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Abstract

Falls, slips and trips are a major patient safety concern in hospital settings accounting for 26 per cent of all
reported patient safety incidents in England. Mental health conditions and their treatments add further to fall risk but
we have little information regarding who falls, where and when within mental health settings.

Methods: This paper presents an overview of the pattern of falls by older patients within an in-patient mental
health setting in the South of England using routine records completed by staff when a fall occurs. 920 fall reports
over three years were analysed, and 7 focus groups were undertaken with ward staff to explore how staff
understood falls and their experiences of using the falls reporting system.

Results: In terms of diagnosis 40% of fallers had a primary functional diagnosis, 46% an organic mental health
diagnosis (14% non-specific diagnosis), average age was 81.7 years (range 59 to 99 years; SD 8.3) and 57% were
female. Approximately one quarter, 27%, of falls were observed by staff. Falls were not evenly distributed across
either day of week or time of day, with peak times for falls on Tuesday and Saturday and morning (7-8 and 9-10am)
and subsidiary peaks between noon and 1pm and early evening (5-6pm). Almost half of falls occurred in private
spaces in the ward such as bedrooms, and 42% in public spaces such as sitting rooms. However 60% of falls in
public spaces were unseen. Reporting in these settings was problematic for staff and patients were sometimes
described as placing themselves on the floor as a consequence of their mental health condition. The average time to
first fall was 5 weeks.

Conclusions: Routine mapping of falls could be undertaken at ward and organization level and contribute to
better understanding of the local factors contributing to falls. Exploring incident report data in focus groups with staff
helped us and them to interpret the data and to understand some of the decision making staffs engage in everyday
when reporting falls.
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Introduction
It is well established that the prevalence and incidence of falls

increases with age [1]. For those living in the community about a third
of those aged 65 and over will fall annually [2] with the resultant
consequences of physical injury and compromised quality of life,
anxiety and depression and restricted mobility [3,4]. However falls are
not only experienced by older people living at home but are also
experienced by older people being treated in hospitals and living in
residential or nursing homes where falls, slips and trips are a major
patient safety concern accounting for 26 per cent of all reported
patient safety incidents. Within hospitals in England and Wales there
are approximately 282,000 falls reported annually, with around 840
resulting in fractured hips, 550 in other types of fracture and 30
intracranial injuries. The majorities of those falling in acute hospitals
are aged 65+ and are characterized by advanced age, significant co-

morbidity and dementia or delirium. As well as injuries, patients
experiencing a fall also stay longer in hospital, even those who
experience a non-injurious fall [5]. Guidelines from the UK National
Institute for Health and Care Excellence [6] support the identification
of patients ‘at risk’ of falls on admission to hospital [those aged 65+ or
aged 50 and over with a condition known to increase fall risk] and has
identified appropriate interventions to prevent/reduce falls risk in
hospital patients. Falls within hospital settings are not confined to the
UK and other health care systems in a range of jurisdictions including
Australia [7], Canada [8], the United States [9] and Europe (eg. [10]
have all identified this as a patient safety issue and offered guidance on
falls risk assessment as well as interventions aimed at falls reduction
and/or prevention.

Mental health problems, most notably dementia [11] but also other
conditions such as anxiety and depression [12], are a key risk factor for
falls in the community, hospitals and care homes [13]. Furthermore,
with falls in these settings a significant patient safety issue (36,000 falls
annually in England alone [14]), it is surprising that few researchers

Dickinson, J Gerontol Geriat Res 2014, 3:4 
DOI: 10.4172/2167-7182.1000173

Research Article Open Access

J Gerontol Geriat Res Fall prevention ISSN:2167-7182 JGGR, an open access journal

Jo
ur

na
l o

f G
er

on
tology & Geriatric Research

ISSN: 2167-7182

Journal of
Gerontology & Geriatric Research



have sought to investigate the issues of falls for older people being
cared for in mental health.

Heslop [15], studied two mental health settings in Australia, and
concluded that the numbers of falls incidents were underreported.
They observed a variation across their research sites in the timing of
falls with one where-falls occurred most frequently between 21.00 and
24.00, and 18.00- 19.00 hours whilst on the other the peak time for
falls incidents was between 09.00 and 15.00. Hill et al. 2010 [16], found
that fall incident reports captured about 75.5 per cent of falls events.
They suggested that falls may be less likely to be reported during busy
times of day, so between 06.00 and 10.00 and 14.00 and 18.00. Falls
which resulted in moderate to severe injury were more likely to be
reported and those resulting in minor injury, near misses, and
subsequent falls being less likely to be recorded. Heslop et al. 2012 [15]
argue that a high level of reporting of the low-level injury falls and
near misses indicates good reporting practice and the presence of a no-
blame safety culture. Given the number of falls that occur in mental
health settings there are few studies evaluating the effectiveness of falls
interventions for older people with mental health problems at risk of
falls or who have fallen when compared with acute hospital settings. A
systematic review by Bunn et al. [17] identified only 17 studies that
had evaluated falls assessment and reduction/prevention interventions
in mental health settings and concluded that there was insufficient
robust evidence to support practitioners to implement interventions
that prevent people with mental health problems from falling.

Given these key gaps in our knowledge base we undertook a study
that sought:- (a) To explore how fall risk, prevention and management
is understood and experienced in everyday practice by patients, family
carers and staff, in inpatient mental health settings providing care for
older people and (b) to identify how assessment tools, guidelines and
policy for fall prevention are used in these care environments. In this
paper we present an overview of the pattern of falls by older patients
within in-patient mental health settings using routine records
completed by staff when a fall occurs. We focus upon the number of
falls, the characteristics of those who fall and the temporal and spatial
location of falls and consider the ‘reasons’ why older people were
falling.

Materials and Methods
Our study site consisted of 5 wards providing care for older people

in the Mental Health service of a large NHS Trust in Southern
England. Wards were dispersed across 2 counties in 3 locations; 3
provided care for patients with mixed diagnosis, 1 for people with
dementia, 1 for functional illness; 2 were single sex. At the time of the
study 4 wards had 17 beds each and one was slightly larger with 21
beds.

For the overall study we used a case study approach that
encompassed a range of inter-related data collection methods
consisting of:- (a) Documentary analysis: All mental health Trusts in
England and Health Boards in Wales were asked to send copies of
their fall policies so we could document the extent to which evidence-
based guidelines influenced local policies. This involved the analysis of
46 falls policies of which 44 were from England and 2 from Wales; (b)
Non-participant observation to explore ward routines, practices and
use of space in order to build an understanding of the clinical setting.
This involved 308 hours of direct observation covering both day and
night and weekdays and weekends; (c) Analysis of fall incident reports
(3 years) to determine where and when falls happened, causes and

impact of falls on patients. This involved reviewing 920 fall reports for
a 3 year period; (d) Patient tracking was used to explore patient’s
experiences of a fall, incorporating interviews with patients, key staff,
relatives, case note review and follow up to discharge. This involved
tracking 24 patients and interviews with 48 staff and 5 carers and
Interviews and focus groups were used to explore approaches to falls
policy interpretation and decision-making at strategic, operational and
clinical levels involving 6 interviews with managers and 7 staff focus
groups (n=45 staff). User involvement in the research process was
provided by 1 focus group with carers and discussions with and formal
feedback sessions with clinical staff and a range of other activities.

Within our study sites all falls experienced by patients were
reported using a standard electronic form which consists of a number
of ‘drop down’ menu boxes (for example the type of fall, the recorded-
date/time) and free text boxes where location of the fall and a
description of the incident and actions taken by staff following the fall
are reported along with the cause of the fall as identified by the
reporting staff member. Additionally staff report if the fall was
observed by staff or the patient was ‘found’ on the floor. The design
and content of the falls reporting form is determined at Trust level-
there is no nationally determined form-but the data collected are
reported by the Trust to the regulating bodies. Since 1 April 2010 it is
mandatory for NHS trusts in England to report all serious patient
safety incidents (those resulting in permanent harm or death) to the
Care Quality Commission. Date of birth, sex and ethnicity and NHS
number-are recorded.

There are some examples of researchers using these types of routine
falls reporting data to examine the pattern of falls within institutional
settings. In an acute metropolitan hospital in Australia, Johnson et al.
[18] reported that the average age of fallers in their study as 68.6 years;
that the majority of falls were unwitnessed (77%) and that 82% did not
result in serious harm. In their study falls were most likely to be
reported as occuring between 9-12 am and 1-5pm. We have identified
two studies in Britain that analysised the routine falls report forms.
Healey et al. [14] undertook an analysis of falls report forms for
England and Wales for 12 months during 2007-8. This included
patients of all ages cared for in all NHS settings including acute,
community and mental health hospitals and day hospitals. They
reported that most falls occured in in-patient areas (94%); that only a
minority were witnessed by staff and that approximately 4% resulted
in serious/severe harm to the patient. The mean reported rate of falls
was 4.8 per 1000 bed days for acute trusts and 2.1 for mental health
trusts. Age was not reported on 47.5% of forms but, where it was,
82.6% of falls were accounted for by those aged 65+. Falls were not
equally distributed over time. A peak was observed for Tuesdays and a
relative ‘trough’ on a Sunday and early morning (6am to 7am); mid-
morning (10-noon); lunch time (1-3pm) and early evening (7-8pm).
Hignett et al. 2011 [19] undertook further analysis of these data by
examining the reported ‘causes’ of falls recorded for older patients in
acute and community hospitals for 12 months (2006-2007).Their focus
was upon evaluating the cause of ‘unwitnessed’ falls for this population
in bedrooms or toilets/bathrooms. They did not look at falls occurring
in ‘public’ spaces. However missing data presented a challenge for
these authors as 53% of fall reports provided no data about the ‘cause’
of the fall. Where they could attribute a cause to the fall 37% were
determined to have been caused by extrinsic factors (eg. wet floors)
and 63% to intrinsic patient related factors such as cognitive
impairment, mobility problems etc. However none of these studies has
looked at the key attributes of falls-the characteristics of fallers, the
location of the fall, the reason for the fall and the location of the fall
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explicitly focussing upon older adults in mental health settings. It is
this evidence gap that this paper seeks to address.

Trust policy requires staff to complete an ‘incident’ form following
every patient fall, irrespective of whether the fall was observed/not
observed by staff. In addition, as per national guidelines, staff are
encouraged to report trips, slips and near misses. The forms are
completed as soon after the incident as is practicable. The forms were
in an electronic format, being completed by staff on a computer. The
incident form comprises a number of drop-down boxes which staff
select from, along with boxes to enable narrative information and
additional data about the fall to be provided. Incident reports are
collated centrally after being checked by ward managers, and alerts of
incidents are made electronically to various staff members- including
staff responsible for safeguarding if necessary. We were given
anonomised falls report data for 3 calendar years-2010, 2011 and 2012
which did not contain any patient identifying information (e.g. date of
birth, gender). For 2012 we obtained further details of the individuals
who fell by using the NHS number to identify the age, sex, diagnosis
and length of stay of those who fell. This data linking was undertaken
by one of the team (VN) who is an NHS staff member. As this is an
exploratory study and our data set has a limited number of fields, we
use descriptive analysis to consider the number, type and causes of
falls in the case study site and the outcome of falls across the 3 years
(2010-2012) as well the time and day of the week that the fall was
recorded as taking place. For our more detailed data set we focus upon
the characteristics of those who fell and consider the time after
admission that falls occured. We limit our analysis to Trust level as the
sample size is insufficient to undertake meaningful comparisons across
the five study wards.

Results
Our case study area had an overall falls rate of 2.9 per 1,000 bed

days in 2012/13 which is comparable to the rate of 2.1 per 1000
reported by Healy et al. [13]. During the 3 years of our study a total of
920 falls were reported across the 5 wards included in the study. There
were 290 reported falls in 2010 and 315 each for both 2011 and 2012.
For 100 reports there was no identifying information. However for the
820 falls reports where staff used patient initials in their reports we can
estimate that these represented 390 different individuals of whom 216
had only 1 fall recorded; so in our study approximately two thirds of
patients fell once whilst one third were ‘multiple fallers’.

How did staff know a fall had occurred?
Staff completed a free text box on the form to report how the fall

had been identified and these narratives were coded by the research
team. Only 27% of falls were observed by staff; the majority, 73%, of
falls were not observed by staff (see Table 1). Staff were made aware
that there had been a fall through the patient being found on the floor
and was presumed to have fallen but this was not seen by anyone; this
accounted for 37 per cent of reported falls. Table 1 shows how staff
became aware of falls as recorded in the incident forms. Typical
comments written on the incident forms for these situations were as
follows:- “Patient X was found sitting on the floor in her bedroom,
appears to have fallen or slipped” and “Patient found on the floor,

observed bump to left side of head, unsure how this injury was
obtained”. Staff reporting hearing a loud noise [20%] as illustrated by
the comment “Staff heard a big bang from (patient) room, Staff went
to investigate and found (patient) on the floor between her bed and a
stool”.

How staff became aware of a fall * Frequency Percent

Found on floor 341 37%

Staff observed fall 252 27%

Heard loud noise 184 20%

Patient reported own fall 56 6%

Found wound or injury 18 2%

Patient reported fall of another patient 17 2%

Visitor reported fall 9 1%

Patient alarm/buzzer 8 1%

Not stated/unclear in report 35 4%

Total 920 100%

*categories devised by the research team from free text recorded by staff on the
incident report form

Table 1: How staff became aware of falls (as recorded in incident
reports)

When do falls happen?
Reported falls incidents were not equally distributed across the day

of the week or time of day (Figures 1 and 2). A clear peak could be
observed on Tuesdays, Saturdays and in the morning (7-8 and 9-10)
with subsiduary peaks at lunch time (noon-1pm) and in the early
evening (5-6pm).

Figure 1: Number of falls reported on different days of the week
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Figure 2: Reported falls at different times of day.

Where do falls happen?
For 786 falls data were provided by the person reporting the fall as

to the location of the fall. Approximately half of falls, 49%, occurred in
private spaces (bedrooms; 44% and 5% in bathrooms and toilets) and
42% in ‘public spaces’ where they might have been more easily
observed (day rooms 21%; corridors 15%; dining rooms 3%); 7%
occurred in unknown locations and 1% when patients were outside of
the ward. Where we could determine from the form both location and
whether fall was witnessed we see that 60% of falls in public spaces
were unseen as compared with virtually all, 93%, of those in private
spaces (Table 2).

Public spaces
(% of total falls)

Private spaces
(% of total falls)

Seen 142 (15.4 %) 29 (3 %)

Unseen 215 (23.4 %) 400 (43.5 %)

Total 357 (38.9%) 429 (46.6 %)

Table 2: Falls reported in public or private areas, and seen by staff or
unseen*.

Note: Excludes all reports where either location of fall or whether
seen/unseen not clear or missing from reports (n=134, 14.6%).

Public areas of building include for example, corridors, day rooms,
dining rooms.

Private spaces of building include for example, bedrooms and
bathrooms.

Causes of falls
Staff recorded the primary cause of the fall using both a drop down

menu and free text. For 30% the cause was recorded as ‘Found on
Floor’ (Cause unknown) (Table 3). Where a cause could be
determined by staff the major causes of falls were concerned with
mobilisation whilst walking or transferring from beds or chairs.
Within the incident reports 32 instances of patients whom staff judged
to have experienced a ‘behavioural’ fall were found. There were a
number of different events described in the short report accounts,
including patients who were thought by staff to have lowered
themselves to the floor without injury. This type of ‘cause’ of a fall is
illustrated by this explanation on the falls reporting form ‘’Found
(patient) with her head on the ground and on hands and knees.
Unsure if (patient) put herself on floor, staff were in room but did not
see or hear anything so doubt a fall?’’

Cause of Fall* Frequency Per cent

Found On Floor (Cause Unknown) 276 30.0

While Mobilising / Walking Unassisted 216 23.5

Fall – Other 124 13.5

Slip Trip Fall On Same Level 95 10.3
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Fall From Bed 92 10.0

Fall From Chair 38 4.1

Suspected Fall 22 2.4

Faint / Dizziness / Collapsed 15 1.6

Fall from Toilet 14 1.5

Fall from Wheelchair 9 1.0

Assisted To Floor 8 0.9

Unassisted Transfer 5 0.5

Fall From Commode 4 0.4

Assisted Transfer 1 0.1

While Being Transported 1 0.1

Total 920 100.0

Table 3: Causes of falls as recoded in fall reports.

Outcomes of falls
Staff reported the outcome of the fall using free text and this was

then categorised by the research team. For half (51%) there was no
injury and 11% the injury status was not reported (see Table 4). There
was a category described as ‘no injury at first’ which was used when no
physical injuries were apparent immediately following the fall. Some
patients were described as being sent to A&E (n=8), primarily for X-
rays (n=11) or for suspected fractures (n=10). The discrepancy in the
number sent to A&E and the number receiving an X-ray investigation
is because the code ‘sent to A&E’ is used where these words were
explicitly included in the incident report form.

Reported injury Frequency

No apparent physical injury 470 (51%)

No Injury at first 25 (3%)

Injury status not reported 99 (11%)

Injury (including cuts, bruises etc) 326 (35%)

Total 920 (100%)

Table 4: Outcome of falls

Types of injury reported included skin tear/graze (19%), bruising
(11%), bump/swelling (7%), and suspected fracture (4%). Fourteen
percent of patients were described as experiencing pain following the
fall. Injuries involving the head were most common, with 270 (29%) of
incident reports referring to head injuries of some type, including
bumps and cuts. Other places of injury included arm/hand (n=141,
15%), leg/foot (n=70, 8%), torso (n=47, 5%) and hip/bottom (n=39,
4%).

Analysis of falls in 2012: Who falls?
In order to explore these findings in more depth we looked at fall

reports for 2012 and identified the individuals who fell in order to
examine their characteristics in more detail. In particular we wished to
examine how long after admission the fall took place. The 315 fall
incidents represented 130 patients with a mean age of 81.7 years
(range 59 to 99 years; SD 8.3) of whom 57% were female (Figure 3). In
terms of diagnosis 40% had a primary functional diagnosis, 46% an
organic mental health diagnosis and for 14% the diagnosis was non-
specific).

Figure 3: Age distribution of patients who fell in 2012

From the 130 patients, 119 had been discharged when this study
ended its data collection phase in 2013 and their length of stay ranged
from 3 days to 870 (mean=102; median 86 days and mode 36, SD=98)
(Figure 4). If we exclude the four outliers with a length of stay of 250
days or more, the mean length of stay is 90 days (range 3-246; median
8 days; mode 36; SD=60).

Figure 4: Length of stay in days for patients who fell during 2012

We calculated the average number of days from admission to their
first fall. So if a patient fell on the day they were admitted this is classed
as 0 days after admission to first fall. The average (mean) time to first
fall was 49 days (SD=76); with a median of 21 days and a mode 13 days
(Figure 5). Visual inspection of this figure suggests there were two
points post admission where the risk of falling was elevated; day 1 of
the admission and day 13. Excluding 3 patients with lengths of stay of
200 days or more gives a mean time to first fall of 40 days (SD=47)
with a median of 20 and a mode of 13.
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Figure 5: Time from admission to first fall for 2012 (number of days)

Mean days until first fall by diagnosis was also calculated for the 108
patients who had a recorded diagnosis and complete data to calculate
time to first fall by diagnostic group. For the 58 patients with an
organic diagnosis, the mean days till first fall was 43 (range 0 days to
224, SD=52, mode=2 & 5) and 65 days for those with a functional
diagnosis (N=50; range 0 days to 574; SD=103, mode=5 & 13).
Removing those with a stay of over 200 days reduces our sample sizes
to 57 (organic disorders) and 48 (functional disorders) respectively
and mean length to first fall to 40 days for the organic disorders group
(SD=45; Median=21) and 47 for those with a functional diagnosis
(SD=49; median=35); modes for both groups remained the same even
after removing the ‘over 200 days’ outliers.

Qualitative data
Data from the focus groups undertaken with staff, allowed staff to

explain whether and how they reported falls. For example if a fall is
associated with an injury then staff explain that this is always followed
by an incident report:...‘if there’s an injury, so you need to make an
incident report, it needs recorded (sic)’. However, if there is no
apparent injury, then staff explained that they may not always
complete an incident report (even if the fall had not been observed)
but would probably record these kinds of falls in individual patient
records (we did not review these for this study). Reasons for non-
completion of incident reports included the time taken for completion
of reports, with staff saying they prioritised patient care over filling in
reports. For example “but if they sort of just go ‘whhhoooaaa’ you
know and that’s it, carry on walking, then I probably would look at
why they did that but might not put it in an incident report unless it
was something a bit more serious‘’. Slips, trips and near misses were
very unlikely to be reported, illustrated by the following member of
staff: “It’s going to take more people off the floor and there’s going to
be less time for patient care if everyone’s going to be constantly going
‘oh, someone just tripped over their own foot, I’m gonna go and
document that’”. Staff described difficulties that may be specific to
mental health settings, related to reporting falls thought to be
deliberate/due to patient’s mental health condition/behaviour. Staff
had some difficulties defining falls in the mental health population, as
they described how some patients may deliberately put themselves on
the floor. Previous behaviour of the patient also contributed to
decision-making relating to reporting, particularly patients who had
previously been seen to put themselves on the floor thus ‘’Yeah, I mean
if you’ve seen them literally in front of your eyes lower themselves to
the floor and there’s clearly no injury you probably wouldn’t do it”;
‘’But you can clearly see if somebody has just sort of put themselves

down in a gentle way (people agreeing) that’s different and that’s very
controlled. There may be consequences to that, they may actually have
injured themselves but that’s sort of the consequence of their
behaviour rather than... (people agreeing). Does that make sense? ‘’ ...
“a fall is, you know, where you have no control over it, yeah, there is a
cause but you have no control over that fall, but for a person to place
themselves on the floor and they can get up, you know, what I mean
they can get up, they put themselves there, they can bring themselves
up’’.

Discussion
It is well established that falls are a major patient safety issue in

hospital settings regardless of the type of health care system. Analysis
of the nature and characteristics of those who fall whilst in hospital
consistently identify older patients, those with multiple pathology and
those with dementia as key groups ‘at risk’ of falling [11,20,21]. Given
this profile it is, therefore, rather surprising that few studies have
focused upon falls assessment and prevention/reduction interventions
in mental health care settings [17]. As part of a larger study
investigating fall assessment and reporting in a Trust providing mental
health care for older people this paper has considered the basic
distribution of falls within this setting.

All UK NHS Trusts have a routine system of falls reporting
although the precise details collected vary across Trusts. There is no
‘minimum data set’ that all reports are required to include. Whilst falls
data are reported to the regulatory authorities these routine reports are
predominantly focussed for local use. Thus the incident report forms
used in this study and ones reported by Healy et al. [13] and Hignett et
al. [19] are all based upon the analysis of data collected for local
monitoring/clinical governance reasons and, as such, are typical of the
type of data collected by the NHS for routine practice. They are not
developed for use by researchers and therefore do not contain all of the
variables of interest to researchers. Despite this, analysis of these types
of routine data sets offers potential insights into issues such as the
experience of patient falls within specific health care settings.

Our analysis, in common with those by Healey [13] and Hignett
[19], are based upon routine incident forms completed after a patient
has fallen irrespective of whether the fall was observed by staff or not.
Previous research has demonstrated that falls, especially the less
serious type where there is no injury, are consistently under reported
[22]. This under-reporting reflects the complexity of determining
when a fall has taken place in a context where the vast majority of falls,
75% in our study and 78% in previous studies in England and Wales
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[19] are not observed. In the focus groups we held as part of this study
our staff reported the difficulties they had in deciding if a patient had
fallen or not. In the clinical setting the simple binary divide that
differentiates falls from non-falls is not always easy to operationalise.
Clinical staff told us that they would not report all falls which is in line
with previous studies [22]. Fall reporting is an area fraught with
ambiguity which resulted in variable practice between staff and,
potentially, across different settings. Healey et al. report that falls per
1000 bed days for, mental health trusts ranged from 1 to 8 per 1000
bed days (mean 2.9 per 1000 bed days) [14]. In part this reflects the
varying case mix across units but also how staff define and document
falls. Our study area approximated to the national rate of falls
reporting.

In our study fall reporting appears to be affected by a range of
factors including different understandings and interpretations of what
is meant by a fall. Comments made by staff about the decision making
process underpinning falls reporting provide the context within which
to interpret our empirical results. In addition a further limitation of
our study is that these are routine administrative data and therefore
are not designed for research use. One consequence of which is the
issue of missing data. Indeed the NPSA report notes that the lack of
detail on many fall reports they examined meant that staff/managers
could not learn anything in terms of falls prevention from examining
the reports. A previous study identified lack of feedback to staff as one
of the reasons for poor incident reporting [22], during our study, after
one year of analysis of falls incident reports we shared the findings
with staff and managers within the NHS Trust and this had the
unexpected consequence of improving the quality of reporting in
subsequent years with additional narrative detail being provided. As
with previous studies the majority of falls were not observed; took
place on Tuesday and Saturdays and occurred at key times of getting
up/breakfast time; lunch and early evening-all times of peak activities
within the ward environment. The majority of fallers fell only once but
a minority, one third, was multiple fallers and falls were equally as
likely to occur in public and private spaces. A particular characteristic
of the mental health setting is that patient populations are more
mobile than patients in acute settings, partly for some because of their
underlying condition. In addition gait and balance may be
compromised by the condition that patients are suffering from and the
drugs prescribed to treat these. Thus the greater mobility of the patient
population may mean that they are less easy to observe than those in
acute wards. Whilst it is not surprising that 93% of falls in private
spaces, mostly bedrooms, were not observed almost two thirds of those
in public spaces were not observed which appears counterintuitive as it
should be easier to observe patients in these spaces. However
observational data revealed that ward geographies affected the ability
of staff to observe patients as did ward routines, for example, during
the morning staff were in patient rooms assisting them with personal
care so were not available to observe patients who had moved from
their bedrooms to public areas of the ward. Further exploration of
unseen falls has been identified as a priority in the recent UK fall
prevention guidelines [6]. Routine mapping of the time and place that
falls occur could, however, be undertaken at ward level to identify fall
‘hotspots’ and to contribute to the planning of care, staffing levels and
distribution of staff across the settings concerned. It is not possible to
prevent all falls, especially given the vulnerability of the population
being cared for in mental health settings where co-morbidity and
medications used for mental health conditions may increase the risk of
falls. Nationally it is recognized that it is important to ensure that falls
are responded to promptly to minimize the risk of serious injury

(National Patient Safety Agency, 2011). Similarly the National Patient
Safety Agency report noted that nurses in mental health settings
reported that their mental health education had not equipped them to
provide optimal care to the increasingly complex pattern of co-
morbidity presented by older patients in mental health settings [23].

The length of stay for patients in our case study area was long in
comparison with acute general settings with a median length of stay of
8 days (mean of 90 days (range 3-246) and a mode of 36 days). Falls
were not happening when patients were first admitted to the wards,
perhaps there was greater scrutiny of patients when they were first
admitted to the wards. The average (mean) time to first fall was 5
weeks with a median of 3 weeks and a mode of 2 weeks. When we
separate out those with organic and functional disorders we see that
for both groups falls are occuring when patients have been on the ward
for lengthy periods. This suggests that falls are not happening in the
immediate post admission period when patients are adapting to their
new environment but after they have been there for lengthy periods of
time. This raises the question of if this pattern is specific to our setting
and why falls are occuring such a long time after admission –what
factors are triggering these events? The routine fall reporting form is
not of use in answering this question which requires further
investigation.

In our study focus groups with the staff revealed that each fall is
perceived to be different. There was no such thing as a typical or
standard fall. Combined with the complexities of determing if a fall
was really a fall or a manifestation of the patients’ mental health
problems further complicated the decision making process in terms of
the identification and reporting of falls. Such ambiguities and
complexities are not recognised in hospital based falls reporting and
prevention policies meaning that there is a ‘poor fit’ between the daily
work of staff and the policy famework for falls reporting within which
they operate.
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