Australian Patient Safety Foundation
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Presenter
Presentation Notes
Patient/Service User Safety - “Reducing unintended harm or accidental injury associated with health care treatment rather than the disease process” Brennan et al 1991
Clinical Governance – “ a framework through which organisations are accountable for continuously improving the quality of their services and safeguarding high standards of care”  A First Class Service, 1998
Risk Management - “The culture, process and structures that are directed towards realizing potential opportunities whilst managing adverse effects”  AS/NZS 4360:2004
Quality Improvement – “organisational philosophy that seeks to meet patients/clients’ needs and exceed their expectations by using a structured process that selectively identifies and improves all aspects of care/service.”      IHSAB, 2004




How does CIS drive and support 
patient safety? 
Collection and analysis of incident/near-

miss data  
Closed claims analysis 
Training and education 
Collaboration with 

educational/professional bodies, 
statutory and voluntary organisations.  
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Where are we at with 
respect to Slips/Trips/ Falls? 
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Scale of the Problem:Demography 
  Males           Females

         
         
         
     2002            2002  
         
         
         
         
         
        1971           1971  
         
         

250 200 150 100 50 0 50 100 150 200 250 

0-4 
5-9 

10-14 
15-19 

20-24 
25-29 
30-34 
35-39 
40-44 
45-49 
50-54 
55-59 

60-64 
65-69 
70-74 
75-79 

80-84 
85+ 

Thousands 

 Males                Females
        
        
 2031           2031  
        
        
        
        
               
    2002          2002  
        
        
        
        
        
        
        
        
        
  

250 200 150 100 50 0 50 100 150 200 250 

0-4 
5-9 

10-14 
15-19 

20-24 
25-29 
30-34 
35-39 
40-44 
45-49 
50-54 
55-59 

60-64 
65-69 
70-74 
75-79 

80-84 
85+ 

Thousands 

Fall related injuries are more common as we age and live longer. By 2031: 
-Population will be 5 million 
-One million 65 years and over – biggest increase in 80+ age group 
-50% in 80+ age group fall each year  
-Older women are 65% of 80+ age group- they are at greatest risk. 
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Presenter
Presentation Notes
Ageing population.

Economic cost to the exchequer-est. €412m,(2007)
hospitalization and healthcare provision.


Social cost
a serious fall in an older person can have a long-term
 negative impact on quality of life and independent living.

Fall is 2 a sudden unintentional change in position causing an indiividual to land at a lower level, on an object, the floor or the ground, other than as a consequence of sudden onset paralysis, epileptic seizure or overwhelming external force”.

Falls a re predictable and preventable. Numerous predictive risk factors can be modified.




 
Number who Fall: Approx. 130,000 

 

Treated in Primary Care / ED 
Approx.  35,000 

 

Hospitalised- 
Approx 7000+ 

 
 

Deaths 
 

250 
approx 

 
Annual Health Burden of Falls for Older Irish People 

 

Total Population>65=468,000 or 11% (2006)  
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Presenter
Presentation Notes
Old persons to account for more than one in five of 2041 population�
The CSO publication reveals that irrespective of the combination of assumptions used there will be between 1.3 and 1.4 million old persons (those aged 65 years and over) in 2041 compared with 460,000 in 2006. This implies that 20 to 25 per cent of the population will be aged 65 years and over in 2041 compared with 11 per cent in 2006.�
The number of "oldest old" persons (those aged 80 years and over) is projected to quadruple from a level of 110,000 in 2006 to about 440,000 in 2041.�




Fall Claims from 2004 -2010 as of 18th Oct  
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 Falls Claims =129 (€5.4m total incurred) 
• 33 falls related deaths where outcome 

included 
• 38 falls related fractures where outcome 

included 

Presenter
Presentation Notes
All active claims iat the end of 2010 had a estimated liability of €885 million. Of which clinical claims was 89% or 786 million.
At the end of 2010 1935 clinical claims were under management and the total paid was 81 million.
Obstetric accounted for 20 % of clinical claims and 56% of the estimated liability due to high settlements associated with cerebral palsy and other birth related conditions.

SCA assumed delegated responsibility fro the management of HSE EL, PL, PD claims in January 2010.

Claims outcome included in 82% of cases. But only 41% of closed claims  during this period.



Burden to the Economy  

 

 

 

If current trends continue estimated costs will be: 
 
 

€520   -  €551    million by 2010 
€922   -  €1077  million by 2020 
€1587 -  €2043  million by 2030 
 
 

 
Brenda Gannon, Eamon O’Shea , Eibhlin Hudson 
Irish Centre for Social Gerontology, NUI, Galway (2006) 
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389,813 clinical incidents/“near misses” logged on the live system to end of Dec 2010.
  

3,522 of these events have gone on to become claims  

0

10000

20000

30000

40000

50000

60000

70000

80000

90000

2004 2005 2006 2007 2008 2009 2010

13403

30641
40769

54990

83049 83468 82983

988

552

590

670

558 391 510

Year

Clinical events reported per year
Incidents Claims

STARSWeb 

13 



 

 

 

National & PCCC 2004-2010           
(as of 11th April 2011) 
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Clinical Incidents/near-misses 
reported to the CIS (Jan-Dec 2010) N=83,483 as of 13th May 2011 
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Presenter
Presentation Notes
The profile of clinical incident types presents quite a different picture when viewing the claims submitted by incident type, where diagnosis (20%), peri-natal(19%), peri operative(18%), treatment (16%) and infection control (5%) incidents represent the top 5 event types, accounting for more than 77% of the claims submitted in 2010. 
 
 
 
 




 

 

 

51% 

15% 

13% 

11% 3% 
7% 

Patient fall moving w/o 
supervision 

Patient fall from bed/cot 

Patient fall from chair 

Patient fall moving under 
supervision 

Patient fall from toilet 

Other categories  

Slips/Trips/Falls 
reported to the CIS (Jan-Dec 2010) Incident Type (gen) Count 

Patient fall moving w/o supervision 13,314 

Patient fall from bed/cot 4,065 

Patient fall from chair 3,417 

Patient fall moving under 
supervision 

2,827 

Patient fall from toilet 851 

Other categories   

Patient fall from commode 445 

Patient fall from trolley 115 

Patient fall from hoist 30 

Not specified 1,224 

Grand Total: 26,288 

Slips/Trips/Falls events 
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 Slips/Trips/Falls Events created 04-09 by Specialty 

Mental Health
9%

Paediatrics
1% Other 

Categories
7%

Medicine
61%

Surgery
11%

Disability
5%

Elderly 
Services

4%

Emergency 
Medicine

2%

              93.4 % of reports from Nursing/Midwives 
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Presenter
Presentation Notes
2010- The majority of falls are occurring in the specialities of Medicine (sub specialties of General 46.3% and Geriatric 29.2%), Disability, Mental Health (99.8% from within Adult Mental Health) and Surgery (sub specialties of General 40.6% and Orthopaedics 34.4%)

2010- Nursing 82%
Care staff 7%
AHPs 5%
Medical 3%
Admin 1%




Age grouped by gender -2010 
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Outcome recorded in 66.4% of events -2010 
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Multiple Injuries 

Trauma 

Fracture 

Pain and suffering 

Other 

Laceration 

Graze 

Bruising 

Not Stated 

No apparent injury / reaction 

0.23 

0.26 

0.83 

0.85 

1.21 

4.18 

4.66 

4.73 

33.60 

49.26 

Presenter
Presentation Notes
In 49.3% of the falls there was no apparent injury to the patient/client as a result of the fall. Over 4% of falls recorded outcomes of laceration, bruising or graze. When related to the dominant body parts affected one notes that forehead and head feature prominently suggesting head injuries. Scanning the further details field of such outcomes as Trauma (0.3%), Multiple Injuries (0.2%) and Pain and Suffering (0.9%) revealed that the majority of events mentioned a head injury. The five fatalities recorded are suggestive of head injuries, with four out of five occurring while the service user is moving without supervision and three involving toileting/showering activities. In the NPSA study head injuries, leading to fatalities represented 0.008% of reported events, but these figures were believed to be an underestimation of the actual figures. In the same study, hip fractures were estimated to be 0.26 % of incidents reported while in this report it accounts for 0.8%. Kenny reports that “up to 1 per cent of falls in older people result in hip fractures.” It was interesting to note that of those events with a recorded outcome of Pain and Suffering and involving the hip/buttock region an x-ray reported as NAD (nothing abnormal diagnosed) was done to rule out a potential fracture. Hip fractures were the most common injury requiring hospitalisation for those aged 65 or over in Ireland in 2005. 
  National Patient Safety Agency, Slips Trips and Falls in Hospital. 1-72, p. 17.
  Kenny, Romero-Ortuno and Cogan, Falls, 84-87, p.84.
  Health Service Executive, National Council on Aging and Older People and Department of Health & Children.Strategy to Prevent Falls & Fractures in Ireland's Aging Population: Report of the National Steering Group on the Prevention of Falls in Older People and the Prevention and Management of Osteoporosis Throughout Life. Section 3.5.1, p.33




Key findings Nationally-STARSWeb 2004-2008  

76.8 % falls reported outcome- “No apparent 
injury/reaction.” 

 
Outcomes risk rated High/Moderate : 
 pain & suffering (76.4%).  
 fracture (68.6%), 
 laceration (14.9%), 
 bruising (11.5%), 
  

http://www.lenus.ie/hse/handle/10147/81015 
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Presenter
Presentation Notes
Laceration (10.3%), bruising (8%), fracture (1.2%), Pain & S (0.8%) –relate to international stats.
In 2010 where stated for falls related events (44.8%) over 6% are risk rated Moderate (Orange) and less than 1% are rated High (Red). Given that the majority of falls events result in no apparent injury (over 49%) this finding is not surprising.




Peak times for falls- 10.00-11.59 & 14.00-14.59.  
41.5% between 20.00-08.00. 
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Presenter
Presentation Notes
Recorded in over 85% of events.



 
 
 
 
 

              

Risk Factor Significant Total Mean RR  / OR Range 

Muscle weakness 10 /11 4.4 1.5-10.3 

History of Falls 12 / 13 3.0 1.7-7 

Gait deficit 8 /11 2.9 1.3-5.6 

Balance deficit 8 / 8 2.9 1.6-5.4 

Use of assistive 
device 

6 / 12 2.6 1.2-4.6 

Visual defect 3 / 7 2.5 1.6-3.5 

Arthritis 8 / 9 2.4 1.9-2.9 

Impaired ADL 8 / 9 2.3 1.5-3.1 

Depression 3 / 6 2.2 1.7-2.5 

Cognitive 
Impairment 

4 / 11 1.8 1.0-2.3 

Age > 80 5 / 8 1.7 1.1-2.5 

                Risk Factors for Falls   AGS /BGS GUIDELINES  
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Presenter
Presentation Notes
Intrinsic:  AGS/BGS 2001 NICE 2005
Muscle weakness
History of falls
Gait and balance deficits
Visual deficit
Arthritis
Depression
Cognitive Impairment
Age >80 years
Urinary incontinence
Orthostatic or postprandial hypotension
Dizziness
Fear of Falling
Limited activity (Institutional setting)
Hearing (Institutional setting)

Extrinsic:
Use of assistive devices
Impaired ADL (activities of daily living)
High level of activity (Community setting)
Medication:
Polypharmacy
Psychotropic drugs
Class 1a antiarrhythmic medications

Environmental:
Environmental hazards
Home hazards




Claims submitted to SCA Jan.-Dec. 2010 (N=475) 
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Presenter
Presentation Notes
All active claims iat the end of 2010 had a estimated liability of €885 million. Of which clinical claims was 89% or 786 million.
At the end of 2010 1935 clinical claims were under management and the total paid was 81 million.
Obstetric accounted for 20 % of clinical claims and 56% of the estimated liability due to high settlements associated with cerebral palsy and other birth related conditions.

SCA assumed delegated responsibility fro the management of HSE EL, PL, PD claims in January 2010.

Claims outcome included in 82% of cases. But only 41% of closed claims  during this period.




Learning from Claims 
 Consent 

 
 Communication issues 

 
 Team working 

 
 Medical records, missing, incomplete, illegible, altered 
 
 Confidentiality 
 
 

http://www.stateclaims.ie/ClinicalIndemnityScheme/publications/2010/
CISNewsletterJune2010.pdf 
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20% 

19% 

18% 

16% 

5% 

22% 
Diagnosis incident 

Peri-natal 

Peri-operative / peri-
procedure incident 

Treatment incident 

Infection control incident 

Other categories 

Claims submitted by Incident Type 
(Jan-Dec 2010) 

Claims submitted by incident type 
Incident Type Count 
Diagnosis incident 93 
Peri-natal 91 
Peri-operative / peri-procedure incident 84 
Treatment incident 74 
Infection control incident 26 
Other categories 107 
Grand Total 475 

  
Other categories    
Slips/Trips/Falls 14 
Medication incident 9 
Unplanned events 6 
Equipment/Device Incident 4 
Blood transfusion incident 3 
Discharge incident 3 
Inappropriate Behaviour 3 
Self-Harm 3 
Records/Documentation Incident 2 
Unexplained Injury/Unknown Cause 2 
Violence/Harrassment/Aggression/Abuse 2 
Consent / confidentiality incidents 1 
Not specified 55 
Total: 107 
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Story of a claim 
28/2/04 @16.30 
 85 Y.O. lady presented to A&E c/o: 
 Increasing shortness of breath x 5 days. 
 Underlying diagnosis of COPD, Parkinsons’ disease. 
 Triaged by nurse at 16.47-non-acute. 
 
Seen by medical team @ 19.30. 
Diagnosis: 
Exacerbation of COPD with new onset of A Fibrillation. 
Charted for admission. 
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Story of a claim-contd. 

 No bed available. 
 

 Patient transferred on trolley to large observation 
room. 

 
 Regular nursing obs. noted patient requested bed pan 

at reasonable intervals. 
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Story of a claim-contd. 
1/3/2004 @3.40 hrs. (35 hours post-admission) 
 
 Patient found on floor of toilet 
 c/o pain left hip 
 X-rays confirmed fractures of left Femur and left 

Radius. 
 

28 



Story of a claim-contd. 

 Patient admitted to ward immediately 
 Too ill for surgery 
 Developed aspiration pneumonia, contracted 

MRSA infection and developed bowel 
obstruction. 

 2 weeks in ICU 
 RIP April 2nd 2004. 
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Issues 
 Resources-staff levels/mix,  bed capacity 
 Multi-factorial  risk assessment of patient 
 Multi-factorial interventions appropriate to patient needs 
 Expert report, “Regular nursing obs. noted patient 

requested bed pan at reasonable intervals-implied she 
could not mobilise”  

 
Costs  
Cost per ICU bed day € 2,800 @ 14 days in ICU 
Cost per Bed day € 868 @ 17 days in General Ward 
 
Total Estimated  cost of Patient for 31 days = €53,956 
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What is needed to effect 
change? 

31 



 
 
 
 

Strategy to Prevent of Falls 
and Fractures in an Ageing 

Population 
 

Report of the National Steering Group  
2008 
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Work with Agencies to Implement and Evaluate the Strategy 

Life Free from Falls and Fractures in our Ageing Population 

Mission 

Principles 

Goals Greater  
Awareness 

Vision 

Prevention is  
Priority 

 HSE provides  
Leadership 

 
Evidence-based  

interventions 
 

Equitable Long-term 

Build  
Capacity 

Comprehensive 
service 

Safer  
Environment 

Objectives 
 

Positive Ageing 
 
Risk reduction 
 
Physical Activity 
 
Bone Health 

 

National Steering Group 
 
National Centre 
 
Training 
 
Research 
 
Plan, Monitor, Audit 
 

Implement 
Guidelines 
 
•Primary Health  
Care 
 

•Acute Setting 
 

•Long Stay Units 
 

Engage agencies 
 
Balance risk: care 
process and arch. 
design 
 
Balance - Quality of 
Life and Health 
&Safety 
 
Assistive technology  
 33 



Any Health Professional 
should annually screen for Fall 
or Risk or Falling  
(Box 1) See 7.3.1A 

 
Client Presents with a Fall 
See 7.3.1A 

Test for Gait and Balance 
e.g. get up and go (Box 2) 
See 7.3.1B 

 

The client had 
a single 
explained fall 
See 7.3.1A 

 

The client had 
an 
unexplained 
fall See 7.3.1A 

 

Recurrent falls, 
Fear of falling, 
Difficulties with 

walking or balance 

No 
Fall  

Multifactorial Assessment 
by a clinician with appropriate 
skills and expertise (Box 3) See 
7.3.1C 

 

The client 
has 
recurrent 
falls See 
7.3.1A 

 

Multifactorial intervention (Box 4)  
See 7.3.2 

 

Single 
Fall 

 
If indicated 

Fail Pass 

If not indicated 

 
 
   

Falls Algorithm 
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Presenter
Presentation Notes
Interventions based on evidence-based guidelines can prevent falls and fall related injuries in older people. 
AGS/BGS guidelines underpin all others and The American Academy of Orthopaedic Surgeons in 2001. These were used by NICE as a basis for their 2005 evidence based guidelines and are currently under review again by AGS/BGS taking account of more recent research including Cochrane.
Goal: to optimise and standardise assessment and intervention so as to reduce the incidence of falls in older people. The vision is that the guidelines will result in effective, evidence-based, fall services whereby health care workers across diverse settings will asses risk and be offered a multi-factorial assessment and tailored interventions. These in turn will reduce falls and maximize functional and quality of life outcomes.
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http://www.stateclaims.ie/ClinicalIndemnityScheme/publications/200
8/LincolnshireIntegratedCarePathway.pdf 
 

Where are we at? 
 
HSE South Z-42545.bmp 
 
 
 
 
 
 
 
 
 
 
 
 
 

What is needed? 

1 . 

1.  MDT 
2. Joint working 
3. Prevention  
4. Assessment 
5. Intervention 
6. Documentation  
7. Governance 
Number 1 indicates that the above are in place or 
carried out. Zero 0 indicates that they are not.  

Presenter
Presentation Notes
Fall Audit 2006
Development of prevention and assessment services

Not well structured/ Regional variation


Bone Health Audit 2006
Prevention and management services developing
Many services involved: health promotion, primary care, acute care and rehabilitation, fracture liaison services in place.
Few examples of multifactorial approach integrating prevention and care
DXA research: adequate no. of  DXA machines for population needs

Service not equitable
 


Often due to efforts and enthusiasm of individual health professionals

Most patients who fall do not receive a falls assessment service. (ED Research – 1.4% had multi-factorial assessment).



http://www.stateclaims.ie/ClinicalIndemnityScheme/publications/2008/LincolnshireIntegratedCarePathway.pdf
http://www.stateclaims.ie/ClinicalIndemnityScheme/publications/2008/LincolnshireIntegratedCarePathway.pdf
http://www.stateclaims.ie/ClinicalIndemnityScheme/publications/2008/LincolnshireIntegratedCarePathway.pdf


Multifactorial Assessment 
 

 Identify falls history 
 

 Review medication(s) and dose(s)  
 
 Assess:  

 gait, balance, mobility and 
lower extremity joint function 

 Osteoporosis risk  
 Vision 
 Neurological function, muscle 

strength, proprioception, 
reflexes and tests of cortical, 
extrapyramidal and cerebellar 
function 

 
 Examine cognitive function  

 

 

Assess: 
 postural blood pressure 
 Heart rate, rhythm and evidence 

of structural heart disease 
 Blood pressure responses to 

carotid sinus stimulation if 
appropriate 

 Urinary incontinence  
 Vitamin D deficiency 
 Foot problems and footwear 
 

Assess: 
 Home hazards 
 Older person’s perceived 

functional ability and fear 
relating to falling 

 
 

Screen for depression 
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Multi-factorial Interventions 
Manage all known fall risk factors as identified  

in the multi-factorial assessment  
  

 
 Withdraw /  minimise: 

  Psychoactive medications 
 Other culprit medications 

 
 Prescribe and instruct on the use of  

assistive devices and Occupational 
Therapy 
 

 Assessment of Vitamin D deficiency 
 

 Arrange:  
 Gait, Strength and balance 

training 
 Adaptation or modification of 

home environment 
 

 
 

 

 Treat / Manage: 
  Osteoporosis 
 Visual abnormalities  
 Neurological disorders 
 Cognitive impairment 
 Depression 
 Postural hypotension 
 Other cardiovascular 

abnormalities 
 Functional disability 
 Fear of falling 
 Urinary abnormalities 
 Foot problems and footwear 
 Other relevant acute or chronic 

medical conditions 
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Figure 7(b) 4.1: The Fracture Liaison Service Basic Model 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Adapted from the Belfast Fracture Liaison Model 2005.33. 

All men and women ≥ 50 with new low 
trauma fracture 

Vertebral fracture from Orthopaedic 
Back Clinics 

Orthopaedic inpatients with 
fracture 

Orthopaedic Fracture 
Clinics 

Fracture Liaison Service. Fracture Liaison Nurse 
 

Fracture Liaison Nurse 
and DXA clinic 
 
Start Treatment, If 
necessary 

Falls Clinic 
 
Start treatment if 
necessary 

Start Treatment 

Apply protocols for falls and fracture prevention 
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Ortho-Geriatric pre- and post-operative acute medical 
management, rehabilitation and secondary prevention 

39 

The following 6 standards for hip fracture care should be adhered to 
 Standard 1 
All patients with hip fracture(s) should be admitted to an acute orthopaedic ward within 4 hours 

of presentation 
Standard 2  
All patients with hip fracture(s) who are medically fit should have surgery within 48 hours of 

admission, and during normal working hours  
Standard 3 
All patients with hip fracture(s) should be assessed and cared for with a view to minimising their 

risk of developing a pressure ulcer  
Standard 4 
All patients presenting with fragility fractures should be managed on an orthopaedic ward with 

routine access to Geriatrics medical support from the time of admission  
Standard 5 
All patients presenting with fragility fractures should be assessed to determine their need for 

therapy to prevent future osteoporotic fractures  
Standard 6 
All patients presenting with fragility fractures following a fall should be offered multifactorial 

assessment and intervention to prevent future falls 
 

Presenter
Presentation Notes
Ortho-Geriatric pre- and post-operative acute medical management, rehabilitation and secondary prevention is as important as high quality surgery in the management of elderly fracture patients, as the majority have significant co-morbidities. 



Prevention Treatment Management 

Bone Health Promotion 
 

Public Awareness 
 

Nutrition 
Calcium / Vitamin D 

 
Health Risks 

Smoking 
Alcohol 
Caffeine 

 
Physical Activity 

/Exercise 
 

Early Detection / Risk 
Factors 

 
Diagnosis 

 
Guidelines for 

Selective 
Case Finding 

 
Access / Provision of 

DXA Units 
 

Non-pharmacological 
Intervention 

 
Pharmacological 

Intervention 

Post Fracture Care 
 
Integrated Care 
 
Self Management 
 
Falls Prevention 
 
Improved 
Osteoporosis Practice 
 
Evidence Based 
Practice 

 

Osteoporosis: 
Prevention, Early Detection, 

Treatment, Management 

Type of Fragility Fracture  
Osteoporosis Patient Profile 

Benefits and Risks 
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Presenter
Presentation Notes
The WHO recommends that guidelines for the prevention and management of osteoporosis and fractures should be customised to different health care systems.  

Prevention: includes primary and secondary prevention:
Prevention is life long.
Focus on improving awareness of bone health (Calcium and Vitamin D intake), physical activity, smoking risks.   
Early detection: Case finding recommended

Treatment: pharmacologic and non-pharmacologic
Mainstay of treatment is in Primary Care
Non- pharmacological interventions can reduce the incidence and impact of future fracture.

Management:  post fracture care, rehabilitation, chronic illness management and self management.
Fracture Liaison Services coordinate services in primary and secondary care to manage people who have had a fracture, to diagnose osteoporosis and reduce incidence of further fracture.
Osteoporosis is a chronic illness. It should be managed in an integrated manner as part of HSE chronic illness services.




How do we get there? 
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Clinical Governance – safer for all 

42 

Presenter
Presentation Notes
Clinical governance is a framework through which healthcare teams are accountable for the quality, safety and satisfaction of patients in the care they deliver. 



RAP 10 Falls Prevention & risk reduction 

43 http://www.lenus.ie/hse/bitstream/10147/116389/1/dmlmds.pdf 

Presenter
Presentation Notes
Resident assessment protocols



Systems Analysis or Proactive Risk Assessment 

Factor type 
Patient factors 

Task factors 

Individual (staff) factors 

Team factors 

Work environmental factors 

Organisational and management factors 

Institutional factors 

Framework of contributory factor influencing clinical practice (Charles Vincent 1998) 
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 Standard 10.4 which states “A general risk assessment is carried out 

and recorded upon admission to the residential care setting and as 
indicated by the resident’s changing needs or circumstances and no 
less frequently than at three monthly intervals” 

 Standard 26.9 which states “The Person in charge ensures that all 
significant events including accidents, injuries, dangerous occurrences 
and incidents of fire are recorded. Where a significant event involves 
a resident, the next of kin is notified as soon as possible. This 
information is audited and feedback and education are provided”. 

 Standard 30.2 which states ”The Person in charge, for the purposes 
of ongoing quality monitoring and continuous improvements collects 
data on ……residents who have fallen in the last month…The person 
in charge ensures that appropriate action is taken in response to any 
findings of concern arising from the above”.  

 Standard 32.3 which states “The Resident’s record includes: …….a 
record of any incident involving the resident………..” 

  

HIQA “National Quality Standards for Residential 
Care Settings for Older People in Ireland”  
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And the Regulations regarding the reporting of incidents which state
 
36. (1) The person in charge shall maintain a record of all incidents occurring 
in the designated centre. 
(2) The person in charge shall ensure that notice is given to the Chief Inspector 
without delay of the occurrence in the designated centre of:
(a) the death of any resident under the age of 70 including the circumstances 
of the resident’s death; 
(c) any serious injury to a resident;  
 
(3) Any notice made in accordance with this article that is given orally shall be 
confirmed in writing within three working days of the occurrence of the incident. 
 
(4) The person in charge shall ensure that a written report is provided to the 
Chief Inspector at the end of each quarter in the event of the occurrence in the 
designated centre of: ………………………..
 (b) any accident; ………………..
 (e) any other incident that the Chief Inspector may prescribe. 
 
(5) Records kept under this article shall be retained for a period of not less 
than seven years after the incident to which they relate or the resident(s)to 
whom they relate cease(s) to be resident in the designated centre, whichever 
is longer. 
 




 
Performance Measurement - Outcomes  

 
Target: 20% decrease in Fracture Admission Rates in 65+ Age Group in 5 years 

 Death rates: 
 Falls 65-74, 75-84. 85+ 
 Hip Fracture 
 Head Injury 
 

 Hospitalisation: 
 Hip fractures 
 

 ED attenders due to fall: 
 % received MDT assessment 
 % received MDT intervention 
 

 Residential Care: 
 % with fall policy 
 Hip fractures reported 
 % residents received yearly 

assessment 
 % residents received MDT 

interventions 
 

 Fracture prevention:  
 % fractures who received  

fracture assessment & 
appropriate treatment 

 Wait time for BMD 
 QA for BMD service 
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National Falls and Fracture Prevention Steering Group will need to be established involving key stakeholders from relevant agencies. This group will provide guidance to the National Centre for Falls and Fracture Prevention on priorities for national planning, implementation, audit, research and training. 
While the role of the patient’s GP is central it will be necessary for each acute hospital to have a multidisciplinary Integrated Fall and Fracture Prevention Programme (IFFP) which undertakes falls and fracture assessment and intervention in accordance with evidence based practice. This service must ensure the primary role of the GP and primary care team in the overall management of the patient.
Each IFFP will be consultant led and will have a dedicated Clinical Nurse Specialist (CNS) in falls and fractures to co-ordinate the service. Assessments will be carried out by a multidisciplinary team involving:
Consultant
Clinical Nurse Specialist
Physiotherapist
Occupational Therapist
Radiographer
Following assessment, an individual multifactorial intervention programme will be developed.
Multifactorial interventions will require access to a range of disciplines, based on the assessment. Disciplines commonly involved in interventions include; Geriatrician, GPs, Allied Health Professionals and other clinical specialties. 
The multidisciplinary team approach will enable the majority of interventions to take place in the community. The hospital, community and primary health care services will need to work together to develop this integrated, seamless approach. 
A small number of tertiary specialist falls services should be provided on a population basis of approximately one centre per million. These centres will carry out a range of assessments including blood pressure assessments using beat to beat blood pressure equipment and haemodynamic response to carotid sinus stimulation, prolonged tilt testing. Referral criteria need to be agreed. 
A seamless service between health promotion, community, hospital and primary care needs to be delivered. The National Centre for Falls and Fractures has overall responsibility for the monitoring and evaluation of this service. On a local level, a partnership approach between disciplines involved needs to be established. The Local Implementation Team approach or a similar model could be utilised to ensure this happens.  
Patients who attend the service will have a patient held record, containing details of their individual multifactorial intervention programme. Interventions received will be recorded and signed off as appropriate. This will facilitate effective communication and the delivery of an integrated service.

BMD Bone mineral density
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CIS Patient Safety Competency Framework 

Communicate 
effectively 

Identifying, 
preventing and 

managing 
adverse events 

and near misses 

Working 
safely 

Being 
ethical 

Managing 
learning 

Specific 
issues 

• Preventing wrong site, 
wrong procedure and 
wrong patient 
treatment 

• Medicating safely 
• Infection control 

• Employing best 
available evidence 
based practice 

• Using IT to enhance 
safety 

• Workplace learning 
• Workplace teaching 

• Maintaining fitness to 
work or practice 

• Professional and  
ethical behaviour 

• Involving patients and carers 
as partners in healthcare 

• Communicating risk 
• Communicating honestly with 

patients after an adverse 
event (Open Disclosure) 

• Obtaining consent 
 Being culturally respectful 

and knowledgeable 

• Recognising, reporting 
and managing adverse 
events and near misses 

• Managing risk 
• Understanding 

healthcare risk 
• Managing complaints 

• Being a team player and 
showing leadership 

• Understanding human factors 
• Understanding complex 

organisations 
• Providing continuity of care 
• Managing fatigue and stress 

Undergraduate 

Postgraduate 48 



In Conclusion 
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Leadership –governance, training, facilities -   
     improve reporting, investigations & learning 
Right people  -build a MDT  who understand improvement 

model with clear aims and baseline measures 
Sustainability - Make links to other work streams 
Frontline actions –after a fall, care for at risk persons & 

basic assessment and awareness for all 

Presenter
Presentation Notes
Best practice for preventing falls in hospitals and residential aged care facilities include 4 key components
1) Implementation of standardised fall prevention strategies as outlined in this guidance document 
2) Identification of those at risk of falling by use of standardised, multi-faceted falls risk assessment tools;
3) Implementation of interventions targeting risks to aid in preventing falls;
4) Prevention of injury to these people who do fall.
 




 

 

 

              

                  Thank You! 
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Falls Resources 

http://www.patientsafetyfirst.nhs.uk/ashx/Asset.ashx?path=/Intervention-
support/FALLSHow-to%20Guide%20v4.pdf 

The “How to” Guide for reducing harm, 2009  
 
 
 
http://www.stateclaims.ie/ClinicalIndemnityScheme/presentations.html 
Falls section 

 
 
http://www.rcplondon.ac.uk/resources/closing-gap-fallsafe 
FallSafe Care Bundle RCP 
 
 

http://www.profane.eu.org 
Prevention of Falls Network 
 
 
 

www.nrls.npsa.nhs.uk/ 
Contributory Factors Classification Framework 
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http://www.hse.ie/eng/services/Publications/services/Older/Strategy_to_Prev
ent_Falls_and_Fractures_in_Ireland%E2%80%99s_Ageing_Population.html 
National Falls Strategy 

http://www.patientsafetyfirst.nhs.uk/ashx/Asset.ashx?path=/Intervention-support/FALLSHow-to Guide v4.pdf
http://www.patientsafetyfirst.nhs.uk/ashx/Asset.ashx?path=/Intervention-support/FALLSHow-to Guide v4.pdf
http://www.stateclaims.ie/ClinicalIndemnityScheme/presentations.html
http://www.stateclaims.ie/ClinicalIndemnityScheme/presentations.html
http://www.stateclaims.ie/ClinicalIndemnityScheme/presentations.html
http://www.stateclaims.ie/ClinicalIndemnityScheme/presentations.html
http://www.rcplondon.ac.uk/resources/closing-gap-fallsafe
http://www.rcplondon.ac.uk/resources/closing-gap-fallsafe
http://www.rcplondon.ac.uk/resources/closing-gap-fallsafe
http://www.rcplondon.ac.uk/resources/closing-gap-fallsafe
http://www.rcplondon.ac.uk/resources/closing-gap-fallsafe
http://www.rcplondon.ac.uk/resources/closing-gap-fallsafe
http://www.rcplondon.ac.uk/resources/closing-gap-fallsafe
http://www.profane.eu.org/
http://www.nrls.npsa.nhs.uk/
http://www.hse.ie/eng/services/Publications/services/Older/Strategy_to_Prevent_Falls_and_Fractures_in_Ireland%E2%80%99s_Ageing_Population.html
http://www.hse.ie/eng/services/Publications/services/Older/Strategy_to_Prevent_Falls_and_Fractures_in_Ireland%E2%80%99s_Ageing_Population.html
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