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When 2 Worlds Collide
— it all ‘Falls’ into Place
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Our Why?

Falls Rate per 1000 OBD - UHC
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It's Time For A
~ Change

Falls Rate per 1000 OBD
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No change in rate/median for several years
No dedicated support for Fall Improvement

No clear vision/plan
Will to try something different

Falls Rate per 1000 OBD - UHA
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Slightly Different
Falls Coordinator Role

» Sit within the Ql team
» Dedicated support to ‘red’ areas

» Use of data for improvement #li %ehw/e/
* Improve processes (falls review/AERG) m“lhanﬁe

the Automobile in 20th-Century France

Implement

and Embead X v
EAMON O COFAIGH

‘Our vision is to provide a consistent and collaborative
Q! Support approach to falls prevention and management to improve
patient experience and outcomes.’



Plan and Test

Understanding
Systems

> Recruitment

Creating
Conditions

> Scoping current practice

> Work plan (FC)

‘\,r- itheare 2
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Scottish Patient Safety Programme: Essentials of Safe Care — Prioritisation Matrix

ioritisation tool will hetg you identify the ‘change ideas’ in the Essentials of Safe Care (E0SC) that will strengthen your existing

anifor highlght gaps that you nee to address

Primary Driver/Aim: |

Change idea:

Please apply oppropriote rotings to the allowing indicators:

Supports Promoles. Achieves

Aim

Primary Drivers

Using a collaborative approach to reducing incidence of Eall:

with Acute Hospital setting

Secondary Drivers.

p = —
Ayrshire
& Arran

Within  NHS  Ayrshirs
and Arran we plan to
use = coliaborative
=pproach by integrating
Fzlls and QI expertise to
reduce the incidence of
Falls by 20% in
idertified  ‘high  risk’
[red) areas in  both
zcute hospital semings
by Dec2022

of success

Focus on

Improvas

Ciinical Outcomes

\dentification of risk
Risk Assassment

Post Falls review (MDT)
Training Education

Focus on

Using quality improvement

Reduce no of Falls
Reduce no of Falls with
Harm

Increase days between
Falls/FWH in hospitals

Increase compliznce
with initial/repest risk

aata to identify and drive
imprevement

[} methodology and loczl -

Agres local Improvement plan
‘Communicate process and outcome measures
1o clinical Staff and management teams
Ongoing sducation and training for staff o
=nsure staff knewledge and understanding of

Change ldeas for Testing

Develop a shared vision to raduce
Falls.

Develop a clear local aim for reducing
Falls.

Revisit use of safety briefs/SBAR

Handevers or capruring risk

Falls Training/Champicns

Devslop learning need analysis toal

Fromota formal and informal learning
opportunities to educats staff about
@

a and data far i

Focus on

Improving our Infrastructure
and culture

Increase staff
understanding of QI
msthadology.

Clinical teams sre supported by FC and QI team
to reducs the incidence of Falls.

l=arning from falls reviews is used T2 inform
impravement plans

Mamed sxecutive sponsarship and clinical
Ieadership to review outcomes and support
improvemant work.

Clear collsboration and integration with ather
i 2.8 EiC

Uss language that everyons can
rstand

Develop role of FC within QI team
Dedicated nai i support
Devalop shared learning platform to

inform improvement plans
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Led by data
i Use data for improvement

[T ——

Ql Team Alignment NHS
to CNMs o

i % The Aim
: + Improve understanding/ownership of Data
° + Encourage use of Bl platform

+ More Collaborative working relationship

Fall it Har Rate e 1000 C80-UHC

The Ask
; + | hour per month (SCN/CNM)
LT Y e T + Agree day/time that suits

+ If SCN unavailable - appoint deputy

P —— The Outcome

: /\ + Provide assurance around falls/PUlother harms
i o AL \/\’_ + Ability to use data for improvement
L\N + Support your 1:1's with CNM

— Collaborative working



Implement and Embed

Collaborative Approach - Ql/Falls 6 Use of Ql tools/methodology Improved and meaningful changes
Coordinator Data to monitor falls count/themes ﬁ in clinical practice

NS,
Testing a new Postural
(Orﬂ‘mw;)::muh;l(ml
Standing B Pressure) chart, -
guidance and patient leafiet NHE SPSP Collaborative NHS
— Ayriire
- Arva

Falls

Chiampiomn
- Behaviour chaJ

= PT info leaflet
= Staff de-brief

\

n a aus ot
Behaviour chart O Stress
(Preane ek o for Nigher eve) supsrviion T —
o waner i NHS NHS
R — f’ Falls: Organisational safety culture = 5’! Falls : Person centred care 7~
Mo e it e 1 oo s, e e coen e i 1 1, sl pasars Z e =7 e
Ana Fauandy o behaviours nd 18 an 81 Upie 3 aur 324 and HGht o when beaow) Shanges
1 g aach bahaviour a aeparate numbe code, . o g . ; i o
[Date 08005 0005 [Tz 005 14005 16005 | 18005 [ 2000 & [0 (L [0000a 0200 & 04 00 L [05.00 ] “Post falls- staff debrief” Provide falls information to patient and famil
L = = ! e =2 L R » Falls have an impact on our staff and the organisation * Communication is key
* Staff stories * Update Patient leaflet: Reducing the risk of falls in hospital
* Staff survey * Test leaflet content with staff, patients and family

Staff care and risk management Encourage honest conversations with patients and families

Focus group Involving family in care

Develop a post fall debrief tool and pathway of support Falls champions input

1.5etied 2 Sleeping 3 Leaving the chair without assistance . Leaving the bed without assistance. 5. Unsafe walking 6 Cohor supervision in place

7.Constant (1-1) supervision in place 8, Inpatient fall 9, 10. " 12 + Staff training and compliance

‘Aquide to stepping down or removal of highes tevel supervision i applicabisy: Refor (o HHS Ayrshire & Arian Higher Level Supervision Guidsiine. Lot for ppryre—
patierns of selled behaviour and following discussion wilh the DT Constant /Cohorl can be wilhdrawn ai these times. Ensure tha the paient s in the best { At

availa observation, the nurse cail el and Tnand and proscrine a high froc ‘and comiort roundi T " Commnkiatin 3
ofneed. Considet I n e bainvaom 4nd pian, arveniians and " il the =l Lt Talk bt Pl unicaton and the Patient
patient and i behaviour i i agreed by the nurse in charge/MOT Racord . y information leaflet

ik 8king, conlrbuting factors and safely infervenlions in place wilhin {he nursing records. - e The impactofa fall
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Falls Rate per 1000 OBD - UHC
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Falls Rate per 1000 OBD
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Falls Rate per 1000 OBD - Acute Cross Site Data

Falls Hospital Co-ordinator

employed (May 2021)

Full capacity protocol
implemented. Additional
beds not added to PMS
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Our NHSAA Learning System

Supporting our Local Network

Daily/Weekly huddles
Dedicated Ql support to

COLLABORATION

wards

Sharing Data

Monthly data surveillance meetings(Ql team/FC)
Monthly QI/CNM/SCN meetings
Monthly AND meetings

...............................

ot s

...................................
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Sharing Evidence/Success
@ 0 @ @ @ @ Chief nurse meetings -

,,,,,,,, Case studies/reflective summaries




Much more than just a falls Co-ordinator!

Developed:

To enable the

delivery of Safe Leadership to 5 ¢ .. . .
Care for every promote a X Leadership in Falls prevention and reduction
person within lture of saf .

e i - underpinned by QI methodology

every time

{ Vi . .
e Falls ‘dashboard’ — captures information
A system for gents — tracks improvement
learning at Measurement system that enables
service level is in learning

— application of Ql tools

place Processes in place that support the

appropriate use of evidence

Falls education programme
S Improved process around:

To enable the
delivery of Safe

clinical and care .
r'—O'—l'
E’z;?:\ﬁ:ﬁr: processes across @)T:oj ¢ Reportl ngl
health and .
t
323 ;ﬁ;m social care settings ¢ Staff Wel I bel ng

e Communication
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When 2 Worlds Collaborate - it all 'Falls' into place. —— —
An Innovative Approach to Falls Management in Hospital i

Messages for others

Falls Rate per 1000 OFD.- UHA

Sneaky Peek! NHS,

Ayrshire

Pressure Uker Rate per 1000 OBD - Acute Cross Site Data &Arran

‘Got To Get This Pressure Off’
NHS Ayrshire and Arran
Pressure Ulcer Collaborative

Proposed Collaborative plan

Effects of changes

% Collaborative Timeline (Draft)
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Thank you

J<AN]

Any Questions?

9 Jen.pennycook2 @aapct.scot.nhs.uk
Stephanie.Frearson@aapct.scot.nhs.uk
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