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Methodology

Analysis of returned
Evaluation forms from Each
Trust

Analysis of CEC regional
learning event

Commitment from all levels of Having a falls coordinator to
multi-disciplinary staff. oversee the implementation of
the programme.

Regjonal focus and improvement
work already started. Falls Having a process to follow

! regarding completion of
Prevention group and the falls investigations.
leaming group

It has worked as a fall safe coordinator was Training has been provided to staff, on the
appointed in 2016 who drove the project forward elements of the falls prevention bundle.

the coordinator had a vast amount of experience Audit of the falls prevention bundle with feedback
in improvement projecis and was able to transfer and improvement action plans.
these skills to embed the project.

Feedback of the falls data on the walking stick and
by the fall safe coordinator raising awareness, from datix has informed staff of numbers of falls
educating, inspiting and supporting staff this and how implementation of the bundle has
project has been embedded in the Trust and is impacted on falls.

ow high on the quality improvement agenda Shared learning.




Conclusions

Further to this evaluation it is
recommended that the PHA
take action to further embed the
new process across all HSC
trust areas.

Falls prevention will continue
to be a regional priority

Further focus Is required to
embed this process across all
trust areas including
commissioned services
(residential and nursing
homes).

The responses from all the
methodologies used identified a
number of areas for
improvement and these have
been incorporated into the
recommendations.

Overall a number of key
improvements were
noted in relation to the
New process

There has been a significant
reduction in reported SAIS/SEAs
over the past two years and falls

are now reported as incidents in a
timely way, by the appropriate
staff.

There has been a reduction
in the regional falls rates
resulting in moderate to

major/catastrophic harm per

1000 bed days




'Recommendations

The definition o fwhat constitutes a fall should be clearly documented
and communicated to all Trusts.

PHA in collaboration with the HSC Trusts should reviewthe current
timeframes forundertaking a post fall reviewforengoing applicability
and achievability.

The PHA in collaboration with HSC Trusts should reviewthe current
requirements for grading/reporting o ffalle and consider bringingthe
definitions into line with those already contained within DATIX,

The PHA should reviewthe pilotand take action to furtherembed the
new process.

Furtherwork is required to ensurethe processis spread and embedded
in all areas within Trusts including commissioned services (nursingand
residential homes).

Reporting on regionalthemes and learning should be populated and
disseminated regionally.

Training for Falls prevention across all Trusts gshould be evaluated and a
consistentappmach considered.

Thismodel should be considered forother SAls e.g. Prisocns orsuicide
incidents.



1.0 INTRODUCTION

This Report provides an evaluation of the new process for reporting of falls resulting
in moderate to severe harm which was introduced in April 2016 (see appendix 1). It
has given consideration to the findings from internal audit reports which were carried
out both regionally and within individual Trusts and examines the findings from a,
Regional Learning Event on Falls Prevention - a multidisciplinary approach, which
was held on 30th March 2017. In addition analysis from feedback forms completed
by all HSC Trusts and secondary data pertaining to all Trusts was used as part of the
evaluation.

A Regional In-Patient Falls Prevention Group, led by the PHA, had been established
(April 2013) to provide multidisciplinary advice and support across the HSC in
preventing harm to patients who fall whilst in hospital and share regional learning
across Northern Ireland. It focuses on sustainable strategies for falls prevention and
management across Trusts and is the group overseeing this evaluation process.

This report describes the background, the aims of the improvement work, measures
identified, outcomes and the challenges encountered by the Regional In-Patient Falls
Prevention Group as well as presenting the results achieved. |t also makes
recommendations for further work to improve falls prevention, reporting and the
learning process across the region.

2.0 BACKGROUND

In December 2015 a thematic review was published which analysed and identified
the numbers and types of Serious Adverse Incidents (SAls) relating to patients with a
fall resulting in moderate to severe harm and reported as an SAl, across all
programmes of care.

The purpose of this report was to identify recurrent themes within the reported SAls,
to consider any regional learning and whether any further actions were required to
reduce/prevent reoccurrence of these incidents. This review provided a detailed
analysis of SAls relating to where a patient with a fall resulting in moderate to severe
harm and reported as an SAl, had occurred. A review of all the relevant SAls
reported, within HSC was carried out across all programmes of care for the period of
6 months, 1 October 2013 to 31 March 2014.

From the conclusions of this review it was clear that there was a need to learn from
these investigations and use them to inform future quality improvement work. The
findings of this review indicate that there are multi-faceted reasons for falls resulting
in fractures and it has to be acknowledged that not all of them are preventable. It
was clear from the review that whilst a huge amount of work had been undertaken by
Trusts and Designated Review Officers (DROs) in managing these SAls, this had not



identified a lot of new learning. Donaldson’ reported that lack of consistently high
standards of investigation and action planning are barriers to effective risk reduction
within health and social care organisations. He also identified another barrier to be
the limited degree to which front line staff are involved in discussing and seeking
solutions to things that have gone wrong. Further to this thematic review a proposed
new way forward was conducted for a year's period.

This new approach recommended that front line multidisciplinary staff were key to
post falls review of these incidents. (i Wasiagreed that Trusts wolldmanage falls
resulting in moderate to severe injury as adverse incidents and undertake a Post
Falls Review internally, unless there were particular issues or identified learning that
needitobeinvestigated through the SAIProcess) The aim was that all falls resulting
in moderate to serious harm would be reviewed locally by Trusts on a quarterly basis
and reported in through the Regional In-Patient Falls Prevention Group to identify
learning, themes and trends.

The Regional In-Patient Falls Prevention Group adopted a regional approach to the
management of patient falls across Trusts in N.|. and worked towards the
standardisation of a regional post falls review document and post falls minimum
dataset (see appendix 2) for use in all settings in line with best practice. This project
commenced in April 2016, for the period of two years with view to evaluating
following this in June 2018 to see if it is more effective than the previous process.

During the past two year from April 2016 to present day, all falls resulting in
moderate to severe harm are reviewed locally by Trusts as near to the incident
happening as possible; and on a quarterly basis are reported to the Regional In-
Patient Falls Prevention Group to identify learning, themes and trends. This group is
working towards adopting a regional approach to the management of patient falls
across Trusts in N.I. Work continues on the standardisation of a regional post falls
review documentation and post falls assessment tool for use in all settings in line
with best practice.

The identified themes will inform the quality improvement work in falls prevention
through the Regional In-Patient Falls Prevention Group. Elements within the
‘Fallsafe’ bundle link directly with the themes arising from the thematic review and
confirm the opportunity to use this to address the factors contributing to harm.

! The Donaldson Report: (December 2014), ‘The Right Time, The Right Place’; an expert examination of the
application of health and social care governance arrangements for ensuring the quality of care provision in
Northern ireland.



3.0 EVALUATION OVERVIEW

3.1 Aim: To measure the impact of the programme of work relating to
prevention of falls. This Includes:

> Post falls review to be carried out within 72 hours of the incident being
discovered (5 working days at bank holidays).

» Completion of minimum dataset post fall.

» Completion of falls shared learning template.

> To identify any gaps or potential areas for improvement in the falls prevention
programme or where things need to be changed.

3.2 Objectives

> Are there tangible improvements in the reporting process and timeliness of
response following the incidents?

Identify any gaps and how are these evidenced?

As a result of Falls work programme who has benefitted/or not and why?

In what context did this programme work and why?

What are the main mechanisms by which this programme worked?

If this programme has worked what (measureable) outcomes have we seen
as a result?

What has been the impact on strategic priorities?

Where should we focus next?

VVVYVYYVY
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3.3 Timeframes
» Evaluation to cover period from 1 April 2016 — 31 March 2018

4.0 METHODOLOGY

This evaluation will be analysed using feedback from the following key areas;

% Analysis of secondary data which includes:

> Trust learning submissions from their falls incidents resulting in moderate to
severe harm

» Any SEA/SAI reports submitted relating to falls resulting in moderate to
severe harm.

» The falls data submitted quarterly on SharePoint relating to numbers of falls
resulting in moderate to severe harm.



% Analysis of returned Evaluation Forms from Each Trust which included the

following:

YV VYV

Composition of the falls team for both hospital and community.

Regional and Trust strategies for falls prevention

The new regional falls work programme from April 2016

Any further Trust information which may be relevant to the ongoing work
relating to falls prevention

< Analysis of each organisation’s internal Audit Report (including the PHA
and 5 HSC trust reports).

>

In accordance with the 2016/17 annual audit plan, BSO Internal Audit carried
out an audit of learning from Serious Adverse Incidents (SAls) and from falls
within the PHA and within the 5 HSC trusts.

This audit was carried out during January and February 2017, and included
audit of the new pilot process for the investigation learning and reporting of
moderate to severe harm from falls. At the time of the audit this had been
rolled out across all Trusts.

Internal Audit conducted a regional audit of the management of falls across all
5 Trusts during this time period; including the operation of the PHA pilot. It
was agreed to consider the findings from these audits as part of the wider
evaluation process.

% Analysis of CEC regional learning event

> A Multidisciplinary Falls Prevention learning event was held on Thursday 30th

March 2017 and was facilitated by the Clinical Education Centre (CEC). This
event shared professional developments in relation to the prevention and
management of falls and its objectives were to:
e Outline the regional perspective with regards to the Falls Prevention
strategy including the impact and factors in relation to falls
e Opportunity to share current practice and innovation with regards to the
multidisciplinary approach to Falls Prevention and the implementation of
the Falls Safe Bundle
¢ Explore opportunities for a regional educational approach in relation to
Falls Prevention for Nursing and Allied Health Professionals

> It was agreed by the Regional In-Patient Falls Prevention Group that feedback

from this event should be considered as part of the wider evaluation of the
new falls process and wider consideration for improvements.



5.0 ANALYSIS

5.1 Secondary Data

5.1.1 Learning submissions

The reasons why patients fall are complex and have numerous contributing factors
such as physical illness, mental health, medication, age and environmental factors.

From the learning submissions this evaluation identifies similar themes to those that
had been previously highlighted in the regional thematic review?, however many
improvements were also noted as a result of the introduction of the new Falls
process. Each individual case resulting in moderate to severe harm had an
investigation performed (appendix 3) which identified the following:

e What happened?

e  What went well?

e What if anything could we improve?

e What have we learnt? (Locally — and any Regional Learning)

All Trusts confirmed in their feedback that they now manage falls resulting in
moderate to severe injury as adverse incidents and undertake a Post Falls Review
internally, unless there are particular issues or identified learning that need to be
investigated through the SAI process. Whilst all Trusts have spread this process to
include commissioned services (nursing and residential homes), there are still
inconsistencies in the reporting of these. Further work is required to ensure the
process is spread and embedded in all areas within Trusts. In the majority of cases
reported the post falls review was carried out however there were challenges to
meeting the agreed target of within 72 hours of the incident being discovered (5
working days at bank holidays). It was agreed to review the time frames for ongoing
applicability and achievability.

5.1.2 SEA/SAI reports and Falls Data

? PHA THEMATIC REVIEW ‘Report on the Regional Review of Patients with a fall resulting in Moderate to
Severe Harm and reported as an SAI’: December 2015
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There were 14 cases reported and investigated as SEA — level one for 2016/17 and
15 cases reported and investigated as SEA — level one for 2017/18, this has
significantly reduced from the previous two years (see table one).

Table 1

Reporting Organisation | 2014/15 il 2015/16 | 2016/17 | 2017/18 _-_-TOTAL
BHSCT @ @ & @& G
NHSCT 58 @ o o =)
SEHSCT & 12 & @ a®
SHSCT 58 45 @ o _—
WHSCT 12 14 @ 5 ]
Total - o - =  w-

Source: HSCB Datix (14.06.18)

Trusts have alluded to the fact that the new process, has led to more timely learning
being identified by the appropriate staff i.e. the staff who are looking after the patient
and are aware of environmental factors etc. All 5 HSC Trusts confirmed they have
processes in place to share the local learning identified in their shared learning
templates. In addition the learning from all incidents (both SEAs and adverse
incidents) is collated and shared at the Regional In-Patient Falls Prevention Group.
It is recognised that a more robust method for reporting on regional themes and
learning should be developed and disseminated regionally.

5.2 Analysis of Trust Evaluation Feedback

All Trusts were asked for feedback on the following:

» The new regional falls work programme from April 2016 — March 2018.
» Any further trust information which may be relevant to the ongoing work
relating to falls prevention.

Overall the Trusts’ responses in relation to the new falls evaluation process were
positive. The following questions were asked in the Trusts’ questionnaires (see
appendix 4) and they are followed by each Trusts individual response.

11



5.2.1

Tangible improvements
¢ J O (1 [
IOV EQ 1 # =14 < 4 arid
= &l C 0
apDropNaie 9 (Y I'c = = fiere
HEd | HE & (e 20 DL a2
=Tola g of 15 o FPHA o pde d
AV E
SHSCT

Local Patient Safety Falls data — wards using
the safely cross (27 wards) falls by bed days
show a falls reduction over the last 3 months
— this is a validated process within adult
acute, non-acute and mental health inpatient
ward areas where falls patient safety work
has been focused and audit processes
implemented.

Patient Safety Falls Data in Q2 17/18 shows
a reduction of almost 20% compared fo Q1
17/18

There is general ongoing awareness of falls
prevention within the Trust.

BHSCT

SEHSCT

We believe this process supported by the
launch of the updated policy has improved
communication in the Trust; we are still
warking towards embedding the process.
Greater awareness evidenced in
improvements in the KPI compliance and
use of Falls Prevention as focus of the
weel in wards (as required)

Improvements are clear in the data. This is collected from the datix system. The fall safe
project has led to raising staff, patient and carer awareness, engagement and education.

Govermnance and Quality managers are now informed of a fall that 15 graded moderate or

above.

12



5.2.2 Identification of gaps

WHSCT SET

The quality of learning identified is improving Nothing identified at present but there is a
but monthly reviews of completed templates focus on the wards which have moved to our
indicate further review is often required. new build to identify any impact single rooms
Additional awareness sessions for the ward have on the rate of falls.

sisters are planned.

SHSCT

The Trust is reviewing and formalising falls
training and including it in mandatory training
every 3 years.

NHSCT

Each Directorate decides if an incident should be reported as an SA!, and this should happen

within 72 hours. The Division will use the falls investigation report to help make this decision
As investigations are not always completed within the 72 hour timeframe, a decision regarding
an SA/l has to be made prior to the falls team completing an investigation

5.2.3 Level of engagement in the programme.

WHSCT BHSCT

Ward sisters are broadly engaged in the There are 62 wards engaged in the

[T o S BN AN EE NN D ED [ S MG BRG] programme in the Trust across 5 sites. This

been priorttised at this stage. includes management, staff and patients of
each ward.

NHSCT

Engagement with the process 15 at all levels. The following staff receives a completed
investigation repart:-

Assistant Director of Nursing and Assistant Director for relevant directorate
Head of Governance and Governance Manager for Directorate

Health & Safety Officer

Ward Sister

Assistant General Manager and Divisional Nurse for Directorate

Patient / families are informed by the senior manager that an investigation is being completed
regarding the incident, and upon completion the report 1s discussed with the patients / family

SEHSCT EoaE T SHSCT

We held a workshop in June and we have Engagement is good within the Trust with
enrolled & number of falls champions good clinical and nursing engagement.
There is good management support




5.2.4 Identification of challenges and enablers

WHSCT SEHSCT

Challenges - Delay in appointment in falls co- Challenges - communication, you think you

: . ; have done it, however there is always
. f f f | . D d
ordinator Othgr competing priorities for st;—)f at al sofmething that lips though t y
levels. Commitment from all levels of multi- 9 9

disciplinary staff. The enablers will be the network of champions
Enablers — Regional focus and Improvement

work already started. Falls Prevention group and
the falls learming review group.

BHSCT

Challenges: -
s The tack of resources given ta deliver this project.
«This project is one of many quality initiatives to drive within the Trust
«1 [all safe coordinator delivering to a vast number of ward areas across 5 sites in the Trust
sEngagement of staff within ward areas
st evel of engagement from medical colleagues

Enablers: -
+Good support fromthe Trust Falls Forum group to deliver the project
«Peer support pravided to Fall safe coordinator

NHSCT

Challenges:- Availability of staffto complete the
investigation within the current timeframe

5.2.5 Beneficiaries

WHSCT NHSCT

Delay in appomntment in falls co-ordinator. Other Staff - investigation reports identify learning /
competing pnorities for staff at all levels. areas forimprovement regarding practice.
Commitment from all levels of multi-disciplinary Service users - will benefit as knowledge and

staff standards of care regarding falls prevention and
management are increased through service

Regional focus and Improvement work already improvement.

started. Falls Prevention group and the falls

learning review group. The organisation - reduced number of falls

resulting in moderate to severe injury

e -

BHSCT

sPatients, carers and staff have all benefitted from thts wark

+This Is clear from the reduction of the number and seveety of falls within the Trust

«Some feedback from patients, carers and staff

«They did not realise how important their footwear was while in hospital and how proper fitting
slippers could reduce their risk of a fall.

sSome staff could not believe how something as simple as ensuring the patient's table i1s always
within reach could reduce the risk of a fall,

SMSCT

Patients have benefited with a reduction in all falls
and injurious falls

14



5.2.6 Why did it work?

WHSCT BHSCT

sCommitment from all levels of mult- e This programme worked by raising the
disciplinary staff. profile of falls

« [talso helped to raise awareness of areas
«Regional focus and Improvement work that needed to be addressed regarding
already started. falls and its management. \5
* You can clearly see the results fromthe
«Falls prevention group and the falls decrease in the number and severity of /

learning review group good support. falls within the Trust.

NHSCT

It reduced the need for completion of SAI reports regarding falls, unless there were particular
issues or new identified areas of learning

# It ensured that the Trust built a pracess around investigation of falls resulting in moderate
to severe injury,

» The minimum dataset ensured that each falis was being measured consistently against
this dataset.

SHSCT

Patients have benefited with a reduction in
moderate, major to catastrophic falls

5.2.7 Identification of mechanisms enabling it to work

SHSCT BHSCT

Training has been provided to staff, on the « |t has worked as a fall safe coordinator was
elements of the falls prevention bundle appointed in 2016 who drove the project
Audit of the falls prevention bundle with forward.

feedback and improvement action pians e The coordinator had a vast amount of
Feedback of the falls data on the walking stick experience in improvement projects and was
and from datix has informed staff of numbers of able to transfer these skills to embed the project.
EEED N A ERENEDRRNIAGENIRLNESSE « By the fall safe coordinator raising awareness,

impacted on falls educating, inspiring and supporting staffthis

Shared learning project has been embedded in the Trust and is
now high on the quality improvement agenda.

WHSCT

«Commitment from alf fevels of multi-disciplinary staff
*Regional focus and Improvement work already started

SEHSCT

e There is awareness that fall prevention is a key
priority to preventing harm to patients.
¢ Communication and Tocus of resources

15



5.2.7 Impact on strategic priorities

WHSCT | NHSCT

Too early within the process to confirm Falls have been and remain a priority
this. area within the organisation

BHSCT

Within the Trust falls is high on the agenda and forms part of our quality
improvement plan 2017-2020,

Falls are discussed on a monthly basis at the SIT meetings

SHSCT

High priority
Good management support

5.2.8 Analysis of Overall Responses from Returned Evaluation Reports

Trust responses to the new process have been generally positive. Trusts have
indicated that:

There have been improvements in grading of falls incidents and in the
awareness regarding the falls programme.

There has been increased consideration for falls training across the Trusts but
an indication that this could be improved if a regional e-learning training tool was
developed.

While there has been improved communication identified with senior teams,
ward managers and ward staff there appears to be challenges in relation to
patient/user engagement.

Some Trusts identified lack of to deliver the programme in a timely way.

The development of peer support and falls champions has been a positive
support to the Falls Safe Coordinator. This works well as it ensure falls
management doesn’t become person dependant.

All Trusts have indicated that patients have benefited by this new process and all
Trusts have noted a percentage reduction in falls resulting in moderate to
major/catastrophic injury.

The commitment from all levels of multi-disciplinary staff is evident and most
Trusts commended the regional focus on falls prevention.

16



5.2.10 Analysis of each organisation’s internal Audit Report (including the
PHA and 5 HSC trust reports).

In accordance with the 2016/17 annual audit plan, BSO Internal Audit carried out an
audit of learning from Serious Adverse Incidents (SAls) and from falls within the PHA
and within the 5 HSC trusts. This audit was carried out during January and February
2017, and included audit of the new pilot process for the investigation learning and
reporting of moderate to severe harm from falls. At the time of the audit this had
been rolled out across all Trusts. Internal Audit conducted a regional audit of the
management of falls across all 5 Trusts during this time period; including the
operation of the PHA pilot. It was agreed to consider the findings from these audits
as part of the wider evaluation process.

The main findings from the BSO audits have mostly been addressed by the Regional
Falls Group and have complemented the new process for reporting falls. These
recommendations included:

Recommendation Action
The definition of what In relation to the Falls definition, the Regional In-
constitutes a fall should be Patient Falls Prevention Group have agreed the
clearly documented and WHO definition “Falls are commonly defined as

communicated to all Trusts. inadvertently coming to rest on the ground, floor
or other lower level, excluding intentional change
in position to rest in furniture, wall or other

objects”.
Recommendation Action
PHA should review the The Regional In-Patient Falls Prevention Group
current timeframes for recognised the challenges with the tight time frames

undertaking a post fall review | and have agreed to extend the Post falls review to be
for ongoing applicability and | carried out within10 days, this will be formalised on

achievability. completion of evaluation

Recommendation Action
PHA should review the current | The Regional In-Patient Falls Prevention Group
requirements for grading / have agreed to using the regional DATIX Risk
reporting of falls and consider | Matrix to categorise falls which changed from
bringing the definitions into moderate to severe/death to moderate, major and
line with those already catastrophic.
contained within DATIX.

17



Recommendation Action
The PHA reviews the pilot This will be addressed as part of the new falls
and take action to further reporting process
embed it.
Recommendation Action
Reporting on regional Whilst this is carried out both locally as part of the
themes and learning should | Trusts’ processes and regionally via the Regional In-
be populated and Patient Falls Prevention Group, other methods of
disseminated regionally. learning from the falis process to date will be
considered and as a first step a Falls learning section
will be added to the Learning Matters newsletter and
consideration given to a regional falls learning event
in early 2019.

5.3 Analysis of CEC regional learning event

A Multidisciplinary Falls Prevention learning event was held on Thursday 30th March
2017. This event facilitated professional development in relation to the prevention
and management of falls and its objectives were to:

> Outline the regional perspective with regards to the Falls Prevention strategy
including the impact and factors in relation to falls

> Opportunity to share current practice and innovation with regards to the
multidisciplinary approach to Falls Prevention and the implementation of the
Falls Safe Bundle

» Explore opportunities for a regional educational approach in relation to Falls
Prevention for Nursing and Allied Health Professionals

It was agreed by the Regional In-Patient Falls Prevention Group that feedback from
this event should be considered as part of the wider evaluation of the new falls
process and wider consideration for improvements. The event was evaluated
positively and the feedback commended the work currently being carried out in
inpatient settings. There was also positive feedback regarding the good Multi-
disciplinary relationships both in Trusts and regionally. There were many examples
of what is currently working well within Trusts (see appendix) such as the falls
pathway, the MDT falls clinics, the use of safety briefing to identify patients at risk of
Falls and improvements in reporting. Many challenges were also identified (see
appendix xx) these include for example: - wider approach to falls prevention to

18



extend to community, nursing homes etc., review of all reporting systems and
coding. Potential solutions were recommended around areas such as
communication, partnership approach being used across all services and planned
approach to discharge. There was also recognition that a holistic approach to
education on falls prevention would be very useful and some recommendations were
made regarding this for consideration.

6.0 OUTCOMES

As part of the evaluation process to measure the effectiveness of the new reporting
project, the Regional In-Patient Falls Prevention Group agreed to monitor the rates
from the reports on the incidents of falls resulting in moderate or major/catastrophic
harm per 1,000 bed days.”

The 2016/17 & 2017/18 Commissioning Plan requirement states:

“Trusts will monitor and provide reports on the number of incidents of falls, those
which cause moderate or major/catastrophic harm and the rate per 1,000 bed days.”

Falls incidents are monitored and information submitted to the HSCT and PHA on a
quarterly basis. A core function of the Public Health Agency (PHA) is to provide
leadership and support to health and social care providers in improving the quality of
services delivered to service users.

HSC Trusts routinely report to the PHA/HSCB and Department of Health (DoH), the
numbers and rates of falls incidents classified as causing moderate to
major/catastrophic harm. The results from this will be analysis to see if there is a
correlation between the new process and the reduction of rates of falls resulting in
moderate or major/catastrophic harm per 1,000 bed days.

In addition as an outcome measure Trusts were asked ‘if this programme has
worked what (measureable) outcomes have we seen as a result’, the feedback from
this question will also be considered.

The following graphs show the total rate of falls per 1,000 occupied bed days (from
April 2015 to March 2018) which resulted in harm of a moderate/major/catastrophic
nature.

19



Wy

% 0.40

o

B 030

0

8

g 020

Ll

% 010

o

@

£ 0.00 ’

o

@ a1 @ ‘ Q3 ‘
[}

= 2015/16

1000 beddays
Run Chart

2016/17

rN_REG[(;)N: Rate of Moderate to Major/Catastrophic Falls per

24 O.1|QZ Q3 /Q4/Q1|Q2 a3 Q4
2017/18

* Pplease note this is the
date that the new
process commenced.

BHSCT: Rate of Moderate to Major/Catastrophic Falls par 1000

| _Median: 0.05 ]

© o
8 8

beddays
aFun Chart

020 |
0.10 |

8

Ql1/Q2 a3
2015/16

Falls Rate per 1000 beddays

pe ey

01|02|03 o4 a1l @l aa
2016/17 2017/18

Q4

iz
o
8

o
8

Falls Rate per 1000 bedda

o
<

0.20 -
0.10

NHSCT: Rate of Moderate to Major/Catastrophic Falls per 1000

Median: 0.12

’Eun Chart

Q1 Q2 Q3 a4
2015/16

beddays

e AR o

01/Q2/Q3 Q4 Q1 Q2 Q3 04
2016/17 2017/18 |

- SEHSCT: Rate of Moderate to Major/Catastrophic Falls per

| Median: 0.10 1000bedduyy
e Run Chart
2 0.40 - _
i *
? 030
e}
8
g 020
—
¥ 010
Q
[
§ 0.00 . . . T T - E— .
@ 01|QZ|Q3|Q4 Q1| Q2 03104'01[02 03|Q4
I |
. 2015/16 2016/17 2017/18
SHSCT: Rate of Modarate to Major/Catastrophic Falls per 1000 WHSCT: Rate of Moderate to Major/Catastrophic Falls per 1000
Medlan: 0.14 beddays Median: 0.1 beddays
. Run Chart . edian: 0. Run Chart
-
E 0.40 * o G *
® B
2 030 — o 030
8 3
(=] ] o
5 02 \ B A ~ 020 S—
%0.10 | V % ./\
&‘-‘; 0.00 | . - T | = I g 0.10 ’._f v "
= a1|az|03|a4 mioz|03|a4 at| 02 a3 | aa S 0,00 e P T
I Fo —
2015/16 2016/17 2017/18 ‘ Q1..Q2 Q3 Q4| 01..Q2 03 Q4 Q1.Q2 Q3 Q4

20



6.1 Analysis of the rates of falls which resulted in a moderate/major/

catastrophic nature.

Regionally, the 2016/18 annual Trust range of falls rates resulting in moderate to
major/catastrophic harm reported was between 0.08 to 0.11 per 1000 bed days.

Since the new process commenced there has been a reduction in falls rates
(see graphs above). All Trusts have shown a downward pattern with aspects in
variation in their reporting.

It should be noted that this initiative uses incident rates to compare improvement
over time, but not for the purpose of comparison between Trusts as it is recognised
that differences in the ways that organisations collect data and the patients that they
care for, and the services they provide, all mean that direct comparisons are not
possible.

In addition Trusts were asked ‘if this programme has worked what (measureable)
outcomes have we seen as a result’ Trusts responses were as follows:

BHSCT NHSCT

A decreaseinthe number and sewverity of falls within the » Reductionin the number of falls resulting
Trust. in a moderate to severe injury.

» Consistent approachtothe investigation
\Within the Trust we have a highly skilled and of falls that resultin a moderate to severe
knowledgeable workforce with over 800 staff educatedin injury.

the fall safe programme.Staff are more proactivein > Accountabillity by directorate for
wantingto reduce the risk of patients falling intheir areas. implementation of action plan relatingto
Cne example of this is the use of a sign beingusedin learning identified
elderly care to identifythose patients at risk of a fall and

those who havefallen while in hosgital.

SHSCT

Local Fatient Safety Falls data — wards usingthe safety cross (27 wards) falls by beddays show a falls
reduction overthe last 2 months —this is a validated process within adult acute, non-acute and mental healt
ingatientward areas where falls patient safety work has beenfocused and audit processes implemented

Patient Safety Falls Data in Q2 1712 shows a reduction of almost 2 omparedto G1 17413

WHSCT

More accurate reporting of moderate and above
falls andfocus onreviewto include learning for
sharing.
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6.2 Analysis of Trusts’ Responses relating to Measureable Outcomes

The consensus from the Trusts’ in relation to measureable outcomes was largely
positive. They alluded to the fact that as a result of introducing this process there is
timelier reviewing of the incidents. Previously Trusts would have been reported as
SAls which would have taken on average 12 to 16 weeks to complete

Now the majority of falls incidents are reviewed and action taken on average with 10
working days. Four of the five Trusts referred to the reduction of falls resulting to
moderate to major/catastrophic harm. The NHSCT reported a more consistent
approach to the investigation of falls.The WHSCT indicated they had a more
accurate reporting system which focuses on learning for sharing. BHSCT suggested
that their staff are more proactive in wanting to reduce the risk of falls and they focus
on education and training of staff to achieve this. There is a process in each of the
Trusts to share timely local learning and the learning from all incidents reported are
collated and shared through the Regional In-Patient Falls Prevention Group.

7.0 CONCLUSIONS

This evaluation has clearly demonstrated an improvement in the timeliness, learning
and reporting of falls incidents resulting in moderate to major/catastrophic harm. A
key part of the evaluation process was to measure the impact of the programme of
work relating to prevention of falls. This included analysing secondary data,
gathering information on Trust views on the new processes used, taking account the
feedback from the PHA and Trusts internal audit report and reviewing the feedback
from the CEC regional learning event.

Overall a number of key improvements were noted in relation to the new process
and overall positive feedback was received from the Trusts. The responses from all
the methodologies used identified a number of areas for improvement and these
have been incorporated into the recommendations. Following this evaluation it is
recommended that the PHA embed the new process across all HSC Trust areas,
unless there are particular issues or identified learning that need to be investigated
through the SAI process.

Falls prevention will continue to be a regional priority and further focus is required to
embed this process across all trust areas including commissioned services
(residential and nursing homes). There has been a significant reduction in reported
SAls/SEAs over the past two years and falls are now reported as incidents in a
timely way, by the appropriate staff. The reduction in regional falls rates resulting in
moderate to major/catastrophic harm per 1000 bed days is testament to the hard
work and commitment given by all Trusts towards falls prevention and testing and
spreading the new process, to ensure falls learning is captured as near to the event

as possible by the staff who know the patient and environment the incident occurred.
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8.0 RECOMMENDATIONS

Recommendation

The definition of what constitutes a
fall should be clearly documented and

communicated to all Trusts.

Action

In relation to the Falls definition, the
Regional In-Patients Falls Prevention
Group have agreed the WHO
definition “Falls are commonly
defined as inadvertently coming to
rest on the ground, floor or other
lower level, excluding intentional
change in position to rest in furniture,

wall or other objects”.

PHA in collaboration with the HSC
Trusts should review the current
timeframes for undertaking a post fall
review for ongoing applicability and

achievability.

The Regional In-Patient Falls
Prevention Group recognised the
challenges with the tight time frames
and have agreed to extend the Post
falls review to be carried out within10
days, this will be formalised on

completion of evaluation.

The PHA in collaboration with HSC
Trusts should review the current
requirements for grading/reporting of
falls and consider bringing the
definitions into line with those already
contained within DATIX.

The Regional In-Patient Falls
Prevention Group have agreed to
using the regional DATIX Risk Matrix
to categorise falls which changed
from moderate to severe/death to

moderate, major and catastrophic.
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Recommendation

The PHA should review the pilot and take
action to further embed the new process.

| Action

| This will be addressed as part of the new '

falls reporting process

Further work is required to ensure the
process is spread and embedded in all
areas within Trusts including
commissioned services (nursing and
residential homes).

This will be addressed through the
Regional Commissioned Services Falls
group.

Reporting on regional themes and
learning should be populated and
disseminated regionally.

In addition to current sharing of learning,
other methods of learning from the falls
process will be considered and as a first
step a Falls learning section will be added
to the Learning Matters newsletter and
consideration will be given to a Regional
falls learning event in early 2019.

Training for Falls prevention across all
Trusts should be evaluated and a
consistent approach considered.

PHA will work with CEC to undertake a
scoping exercise and collate details of all
the Falls Prevention Education and
Training Programmes/opportunities that
are currently available to HSC staff, in an
effort to establish a regional overview of
what is available and potentially highlight
any duplication/gaps in current training.
Development and/or extension of current
face to face programmes will be
considered in addition to introducing a
regional e-learning training tool.

This model should be considered for
other SAls e.g. Prisons or suicide
incidents.

This will be addressed through the
relevant specialist SAl group(s).
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Appendix one

1.

Public Health

Agency

Management of Falls — Draft Process — 1 April 2016 - 31 March|2018

Trusts will manage fails resulting in moderate to severe harm as
Adverse Incidents, unless there are particular issues or identified
learning that needs to be investigated through the Serious Adverse
Incident process, e.g. if the subsequent internal review identifies
significant contributory lapses in patient care.

. At the Regional Falls Group meeting it was agreed that from 1 April —

30 June 2016 Trusts would monitor and test their own internat
structures and undertake a Post Falis Review internally, as they do
currently.

. Fram 1 July 2016 there will be an agreed minimum dataset to

commence a Regional Post Falls Review.

. As part of the Post Falls Review the following four questions will be

incorporated:

What happened?

What went well?

What if anything could we improve?

What have we learnt? (Locally — and any Regional Learning)
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Appendix 2

Public Health

Baemgy Minimum Data Set for Post Falls Review
(Falls resulting in Moderate to Severe Harm)
119 1% Lhe Wrnum o TUNL Fos dll% Keview 48 aglee

Inpatient Falls Prevention Group.

working days at bank holidays)

y the Reywona

A postfalls review should be carried out within 72 hours of the incident being discovered (5

Date Datasef agreed: 1410672016

!a!e 0'!05'!5"!6\?'&'\‘! !gg |

[zad Reviewer Name Agreed
Cead Reviewer Designation Agreed
Lead Reviewer Contact Tel No. Agreed
Patient Name Agreed
Pafient0.0.B. Agreed
Gender Agreed
HospitalNo /H&C No. Agreed
Consultant/GP Agreed
| Ward/DepVLocation offan Agreed
' Date andfime oTadmission Agreed
| Reasonfor admission Agreed
LDiagnosis onadmission Agreed
Daie & Time of Incident Agreed
| Incident Reference No. Agreed
' Type ofinjury[include investigations/x-rays performed} Agreed
| as a falls assessment carried outwithint hours of admission? 1]
Include Date and Time of Assessment
‘ [fassessmentwas performedwhatwas the outcome of assessment (action Agreed
| required/taken)?
Elementis of Falls Bundie— PartA & Part B completed. (VAV}
Falls Bundle Part A Agroed
* Asked about history of falls inpast 12 months
v Asked aboutfear of falls
* Urinalysis performed - ifapplicable
+ Avoidance of new prescription of night sedation
* Callbellinsightandreachanddid patient understand howto usethis?
+ Safe footwear on feet attime ofincidert
* Immediate assessmentandprovision of walking aids and referral if
applicable
Clear communication regarding mobility status
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Pubslic Heesiib

Agency Minimum Data Set for Post Falls Review

(Falis resuiting 1n Moderate to Severe Harm)

¢ Persanalitems within reach
*  Noslips artrips hazards

Falls Bundle Part B
Cognitive screening
Lying and standing blood pressure record

Full Medication review requested

L ]
L ]
[ ]
e Bedrails riskassessment

5 this the patients firstfall (this admission}7 If no — give number offalis this Agreed
admissionincluding dates andtimes of day/night

“Was the patient assessedfor urinary continence/frequency’urgency 7 Agreed

Any additional contnbutory Tactors— e.g. environment, stamngissues, pafients Agreed
clinical condition, previous medical history

Lro your have documented evidence whenthe pafient’s Talls assessment/care Agreed
plan, bed rail & manual handlingassessmentswere lastreviewed befare the fall

= whenevertheircondition changed (e.g. deteriorating health, or
development of confusion

* Followingan incident or fall

= Transferto anotherward

Was thefallwitnessed? ITyes - by whom7 Agreed
[ Staff - provide name and designationy relative/other patient etc.}
| Wwas a body check completed porto moving patient postiall? Agreed
YWhatwas the immediate postfail managemeniinierms ofhowihe patient Agreed
moved?
YWWas a falls aclion plan instigatedreviewmedTollowingthis fall? Agreed
| Was the incident discussed with palients, ned of kKins —niemed, of Incident & Agreed

explanation given—when and to whom?

If appropnate, doyou have documented evidence thatthe palienf was given Agreed
written/verbal advice onfalls prevention? — Prior to falling as well as after- if sa
date & time given to patient

Multi-disciplinaryteam meefing required? Agreed

Has a PostFalls Assessmert been completed by medicalstafr? — date, ime & Agreed

medical staffname

Was medical treatment planimplemented? 1T S0, provide delails Agreed
I WWas theFosiralls Protocol/ Pracess Followed? 1T N0 — ensure elements are Agreed

identifledwithinthe shared learningtemplate

Followangyour review of care provided, what do youthink werethe contnbutory Agreed
factors to thefalls incident?

On completion of the Post Falls Review a shared learning template
should be sentto:

falls.leaming@hscni.net
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