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	1. Organisation name – Hampshire Partnership NHS Foundation Trust


	2. Title -  Older Persons Mental Health Falls Risk Assessment and Care Pathway Audit. 


	3. Context 
The Trust was first established in April 2001. Since then, it has more than doubled in size and now operates from over 160 sites, serving a population of around 1.3 million people and employing approximately 4,500 staff. The Trust provides a comprehensive range of mental health, learning disability, and social care services to people within Hampshire, excluding the Blackwater Valley and the city of Portsmouth.



	4. Background           
Falling is often seen as an inevitable part of ageing. However, a number of studies (Feder et al 2000, Gilespie 2001; Tinetti et al 1988; 1994) have shown that much can be done to reduce, prevent and/or manage falling, particularly in controlled environments. 85% of all falls in mental health units occur in inpatient areas (NSPA 2007). Patients with Dementia are more likely than those without memory problems to require hospital admission and are at least twice as vulnerable to falls (NPSA 2007).
Trust incident data shows that patients falling in Older Person’s Mental Health (OPMH) inpatient services present the highest risk. Falls can lead to a catastrophic outcome for older people in terms of fractures, infection and death.

To reduce the risk of falls for our patients, the Trust has established a Trust falls lead who co-ordinates training, policy development, and falls monitoring and reporting

A clinical audit for falls has been undertaken in the Trust since 2003; with the current standards being audited since 2007.  The standards were taken from the OPMH falls policy and are based on NICE CG 21 guidance/best practice.  The falls audit has also been included in the Trust clinical audit priorities since 2005. The falls audit was undertaken annually prior to 2008 and is currently undertaken every 6 months and forms part of the contractual arrangements relating to quality with PCT commissioners.


	5. Aim
The aim of the audit is to reduce the incidence and severity of falls within OPMH inpatient services and improve quality of care and patient outcomes.


	6. Objectives 
1. Ensuring the timely completion of the falls risk assessment for all new admission to OPMH inpatient services

2. Ensuring the appropriate completion of incident forms for all service users in OPMH following a fall

3. Ensuring the appropriate completion of the service users notes following a fall

4. Ensuring that the care pathways in the Fallers Protocol are being followed in all inpatient settings in OPMH


	7. Approach 
The data for this clinical audit is collected using an audit tool that has been developed from the standards. The audit tool is devised by the lead facilitator and Trust falls lead, and prior to use is reviewed and approved by the falls committee.

The audit is undertaken over 13 wards within the OPMH directorate. The data collection is completed by either the Modern Matron/Ward Manager.  The audit includes all current inpatients on the ward at the time of data collection and includes retrospective and concurrent data. The completed audit tools are returned to the Quality Improvement Team for analysis.  



	8. Challenges 
The main challenge with the previous re-audits is the services producing effective action plans following the dissemination of results. To overcome this, the facilitator supporting the falls clinical audit held a workshop with the Modern Matrons on effective action planning. Then following the latest set of results being disseminated, the facilitator met with each Matron individually to help support SMART action plans being developed. 


	9. Outcomes 
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The graph above shows the improvements made in the 4 audit cycles from 2007 to 2009. During this period, every standard showed improvement, except standard 2. In 2007 standard 2 was completing the falls risk assessment within 48hrs, in 2008 this decreased to 24hrs and in 2009 this changed again to within 6 hours, in accordance with best practice. In the same period, our incident data showed a decrease (approx 20%) in total numbers of falls in inpatient units, and a 40% decrease in the numbers of falls resulting in injuries.


	10. Summary
Significant improvements have been made in compliance with the audit standards in the 4 re-audit cycles since 2007.  The audit has resulted in changes to practice, such as falls link nurses in all OPMH inpatient units, improved falls training for staff, the introduction of bed rail guidance and the adoption of best practice.  In the same period, the Trust has demonstrated a reduction in the total number of falls and injuries from falls since 2007.


	Additional information 

 “The audit has enabled the Directorate/Trust to show to the staff year on year improvements both in their clinical practice and more importantly, that the good practice is having a positive effect on reducing the overall fall rate in inpatients and that has to be good for patients”. Trust falls lead. 
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