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Dear Mrs Lake
Response to Regulation 28 report — Death of Mrs Irene Fitches

| write in response to the above report, which was received via email on 18 February
2022, following the conclusion of the Inquest into the death of the above named lady
on 14 February 2022. The medical cause of death was: 1a) subdural haematoma;
1b) fall; 1c) Benign Positional Proximal Vertigo (BPPV). After considering all of the
evidence the conclusion was ‘accidental death’.

During the course of the Inquest the evidence revealed the following matters of
concern:

1. The Trust's present Falls policy does not comply with NICE guidelines;

2. Evidence was heard that a Falls policy was drafted, and a Risk Assessment
trialled at the beginning of 2020, the Covid-19 pandemic intervened and
delayed its completion;

3. There is no person appointed as Falls Lead. The job application has not yet
been advertised, although it is recognised that someone is required to lead the
Falls process;

4. Staff will need training and the training package has not yet been developed;
and,

5. Assisted Technology is being considered to alert staff to movements and the
needs of patients. This has not been progressed since October 2021 and is
still at an early stage.

| hope that this letter and the accompanying documentation provide you with sufficient
assurance that the concerns raised have been carefully considered by the Trust and
necessary actions taken and changes implemented.




As you are aware, in accordance with the Trust's Falls Policy, a Root Cause Analysis
(RCA) investigation was completed following Mrs Fitches inpatient fall and a copy of
the RCA report was shared with the deceased’s family. RCA is a systematic process
whereby the factors that contributed to an incident are identified. As an investigation
technique for patient safety incidents, it looks beyond the individuals concerned and
seeks to understand the underlying causes and environmental context in which an
incident happened. The recommendations following completion of the RCA SI
investigation were: staff must complete a baseline lying and standing blood pressure
for all patients aged over 65 years, as per Trust policy; ensure that a patient’s past
medical history (PMH) is reviewed and updated following arrival of old medical notes;
patients to be provided with a leaflet detailing self-help strategies to reduce symptoms
of BPPV; and, staff to be provided with information to aid their understanding of BPPV
and what recommendations should be given to patients to help reduce symtpoms.

(Deputy Divisional Nurse Director for Medicine) attended the Inquest
hearing on 14 February 2022 to give live evidence and address questions/issues
relating to the RCA Sl investigation process; contents of the report; and, discuss the
actions taken. | should explain that the responsibility for actions arising from an RCA
St investigation are specified in the report and assurance that actions have been
taken, and that they are effective, is undertaken by the Divisional Board, in this case
the Medical Division.

Actions taken prior to the Inquest and receipt of the Regulation 28 report

The Trust's Falls Policy

Norfolk and Norwich Hospitals NHS Foundation Trust (NNUH) recognises and is
committed to its duty of care to patients in reducing the risk, the number and
consequences of falls including those resulting in harm and ensuring that a safe
patient environment is maintained. A fall is defined as an unintentional or unexpected
loss of balance resulting in coming to rest on the floor, the ground, or an object below
knee level (NICE, 2017).

A copy of the Trust's ‘Guideline for the Management of Falls in Adults and the
Prevention of Falls in Adult in-Patients’ (ID 1083) [Falls policy] in place at the time of
Inquest on 14 February 2022 was submitted as evidence (the document had been re-
approved by the Trust's Professional Protocols, Policies and Guidelines Committee
on 20 April 2020). This policy states that the NNUH guidelines procedures and
documentation has taken account of NICE CG 161 2013 ‘The Assessment and
Prevention of Falls in Older People’ (which should be read in conjunction with NICE
CG 21 (2004) and NPSA (2007) in formulating its recommendations). However,
multifactorial falls risk assessments were not being completed and hence the Trust's
Falls policy was not NICE compliant. Both NICE (2013) and NPSA (2007) support the
use of muiti-faceted and multidisciplinary approaches to falls reduction strategies
within the hospital setting. Multifactorial assessment identifies a patient’s individual
risk for falling in hospital due to the following factors: cognitive impairment, continence
problems, falls history including fear of falling, footwear, pre-existing health problems
that may increase their risk of falling, assessment of osteoporosis risk, medication
both existing and new, postural instability, balance and mobility problems, and, visual
impairment.

During the Covid-19 pandemic, the Trust's Falls policy was reviewed and an extension
for a further review and update of its contents (where necessary) was granted by the
Chair of Senior Practitioners Forum until 31 March 2022 [enclosure 1].
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in the management of individual patient risk. Any equipment should be trialled
and evaluated on an individual basis considering suitability and must not
compromise the individual's dignity or independence and should not impact on
other patients comfort e.g., repeated alarm noises.

‘Think Yellow' initiative — identifying high risk patients

As part of the falls improvement project, one of the Nursing Sisters in the
Emergency Department (ED) is currently undertaking work [ooking at the
introduction of yellow blankets and yellow socks to identify patients in the
department who are at high risk of falling (the ‘Think Yellow’ initiative — see
enclosure 12). The intention is that the yellow blanket/yellow socks will migrate
with the patient within the hospital environment (i.e. on transfer to a ward) and
can go home with the patient on discharge

Summary of improvement initiatives taken at NNUH - Falls Prevention

In summary, following the Inquest on 14 February 2022 the following initiatives have
been implemented at the NNUH with the aim of reducing/preventing falls within the
hospital environment:

1.
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Commencement of weekly Falls Improvement team meetings (Medicine,
Surgery and Emergency ‘department) from beginning March 2022 (attended
by members of the Multidisciplinary Team (MDT)).

Revised and updated Falls assessment prevention and management policy.
Multi-factorial assessment — MFA (in compliance with NICE guidelines).

Falls Steering Group — responsible for developing and reporting on Key
Performance Indicators (KPls) to deliver Trust wide improvements in the
assessment, prevention and management of adult in-patients falls.
Appointment of a Falls Prevention and Management Lead — one of the key
responsibilities is to lead and facilitate regular Falls Champion updates and
meetings.

Cross divisional QI programme.

. Preventing Falls in Hospitals training.

| trust that this letter and enclosures provides you with the assurances you require that
the Trust has taken a number of actions and made some significant changes to reduce
the number of inpatient falls and prevent a recurrence of the concerns you have raised
in your report.

Please pass on my sincere condolences to Mrs Fitches’ family for their loss.

Enc.
1.

2.

.
xecutive

ief

Guideline for the Management of Falls in Adults and the Prevention of Falls in
Adult in-Patient’ (ID 1083);
NICE CG161 - The Assessment and Prevention of Falls in Older People (2019);
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