
Method 
A Pareto chart was used initially to identify wards with the highest 

number of falls with serious harm, and run charts to determine baseline 

for the median number of days taken to complete reviews. A project 

team was established which included charge nurses and clinical nurse 

managers who carry out reviews, falls co-ordinators, and staff with 

experience and expertise of Quality Improvement methodology.  

 

 

 

 

Excellent senior support was given by the Associate Nurse Director for the 

site and the Acute Services Nurse Director.  Local processes for review 

were mapped alongside the formal governance approval process for SAEs 

to fully appreciate the current system. Plan, Do, Study, Act (PDSA) cycles 

were used to test the falls-specific SAE review process. 

  

 

 

 

Results 

There has been a sustainable reduction in time taken to complete reviews. 

The data collected on evidence-based contributory factors as part of the 

review has been analysed to generate change ideas to inform improvement 

work. Feedback from staff carrying out the reviews and the senior 

management team has been very positive, and senior staff now rarely need 

to request further information in order to approve the review.  

Conclusions 

             Further information contact: sue.gibbs@nhslothian.scot.nhs.uk 

The largest proportion of adverse events reported in NHS Lothian with serious harm (SAEs) is falls, making up 70% of all SAEs in the acute hospital. The time 

taken to complete reviews has historically been well in excess of the target of three months. This causes difficulty in collecting all of the relevant 

information to inform the review and means that there is a delay in extracting any learning to inform improvements, as well as significant delays in feeding 

back the findings of the review to the patient, their family and also staff.  Senior staff also frequently sent reviews back for additional information.   
 

 The aim of the project is to identify contributory factors to inform improvement plans for 100% of all falls with 

serious harm in the Royal Infirmary of Edinburgh (RIE) by December 2016.  

The key process changes were developing a falls-specific review process, 

which included a tailored template, improving functionality in DATIX to 

track reviews and providing training and support for staff in the process. 

The template incorporated collection of a standardised data set of 

evidence-based contributory factors for falls both to enable further 

analysis to inform improvement programmes and to enable staff carrying 

out reviews to demonstrate that all relevant factors have been considered.  

 

NICE (2013) National Institute for Health and Care Excellence. Falls: assessment and 

prevention of falls in older people (NICE guidelines CG161) 
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Process Change 

A significant improvement in time taken to complete reviews has been 

achieved, with a reduction in the mean from 84 to current 23 days. There 

is also a significant reduction in variation, with a reduction in the upper 

control limit from 172 to 46 days.  

Key Learning Points 
 Be true to the improvement methodology and avoid pressure to cut 

corners and to spread too soon 

 Record PDSA cycles religiously otherwise the learning is often lost and not 

visible to others 

 Involve everyone who plays a part in the process you are trying to change  

 Work with the willing – the rest will follow! 

  

 

 

 

Achievements 

 Falls-specific review process in use in all inpatient areas in NHS Lothian 

 A real, multi-disciplinary team effort - staff are proud of their 

achievements and have an appetite for using the learning to generate 

change ideas to reduce falls with serious harm 

 Proud of my own perseverance to stick to QI methodology and persuade 

others to follow!    

  

 

 

 

Next steps 

 Share analysis of contributory factors from reviews of falls to generate 

and test change for improvement 

 Test implementation of process to include the patient/family in reviews 

with one ward in RIE 

 Support others in their improvement journeys by coaching staff 

undertaking NHS Lothian Quality Academy QI training 

 Continue to deepen my own knowledge of QI methodology and apply to 

everyday work  

 

 

 

“The template is really good – my staff nurse 

completed the data section on the day that the 

patient fell so I just had to quickly review the 

notes… overall it made such a difference -the old 

way was so tedious and took up so much time” 

Senior charge nurse 

“The process was much 

quicker … it was clear what 

information was required and 

helped to identify areas which 

required action…also a good 

educational tool” 

Senior charge nurse 

mailto:Jacqui.pringle@nhslothian.scot.nhs.uk

