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A C K N O W L E D G E M E N T S

• Amy Taylor, Project Support Officer, Long Term Conditions Programme

• Amanda Fox, Programme Manager, Long Term Conditions Programme

• Ricky Samson, Manager, NHS Lothian Quality Improvement

• Staff and individuals in 9 care homes in Edinburgh

• Numerous specialist practitioners including Cathy Findlay, Shona Bellward, Kelly Russell, 

Suzanne Crooks, Margaret Shaw, Heather Bainbridge and Avril Brown



T H E  S I T U A T I O N

• During the infection control restrictions on care homes in 2020, concern was growing

• Many previously active and less dependent individuals were restricted to their rooms

• Group activities were cancelled

• Specialist support services were unable to enter the care homes

• Deconditioning alongside an increased risk of falls

• Reduced specialist input and management of individual needs

• Increased concerns around hospital attendances or admissions

• Care home residents are 3x more likely to fall than older people living in the community

• 10% of those who fall sustain a fracture



T H E  A I M

• To respond to these pandemic challenges making use of Near Me video conferencing

• To acknowledge the reduced physical activity and potentially increased falls risk relating to 

pandemic restrictions

• To provide responsive, coordinated, care home focused multi-factorial and multi-

disciplinary support

• To create a flexible project design, that asked little from care homes in terms of 

requirements and data collection

• To draw upon and where relevant bring together all available local knowledge and expertise



T H E  D E S I G N  A N D  P R E P A R A T I O N

• Attended virtual training on the secure Near Me platform

• Secured a Near Me ‘waiting room’

• Developed a guide for promoting physical activity, reducing and managing falls in care 

homes

• Developed project documents, standard emails, and attachments explaining Near Me

• Promotion of the service through care home channels, professional networks and the 

Edinburgh Health and Social Care Partnership daily staff updates

• Launched the trial improvement service in May 2020 for 6 months



D E L I V E R Y

Attached documentation included: 

1. Care home information leaflet 

2. Near Me Resources for Care 

Homes – from Scottish Care 

Inspectorate 

3. Staying Active and Reducing 

Falls in Edinburgh Care 

Homes

Key:

FC – Falls Coordinator

PSO – Project Support Officer 



D E L I V E R Y



D E L I V E R Y

Screenshot from 
Near Me



D E L I V E R Y



S U M M A R Y  O F  R E S U L T S

• 9 care homes participated

• All discussed the whole care home or a whole unit, with 2 just that

• 7 discussed 1 or more individuals some more than 1individuals with the largest number being 5

• Some had 1 call, some more than 1, the most being 4

• Care home feedback forms included number of falls per week pre and post input for each 
resident involved

• All managers gave feedback on the service and the platform

• All supporting practitioners gave feedback on the service and the platform



S U M M A R Y  O F  R E S U L T S

• Referral sources varied- most from occupational therapy

• Care home locality locations varied- most from the South-East

• Supporting practitioners varied- most from occupational therapy

• In many cases additional specialist opinions were sought from a range of practitioners

• 13 individual residents were supported, with an average 61% reduction in falls

• Topics discussed were extensive- with the top 3 being :

1. mental health, behaviour and well-being

2. medication and pain control

3. falls circumstances and falls-related injuries



R E S U L T S



R E S U L T S



R E S U L T S



R E S U L T S



C A S E  E X A M P L E  1

• Physio @ Home referral, individual resident with 5 falls/week, request for consideration for helmet

• Use of helmets for falls researched ahead of 1st appointment

• 1st call manager, nurse lead, falls coordinator, occupational therapist, 2x physiotherapists 

- Decision that helmet not appropriate and to contact EBSS and dietetics

• 2nd call preceded by prescribing dieticians contacting care home to discuss needs of individual

- Communal activities and falls alarms discussed

• By 3rd call individual was spending time in communal areas and had gained weight

- Psychologist joined call and it was decided that EBSS support was not required

• 4th call summarized positive outcome and learning, with benefit of individual being around staff and other 
residents, and falls being reduced to 1 per week

- Physical activity options for residents across the care home also discussed



C A S E  E X A M P L E  2

• Occupational therapist referral of individual with 5-6 falls per week

• 1st call manager, falls coordinator, psychologist, occupational therapist

- GP, pharmacy and potentially EBSS input discussed

• Prior to 2nd call the resident fell, requiring A&E input

- A&E consultant discontinued 7 medications, falls coordinator liaised with GP by email

- During call deputy CH manager reported improved cognition, communication, nutrition, mobility and significantly less falls

- Led to discussion about need for unit and potentially care home wide medication reviews

• 3rd call involved two pharmacists

- Individual showing sustained improvement and a process for unit-wide medication reviews discussed

• 4th call confirmed a reduction to 1-2 falls per week, the introduction of pharmacist-led medication reviews, 
discussion around falls management and reporting, acknowledgement of staff efforts to provide physical activity 
options within pandemic restrictions, with a significant weekly reduction in care home wide falls



C A R E  H O M E  R E S P O N S E S



C A R E  H O M E  C O M M E N T S



P R A C T I T I O N E R  R E S P O N S E S



P R A C T I T I O N E R  C O M M E N T S



K E Y  C H A L L E N G E S  A N D  L E S S O N S  L E A R N E D

• A service that was adaptive and responsive to the needs of care homes, acknowledging the challenges they faced 
during the pandemic, and asking little of them in return, was beneficial towards achieving good results

• Project support was essential and invaluable, with additional supportive calls and emails in preparation for meetings, 
and data collection and processing involved in tasks

• Among the main challenges were IT connectivity, technology availability and confidence in using a new 
communication platform within a care home with only 4 ‘screens’ incorporated

• The potential to bring residents into the call, while cleared with information governance, was only once utilised

• Record keeping was considered as different services involved on different systems (care plans, AIS, TRAK, GP 
systems)- it was agreed that all those involved in calls kept their own records

• While all involved were aware falls are multifactorial, some care home input involved the discussion of up to 27 topics, 
underlying just how diverse the challenge of reducing falls and promoting physical activity is in this setting



D O C U M E N T  D E V E L O P E D

First contact 
practitioner checklist



D I S C U S S I O N

• This project highlighted:

- The multi-factorial nature of falls in care homes

- The ability of a coordinated, multi-disciplinary approach facilitated a significant reduction in falls- 61%

- The approach accelerated access to expertise for staff and individuals in care homes

- It also saved travel and liaison time for practitioners

- It showed the necessity and ability for services to care homes to be able to adapt and continue to provide effective 

coordinated services when a care home is closed for infection control reasons

- It highlighted the differences in referral criteria and pathways between services supporting care homes

- It showed the need for specialist support both for individual residents and across whole care homes

- It showed the potential yet challenges of using technology to support achieving these results



S U M M A R Y  A N D  N E X T  S T E P S

• The service delivered within this project was effective in significantly reducing falls

• A coordinated multi-disciplinary approach to supporting care homes in reducing falls and promoting physical 
activity is required

• All first-contact practitioners asked to review a care home resident with falls should consider a multi-factorial 
and multi-disciplinary approach as this is likely to have the greatest benefit in reducing falls

• While in-person visits are often optimal, the potential to utilise technology to facilitate multi-disciplinary 
meetings should be continued and maintained, with challenges around this addressed

• The potential to bring individuals, their families and next of kin into calls or meetings needs considered

• Optimal record keeping for care home residents to allow information sharing between practitioners 
supporting the same care homes may need considered

• Future local approaches to falls reduction, frailty management and physical activity promotion should 
consider the learning from this project



T H A N K  Y O U !
A N Y  Q U E S T I O N S ?

jo.gordon@nhslothian.scot.nhs.uk


