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Focus on Falls

Why are falls an
important topic?
In July 2017, NHS Improvement
published a report entitled
The Incidence and Costs of Inpatient
Falls in Hospitals. This stated that
“falls were the most commonly
reported type of incident in acute
and community hospitals” in the
patient safety incidents reported to
the National Reporting and Learning
System (NRLS).
Nationally, around 250,000 falls were
reported in 2015/16 across acute,
community and mental health settings.
The vast majority of which occurred in
the acute sector.
Mental Health
33,962
14%
Community
8,167
3%
Acute
204,269
83%
Source: National Reporting and Learning System (2017)

Impact of falls
Falls have a number of direct and
indirect impacts on patients and
hospitals. The likelihood and scale of
these impacts will vary according to the
age of the patient and the severity of the
fall.
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According to NHS Improvement (2017),
approximately 250,000 patients had a fall
in hospital during 2016, which resulted
in:
•

Over 2,500 hip fractures

•

Increased length of stay

•

Pain, loss of independence and
anxiety

•

Distress to patients’ families and staff

•

Loss of confidence and slower
recovery, even when physical harm is
minimal.

•

Litigation against hospital trusts.
An overall costs to hospitals of £630
million.

Why is this important?
In December 2017, the Trust was
issued with a Regulation 28 Report to
Prevent Future Deaths from the Coroner
following an inquest into the death of a
patient who suffered a fall in our care,
developed pneumonia due to immobility
and sadly passed away.
It is important that we do everything in
our power to mitigate the risk of a fall.
Every potential fall we prevent at ELHT
will have a positive impact on our ability
to deliver safe, personal and effective
care.

Legal costs associated with falls

By Division

Twenty-one patient fall litigation cases
falls were closed in 2017, resulting in
total payments of almost £500,000 by
the Trust.

This table shows the breakdown of falls
and the monetary cost to the Trust, by
division.

These figures only take into account
the costs associated with litigation
(claimants, damages and defence). The
true cost of a fall is, of course, far greater
to patients, families and the Trust.
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Compared to the
national picture, ELHT
are:
Better than average for:

Using the national average as
a benchmark gives us a good
understanding of the areas we are doing
well and those which require greater
focus.

In line with the national
average for:

ELHT are better than the national
average in one area only, Continence
Care Planning, and in line with the
national average in two, vision and blood
pressure.

• Continence Care Plan - 56% of
patients who needed a continence
plan were provided with one

National Audit of
Inpatient Falls (2017)
Inpatient falls are much too common and can be life-changing for patients.
According to the Healthcare Quality Improvement Partnership (2017), they
cost the NHS and social care an estimated £630 million annually, and in
2017 approximately 250,000 patients had a fall in hospital.
Recommendations for Clinical Teams
•

Mobility/Walking Aids: Regular local audits should be undertaken to assess
whether mobility aids are within the patient’s reach, and if not then steps taken to
address this.

•

Vision - 48% of patients had a vision
assessment

•

Blood Pressure - 18% of patients
had their lying and standing blood
pressure measured.

This leaves four areas that require
significant improvement to turn them
to green.

Worse than average for:
•

Call Bell - just 73% of patients could
see and reach their call bell.

Significantly worse than
average for:
•

Mobility Aid - 47% of pateints who
needed a walking aid could reach it

•

Delirium: Ensure dementia and delirium policies are embedded. Use standardised
tools and link assessments to related clinical issues such as falls.

•

Delirium - 25% of patients were
assessed for Delirium

•

Medication Review: Work with colleagues, including pharmacy, to review the
approach to relevant documentation. Make sure the reasons for changes are
clearly recorded and communicated to the GP on hospital discharge.

•

Medication - 7% of patients had their
medications assessed to identify
drugs

•

Call Bells: Regular local checks to assess whether call bells are within the patient’s
reach and sight, and if not then steps taken to address this.

•

Continence Care Plan: For patients with lower urinary tract symptoms such as
frequency, urgency, nocturia or incontinence, consider the implication for falls risk
and reflect this in their care plan.

•

Visual Impairment: Consider using the RCP clinical practice tool to standardise
practice - www.rcplondon.ac.uk/bedsidevisioncheck

•

Lying and standing blood pressure: Consider using the RCP clinical practice tool
to standardise practice - www.rcplondon.ac.uk/bp-measurement
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Why is this important?

Focus
on
Falls
4

ELHT’s Falls
Improvement Collaborative

What improvements
did we introduce?
Patient’s tips cards
To be used on admission for all patients triggered as at risk of falls on The
Falls Risk Assessment. A conversation aid aimed at educating patients on
how they can stay safe from falls during their stay.

What Did We Do?
In 2014, the Trust launched its Quality Strategy with a
vision that providing safe care means taking action to
reduce harm to patients in our care and protecting the
most vulnerable through a harm reduction programme.

Staff A3 falls poster
Posters to be displayed in clinical areas on wards aimed at reinforcing
8 Simple Steps to Reduce Falls.

Patient falls are one of the most common patient safety
incidents reported across the NHS. Reducing patient
falls resulting in harm was identified as a specific harm
reduction area for ELHT.

Bay tagging principles
Aimed to reinforce bay nursing (where appropriate) and importance of
having nurse presence in the bay.

In July 2015, ELHT launched the Falls Collaborative using
a Quality Improvement methodology to identify and drive
areas for improvement.

Falling Leaf System
Used as a visual prompt on patient’s bed boards to remind all staff which
patients are at a risk of a fall (amber leaf) and which patients are high risk
due to a recent fall (red leaf).
Falls MDT action folder
Falls action sheets for the actions that require MDT input (doctors, nurses
and pharmacsits). These sheets are designed to make it easy to spot who
still needs certain tests, highlight results to doctors and quickly understand
if any urgent results need acting on.

Model for Improvement
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What are we trying
to accomplish?

To reduce inpatient falls by 15% by August
2016 on fiive pilot wards and reduce falls with
harm by 20%

How will we know
if a change is an
improvement?

Falls incidents rates on Datix: Number of
patients who fall, patient experience and
feedback; informal audits; percentage of staff
with falls training

What changes can we
make that will result
in improvement?

Using evidence and best pratice from other
organisations, a temporary change package
was created. Staff feedback was gathered
and incorporated into the changes that were
tested in the 5 pilot wards: C5, C10, C14,
B22 and B20.

Act

Plan

Study

Do

The Falls Prevention Faculty attended three
continuous improvemnt sessions engaging
with staff to PDSA the tests of change. These
tests of change informed the Falls Change
Pack which was launched Trust-wide in
December 2016.

Bed and chair alarms
For a select group of patients, bed and chair alarms can be rented to
reduce the risk of falls. Not appropriate for all patients, but we recognise
there are potentioal benefits for certain patients.
Call
Don’t
Fall

Call don’t fall locker sign
Need to be placed on all bed side lockers so patients who attempt to get
out of bed unaided are reminded to use their call bell.

Call
Don’t
Fall

Call don’t fall bathroom sign
Need to be placed in all bathroom/toilet areas in a visible location to prompt
patients to use their call bell.
Revised falls information leaflet
Revised patient information leaflet aimed at simply informing patients what
to expect from staff on the wards to help reduuce falls and what staff on the
ward expect from patients.
Falls
Training guide that reminds staff how to carry out falls risk assessments
and the managements of falls.
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Falls prevention essentials:
Do you know if these are in place on
your ward/department?
Falls Action Sticker

These are to be completed for all
patients at risk of a fall, change in
conditions and for every fall that takes
place. Once these are completed they
are stuck in the patient’s notes.

Red Falls Socks

These socks have good grip
and can be given to patients
who may not have suitable
footwear. All footwear
should be well fitted with a
supportive collar and
good grip.

Results to date
Results
• 19% reduction all inpatient falls (384 less falls) comparing 2016 to 2014.
• 27% reduction for falls with harm (144 less falls) comparing 2016 to 2015.
• No fractured neck of femurs Sept 2016 to Dec 2016 across Trust.
• No fall with moderate harm within the SAS division for 16 months.
• 100% reduction for falls with harm on the collaborative wards.

Falling Leaf System

Let’s Eliminate Avoidable Falls
Following the completion of the Falls Risk
Assessment, if a patient has triggered as being
‘at risk’ of a fall, the amber leaf should be
placed at the patient’s bed board in clear sight
for
everyone to see. This should remain on the
patient’s bed board for the duration of their
stay.
If a patient has had an inpatient fall on your
ward (or trasferred from another ward where
they had an inpatient fall) the red leaf should be
placed on the patient’s bed board immediately
and it should be in clear sight for everyone to
see. This should remain on the patient’s bed
board for the duration of their stay
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‘Call, don’t fall’ signs

These are to be placed on all
bedside lockers and bathroom/
toilet areas. patients are
prompted to ring their buzzer
for assistance getting out
of bed or when using the
bathroom.

• ZERO falls with harm (moderate and above) throughout the whole collaborative
period on collaborative wards.

Following these achievements, in January 2018 the Falls Prevention Faculty has
agreed a new aim: 20% reduction in inpatient falls by 2020.
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Latest Data
The Falls Change pack is now fully spread, monitord via Ward Assurance Checklists,
Nursing Assessment Performance Framework (NAPFs) and the Falls Prevention
Steering Group, who continuously review and act upon incidents relating to slips, trips
and falls.

Falls in the Community:
Falls Response Service
In January 2015, the Trust introduced a
pioneering service that treats people in
the community when they fall and has
helped prevent hospital admissions since
its introduction.

What do we need you to do?
Everyone can play a part in reducing falls:
• Is ELHT’s Falls Change Pack in place and working in your ward/department?
• How many of the interventions are in place?
• Visit the Learning Hub if you need training on ELHT’s Falls Change Pack
• Are Ward Assurance Checklists being completed on a regular basis?
• Remember the 8 Simple Steps to Prevent A Fall
• For more information, please speak to your Ward Manager, Matron or contact the
Falls Lead Nurse Adelle.Archer@elht.nhs.uk
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The East Lancashire Falls Response
Service sees occupational therapists and
paramedics work alongside each other to
give better care to people in their homes
who have fallen.
Since the service was introduced, figures
show it has prevented 76 per cent of
patients being admitted to hospital and
saving £200,000 costs for our Emergency
Department.
Once at the scene, following the
paramedic’s assessment, the OT
performs a fall assessment which looks at
how the person is managing in their home
and identifies equipment or services

the patient needs if they are to remain
at home or whether they need to be
admitted to hospital.
The service, the first of its kind in
England, has a great impact on patients
who value their independence by allowing
them to stay safely in their home without
a hospital admission.

Eight simple steps to
prevent a fall
1 Assess: Altered cognition? Possible delirium?
Address possible causes. Diagnosed with dementia?
Implement Butterfly Scheme

2 Sensory Impairment?
Ensure patient has their glasses and/or hearing aids
3 Low calcium diet? Lack of physical activity?
Risk of fracture? Carry out osteoporosis screen

4 Patient on four or more medications? on ‘high risk’
medications? Carry out medications review

5 All patients having falls multifactorial risk
assessments MUST have three lying and standing
blood pressures recorded

6 Have you checked their footwear? Are the shoes/
slippers well fitted with a supportive collar and grip?
7 Does the patient have poor mobility?
Ensure walking aid is suitable for them
8 Is there a continence issue?
Has this been addressed?

