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1 [bookmark: _Toc45620358]Statement of Aims and Objectives
1.1. [bookmark: _Toc517087500][bookmark: _Toc517104361]South East Coast Ambulance Service NHS Foundation Trust (the Trust) is committed to providing high quality patient care. Some patients who suffer falls, and who cannot get themselves up, are at risk of developing additional disease processes if they experience what is referred to as a “long lie”. A long lie is a period of time sufficient to cause conditions such as dehydration, acute kidney injury, hypothermia, pressure damage (among others) despite being uninjured in the fall.
1.2. The Trust is developing Models of Care (MOC) that define how we will respond to patients with varying health conditions in order to provide high quality patient care that meets the needs of each patient and the wider community. This policy and procedure aligns to the Model of Care for Falls, Frailty and Older People.
1.3. [bookmark: _Toc517087502][bookmark: _Toc517104363]The Trust is committed to integrating volunteers into our clinical operating models where this enhances our community resilience and engagement, and supports the provision of timely and appropriate patient care.
1.4. [bookmark: _Toc517087503][bookmark: _Toc517104364]This document is applicable to all clinicians in the Trust, volunteers and members of associated organisations that will respond to this cohort of patients on behalf of the Trust and sets out the scope for volunteer responses to falls and the processes which must be followed.
2 [bookmark: _Toc45620359]Principles
2.1. The Trust will respond, in partnership with other agencies, to these patients in a timely manner, whilst paying due regard to the Ambulance Response Programme performance standards, Ambulance Quality Indicator requirements and the Trust’s Models of Care. By using this type of model, the Trust aims to minimise the time that these patients are left on the floor.
2.2. The Trust and other agencies involved recognise that the effect of being on the floor for more than 30 minutes is a point at which the risk profile increases for these patients and they begin to suffer further harm including, but not limited to the following:
· Tissue Viability issues (pressure wounds) 
· Burns from external heat sources and urine 
· Faecal incontinence 
· Pneumonia 
· Rhabdomyolysis 
· Psychological harm 
· Mobility loss
2.3. The Trust will ensure an appropriate approach to care for these patients utilising a range of response methodologies, including virtual care and physical responses by clinicians, other non-clinical commissioned services and/or suitably trained ambulance volunteers. 
2.4. In some cases, volunteers will provide a primary response to provide initial assessment and interventions (including lifting patients from the floor) prior to, or in place of, an ambulance response. In all cases a further assessment will be undertaken by Trust clinicians, either in-person or remotely.
2.5. Where a volunteer is unable to safely lift the patient from the floor due to injury, illness, or other factors a Trust resource will be dispatched as per the Trust’s dispatch Standard Operating Procedure.
2.6. In all cases, the volunteer will be able to provide a primary assessment of the patient, identify any immediate concerns which need escalating for a higher priority clinical response, and apply comfort measures such as meeting hydration needs, repositioning, and padding pressure areas. They will not, however, provide intimate personal care which is outside their scope.
2.7. It is recognised that volunteers also have an important role to play in falls prevention advice, however that falls outside the scope of this policy and procedure.
3 [bookmark: _Toc45620360][bookmark: PolicyDefinitions]Definitions
3.1. Clinician – an individual with a qualification which has been accepted by the Trust to provide a clinical response to patients within an agreed scope of practice.
3.2. Commissioned services (including Community Falls Teams) – health and social care commissioned services providing a physical response and initial well-being assessment for non–injury fallers such as Mole Valley Life Community Wellbeing Responders (CWR).
3.3. Staff – used within this procedure to differentiate a paid employee of the Trust from an unpaid volunteer.
3.4. Volunteer – an individual recruited and appointed by the Trust to undertake a defined role but without financial renumeration, for example Community First Responder (CFR).
3.5. Volunteer Responder – a non-clinical individual dispatched by the Trust to respond to patients. This may include Trust-appointed volunteers, or paid staff from partner agencies working on behalf of the Trust under a formal agreement, who are responding incidentally to their primary role (for example Fire and Rescue Service or military co-responders).
3.6. Fall / fallen patient – refers to patients who have experienced a low energy fall, such as those typically experienced in the home or other domiciliary setting. Excludes high energy trauma such as falls from height.
3.7. Remote clinical consultation (also known as virtual consultation) – refers to clinicians providing assessment, advice, or support to patients over the phone or via video call, rather than attending in person. It supports timely clinical decision-making, helps manage demand on frontline resources, and ensures patients are directed to the most appropriate care without unnecessary hospital conveyance.
4 [bookmark: _Toc45620361]Responsibilities  
4.1. The Chief Executive Officer (CEO) has overall accountability for the delivery of the Trust strategy and the services provided by the Trust.
4.2. The Chief Medical Officer has responsibility for implementation of the clinical models of care, and is responsible for clinical practice and patient safety in the Trust.
4.3. The Consultant Paramedics are responsible for the ongoing delivery of models of care.
4.4. The Divisional Director (Integrated care, EOC and 111) is accountable for the delivery of dispatch processes and virtual care models to support delivery of this policy and procedure.
4.5. The Divisional Director (EPRR) is accountable for maintaining relationships with partner agencies such as Fire and Rescue Services and other blue-light partners, including any required agreements and governance.
4.6. The Head of Community Resilience is responsible for the governance of all volunteers to whom this policy and procedure applies.
4.7. Operational Leadership teams are responsible for supporting and promoting the effective use of this policy and procedure at an Operating Unit Level, including liaising with subject matter experts and other stakeholders as required.
4.8. Advanced Paramedic Practitioners (APP) working with the Urgent Care Hubs are responsible for providing clinical oversight and support for Volunteer Responders attending falls, and should seek to optimise patient care and flow. They can assist with supporting risk management decisions and signposting to community based responsive services to support community-based care.
4.9. All Trust employees and volunteers (including those from partner agencies who support the Trust with delivering patient care) are responsible for following this policy and procedure. 
4.10. All external and partner agency staff are responsible for delivering services in-line with their own organisational policies and procedures, and adhering to any formal memorandum of understanding (MOU), contract, or partnership agreement with the Trust.

5 [bookmark: _Toc521314440][bookmark: _Toc45620362]Procedure
5.1. This procedure identifies the key phases of the response to a patient who has fallen, and presents the minimum expectations for service delivery within each of these phases. It is recognised that the specific management of each patient may vary depending on their individual needs and circumstances, however application of this procedure ensures a safe minimum standard of service delivery.
5.2. Each phase has an identified purpose (the aim to be achieved by delivering this phase effectively); priorities (adherence with which can be used to measure the effectiveness of this policy and procedure); and process (the steps taken to deliver the purposes). 
5.3. Phase one – detection, triage, dispatch and mobilisation 
5.3.1. Purpose: to ensure that incidents which require a physical response and are suitable for a community falls response (either via commissioned services or volunteer responders), are identified correctly, and that where appropriate and available a community falls response is utilised. 
5.3.2. Priorities: 
5.3.2.1. Utilisation of the most appropriate community falls response available.
5.3.2.2. Avoid unnecessary duplication of resources dispatched to incidents (reducing resources per incident, RPI).
5.3.2.3. Maintain patient safety by ensuring a timely response to incidents.
5.3.3. Process:
5.3.3.1. Falls incidents will be received via the 999, 111 or Interoperability Toolkit (ITK) link systems and be triaged and prioritised following the usual way.
5.3.3.2. Calls which are triaged as category 2 (C2) fall outside the scope of this procedure and should be dispatched following usual Trust processes (recognising that this may include the dispatch of an available CFR).
5.3.3.3. For calls which are triaged as category 3 or 4 (C3/C4) and identified as falls with minor injuries or non-injury the preferred approach is to refer to a dedicated commissioned community falls team. Where this is accepted, the call will be closed as an external referral.
5.3.3.4. Where no Community Falls Team is available or the referral is not accepted, and a CFR is available within 15 minutes of the incident, the CFR should be dispatched. Unless specifically requested at this stage by either a CFR or clinician reviewing the call, no further resources should be dispatched.
5.3.3.5. If a CFR has arrived on scene and has not contacted EOC to update within 15 minutes of their on-scene time, the CFR should be contacted to ask whether further resources are needed. If contact cannot be made, the call should be returned to the dispatch queue for ambulance dispatch.
5.3.3.6. Where no CFR is available to attend, the call should be dispatched in the usual way using any other available resources which are suitable.
5.3.3.7. In periods of high demand / escalation where the call may be held in a queue, consideration should be given to whether a CFR from outside the usual dispatch area could be mobilised.
5.4. Phase two – on scene assessment and interventions
5.4.1. Purpose: to ensure that patients who have fallen receive high-quality patient care from a suitably trained responder, in a timely manner.
5.4.2. Priorities:
5.4.2.1. Initial assessment of patient condition and escalation for higher priority physical response where required.
5.4.2.2. Apply comfort measures to reduce the likelihood and impact of complications relating to falls.
5.4.2.3. Facilitate the patient either self-mobilising or being lifted from the floor into a safe and comfortable position (e.g. chair or bed).
5.4.3. Process:
5.4.3.1. A standard patient assessment will be undertaken on arrival at the patient’s side. This will be according to the scope of practice of the volunteer attending, and as a minimum must include a primary survey, a. secondary (including ‘top to toe’) survey, and a complete set of observations from which to calculate a National Early Warning Score 2 (NEWS2) value. It is recommended that the ISTUMBLE mnemonic is used to guide the secondary survey:
· Intense pain (new or worsening)?
· Suspected collapse?
· Trauma to neck, back or head? Taking blood thinning medication?
· Unusual behaviour?
· Marked difficulty in breathing and/or chest pain?
· Bleeding freely?
· Loss of consciousness?
· Evidence of fracture?
5.4.3.2. Where any findings of concern are identified during the initial assessment, the Responder must contact EOC immediately to request emergency backup. Examples of findings of concern include, but are not limited to:
· Any deficit identified within the primary survey.
· Obvious injury such as limb deformity or head injury.
· Large or significant wound.
· Presence of any element of the ISTUMBLE mnemonic (see above)
· NEWS2 value equal to or greater than 5 (or any individual component score of 3).
· Significant anxiety or concern about being helped up from the floor
5.4.3.3. If the patient has no findings of concern, EOC should be contacted routinely to advise that no further resources are required at this stage, and a discussion should commence with the patient about methods of trying to assist them off the floor.
5.4.3.4. Where the patient is going to remain in position on the floor (for example due to requiring backup) or assisting them up may be delayed (for example if waiting for additional support or equipment) then comfort measures should be applied. These are intended to reduce the risks associated with a long lie. Patients who remain on the floor whilst in the care of a Responder should receive the following comfort measures:
· Verbal reassurance
· Warming (mindful that frail patients may become hypothermic even on a relatively warm day, particularly when on a cold or hard surface).
· Easing of pressure areas.
· Hydration – offer fluids and encourage patient to drink to ease thirst.
· Support patients to take planned medications. Note that Volunteer Responders cannot administer parenteral medications. Where there is any date of concern, seek decision-making support from a clinician using the ECAL procedure.
· Prepare to support potential incontinence (reassurance, placing of pads, removing excess clothing which may cause skin damage if saturated with urine. Note that Volunteer Responders must not provide personal care.
· Consider nutrition (request urgent clinical guidance via ECAL for patients with conditions such as Type 1 diabetes).
5.4.3.5. Following assessment and applying any comfort measures necessary, attempts should be made to assist the patient off the floor and back to a position of safety and comfort (i.e. a suitable chair or bed).
5.4.3.6. Any attempt to lift the patient should include a dynamic risk assessment and should use the least physically demanding method which is effective.
5.4.3.7. Initially, patients should be coached to self-mobilise, with guidance and encouragement from the Responder. If the patient lacks the strength to do this, they should not be pressured to try harder, but the Responder should move to the next option.
5.4.3.8. Patients who are unable to self-mobilise may be physically supported by the Responder to mobilise using formal techniques which have been taught during Patient Handling training. No techniques or methods should be used which involve taking the patient’s bodyweight, and where this is required the Responder should move to the next option.
5.4.3.9. Patients who are unable to be supported up from the floor will require manual handling equipment to support them up (such as a Raizer Chair or Mangar lifting cushion, along with aids such as handling belts or slide sheets).
5.4.3.10. Responders should only use equipment in which they have been trained (competent) and feel capable of using (confident). Where this is not the case, where equipment is not available for any reason, or where attempts to use equipment have been unsuccessful, the patient should be carefully and safely returned to the floor – although consideration can be given to placing a duvet, blanket or other padding under the patient if possible. In these cases the Responder should request a remote clinical consultation via ECAL to discuss options, or contact EOC to escalate for emergency backup if any findings of concern are identified.
5.4.3.11. Once the patient is safely back in their chair or bed, they should be reassessed (including obtaining a further set of observations) and the Responder should request a remote clinical consultation via ECAL to discuss the next phase of care.
5.4.3.12. If at any stage the patient’s condition changes and new findings of concern are identified (see paragraph 5.4.3.2), the Responder must contact EOC immediately to request emergency backup.
5.5. Phase three – continuation of care
5.5.1. Purpose: to ensure that appropriate clinical oversight is maintained and the patient is referred for suitable community-based follow up to complete the episode of care.
5.5.2. Priorities: 
5.5.2.1. All incidents attended by a Volunteer Responder must be contemporaneously reviewed by a clinician (either on scene or remotely) prior to the Volunteer Responder leaving scene.
5.5.2.2. All patients must receive adequate and relevant safety netting, including worsening care advice and referral as required.
5.5.3. Process:
5.5.3.1. Following the on-scene assessment and interventions by the Responder, they should request a call back from a clinician via the ECAL process for a remote clinical consultation. Unlike joint decision making, the Volunteer Responder will not be making the decision around the appropriate route of care for the patient, but will be sharing the details of their patient assessment and actions to augment the independent remote assessment of the patient undertaken by the clinician.
5.5.3.2. Prior to speaking to the clinician, the Volunteer Responder should complete their full assessment and document their findings and care provided on a Patient Clinical Record (PCR).
5.5.3.3. The purpose of the remote clinical consultation will be to determine an appropriate outcome for the episode of care. This may result in a secondary attendance by an appropriate SECAmb resource with a view to conveying the patient to hospital; attendance by a specialist clinician to provide additional treatment at home; or a discharge from care with appropriate follow up advice or referral via the Directory of Services (DoS). As with any remote consultation, the clinician must work within their scope of practice (particularly regarding discharge and referrals) and will be accountable for their decision. The Trust will provide the usual support for this as a fully authorised action with the governed framework.
5.5.3.4. The remote consultation must be undertaken as a ‘first party’ consultation unless the patient's condition precludes this - in other words the clinician should speak to the patient directly, ensuring they remain a part of the decision-making and following the principles of ’no decision about me, without me’. The role of the Volunteer Responder is to support and facilitate this, and where the Responder provides additional information to supplement the clinical consultation this must be objective and documented accordingly.
5.5.3.5. The Volunteer Responder should add to their PCR the outcome of any discussion with the clinician, and ensure that any written safety net advice requested and/or provided by the clinician is included.
5.5.3.6. The clinician will remain responsible for clerking their assessment, clinical decisions, and outcome using the appropriate system such as Pathways Clinical Consultation Service (PaCCS). 
5.5.3.7. Where the clinician determines that attendance by another SECAmb resource is appropriate, they should determine whether the patient’s condition is such that the Volunteer Responder is required to stay on scene until that resource arrives – where this is the case an emergency response backup request must be provided. In all other cases, the Volunteer Responder should be released from scene pending arrival of the backup vehicle (interrupted model of care / delayed conveyance).
5.5.3.8. Where a secondary SECAmb resource arrives on scene, they will assume responsibility for the management of the patient, including following usual Trust processes relating to conveyance and discharge decisions, and facilitating any necessary referrals.
6 [bookmark: _Toc45620363]Education and training
6.1. All Volunteer Responders working to this policy and procedure must have completed a Trust recognised qualification (currently First Responder on Scene) or equivalent qualification.
6.2. All Volunteer Responders working to this policy and procedure must have completed Trust recognised practical manual and patient handling training, and be compliant with the Core Skills Training Framework (CSTF) in relation to moving and handling.
6.3. Additional Continuing Professional Development (CPD) training will be available for Volunteer Responders through the usual Trust mechanisms, including the Clinical Education department, Community Resilience team, and local Operating Unit provisions.
6.4. Where Volunteer Responders do not feel confident or competent to apply the requirements of this policy and procedure, they should highlight their concerns to their Team Leader in order to receive additional support, and should not accept any falls calls until this concern has been resolved.
7 [bookmark: _Toc210802636][bookmark: _Toc45620365]Audit and Review (evaluating effectiveness)
7.1. All policies and procedures have their effectiveness audited by the responsible Management Group at regular intervals, and initially six months after a new policy and procedure is approved and disseminated.
7.2. Effectiveness will be reviewed using the tools set out in the Trust’s Policy and Procedure for the Development and Management of Trust Policies and Procedures (also known as the Policy on Policies).
7.3. This document will be reviewed in its entirety every three years or sooner if new legislation, codes of practice or national standards are introduced, or if feedback from employees indicates that the policy is not working effectively.
7.4. All changes made to this policy and procedure will go through the governance route for development and approval as set out in the Policy on Policies.
7.5. Any adverse events relating to the contents of this policy and procedure must be reported via Datix.
7.6. Any incidents deemed serious or significant should be escalated to the duty Tactical Commander at the time and consideration given to a discussion with the Tactical Medical Advisor on call.
8 [bookmark: _Toc269875801][bookmark: _Toc269875993][bookmark: _Toc269876133][bookmark: _Toc269876178][bookmark: _Toc270316525][bookmark: _Toc270316570][bookmark: _Toc270316768][bookmark: _Toc270316799][bookmark: _Toc270316830][bookmark: _Toc274661892][bookmark: _Toc45620366]Associated Trust Documentation
8.1. Community First Responder Policy.
8.2. Discharge Procedure.
8.3. Dispatch Standard Operating Procedure.
8.4. Moving and Handling Policy and Procedure.
8.5. Referral, Discharge and Conveyance Policy.
8.6. Referrals Procedure.
8.7. Scope of Practice and Clinical Standards Policy.
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11 [bookmark: _Toc45620369][bookmark: _Toc517104375]Equality Analysis
11.1. The Trust believes in fairness and equality, and values diversity in its role as both a provider of services and as an employer. The Trust aims to provide accessible services that respect the needs of each individual and exclude no-one. It is committed to comply with the Human Rights Act and to meeting the Equality Act 2010, which identifies the following nine protected characteristics: Age, Disability, Race, Religion and Belief, Gender Reassignment, Sexual Orientation, Sex, Marriage and Civil Partnership and Pregnancy and Maternity.  
11.2. Compliance with the Public Sector Equality Duty: If a contractor carries out functions of a public nature then for the duration of the contract, the contractor or supplier would itself be considered a public authority and have the duty to comply with the equalities duties when carrying out those functions.





[bookmark: _Toc69369877]Equality Impact Assessment (EIA)
What piece of work does this relate to:	Community Falls (Volunteer Responses) Policy and Procedure

1. Is this a:
· Change to an existing strategy (long term plan of action),  policy or procedure 	☒
· Change to a service or function (actions or activities)	                            		☒
· A new strategy or policy/procedure/business case/ ops bulletin etc.		☐
· A new service or function		                                                                      ☐
· Project which requires approval at Board or Working group		                  ☐		

2. Who will be impacted by this work? Tick all that apply.
	Patients      x
Carers         ☐
Staff	        x
	Student/learners    ☐
Trade unions         ☐
Suppliers               ☐
	Volunteers x


	External Partners (please specify below) ☐
Other (including a particular geographical area, describe below) ☐




3. Summarise the work being assessed. Describe current status followed by any changes that stakeholders would experience.
	This Policy and Procedure consolidates two existing documents – the Community Falls Team Model of Care Policy v1 and the Community Falls Team Procedure v1 – into one comprehensive document which underpins the delivery model for volunteer falls responses. Other than minor procedural developments, the main change are the introduction of a planned delay in ambulance dispatch when a volunteer is available to allow the volunteer to assess and support the patient, and the incorporation of a remote clinical consultation (including remote discharge where clinically appropriate and safe) by an appropriately qualified and experienced clinician. This supports the Trust’s Model of Care for Falls and Frailty and is consistent with the strategic shift to virtual care for suitable patients.

Research and evidence: National and local data indicate that risk of falls and long-lie complications is significantly higher among older adults and people with certain disabilities or long-term conditions. NICE NG249 highlights that prolonged time on the floor increases risk of hypothermia, rhabdomyolysis and pressure damage. SECAmb incident data similarly shows increased demand from older populations. These insights have informed the design of volunteer-supported responses to reduce inequalities and improve outcomes for these groups.



4. Checklist

	All the Trust’s policies, programmes, strategies, services and major developments affect patients, carers, service users, employees and the wider community. These will have a greater or lesser relevance to equality, diversity and inclusion.  
The following questions will help you to identify how relevant your proposals are.
When considering these questions think about age, carers, disability, gender reassignment, race, religion or belief, sex, sexual orientation, pregnancy and maternity and any other relevant characteristics (for example socio-economic status, social class, income, unemployment, residential location or family background and education or skills levels).
Make notes to assist with the completion of the EIA.

	Questions 
	Yes
	No

	Is there potential for/ indication of or evidence that the proposed change will affect different population groups differently (including possibly discriminating against certain groups)? 
	☐
	☒

	If yes, please add information:
	
	

	Have there been or are there likely to be any public concerns (including media, academic, voluntary or sector specific interest) about the change? 
	☒
	☐

	If yes, please add information:
Risk of scrutiny around use of volunteers supplementing the ambulance response, and in some cases preventing the need for an ambulance to attend, however there is consistent with NHS strategic recommendations to utilise volunteer-led services, complies with the AACE Falls Governance Framework, and is an extension of existing volunteer-led approaches which are positively received.
	
	

	Could the proposal affect how our services, commissioning or procurement activities are organised, provided, located and by whom?
	☐
	☒

	If yes, please add information:
	
	

	Could the proposal affect our workforce or employment practices?
	☐
	☒

	If yes, please add information:
Specifically, utilisation of volunteers is in addition to, not replacement of, employed positions.
	
	

	Is there potential for or evidence that the proposed change will not promote equality of opportunity or promote good relations between different groups? 
	☐
	☒

	If yes, please add information:
	
	



5. Equality Impact Assessment
5.1. Key stakeholders
A key principle for completing Equality impact assessment is that they should not be done in isolation. Consultation with affected groups and stakeholders needs to be built in from the start, to enrich the assessment and develop relevant mitigation. Detail here who you have involved with completing this EIA. 

	Name / Group
	Organisation
	Role on assessment team 
e.g., service user, manager of service, specialist (which area)

	Professional Practice Group
	SECAmb
	Clinical governance

	Public Engagement Forum
	SECAmb
	Service users / public

	Strategic Partnerships Team
	SECAmb
	Healthcare system partners



5.2. Who may be positively or negatively affected by this activity?
	Protected characteristics (Equality Act 2010)
	In addition, consider the following vulnerable groups:

	Age ☒
	Armed forces ☐
	Socioeconomic disadvantage ☐

	Disability ☒
	Carers ☐
	People with addiction or substance misuse problems ☐

	Race ☐
	Digital exclusion ☐
	People on probation ☐

	Gender reassignment ☐
	Domestic abuse ☐
	Prison population ☐

	Marriage & civil partnership ☐
	Education (literacy) areas ☐
	Undocumented migrant, refugees, asylum seekers ☐

	Pregnancy & maternity ☐
	Homeless ☐
	Sex workers ☐

	Religion & beliefs (including no belief) ☐
	Looked after children ☐
	Other (please specify below) ☐

	Sex (male or female) ☐
	Rural areas ☐
	

	Sexual orientation ☐
	Urban areas ☐
	



5.3.  Assessment outcomes – discussion undertaken between Click or tap to enter a date. and Click or tap to enter a date.
	Protected equality characteristic
	Describe here the considerations and concerns in relation to the programme/policy for the selected groups. These may be positive, negative or neutral if there is no impact.
	If you have identified any negative impacts, describe here suggested mitigations to inform the actions needed to reduce inequalities.

	Age
	As age increases, so does the risk of falling and the potential consequences of long lies. This policy and procedure aims to reduce the likelihood and impact of long lie falls, thereby improving patient safety for this cohort of patients.
	

	Disability
	Where disability leads to an increased risk of falls (noted as not being relevant to all disabilities), implementation of this policy and procedure reduces the associated risk and impact of a delayed response.
	

	Race
	Neutral impact expected as the model of care applies equally to all patients regardless of protected characteristics, and clinical decision-making is based solely on clinical presentation. No barriers to access or differential pathways identified.
	

	Gender reassignment
	Neutral impact expected as the model of care applies equally to all patients regardless of protected characteristics, and clinical decision-making is based solely on clinical presentation. No barriers to access or differential pathways identified.
	

	Marriage & civil partnership
	Neutral impact expected as the model of care applies equally to all patients regardless of protected characteristics, and clinical decision-making is based solely on clinical presentation. No barriers to access or differential pathways identified.
	


	Pregnancy & maternity
	Neutral impact expected, recognising that some falls may occur in pregnancy which would result in early escalation for clinical support and decision making.
	



	Religion & beliefs
	Neutral impact expected as the model of care applies equally to all patients regardless of protected characteristics, and clinical decision-making is based solely on clinical presentation. No barriers to access or differential pathways identified.
	

	Sex
	Neutral impact expected as the model of care applies equally to all patients regardless of protected characteristics, and clinical decision-making is based solely on clinical presentation. No barriers to access or differential pathways identified.
	

	Sexual orientation
	Neutral impact expected as the model of care applies equally to all patients regardless of protected characteristics, and clinical decision-making is based solely on clinical presentation. No barriers to access or differential pathways identified.
	





	Vulnerable groups/existing inequity
	Describe here the considerations and concerns in relation to the programme/policy for the selected groups. These may be positive, negative or neutral if there is no impact.
	If you have identified any negative impacts, describe here suggested mitigations to inform the actions needed to reduce inequalities.

	Armed forces
	Neutral
	

	Carers
	Where carers are present with a person who has fallen but are unable to fully assess or support that individual upright, implementation of this policy/procedure aims to reduce the amount of time they wait for a Trust response.
	

	Digital exclusion
	Telephone triage and remote consultation do not require digital access by the patient, and where required support will be available from the CFR on scene.
	

	Domestic abuse
	Neutral
	

	Education (literacy)
	For all patients, communication is verbally delivered by responders or clinicians (written documentation is only supplementary to this), ensuring no disadvantage in understanding care or advice by those who have low literacy.
	

	Homeless
	Use of volunteers as per this policy/procedure aims to improve response times for those in isolated communities, including those who are homeless.
	

	Looked after children
	Neutral
	

	Rural/urban geographies
	Where geographical constraints have previously led to a prolonged ambulance response, implementation of this policy/procedure aims to provide a more rapid response and therefore reduce risk.
	

	Socioeconomic disadvantage
	Neutral
	

	People with addiction or substance misuse problems
	Neutral
	

	People on probation
	Neutral
	

	Prison population
	Neutral
	

	Undocumented migrants, refugees, asylum seekers
	Neutral
	

	Sex workers
	Neutral
	

	Other – Risk of challenge through use of volunteer roles
	Neutral
	All volunteers working within this model receive accredited training in patient assessment and handling, operate within a clear scope of practice, and must escalate concerns immediately to a clinician or EOC. Remote clinical consultation is undertaken by a clinician rather than the volunteer themselves, ensuring clinical oversight.







5.4 Impact on Human Rights
[bookmark: _Impact_Score_(Major,_Severe,_Modera][bookmark: _Impact_Score_(1-4)][bookmark: _Low_(1)_1][bookmark: _Question_4.1:_Awareness_and_‘Ways_I][bookmark: _Scoring]If a provision or feature of your policy or service potentially unlawfully interferes with a human right then it is negative . If something protects or promote a human right, then it is positive. Human rights and freedoms belong to everyone. They give the legal basis  to basic values of fairness, respect, equality, dignity and autonomy. They provide a set of minimum legal standards for all public bodies, including the NHS. They protect an individual’s rights whilst considering the rights of other people and wider society.
	Human Rights
	Describe here the considerations and concerns in relation to the programme/policy for the selected groups. These may be positive, negative or neutral if there is no impact.
	If you have identified any negative impacts, describe here suggested mitigations to inform the actions needed to reduce inequalities.

	A2. Right to life (e.g. Pain relief, DNAR, competency, suicide prevention)
	Positive impact: implementation of this policy  minimises the risk associated with long-lie falls and the subsequent impact on quality of life and mortality.
	

	A3. Prohibition of torture, inhuman or degrading treatment (e.g., Service Users unable to consent)
	Positive impact: implementation of this policy/procedure minimises the risk associated with long-lie falls and ensures a suitable response is expedited, minimising fear and discomfort.
	

	A4. Prohibition of slavery and forced labour (e.g., Safeguarding vulnerable patients’ policies)
	Neutral
	

	A5. Right to liberty and security (e.g., Deprivation of liberty protocols, security policy)
	Neutral
	

	A6&7. Rights to a fair trial; and no punishment without law (e.g., MHA Tribunals)
	Neutral
	

	A8. Right to respect for private and family life, home and correspondence (e.g., Confidentiality, access to family etc)
	Neutral –responders are expected to gain informed consent (including highlighting volunteer status) and patients retain right to refuse consent. Positive impact maintained through informed consent, clear explanation of volunteer status, and adherence to dignity and privacy requirements at all times.
	

	A9. Freedom of thought, conscience and religion (e.g., Animal-derived medicines/sacred space)
	Neutral
	

	A10. Freedom of expression (e.g., Patient information or whistle-blowing policies)
	Neutral
	

	A11. Freedom of assembly and association (e.g., Trade union recognition)
	Neutral
	

	A12. Right to marry and found a family (e.g., fertility, pregnancy)
	Neutral
	

	P1.A1. Protection of property (e.g., Service User property and belongings)
	Neutral
	

	P1.A2.  Right to education (e.g., accessible information)
	Neutral
	

	P1.A3. Right to free elections (e.g., Foundation Trust governors)
	Neutral
	








6. Action plan and monitoring arrangements
Insert your action plan here (example layout provided). This should be based on mitigations recommended in 6.2.  Involve your key stakeholders in monitoring progress against the actions above, and add more rows as required.
	ACTIONS & DECISIONS TRACKER

	What is being assessed:  Ongoing monitoring to ensure no emerging risk of inequality.

	What management group will have oversight of these actions (this should be the group which has oversight of the change): PPG

	Item
	Initiation Date
	Action/Item
	Person 
Actioning
	Target Completion Date
	Update/Notes

	1
	From policy approval
	Regular monitoring of escalations, clinical outcomes and patient feedback to ensure no emerging inequalities across protected groups.
	Danny Dixon
	Ongoing
	

	2
	
	
	
	
	

	3
	
	
	
	
	

	4
	
	
	
	
	



The above actions should be added to the action log for the named management group.







7. Version Control

	Version Number
	Purpose/Change
	Author
	Date

	1
	Review of Community Falls (Volunteer Responses) Policy and Procedure
	Danny Dixon
	28/Oct/25

	2
	Update to EIA following review and feedback by Dawn Chilcott (Associate Director of OD and Culture)
	Danny Dixon
	12/Dec/25


The above provides historical data about each update made to the EIA.  
Please include the name of the author, date and notes about changes made – so that you are able to refer back to what changes have been made throughout this iterative process. 
Please submit a completed version on the EIA section of Marval. The approval note from Marval can be used as evidence as approval. Once approved please send to polsandprocs@secamb.nhs.uk



[bookmark: _Toc45620372]Appendix A: Assessment of the Fallen Patient by Responders
Recommended approach for assessing patients who have fallen.
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Appendix B: Volunteer Responders Assessment and Management
[image: A screenshot of a computer screen

AI-generated content may be incorrect.]
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Appendix C: Recommended Worsening Care Advice
The following worsening care advice (WCA) is recommended as a minimum for patients who have fallen if they are not being conveyed to a hospital or alternative safe environment. It is noted that WCA is bespoke to each individual patient and their needs, and is the responsibility of the discharging clinician to confirm.

	
We are leaving you at home with your agreement BUT, after we have gone, if you experience any changes to your health as listed below:
· Any difficulty in breathing or shortness of breath
· Any new onset of severe pain
· Any dizziness, feeling faint, or loss of consciousness
· Any new weakness, numbness, paralysis or swelling in any limb
· Any deterioration or change in your ability to walk
· Any nausea or vomiting
· Any new confusion
· Any sudden onset of a severe headache
· Any chest pain
· Any changes in your ability to see clearly
or you fall again, then press your Care Alarm (if you have one) or telephone 999 for emergency help.
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