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SOUTH WEST FALLS, BONE HEALTH AND FRACTURES REVIEW

ACTION PLAN  - Gloucestershire Health Community

	Theme
	Action planned  
	Progress 
	Lead responsible 
	Due date 

	1. Emergency Dept. Fracture Clinic (inc trauma co-ordinators, outpatient fracture
liaison nurse etc
	Older people, 65 yr and older who fall and/or fracture and attend ED/MIU are; 

· Routinely screened for future risk of falls

· Routinely assessed for osteoporosis risk

· Routinely onwardly referred for falls & bone health assessments

Implementation of ED protocols for management and treatment of hip fractures and for fallers to be rolled out across GHNHSFT and audited

Ensure coding is added, particularly for fracture patients, in GHNHSFT for fallers.

Collect and monitor all ED/MIU and fracture clinic data 

Development of 1.0 WTE Falls coordinator post for Cheltenham site.

Widen role of Falls Coordinator on GRH site to include ED/Minor Injuries Units


	Bone Health service established with regular reporting to countywide strategy group.
	M Le Mero
	

	2. Orthopaedic / NHFD data (inc orthopaedic, theatre management, PCT
Commissioner, hospital manager)
	Development of service level agreement for secondary care hip fracture management  

Regular reporting of NHFD to countywide falls group 

Increase in trauma lists across both sites and improvements in ‘time to op’.
	Database continuously updated with regular reporting to countywide group

GHNHSFT Clinical guidelines in development to ensure improved quality, equity and reduced operation waiting times for patients 


	Helen Gentles

Andy Monro


	

	3. Orthogeriatrician inpatient care, inpatient rehab, those admitted with a fall inpatient falls and bone
health (include rehab personnel)

	Define commissioning intentions for structure and staffing of falls and bone health services provided in secondary care in line with Blue Book recommendations (BOABGS).

Ensure the following are included in the Multifactorial falls risk assessment (MFFRA)

· Home assessment

· Validated home hazard assessment 

· Inquiry as part of the home assessment on how an older person deals with being on the floor after a fall

· Written agreed MDT intervention plans given to the patients

     Commissioning increased to include

involvement of Home Improvement Agencies and OT for home assessment
	
	
	

	4. Community Fragility fracture service 

	Define commissioning intentions for DXA capacity and scope options for increasing capacity

DXA reports to give clinical advice on whether to treat for osteoporosis 

Bone Health database to be consolidated and joined with Falls Coordinators database and Fragility Fracture rates other than hip fractures to be included within the JSNA

Picking up falls & fragility fractures from ED & MIU’s as well as fracture clinics

Review of service to ensure that patients are receiving lifestyle advice to include;

· Smoking cessation

· Alcohol consumption

As well as physical activity advice

Review of service to ensure that patients are receiving prescribing advice for those with a prior fragility fracture who are housebound or living in care homes


	
	
	

	5. Community Falls Service
	All professionals, when in contact with older people, will use a screening tool which identifies those who are at risk of falls or who have fallen. (CG21) 

Screening tool to also identify those who are at risk of Osteoporosis and/or who have had a prior fragility fracture. Further assessment and signposting onto the falls pathway should also be triggered by tool (CG21)

Pathway for patients who have fallen in hospital to be developed and implemented which links with secondary care pathway and community pathway

Audit of IP falls policy implementation with agreed process for action plan following results 

Regularly review overall patterns and trends for inpatient and care home falls

Calculation of 

· Overall inpatient falls rate (e.g. per admission or occupied bed day) 

· Injurious inpatient falls rate against activity

All assessment documentation for healthcare staff should incorporate questions on 

· Previous falls

· Mobility problems

· Assessment of fracture or osteoporosis risk

Ambulance trust data and response to injurious falls 

To draw up plan for comprehensive data collection, pathway development and implementation 

Define commissioning intentions for structure and staffing of falls and bone health services provided in community.

Ensure the following are included in the Multifactorial falls risk assessment (MFFRA)

· Home assessment

· Validated home hazard assessment 

· Inquiry as part of the home assessment on how an older person deals with being on the floor after a fall

Written agreed MDT intervention plans given to the patients
	CQUIN in place 2009/10

and action plan for roll out in development 


	Maria Metherall Care services


	

	6. Partnership and whole systems working

	Review of membership of County Falls Strategy Group to include wider representation and engagement from all partners such as consideration of patients within mental health services

Review local commissioning strategy for falls to include Bone Health

Register of older people that fall in care homes

Join individual elements of falls pathway to form a joint MDT/Multiagency pathway

Development and implementation of Joint training strategy which includes a wide range of partner agencies such as domiciliary care agencies, Village Agents.

Comprehensive training package should include;

· Falls awareness

· Assessment of falls risk

· Bone health

· Whole care pathway


	
	
	

	7. NHS South West Ambitions
	“95% of fractures will be operated on within 24 hours of admission by 31 March 2010”

To review trauma & orthopaedic lists to ensure access to surgery within 24hrs of admission or being fit for surgery

 “Emergency admissions as a result of falls”

Develop falls coordinator posts to include triage of patients support to Ambulance Trust staff and develop alternative care pathways 

“Patients with a fractured neck of femur will have a length of stay in the best quartile for England by 31 March 2010”

Development of ‘super spell’ data

Commissioning intentions to include agreed care plan for all patients within 2 days of admission and planned discharge date for discharge at maximum trim point length of stay.

	In Progress
	Bruce Bennetts

	



