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Canterbury DHB’s falls reduction programme
Canterbury DHB reduced serious and sentinel fall events by 40 percent in the 
first 12 months as part of a new system-wide falls initiative in 2011/12. That 
means 16 fewer people were harmed due to a fall in the DHB’s care in 2011/12 
compared to the previous year. This reduction in hospital falls has significantly 
reduced the personal costs from falling for these patients, as well as the 
emotional impact upon their families and DHB staff.

The Canterbury DHB Clinical Board has focused on establishing a culture of ‘zero harm from falls’.

“We are determined to reduce the harm to our patients from falls in our hospitals and in our 
communities and have been working with groups in primary and secondary care, and engaging with 
the community and providers to achieve our goals,” says Ken Stewart, Clinical Board Lead for Falls 
Prevention.

“It has been inspiring to see the efforts made by staff to reduce patient falls and to manage hazards 
and patient risk in a range of hospital settings. Our staff continue to demonstrate compassion for 
patients and have acted to prevent harm from falls for patients in their care.”

About forty people aged over 75 are seen at the Christchurch Hospital emergency department each 
week because they have had a fall. A large number of these are among the frail elderly who are 
admitted and are at significant risk of falling again while in hospital. In some case, these people will 
not return to independent living in their own homes and may instead go on to aged residential care.
 
A community falls prevention strategy has been established to reduce the number of elderly people 
presenting to the ED for falls-related injuries. This is based on a modified version of the Otago Exercise 
Programme. Training packages for primary care clinicians have been developed to improve service 
integration and clinical pathways have been designed to inform and streamline referrals to the new 
community service. There have been 800 referrals into this programme in the first six months.

The Canterbury DHB Clinical Board set out with a vision of ’zero harm from falls’, reviewed the current 
situation and recognised there was good evidence for effective falls prevention in hospitals, aged 
residential care and for older people living in the community. A coordinated systematic approach 
across hospital divisions, primary and secondary care and the wider community is being established.
 
“We are now closing the gap between research and clinical practice,” says Ken Stewart.

This reduction in hospital falls has significantly 
reduced the personal costs from falling for these 
patients, as well as the emotional impact upon 
their families and DHB staff.
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Falls study highlights important nursing leadership role

In February 2012, a four-month falls study was undertaken at The Princess Margaret Hospital in 
Christchurch where every fall in eight participating wards was reviewed. The review involved falls 
study nurses speaking with the patient, family and their nurse about the fall and the events leading 
up to it. 

Study nurses were well-placed to transfer knowledge to their colleagues about falls-management best 
practice in their working environment at the time it was needed. They quickly took on the role of ‘falls 
champions’ on the study wards. This study is part of Canterbury DHB’s wider health system initiative 
and will help inform the future strategy, management and prevention of harm from falls in hospitals.

”The study was really comprehensive and we got absolutely heaps out of it,” says study nurse 
Nichola Loose.

“We looked at falls prevention at every step of the way, from the community through to hospital and 
after care, and I think the study itself even helped improve awareness and communication across the 
whole system.”

Study nurse Pauline Chingwe says that since the study, 
nurses are much more aware of the seriousness of falls, 
how they can occur and what they need to do to prevent 
them. They are always on the lookout for falls hazards 
such as poorly stored equipment, and make sure patients 
have safe well-fitting footwear and can reach their bells.

“There’s a real emphasis on teamwork, so when a patient 
rings a bell, we make sure we attend to them promptly, 
no matter which nurse they have been assigned to,” she 
says.

“We all feel really bad when a patient falls in our care,” 
Nichola says, “but the study has helped emphasise that 
not all falls are the same and I am now more aware of the 
many factors that can cause falls.” 

The study has also made her more aware of the importance 
of gathering a complete patient falls history, involving the 
family, working collaboratively with the interdisciplinary 
team on falls prevention and the importance of clearly 
documenting the essential elements of each patient’s 
specific falls prevention strategy in the clinical record.

Study nurse Pauline Chingwe assists a 
patient using a walking aid designed 
to help prevent falls.


