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What is the improvement? 

NHS Tayside have demonstrated a 

sustained improvement in falls, with a 

45% reduction from baseline. There has 

also been an improvement in falls with 

harm. The prompt for improvement 

activity was facilitated by the board’s 

promotion of an overarching message 

that falls and falls with harm are not 

inevitable. 

What has made the difference?  

The board have a multidisciplinary 

commitment to falls reduction 

coordinated through a Strategic Fall group  

and supported by local improvement 

groups (Ninewells Hospital Medicine 

Directorate including medicine for the 

elderly) and Perth & Kinross (HSCP and 

Perth Royal Infirmary).  Their key success 

factors can be broadly summarised under 

the headings below: 

 

1. Culture Change 

• Multidisciplinary commitment from 

nurses, QI leads, allied health 

professionals, falls champions, medical 

staff and clinical support workers is 

recognised as crucial to reducing falls 

incidence and improving patient 

outcomes.  

Teams are empowered and supported to 

test their own change ideas based on their 

local data, service user needs and ward 

environment. The falls groups facilitate a 

continuous cycle of testing, learning, 

feedback and sharing of the evidence that 

supports falls reduction. 

• Involvement of volunteers in elderly 

medicine wards with a focus on 

supporting safe mobility and falls 

reduction. 

• A practice development school which 

several cohorts of staff have now been 

through. This supports principles of 

collaboration, inclusion, participation and 

person centred cultures.  

2. Board and Ward Level Support 

• Strategic falls groups provide leadership 

support, review data and empower 

multidisciplinary teams using an approach 

that flattens hierarchy. 

• Realignment of staffing levels, activity, 

and visibility within wards to reduce falls 

incidence. 

3. Engagement of Front Line Staff in 

Design  

• Staff are encouraged to use a “pick and 

mix” approach to identify change ideas 

that would be suitable for their local 

context. Teams are able to develop their 

own process measures based on their 

local context. 
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• Wards have tested and led changes to 

documentation and practice. Changes 

include: 

 Focus on prevention of 

deconditioning through promoting 

exercise and mobility, for example, 

during care and comfort rounds and 

by improving understanding of 

patients’ activity level and mobility 

prior to admission via discussion with 

social work as part of multidisciplinary 

meetings. Medicine for elderly wards 

report that this focus has changed the 

destination of care after discharge for 

some service users, reduced length of 

stay and affected the need for 

packages of care.  

 Care plan (handwritten, 

individualised) has several triggers for 

interventions. A care template with 

prompts staff to use their clinical 

judgment to guide best practice was 

produced to support individualised 

care planning. 

 Bed rail decision making tool and 

associated information leaflet for 

patients and families. 

 Sticker for patient notes if a fall 

occurs, with prompts to review, 

update care plan and inform family. 

 MDT safety huddles daily where 

service users with mobility needs are 

highlighted with more information 

provided at handover where care plan 

will be discussed. 

 

 

4. Education and Training 

• The board promote an overarching 

message that falls and falls with harm are 

not inevitable. 

• Significant and extensive focus on 

education and coaching, improvement 

and use of QI methods (QI and Excellence 

in Care Leads have improvement, 

coaching and subject matter expertise 

around falls). 

• Education on care planning using 

monitoring tool and care template, then 

combining this with process measures 

that focus on identifying if care plan 

interventions are evident in practice – 

measuring practice not just 

documentation and enhancing 

individualised care planning. 

• Real time coaching of staff members by 

Practice Development and QI team using 

patient notes to identify and articulate 

appropriate interventions to reduce falls. 

• Guidance and education on appropriate 

completion of the incidence reporting 

system, particularly regarding falls with 

harm, and ensuring reporting is aligned 

with the definition of a fall with harm. 

• Clinical support workers involved in 

education of staff for example after 

identifying causes of falls, using a patient 

story. 

• Quarterly education sessions which all 

hospital staff can access which challenges 

thinking that falls are inevitable. Sessions 

focus on drug therapies and risk of falls, 

impact of falls on peoples’ lives, scenarios 

& interventions, learning from data, post 

fall care. 
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• Learn-pro module and falls resource 

manual which includes guidance on how 

to involve families, what to do if unable to 

take falls history, for example in service 

users presenting with dementia. 

• Education with new falls champions. 

5. Reporting and Learning from Data 

• Flexible approach to process measure 

data collection and monitoring which is 

guided by ward context and tests of 

change, and measures practice in addition 

to compliance with documentation  

• Intensive education is provided to teams 

to support accurate recording of falls and 

falls with harm on the incidence reporting 

system, by reinforcing the definition of 

falls with harm.   

• Teams meet to discuss their data and 

explore the activities they are undertaking 

and other factors that that may be 

impacting on their falls incidence. This 

helps engage teams in the story and 

patient experience behind the data. 

• Data is subject to further review by QI 

leads to further ensure accuracy of 

recording. 

• Time of day data on falls incidence has 

influenced the coordination of the shifts 

of falls volunteers in some wards. 

Area for Further Development 

A post fall review checklist has been 

developed. Further work is planned to test 

this widely and consistently, involving 

allied health professionals, service users 

and medical staff in its use. 

Conclusion 

NHS Tayside’s sustained improvement in 

falls and in falls with harm rate 

demonstrates their commitment to the 

use of quality improvement methodology, 

education and coaching, which is tailored 

to local context and individual service user 

needs. 

A culture of staff empowerment, engaging 

teams through a combination of both 

subject matter and QI expertise, actively 

promoting the message that falls with 

harm are not inevitable, organisational 

flexibility about process measure 

recording and alignment of falls reduction 

activity with promotion of mobility are all 

critical to the improvement work to date. 
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