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Purpose of this report
During the first 3 months of 2018, the Scottish Patient Safety Programme – Acute Adult
(SPSP-AA) team visited four NHS boards who were reporting an improvement in the rate of
falls and falls with harm in their acute hospitals. The purpose of these visits was to
undertake case studies to explore and understand the factors that may be influencing these
successes. The learning has been shared with other NHS boards and supported the revision
of the falls diver diagram and change package.
This report describes the findings from these case studies, including common themes and
activities that are supporting improvements in falls and falls with harm. The report sets out
common themes which are reflected and expanded in the revision of the falls driver
diagram and change package (https://ihub.scot/media/3720/201804_falls_dd_cpv10.pdf).
Background
Falls reduction is one of the top priorities for NHS boards in Scotland. Work is well
established in acute hospitals and within Health and Social Care Partnerships. Reducing
harm from falls has been part of the SPSP-AA since 2013.
Falls remain a common cause of harm to patients in acute hospitals with as many as 27,000
falls (6.7 per 1,000 occupied bed days) recorded in Scotland every year. Many factors
contribute to the risk of falls in hospital. Increased length of stay and after-effects of injury
after a fall with harm can impact negatively on patients and their families, a proportion of
whom may require ongoing care and support. Falls also contribute to increased costs for
healthcare organisations due to increased length of stay and associated care and treatment
for patients within hospital and community settings after discharge.
The SPSP-AA team has a role to support staff in boards to generate and test change ideas in
order to improve patient outcomes.

A combination of activities are used by the SPSP-AA team to support improvement activity
around falls, including:


developing and publishing improvement tools such as driver diagrams and change
packages



supporting the use of falls care bundles which were developed by an expert group of
NHS board representatives in 2013



provision of on-site and virtual support to boards to generate and test change ideas



collating and sharing improvement data to support learning about the impact of
changes, and



facilitating regular falls networking events to facilitate sharing and reflection of
successes and challenges, and development of change ideas.

Participants at a falls networking event in September 2017 reviewed the current driver
diagram and change package for falls and highlighted some areas that could be further
developed, such as:


an increased focus on individualised, person centred care planning



consideration of health conditions and needs that may impact on falls



recognition of the impact of meaningful activity on physical and cognitive
functioning, and



communication processes with community settings at discharge.

Whilst the number of falls and falls with harm remains a challenge in acute hospitals, by
December 2017 a number of NHS boards were demonstrating reduced falls and harm
following focused improvement activity. The SPSP-AA team wanted to better understand
the factors that may be contributing to this and undertook a series of case study visits to
explore this further. Alongside this was the awareness that the falls driver diagram and
change package needed to be refreshed and updated, and it was anticipated the findings
from the case studies could support this.

Method of Case Studies

A structured approach to the areas for
discussion was developed to ensure
consistency in the questions asked across
all of the visits. The template (left) from the
NHS Improvement economic analysis paper
‘Incidence and costs of inpatient falls in
hospitals’ in NHS Improvement (2017)
included the aspects the team wished to
explore with boards as potential areas of
influencing high impact improvement
activity. The headings in this template were
used to guide development of the
questions.

During the case study visits, the SPSP-AA team met with nursing and / or multi-professional
leads as well as managers and quality improvement leads within each of the four NHS
boards. The participating NHS boards described common themes across all of the high
impact areas outlined below, and these are also described in the graphic in appendix 1.
Themes and findings
Culture Change


Falls were viewed across all the participating NHS boards as a multi-professional
priority. Each of the sites experienced a catalyst for change such as a cluster of falls
with harm in a short time period, or an Older People in Acute Hospitals (OPAH)
inspection that identified challenges with key process reliability. This served to
create a sense of urgency and commitment to improvement activity which was
sustained through:
o a vision that falls were not inevitable

o an awareness that falls incidence could not be viewed in isolation of, and were
often linked to, care environment and clinical conditions or needs such as frailty,
delirium, continence issues, postural hypotension or polypharmacy
o use of data and patient stories to influence change, and encourage staff at all
levels to develop and test their own change ideas relevant to their context. An
open and questioning culture was encouraged to facilitate this, and
o an acknowledgement that documented compliance with falls bundles was not
always reflective of person centred care planning and interventions in practice.
Comments from NHS board staff:
 “We have an open forum – there is no blame.”
 “We dispelled a lot of myths and proved that falls can be prevented.”
 “There was a system wide recognition that this was a shared problem and everyone’s
responsibility.”
NHS board and ward level support


All of the NHS boards participating in the case studies described falls reduction as an
organisational priority with dedicated leadership allocated to focus on this.



Individual teams, falls groups and champions came together as part of a wider group
linked to clinical governance. This helped facilitate wider understanding, sharing of
data and learning about tests of change as part of a cyclical process. A number of the
participating NHS boards used assurance standards to engage teams in considering
new ideas for testing.



Alignment of falls improvement activity was also made with clinical networks such as
Older Peoples’ Collaboratives and Frailty networks.



Communication structures were in place to facilitate sharing and learning about falls
incidents, such as through hospital and ward safety huddles.



Connections were made with the wider multi-disciplinary teams to support care
planning and person centred goal setting.



NHS boards described re-alignment of the structure of staff activity, numbers and
visibility to reduce the opportunity for falls, for example redesign of staff breaks to
avoid medicine rounds or personal care provision.



Staff empowerment was actively encouraged, with clinical support workers playing a
pivotal role in developing and testing change ideas, or taking on roles such as
dementia champions.



A number of the NHS boards discussed their approaches to engaging patients in
meaningful activity in order to improve cognitive and physical functioning, for
example through the development of a meaningful activity club or a programme of
exercise. The participating NHS boards described these as effective in reducing
distress and improving functioning, and for some patients, effective in changing the
anticipated destination of care at discharge.

Comments from NHS board staff:
 “You can’t look at falls in isolation. It’s about looking at the safety culture in the
hospital huddle, the safety brief, the team huddles and how the ward functions.”
Engagement of frontline staff in design


All of the participating NHS boards described an approach where ward teams were
involved in developing and tailoring change ideas for testing, using a ‘pick and mix’
approach based on their own context, their own data about causes of falls, and
patient group clinical needs.



Wards had ownership of their own process and outcome data which was used to
sustain engagement in improvement activity.



All of the participating NHS boards described a significant drive to personalise
patient care planning for falls reduction, and for clinical needs and health conditions
to be considered in conjunction with this.



There was a recognition that refining and adapting the falls bundles to their own
context could enable this approach to succeed.



All of the participating NHS boards described redesigning their falls risk assessment,
care planning and post fall review documentation in order to move away from a
“tick box” approach to one where they could more intuitively use their clinical
judgement to proactively care plan for patients’ clinical and health needs. Engaging
patients and families in conversations about their health and mobility needs was a
core element in their approach.

Comments from NHS board staff:
 “Having a chief nurse who gives you permission to try something new –it makes a
massive difference.”
 “It’s about staff getting used to having these conversations with each other and with
patients, and getting used to thinking about whether the care plan is in place at the
bedside.”
Education and training


Coaching and education were prioritised in the participating NHS boards to support
staff confidence in individualising risk assessment and care planning. Exemplars of
best practice and patient stories were used to support this. Education was seen as
central to improvement activity and has focused on clinical conditions or patient
needs that may impact on falls, such as delirium, frailty, postural hypotension or
continence care and medicines issues. Coaching has been provided on engaging
patients in conversations about falls. Consultant nurses, falls champions, clinical
support workers, Quality Improvement (QI) practitioners and Excellence in Care
leads were some of the disciplines involved in education and coaching.



QI methodology was used to support team understanding of using their data to
develop and test change ideas, and to tell the story of falls reduction activity in their
wards. Ward walk rounds by nursing and AHP staff are used in the participating NHS
boards to identify environmental issues that may be associated with falls and to
engage staff in discussion about their learning and success with tests of change.
Walk rounds carried out in this way were reported as being critical to enhancing staff
engagement and the profile of falls improvement activity.

Reporting and learning from data


The participating NHS boards described using pareto analysis and measles charts to
understand board and ward data about falls incidence, causes and location. Data
was shared at hospital huddles and learning was also provided at the huddles from
post-fall review of falls with harm. Data is displayed, shared and used at ward level
to develop and test context specific change ideas.



Alongside this, considerable work has been done to educate staff about the national
definition of falls with harm and more closely align this definition with incident
reporting systems to ensure accurate reporting, recording and review of data. The
participating NHS boards described ongoing dialogue with teams about their data
which explores their improvement activities and other factors that may be impacting
on their incidence of falls.



Aligned with this, flexibility around process measure development has been
supported to reflect context specific tests of change and focus on individualised care
planning. For example, some of the participating NHS boards described measuring
evidence of individualised care planned interventions at the bedside. Care and
comfort rounds were used as a natural opportunity to identify this. This approach
which focuses on ‘in practice’ evidence is described as stimulating discussion about
how to improve care planning and reliable communication about falls risk during
safety briefings and huddles.

Comments from NHS board staff:
 “Actually learning why the person fell in the first place, and putting interventions in,
individualised and customised to that person to prevent it happening again.”
 “You should be able to glance at the patient and see visually that things are in place.”
Summary
The SPSP-AA team are grateful to the four NHS boards who agreed to participate in the case
studies and share their learning and successes from their improvement journey. Key success
factors in falls reduction for the case study boards include:


identifying a catalyst for change in perceptions and practice about falls to support
improvement activity



open and inclusive leadership approach which engages teams, celebrates success
and makes connections with relevant people or activities, such as frailty networks
and meaningful activities to improve cognitive and physical functioning



understanding and use of context specific data to drive improvement



“pick and mix” approach to developing change ideas and process measures, and



adaptation of falls bundles and care planning, with associated education, to
encourage an individualised approach which addresses patients health and wellbeing
needs such as delirium prevention, blood pressure, mobility, continence care and
medicines.

The themes and new learning emerging from the case studies have contributed to the
revision and refresh of the falls driver diagram and change package. It is anticipated that the
SPSP-AA team will support NHS boards who wish to test the change package in practice and
that we will review progress with testing, and the 2013 falls bundles, at the beginning of
2019 with NHS boards and the falls expert reference group.

Recommendations
Following the case study visits the following recommendations were made for the SPSP-AA:


share the findings with all 15 territorial NHS boards



revise the existing falls driver diagram and change package to reflect the breadth of
these findings and offer support to NHS boards for testing of this



revise the conditions for successful improvement driver diagram and change package
to reflect key learning points



invite the participating NHS boards to present on their improvement journey at the
next SPSP Falls networking event



develop and publish a data story which describes in more detail the work of one of
the participating NHS boards as part of SPSP10



explore opportunities for joining up communication about falls reduction work in
hospitals with wider Health and Social Care Partnerships, and



review existing bundles with expert reference group in light of this learning.

Appendix 1: Key themes from case studies

