
#spspFalls
#spspDetPat
#spsp247

SPSP Acute Adult Collaborative 
Celebration Event
‘A Collaborative Journey: Celebrating Learning Together’

Tuesday 26 March 2024
Golden Jubilee Conference Hotel & online



Welcome

Eddie Docherty
Executive Director of Nursing, 
Midwifery and AHPs, NHS Lanarkshire



Housekeeping

• Wi-Fi name: GJCH Public Wifi

• Organising team – yellow lanyards

• If you hear a fire alarm, please proceed to the nearest exit

• During the meeting, please set mobiles to silent

• Recording & photography 



Aims

• Celebrate the achievements of the collaborative teams

• Plan for life beyond the collaborative: how to sustain and 

build on falls and deteriorating patient improvement work

• Connect with colleagues across Scotland to share learning



Morning agenda…

Time Topic Lead

10.00 Chair’s welcome Eddie Docherty, Executive Nurse Director, NHS 

Lanarkshire

10:15 SPSP Acute Adult – Celebrating and sharing progress Joanne Matthews, Associate Director of 

Improvement and Safety, HIS

Claire Mavin, Perinatal, Paediatric and Acute 

Care Portfolio Lead, HIS

10:40 Falls introduction Dr Lara Mitchell, National Clinical Lead Frailty 

(Acute), HIS

10:50 Falls plenary: So you made it, now what?

Q&A

Professor Brian Dolan OBE, Director of Health 

Service 360, Honorary President of AGILE

11:20 Introduction of first breakout session Eddie Docherty

11:25 Break and move to breakouts



…morning agenda

11:35

• Breakout session on Falls (hybrid): Building on the 

momentum: the next step forward

Jackie Bartlett and Stephanie Frearson, NHS 

Ayrshire & Arran

Prof Brian Dolan OBE, Prof Dawn Skelton,   

Dr Lara Mitchell

• Breakout session on Deteriorating Patient (hybrid): 

Find your game changers

Dr Gregor McNeill, Lesley Morrow, Emma 

Hearn, Gillian McAuley, NHS Lothian

Dr Lynsey Fielden

• Breakout session on Wellbeing: Prioritising wellbeing: 

self-care and supporting teams

Dr Christopher Healey, Airedale NHS 

Foundation Trust 

Scott Hamilton, Healthcare Improvement 

Scotland

• Breakout session on Quality Improvement: Scale up 

and spread

Hazel Devlin and Emily Waite, NHS Education 

for Scotland

12:35

Lunch (50 mins)



Welcome virtual audience

• WebEx audience

• Chat box to participate in Q&A’s



Our reach today

• Clinical Staff
• Nurses
• AHP’s
• Doctors

• QI colleagues
• Nursing and AHP Students
• Scottish Government
• Care Inspectorate
• International 



Online delegate bag

• Agenda

• Speakers' information

• Storyboards

• Evaluation links

• Resources

After today:

• Video links

• Presentations



Social media

Acute Care Team

@SPSP_AcuteAdult

#SPSP247



Celebrating and Sharing Success

Joanne Matthews

Associate Director Improvement and Safety

Healthcare Improvement Scotland



Scottish Patient Safety Programme  

SPSP aims to improve 
the safety and reliability 
of care and reduce harm

Core Themes

Essentials of Safe Care

SPSP Programme improvement focus
Maternity ,Neonatal, Paediatric Acute Care, 
Primary Care, Medicines and Mental Health

SPSP Learning System 



Essentials of Safe Care (EoSC)

To enable the 
delivery of safe 
care for every 
person within 
every system 

every time 

Aim

Person centred systems and 
behaviours are embedded 

and support safety for 
everyone

Safe communications within 
and between teams

Safe consistent clinical and 
care processes across health 

and social care settings 

Leadership to promote a 
culture of safety at all levels

Primary Drivers

Inclusion and involvement

Workforce capacity and capability

Skills : appropriate language, format and content

Critical Situations : management of communication 
in different situations

Practice : use of standardised tools for communication

Reliable implementation of Standard Infection Prevention 
and Control Precautions (SICPS)

Safe Staffing 

Psychological safety

Staff wellbeing  

System for learning

Structures & processes that enable safe, person centred care

Secondary Drivers



In the beginning…Sep 2021

To learn together to improve the safety and reliability of care and 
reduce harm



Creating Change - You have created 
a big opportunity



Key enablers

Focus and Metrics Co-designed

Application of method Tailored support Visible leadership

Learning System



Claire Mavin

Perinatal, Paediatric and Acute Care 
Portfolio Lead

Healthcare Improvement Scotland

SPSP Acute Adult Collaborative



Collaborative – creating change

Improving recognition and structured 
response for deteriorating patients

Reducing falls and falls with harm



Impact

Reduction in falls rate in 8 hospitals

Reduction in cardiac arrest rate in 3 hospitals

Shifting Culture

Understanding Systems



What has helped?

Opportunities to network 
across NHS Scotland, access 
to evidence-based change 
ideas and attendance at 
national learning events 
have been engaging and 

energising

Readiness for change - 
work is helping us 

understand how to 
support teams to 

become self-sustaining 



Thank you

Teams

ERG

People with 
lived 

experience

Data 
support



Spread…

NES have described the necessary steps for quality improvement work



Describe your improvement 
journey in one word

ⓘ Start presenting to display the poll results on this slide.



SPSP Acute Adult Collaborative

End of 
Collab 
event

Steering Group

Data & assessment

Improvement 
networks

Webinars

DP        

Evaluation finalisation
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Next steps

EvaluationDelivery Design



Evaluation components

Collaborative data collection and analysis

January May March AprilFebruary June 

Social Network Analysis

Economic analysis

Drafting the final 
report

July August 

Publish 
Evaluation



Social Network Analysis



What are you most interested 
to learn from the evaluation?

ⓘ Start presenting to display the poll results on this slide.



Scottish Government address

Jenni Minto MSP
Minister for Public Health 
and Women’s Health







Dr Lara Mitchell
National Clinical Lead Frailty (Acute),
Healthcare Improvement Scotland

SPSP Acute Adult Falls



Age UK study

17,000 older people in Sept 2023

Age UK 2023



The context – community falls
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Publichealthscotland.scot 2023

https://publichealthscotland.scot/publications/unintentional-injuries/unintentional-injuries-hospital-admissions-year-ending-31-march-2023-and-deaths-year-ending-31-december-2022/


And there’s more…

Trends in Deaths From Falls Among Adults Aged 65 Years or Older in the US, 
1999-2020

Trends in Deaths From Falls Among Adults Aged 65 Years or Older in the US, 1999-2020 | Geriatrics | JAMA | JAMA Network

https://jamanetwork.com/journals/jama/fullarticle/2804614?guestAccessKey=a271b5b1-778f-4455-8f0b-a5f6f99ae998


The National picture…



“A great accomplishment 
shouldn’t be the end of the 
road just a starting point for 
the next leap forward”

Harvey Mackay



Board-level reduction

NHS Lothian

NHS Greater 
Glasgow and 

Clyde

>50% of 
Scotland’s 
population

NHS Borders

NHS 
Lanarkshire

NHS 
Ayrshire 

and Arran



Board-level reduction



What are the factors for success?



Do these themes resonate with you?

ⓘ Start presenting to display the poll results on this slide.



What would you add to that list?

ⓘ Start presenting to display the poll results on this slide.



What’s been happening?



Reflections…

What is the key piece of advice you’d like to tell your 
former self at the beginning of your improvement 

journey?



"Goals are for people who 
care about winning once. 
Systems are for people 
who care about winning 
repeatedly." 

James Clear



Professor Brian Dolan

Professor Brian Dolan OBE
Director of Health Service 360, 
Honorary President of AGILE



Prof Brian Dolan OBE

So, you made it. 

Now what?!

@BrianwDolan

FFNMRCSI, FRSA, MSc(Oxon), MSc(Nurs), RMN, RN

Director, Health Service 360 (UK)

Professor, Coventry University

Honorary Professor of Leadership in Healthcare, University of Salford

Honorary President AGILE: Network of Chartered Physiotherapists working with older people

Honorary Adjunct Professor of Innovation in Healthcare, Bond University, SE Queensland



BMJ - 1947



BMJ - 1947



JAMA – 1899 and 1944



Florence Nightingale – 1870s



'Is the patient safe for admission?’…

…may sometimes be a better question than 
‘Is the patient safe for discharge?’ 



Falls are often thought to 
be a problem of mobility

They’re actually a problem 
of immobility

HT @HealthPhysio





The Shadow of K2



There is no ‘no risk’ or ‘safe’
There is ‘lower risk’ or ‘safer’

Dr Ben Owens



The Golden Circle 
– Simon Sinek



Why Builds Engagement 

and Cooperation





Big changes –

cultural shifts – all 

start somewhere
Usually by one person, and 

then the next, making a stand 

and creating a small change 

to something they have 

influence over.



Rosa Parks

A life long activist for 
black and particularly 
black women’s rights



If Dr Martin Luther King 

was a manager

Building A Social Movement

I have a 

project plan



This works! 

Hearts as well as minds

Building A Social Movement

I have a dream



● We under communicate by x 10 
● Questions do not mean resistance
● Never underestimate the power of 

permission giving

It  Takes Time



1. Patient’s time is the most important currency

2. 48% of people over 85 will die within a year of 

a hospital admission (Clark et al 2014)

3. If you had 1,000 days to live, how many of 

them would you choose to spend in hospital?

Need a compelling story?

Here’s 
3



Sharing 

message 

with 

patients







Having 

Fun





Playlist
Playlist





#EndPJparalysis meets Bohemian Rhapsody 







Followers Need Clarity

Purpose ResponsibilityPlan



“You can’t fatten a 
cow by weighing it ”

Palistinian Proverb



Improvement is NOT  just 

about measurement…

…but you can’t improve something 

without measuring it!





Focus on what you 
can control

Explore what’s 

possible



Culture change combines hearts, heads and hands 

– in that order!

Hearts

We connect with 
stories – it’s the why

Hands

‘OK, I want to be part 
of this’ – the who

Heads
Strategy is context 

and plans – the what 
and how



Culture doesn’t change because we want it to – it 

changes when behaviour and every day realities 

change



NASA 2022

‘‘Hope is the conviction that despair will 

never have the last word’
Cory Booker



02

03 04

01

Hopeful Thinking:

I have the power to make it so

None of them is free of obstaclesThere are many paths to my goals

The future will be better than the present



People belong when they feel:
1.  Seen & Heard

2.  Connected

3.  Supported

4.  Proud



We are, as a species, addicted to 
story. Even when the body goes 
to sleep, the mind stays up all 

night, telling itself stories.

- Jonathan Gottschall,
The Storytelling Animal



We Connect Through Story



Deconstructing Stories

What Stories Do 
I Regularly Tell? 

Does It 
Serve Me?Is It True?



What stories do 

you need to tell?









Perception 

becomes 

reality



Why care will always 

be more important than 

cure

Valuing patients’ time 



Brian Dolan OBE

Thank You

brian@dolanholt.co.uk
    @BrianwDolan

www.healthservice360.co.uk
Endpjparalysis.org/join

http://www.healthservice360.co.uk/
http://endpjparalysis.org/join


Q&A



Breakout session round 1

Sessions begin at 11:35

• Falls: ‘Building on the momentum: the next step forward’ (main plenary 
room Arcoona and Webex for online attendees)

• Deteriorating Patient: ‘Finding your game changers’ (Inspiration Suite and
MS Teams for online attendees)

• Wellbeing: ‘Avoiding burnout and supporting wellbeing’ (Creation Room)

• QI: ‘Scale and spread’ (Innovation Centre)



#spspFalls
#spsp247

SPSP Acute Adult Collaborative Celebration 
Event 2024

Falls Breakout Session 



Dr Lara Mitchell
National Clinical Lead Frailty (Acute),
Healthcare Improvement Scotland

Welcome



Breakout agenda
Time Topic Lead

11:35 Welcome Dr Lara Mitchell, National Clinical Lead Frailty 
(Acute), Healthcare Improvement Scotland

11:40 Spotlight on NHS Ayrshire & Arran: Falls 

Improvement – A game of two halves

Jackie Bartlett, Falls Coordinator, NHS Ayrshire 
& Arran

Stephanie Frearson, Quality Improvement Lead 
Acute, NHS Ayrshire & Arran

11:55 Q&A Dr Lara Mitchell

12:05 Panel discussion Professor Brian Dolan, Director of Health 
Service 360, Honorary President of AGILE

Professor Dawn Skelton, Professor in Ageing 
and Health, Physiotherapy and Paramedicine, 
Glasgow Caledonian University

12:30 Next steps All

12:35 Lunch



Aims

• Hear from NHS Ayrshire & Arran about their Falls improvement 
work as part of the Collaborative

• Discussion with our expert panel on the future of safer mobility, 
and sharing insight and learning from Falls improvement work 
around the world 

• Discuss your next steps for sustaining and scaling



Spotlight on NHS Ayrshire & Arran

Jackie Bartlett
Falls Coordinator

NHS Ayrshire and Arran

Stephanie Frearson
QI Lead, Acute,

NHS Ayrshire and Arran



Stephanie Frearson 
 QI Lead Acute Services

Falls/QI in Action

Jackie Bartlett 
 Falls Coordinator

When 2 Worlds Collide – It all ‘Falls’ into Place



NHS Ayrshire and Arran QI Journey
2008-2023

Back to 
Basics    
(2010)

AAIFs    
(2020)

SPSP falls/DP 
Collaborative  

(2021)

NHSAA PU 
Collaborative    

(2021)

SPSP    
(2008)

PU Iniative 
(2011)

Mental 
Health 

Programme    
(2013)

ISF
    (2013)

Falls/QI Post 
(2021)

Excellence 
in Care Lead 

Nurse  
(2018)

PU 
Improvement 

NursePost 
(2022)

Frailty 
Programme    

(2013)

Excellence in 
Care  Chief 

Nurse (2021)

SPSP falls MH 
Collaborative  

(2022)



Our why?
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Our Vision

QI Support

Slightly Different
Falls Coordinator Role

‘Our vision is to provide a consistent and 

collaborative approach to falls prevention and 

management to improve patient experience and 

outcomes.’



Implementation and measurement

Led by data
Use data for improvement

Collaboration

Agreed Improvement plan



The Role of the Falls Coordinator 
in NHSAA



Focus on falls

April 2021: Falls 
Coordinator commenced 

role within QI team

Top 10 priorities and 
mapping falls driver and 

change ideas 

SPSP Falls Driver diagram 
Launched Sep 2021 



Top 10 priorities

➢Scoping 

➢Data 

➢Hotspot areas and themes

➢Post fall management and 
harm review process

➢Referral process 

➢Documentation 

➢Equipment 

➢Education

➢Communication (leaflets, 
posters, improvement 
boards)

➢Map new SPSP Driver 
diagram

 



Person centred care

“Provide falls information to patient and family”

• Update Patient leaflet: Reducing the risk of falls in hospital 

• Test leaflet content with staff, patients and family 

• Encourage honest conversations with patients and families 

• Involving family in care 

• Falls champions input 

• Staff training  and compliance

• Approved and roll out planned 



Organisational Safety Culture

“Post falls- staff debrief” 

• Falls have an impact on our staff and the organisation

• Staff stories 

• Staff survey 

• Staff care and risk management  

• Develop a post fall debrief tool and pathway of support 

“was it 
my 

fault?” 

“I was so 
worried I 
went off 

sick”



Resources
 

Version 1    January 2022 

     Risk of falls/mobilising without required assistance/walking aids  

     Stress and distressed behaviours  

     Monitoring potential requirements for higher level supervision 

     Monitoring during higher level of supervision 

     Step down or removal of higher level of supervision  

Behaviour Monitoring Chart:  

(Please tick relevant box to right) 

Week commencing:  ________________ 

 

How to complete:  Enter relevant codes at the time the behaviour is observed, see example and codes listed below in Grey. This is an aid to monitoring patterns 

and frequency of behaviours and as an aid to the level of supervision required to ensure patient’s safety. Update 2 hourly day and night or when behaviour changes 

and give each behaviour a separate number code. 

Date 08.00☼ 10.00☼ 12.00☼ 14.00☼ 16.00☼ 18.00☼ 20.00 22.00 00.00 02.00 04.00 06.00 

Example: 2 4 1 + 2 3 2 3 + 4 7 1 + 3 6 1 + 2 1 + 2 1 + 2 

             

             

             

             

             

             

             

 

1. Settled      2.Sleeping      3.Leaving the chair without assistance     4. Leaving the bed without assistance.    5.  Unsafe walking     6.Cohort supervision in place   

7.Constant (1-1) supervision in place     8. Inpatient fall     9. ________________   10. _________________   11. ________________   12.  _________________ 

 

A guide to stepping down or removal of higher level supervision (if applicable): Refer to NHS Ayrshire & Arran Higher Level Supervision Guideline.  Look for 

patterns of settled behaviour and following discussion with the MDT Constant /Cohort can be withdrawn at these times.  Ensure that the patient is in the best 

available room for observation, the nurse call bell and belongings are close to hand and prescribe a high frequency of care and comfort rounding which is reflective 

of need. Consider if supervision is required in the bathroom and discuss the plan, interventions and rationale at ward handovers/huddle/on safety brief and with the 

patient and their family/NOK. This chart should only be discontinued when there is evidence of settled behaviour and is agreed by the nurse in charge/MDT. Record 

risk taking, contributing factors and safety interventions in place within the nursing records.  

If a situation is unmanageable or unsafe, escalate to Line Manager/ Page Holder  

Name: 

Address: 

……………………………………………. 

……………………………………………. 

CHI Number: ………………………. 
Affix patient data label 



When 2 Worlds Collide– it all
‘Falls’ into Place

0

1

2

3

4

5

6

7

8

O
ct

 2
0

N
o

v 
2

0

D
ec

 2
0

Ja
n

 2
1

Fe
b

 2
1

M
ar

 2
1

A
p

r 
2

1

M
ay

 2
1

Ju
n

 2
1

Ju
l 2

1

A
u

g 
2

1

Se
p

 2
1

O
ct

 2
1

N
o

v 
2

1

D
ec

 2
1

Ja
n

 2
2

Fe
b

 2
2

M
ar

 2
2

A
p

r 
2

2

M
ay

 2
2

Ju
n

 2
2

Ju
l 2

2

A
u

g 
2

2

Se
p

 2
2

O
ct

 2
2

N
o

v 
2

2

D
ec

 2
2

Ja
n

 2
3

Fe
b

 2
3

M
ar

 2
3

A
p

r 
2

3

M
ay

 2
3

Ju
n

 2
3

Ju
l 2

3

A
u

g 
2

3

Se
p

 2
3

O
ct

 2
3

N
o

v 
2

3

D
ec

 2
3

Ja
n

 2
4

R
at

e
 p

e
r 

1
,0

0
0

 O
B

D

Inpatient Falls per 1,000 OBD

Rate per 1,000 OBD Median Extended Median Shift Trend On Median

NHS Ayrshire & Arran

University Hospital Crosshouse 

Falls Coordinator

SPSP Collaborative
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Successes and Challenges

CHALLENGES

AND

PROBLEMS

Are the fuel of success

Challenges

➢  Engagement difficult at times

➢  Drawn in few different 

direction

➢Victim of our own success! 

Successes 

➢  QI/FC approach works well

➢  Sustained Improvement         

(site/board data) 

➢  Shared Learning:

         European

         Nationally



Key learning points

• Executive sponsorship/support

• Alignment with Operational Management structure

• Alliance with National Improvement Programmes 
(SPSP, EiC)

• Collaborative Approach

Recognition of Prior Learning



NHS Ayrshire and Arran QI Journey
2021 - 2024

SPSP falls/DP 
Collaborative  

(2021)

Falls/QI 
Post (2021)

Identified 
10 Falls 

priorities 
(2021)

Helen 
joined us
 (2022)

Focus on 
4/5 Harms 

AERG 
(2021)

Falls 
monthly 
hot spot 

SBAR
(2021)

Lying/standing 
BP (2022)

Post Falls 
De-brief
 (2023)

Falls Sticker 
(2024)

Behaviour 
chart (2021)

ED Risk 
Assessment

 (2023)

PC/Info 
leaflets 

(2022/23)

Falls 
Champions 
(2022/23)

Pt referrals
(2022)

HLS (2024)

Bed rail 
assessment 

(2024)

Sustained 
reduction 
falls rate 
(2024)



Thank you



Get in touch

stephanie.frearson@aapct.scot.nhs.uk

jacqueline.bartlett2@aapct.scot.nhs.uk 

his.acutecare@nhs.scot 



Q&A



Panel

Professor Brian Dolan
Director of Health Service 360, 
Honorary President of AGILE

 

Professor Dawn Skelton 
Professor in Ageing and Health,
Glasgow Caledonian University



‘I like, I wish, I wonder…’



Lunch

Please return back here at 1.25pm!
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