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Safe Steps —

A Falls Prevention Initiative in
Older Persons Mental Health Unit

NSW

GOVERNMENT

'Clinical Governance Unit, South Western Sydney Local Health District
*Older Persons Mental Health Service, Campbelltown Hospital

BACKGROUND

The Older Persons Mental Health Unit (OPMHU), A93, at Campbelltown Hospital is a 20-bed
specialist inpatient unit providing care for older adults with acute mental illness, dementia,
delirium and complex behavioural symptomes.

Falls were identified as a major patient safety concern:

- 277% increase in reported falls between 2023 and 2024
- Highest falls rate across SWSLHD Mental Health Services
- Falls rate of 8 per 1,000 occupied bed days

- Two Harm Score 2 incidents resulting in fractures in 2025

PATIENT JOURNEY

Mr T is a 78-year-old male transferred to OPMHU due to emerging dementia with increasing
episodes of paranoia and aggression in the home environment.

A week later, Mr T sustained an unwitnessed fall in his bedroom while attempting to put on his

shoes and was found supine on the floor. Imaging confirmed a right hip acute periprosthetic
cervical fracture.

Mr T required a prolonged inpatient admission of up to 70 days.
This case was presented at the MHS Clinical Quality Council
(MHS CQC) as a Harm Score 2.

AlM

To achieve a 20% reduction in patient falls per 1,000 occupied bed days in OPMHU, A93, by
December 2026.

METHODS

A quality improvement approach was undertaken using:
- Driver Diagram

OPMHS Falls by Theme
- PDSA Cycles ["het f oo | 2024- 2025

- Falls Data Review

- Staff and Patient Rounding q _ :
- Consumer and Staff Feedback + I I I I I
- Multidisciplinary Team Collaboration o : . . .
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Key Drivers & EA
- Risk Screening & Management Theme of Fal
- Education

27 falls recorded between 2024 and 2025. Of
these incidents, only five were witnessed by
staff, with the majority occurring unwitnessed.

- Awareness

- EqQuipment Improvements

INTERVENTIONS

1. Post Fall Huddle

Structured tailored to OPMHU huddle following
every fall event to identify:

v/ Contributing factors

] . Post Fall
v/ Environmental risks Huddle
v Staff and supervision issues oimuation
. . . . u 1on
v Learning opportunities and preventative actions e with OPMHU
Team.

Supported through simulation-based education.

2. Falls Safety Cross

Visual management board used to:

v/ Monitor daily falls

v Track fall-free days

v Increase staff awareness
v/ Promote accountability

Falls Safety
Cross in
OPMHU, A93

Cura Sensor alarms were introduced as a safer
alternative to cable-mat alarms

3. CURA Sensor Alarms

Cura sensors
support earlier

Introduction of non-invasive motion sensors that: p— intervention,
: e improving patient
v Alert staff early to patient movement p* ee . safetyand
. . . ' eset . .
V' Allow timely intervention P -  reducing fallrisk

compared with
- Wi previously trialled

pressure mats.

-----

v/ Improve safety compared with pressure mats
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RESULTS

Significant Reduction in Falls

Outcomes Achieved

L4 Median monthly falls per 1000 bed days reduced
from 42 (2024) to 6 (2026)

L4 Falls rate per bed per month reduced by:

- 55.9% compared with Jan-Aug 2025

- 73.5% compared with peak 2024 levels

L4 61 consecutive days without a fall

61 Days

NO Falls on Older Persons MH Unit
Campbelltown Hospital
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Key Message

Sustained reductions in falls were observed following OPMHU Team celebrating achievement of 61

days falls free in unit.

implementation of the Safe Steps interventions.

OPMHS A93 - Campbelltown Hospital
Falls Per 1000 Occupied Bed Days
90 Jan 24 - Jun 26

Desired direction
of chart is DOWN I
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PDSA 1- Implementation Post Fall Huddle
PDSA 1- Implementation CURA Sensors

Consumer with 4 Falls PDSA 1- Implementation of Falls Safety Cross
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PDSA 2- Safety Cross
PDSA 2- Post Fall Huddle

1 Consumer with Multiple Falls
PDSA 3 -Safety Cross

PDSA 2 - Falls Alarm

PDSA 3 -PFAN_

DSA 3 - Falls Alarm /
® y PDSA 4 -Post Fall Huddle

PDSA 5 -Post
Fall Huddle

== Number of Falls Median

LESSONS LEARNED

- Strong leadership accelerated the Safe Steps Initiative implementation.
- Staff engagement drove improvement.

- Continuous education strengthened confidence and capability.

- Data transparency increased awareness and accountability.

- Multidisciplinary collaboration was critical to success.

Safe Steps Initiative Team

SUSTAINABILITY

The interventions have been embedded into routine practice through:

- Fortnightly review meetings -Standardised post fall management

- Ongoing Falls education for staff and consumers -Continued use of Falls Safety Cross

- Continuous falls surveillance -Expansion across MHS

WHAT’S NEXT?

Implementation of MHS Post Fall Huddle Document across all inpatient MHS units.

A Post Fall Huddle is conducted after every fall to support optimal patient management and
reduce the risk of repeat falls.

* In collaboration with the multidisciplinary MHS Clinicians & Patient Safety and Quality Unit
(PSQU), a tailored Electronic Medical Record (eMR) Post Fall Huddle template was developed
by MHS Working Group to standardise documentation and review.

* The template has been implemented in all inpatient Mental Health Units since August 2026.

CONCLUSION

The Safe Steps initiative demonstrates that applying improvement science, frontline staff
engagement, and targeted falls prevention strategies can significantly reduce falls and improve
patient safety outcomes in an Older Persons Mental Health Unit at Campbelltown Hospital.
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