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Falls.  

Make the difference. 
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SAS Falls and Frailty Pathways 
What are we trying to achieve? 

Over 35,000 

SAS 

responses 

to falls in 

the over 65s 

10%  plus 

not taken to 

hospital 

Up to 90% 

taken to 

hospital 

As low as 

30% 

admitted 

SAS integrated pathways for falls and frailty 
aim to enable people to remain at home 

with the required community support and 
follow-up for (1) recovery, (2) rehabilitation, 
and (3) prevention of further falls, when it 

is safe and appropriate to do so. 



SAS Falls and Frailty Pathways 
The story so far… 

2012 
“IC Pathways need to 

include the emergency  
response or they will be 

by-passed by 
unscheduled care 

algorithms that 
automatically convey to 

hospital.” 

2013 
Provided a framework 
for SAS and health and 
social care to re-design 

pre-hospital pathways to 
enable access to 

community services. 

June 2015 
“We aim to build on this 

collaborative approach to 
develop better access to 
more local care pathways 

for those frail elderly living 
at home with multiple and 
more complex long term 

conditions.” 

October 2014 
“A rapid and appropriate 

response, which considers 
both effective management 
of the immediate situation 

and consideration of further 
health and care need is key 
to preventing unnecessary 

admission to hospital, 
functional decline and 

further falls.” 



SAS Falls & Frailty Pathways 
Status June 2015 

Partnerships with implemented pathways: 
 
•Western Isles 
•Shetland 
•Highland 
• Argyll and Bute 
•Aberdeen City 
•Moray 
•Perth and Kinross 
•Angus 
•Falkirk 
•Edinburgh City 
•Midlothian 
•West Lothian 
•Inverclyde 
 



Consistent multi-agency 
leadership and governance 
to develop and sustain the 

pathway. 

Local QI knowledge and 
support to 

agree/communicate the aim 
then develop, test 

implement  and monitor the 
pathway. 

Engaged, competent and 
confident frontline SAS staff 

with support to take 
decisions re conveyance. 

•A project charter or equivalent that identifies aims and goals of the pathway and a 
measurement plan to monitor progress towards the aim. 
•Application of appropriate improvement  methodologies  to develop, test , implement and 
spread the pathways, with QI support when required. 
•Consistent use of measurement to understand the system and monitor activity and change. 

•Consistent SAS leadership at all levels (including Strategic Improvement Facilitators). 
•A local multiagency group overseeing the development of the pathway. 
•Written agreement of roles & responsibilities of contributing partners (duty of care). 
•A  local multiagency group monitoring pathway activity and outcomes (including adverse 
incidents)  and responding to findings (regular meeting monthly/6 weekly). 

•Training for SAS staff to improve their understanding of the nature of falls/frailty, the aims 
of the pathway and how the pathway works. 
•Effective communication to SAS staff of the local pathway and parameters (using 
technology?). 
•Shadowing (SAS and community staff) to understand roles, contribution and challenges of 
others in the pathway. 
•Decision making algorithms and guidance which is easily accessed. 
•Timely professional to professional decision support (medical and other). 
•Access to e-health solutions (including KIS, ACP, ECS) to access service user information. 
•Feedback  to SAS crews re outcomes of onward referral. 

Simple, quick access to 
integrated community 

services (including third 
sector) providing urgent and 

planned support. 

Service user and public 
involvement in  pathway 
development, delivery &   

improvement. 

•Community coproduction. 
•Mechanism for service user feedback. 
•Public access to information about the pathway. 
•Clarity around  consent. 
•Information provided by SAS at point of care. 

•A telephone single point of access 24/7  to  integrated community services. 
•Systems  in place to receive, acknowledge, record and respond to referral from SAS. 
•Co-ordination of the community response including GP involvement. 
•Rapid telephone triage to ascertain response required. 
•Services providing an immediate/crisis response to enable a person to remain in their 
home or close to home 24/7. 
•Multidisciplinary/ multi-agency services providing a planned response within a defined 
timescale. 

SAS Falls/Frailty Pathway 
Driver Diagram 
 

Major contributing 
factors 

Key elements 
(From scoping: what’s worked well and/or suggested solutions) 

AIM  
 

TO improve the 
experience and 
outcomes of people the 
SAS respond to 
following a fall  and/or 
with frailty. 
 

BY the SAS providing 
access to the most 
appropriate support and 
care at the time of the 
response. 
 

THROUGH a simple and 
coherent pathway 
(24/7) co-created, 
agreed and delivered 
involving all 
stakeholders. 
 

 Goals: 
 

• Reduce unnecessary 
conveyance to ED. 
 

•Increase the  number 
of non-conveyed people 
referred to community 
services providing: 
 

oImmediate care and 
support (as an 
alternative to  ED 
attendance) 
oPlanned intervention 
to support recovery 
following a fall and 
reduce the risk of 
further falls. 



 

 

 
Highland’s ‘Right Call for a Fall’ Pathway 
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Scottish Ambulance Service 
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Christie Report Principles  

•  Involve individuals and communities 

in the design and delivery of services 
they use 

 

• Efficiency - public service providers 
work in partnership – public, third 
and private sectors to reduce 
duplication and share services 
wherever possible 

 

• Prioritise expenditure on public 
services which prevent negative 
outcomes from arising 

 



Reduce unnecessary conveyance to Emergency Department:  

• Provide support, enablement and rehabilitation in person’s own home 
whenever possible. 

 

Increase the number of non-conveyed people being referred to 
community services: 
 

• Immediate care and support and 

• Planned intervention to support recovery following a fall and reduce 
the risk of further falls. 

 

The Highland pathway 
Goals 





An 83 year old man fell on stairs when going up to bed with his wife’s 
assistance. The man’s wife called 999 for the Scottish Ambulance 
Service. SAS attended, assessed the man and assisted him from floor. 
No medical requirement  for transfer to hospital but his wife (his main 
carer) reports struggling to cope over recent months. The couple had no 
recent contact with health/ social care services. 

 

What happened next? 

• SAS referral via Highland Hub for community NHS and Social work 
follow-up. 

• Next day home visit by AHP team for multifactorial falls risk screening. 

• Occupational Therapy/ Physiotherapy/ District Nurse involvement for 
functional assessment and rehabilitation. 

• Pharmacy review, Social Work review and Carer’s assessment.  

 

The Highland pathway 
A brief case study 



 

• Up-streaming of falls assessments- 40% of those referred by SAS for 
community multifactorial falls risk screening were not previously known to 
any services 
 

 Inverness only: 

• Since pathway started, the monthly conveyance rate is between 49 - 55%. 
 

 

The Highland pathway 
Benefits 

“My wife has dementia and we felt relieved that the ambulance crew were able to 
refer on for additional assessment of her falls, without the need for her to go into 
hospital. The NHS team came in the next day and supported us.” 



 

 

 
 

Integrated Unscheduled Care Pathways for Falls and Frailty in the Community 
 



 

Focusing on the case studies… 

 

• If you have a pathway in your Partnership area, share with your table how 
it would work for the person in the case study. 

 

• If you were developing a pathway in your Partnership area, what might 
the community response look like for the person in the case study?  

 Think in terms of terms of (a) an urgent response to meet immediate needs 
and avoid unnecessary conveyance, and (b) a planned response to support 
recovery, restore independence and prevent future falls? 

 
 

Integrated Unscheduled Care Pathways for Falls and Frailty in the 
Community 
Over to you 



Thank you! 


