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Change Package:
Falls Program Virtual Breakthrough Series 2: (BTS 2) 

Reducing Preventable Falls and Fall Related Injuries 



VHA’s commitment to patient safety surrounding patient falls and fall-related injuries is unparalleled in the health care industry.  VHA’s National Center for Patient Safety has a 12 year track record for approaching fall-prevention, injury reduction, and analysis programs from a systems improvement methodology, implementing root cause analysis for falls nationwide.  This
Change Package, Falls Program Virtual Breakthrough Series 2: (BTS 2)  Reducing Preventable Falls and Fall Related Injuries complements and supplements all VHA efforts to build and disseminate knowledge related to extend patient safety efforts to the most vulnerable veterans, those at greatest risk for harm and injury from falls. 

Falls represent a major public health problem around the world.  In the hospital setting, falls continue to be the top adverse event.   Injury falls are ‘never events’ not only associated with morbidity/mortality but also impact reimbursement.  Some 3-20% of inpatients fall at least once during their hospitalization.  Injury prevalence ranges from 30-51%.1   Of these, 6-44% experience similar types of injury (i.e., fracture, subdural hematomas, excessive bleeding) that may lead to death.   Adjusted to 2010 dollars, one fall without serious injury costs an additional $3500, while patients with >2 falls without serious injury have increased costs of $16,500.   Falls with serious injury are the costliest with additional costs of $27,000.2  Many interventions to prevent falls and fall-related injuries have been tested, but require multidisciplinary support for program adoption and reliable implementation for specific at risk and vulnerable subpopulations, such as the frail elderly and those at risk for injury.  

Injurious falls are more likely to occur among nursing home (NH) residents due to advanced age, multiple co morbidities (e.g., dementia and osteoporosis), and multiple prescription medications negatively affecting gait and balance and even bone strength.3 Falls among NH residents occur frequently and repeatedly. Among published studies of falls in NHs, the mean number of falls per bed per year was approximately 1.5 with a range of 0.2 to 3.6.4 About 35% of these FRI occurred in residents who were non-ambulatory (e.g., used wheelchair for mobility).4

Staffs in hospitals and long term care settings work hard to reduce the number of patient falls and the resultant injury to the patient.  If we can reduce the number of falls and severity of fall-related injury, we will promote independence but do so in a safer environment.  This breakthrough series is anticipated to enable organizational systems and teams to expand your program infrastructure and capacity, redesign your fall prevention and injury reduction program, and complement your program evaluation program.  
The goals for this breakthrough series are to:  improve your organization’s infrastructure and capacity to reduce fall-related injures, enhance environmental safety, mitigate or eliminate modifiable fall risk factors,  assure reliable handoff communication about patients’ fall and injury risk; integrate patient (family) as a partner in their fall prevention program; reduce rate of repeat falls; and, quantify impact of program changes.   Suggested action strategies for each goal are outline in the program outline, (below).  
Each VAMC team will select the goals that you want to work on during this 6  month period.  All teams do not need to work on all the goals, but rather are encouraged to select the goals that are congruent with you organization’s fall and injury prevention program needs.   
Using a multi-faceted learning approach, clinical experts and quality experts will provide web-based lectures approximately every 2-3 weeks, interactive listserv communication, and individualized coaching and mentoring conference calls.   
Thus, each VAMC is invited to designate a multidisciplinary team to participate in this learning opportunity.   The multidisciplinary team should include clinicians (such as doctors, nurses, rehabilitation therapists), patient safety managers, quality managers, risk managers, and others essential to your community of learning.    
	Committed to organizational improvement and excellence, program evaluation data will be periodically collected by NCPS.  Examples of these data may include organizational characteristics, team composition, participation rates, team leadership characteristics,  organizational assessment of program capacity,  selected tests of change,  fall and injury rates, and satisfaction with this learning community.   All data will be collected for the purpose of program evaluation and will be reported at the aggregated level.     
	If your medical center has multiple teams who would like to participate, they are welcome.   
	 Key Changes: 

1. Improve Organizational Infrastructure and Capacity for Fall Prevention Programs

2. Reduce  Environmental Hazards that contribute to Falls and Injury. 
3. Integrate  Equipment Safety Strategies to Reduce Falls 

4. Mitigate and  Eliminate Patients' Modifiable Fall Risk Factors 

5. Increase Interdisciplinary Participation  

6. Implement Population-Specific Fall Injury Reduction Programs.  (such as ABCS, geriatric psychiatry, homecare, etc.)ABCS

7. Enculturate Fall and Injury  Information into Handoff Communication

8. Maximize Patients/Families as Full Partners in Fall Prevention

9. Redesign Fall Program Evaluation Precision  












Virtual Breakthrough Series on Reducing Falls and Fall Related Injuries 
Calls will be held every 2 weeks to give sites time to do assignments;
2:00 to 3:30 EST (last ½ hour will be open discussion time).
Presentations will be posted on a website.

	Goals
	Date
	Title, Speakers, and Content

	1. Pre-work call 

	November 7, 2012
Repeated 11/14 at 11:00 EST
	Julia Neily, RN, MS, MPH, Associate Director, NCPS Field Office and Peter Mills, Ph.D, MS, Director, White River Junction, VT, NCPS Field Office 
Introduce teams to model for improvement, team composition and baseline assessments to be conducted.

	2. Call #1

Goal:  Improved Organizational Infrastructure and Capacity

	January 9, 2013
	Session 1:  Improved Organizational Infrastructure and Capacity for Fall Prevention Programs 
Julia Neily, RN, MS, MPH, Associate Director, NCPS Field Office and Pat Quigley, PhD, ARNP, CRRN, Assoc. Director, VISN 8 PSCI
“How to implement change” will be addressed in pre-work and we will ask presenters to weave this into their presentations.  

	

	
	1.1 Complete the Organizational Self  Assessment for Level of  Fall and Injury Prevention Components (Baseline,  prior to starting Breakthrough Series    
This will be main focus of the pre-work and might enable us to “buddy or match” sites according to common priories and might help drive content.  We will not use Survey Monkey and we might only focus on unit level.  

Determine the top 3 opportunities to enhance your program at the Unit and Organizational Level.  (share in Session 1)

Develop a strategic plan for action for each of the 3 prioritized opportunities. 

1.2 Complete Team Questionnaire 

	3. Call #2

Goal: Ensure a Safe Environment
	January 23, 2013
	Session 2:  Ensure a Safe Environment 
Levanne Hendrix, RN, MSN, GNP, PhD, Nursing Quality Management, Extended Care Service, Palo Alto VA, Palo Alto, CA 
Pat Quigley, PhD, ARNP, CRRN, Assoc. Director, VISN 8 PSCI



	
	
	2.1 Conduct environmental assessment for fall and injury prevention.  (equipment to reduce trauma and injuries;  working conditions of equipment;  accessibility of mobility aids;  proper height of beds, chairs;  raised toilet height and safety rails, etc.)

Examples of actions: 

Assessment of the Environmental Reasons for Falls on Your Unit, examining the last 10 unit-based falls.

Evaluate  availability and use of equipment for surveillance systems

Evaluate and eliminate sharp edges

Increase availability and use of raised toilet seats

Increase availability and use of toilet versa frames/grab bars

Develop plan to fully integrate hip protectors use for reduction of hip fractures

Develop plan to fully integrate use of floor mats for patients in bed at risk for injury

Develop plan to utilize toolkits (hip protector, floor mats, IHI TCAB ) at unit-level 

Determine accessibility to self-locking w/cs and rolling seated walkers for patient use



	
	
	2.2 Assess Equipment Problems Leading to Falls.

Determine if staff are raising bed height for patient to stand or transfer safely.

Examine if  patients use stabilized seating/furniture to support posture changes

Determine if staff / patients ensure  bed and wheelchairs in locked position with change positions  (for patients with dementia/cognitive impairment, use of self-locking wheelchairs)

Whenever possible, eliminate use of restraints.

Ensure wheelchairs and other equipment is in good working order.

	
	
	This class is specifically aimed at the Senior leaders at each of the sites.  It would be great if we got the head of the sponsoring offices to say a few words.  

	3 PART I  Call #3

Goal:  Mitigate or eliminate modifiable fall risk factors.
	February 6, 2013

	Session 3:  Mitigate or eliminate modifiable fall risk factors:  PART I
Tatjana Bulat, MD, Director, VISN 8 PSCI
Amanda Olney, PhD, PT, Seattle VAMC
Pat Quigley, PhD, ARNP, CRRN, Assoc. Director, VISN 8 PSCI


	
	
	Session I (of content 3) 3.1 Validate Assessment of Multifactorial Patients’ Medical Risk of Falling and Injury Risk Medical factors that should be assessed include
  
3.1 Increase knowledge and use of the AGS Guidelines for multifactorial fall risk assessment of older adults.
(examples of multifactorial fall risk factors can be guided by the AGS guidelines, 2010)

· Agitation/delirium
· Medications (dose and timing; be aware of psychotropics, digoxin, diuretics, antihistamines/benzodiazipines, antidepressants, cardiac drugs/antihypertensives, anticoagulants)
· Orthostatic hypotension
· Frequent toileting
· Impaired mobility or vision
· Inappropriate use of assistive device/footwear
· History of falls

Determine fall risk factors and history of falls with or without injury and add to patient plan of care.  (is now in the Pt Assessment Template for admission)

Establish clinical warning if the patient has a history of falls especially if being anticoagulated, or given diuretics,  hypotensives, or antidepressants.  

3.2 Examine direct clinical interventions to mitigate or eliminate fall risk factors (May quantify these)

Review plans of care to ascertain which risk factors have specific clinical interventions for treatment. 



	4 Call # 2 A  (leadership call)
	February 12, 2013 at 1:00pm EST
	2 A Senior Leadership call  
Peter Mills, Ph.D, MS, Director, White River Junction, VT, NCPS Field Office 
Joseph Francis, MD Director Clinical Analytics and Reporting 
Robin Hemphill, MD, MPH, VHA Deputy Chief Patient Safety Officer, Ann Arbor, MI
Mary Schohn,  Ph.D, Director of Mental Health Operations
Cathy Rick, RN, NEA-BC FACHE, Chief Nursing Officer, Washington, DC
David Carroll, Ph.D., VACO Mental Health Services (10P4M)


	5 PART II
Call # 4
Goal: Mitigate or eliminate modifiable fall risk factors

	February 20, 2013

	Session 4:  
Session II (of content 3) Mitigate or eliminate modifiable fall risk factors:  PART II

Tatjana Bulat, MD, Director, VISN 8 PSCI
Pat Quigley, PhD, ARNP, CRRN, Assoc. Director, VISN 8 PSCI


	
	
	4.1 Evaluate interdisciplinary participation in identification of fall risk and injury risk factors and interventions

Examine patients’ fall prevention care plans and quantify interventions integrated in fall and injury prevention care plan 

Patient Assessment has evidence of assessment from members of the interdisciplinary team (not only nursing assessment)

Patient Perceptions of fall and injury risk factors


4.2 Examine direct clinical interventions to mitigate or protect patient fall  injury risk factors (May quantify these)

For patients at risk for fracture or bleed, examine care plans for specific interventions to protect patient from injury. 


	5 Call #5

Goal:  Reduce moderate to serious fall related injuries for vulnerable populations-specific fall injury reduction programs  (such as ABCS, geriatric psychiatry, homecare, etc.).
	March 6, 2013

	Session 5.  Presentation:  Reduce Moderate to Serious Injuries for Vulnerable Populations  

Julia Neily, RN, MS, MPH, Associate Director, NCPS Field Office
Pat Quigley, PhD, ARNP, CRRN, Assoc. Director, VISN 8 PSCI
Gail Powell-Cope, PhD, ARNP, Acting Director, Research COE: Maximizing Rehabilitation Outcomes


	
	
	5.1 Implement population-specific fall injury reduction programs.  (such as ABCS, geriatric psychiatry, homecare, etc.)ABCS 

Select at least 2 vulnerable populations at greatest risk and use implementation science and reliability measures to protect from injury. 

Implement formative program monitoring system to ensure interventions are implemented to reduce or eliminate modifiable fall and injury risks associated with falling.

5.2 Use of risk model to determine those at greatest risk for fall-related injury in CLC (Gail Powell-Cope)



	6 Call # 6

Goal: Assure reliable communication at handoff about fall risk factors and injury risks.
	March 20, 2013

	Session 6:  Clinically Relevant and Reliable Handoff Communication:  Let's Talk about Falls and Fall-related Injuries 

Gary Sculli, MSN, ATP, Program Manager, NCPS 
Julia Neily, RN, MS, MPH, Associate Director, NCPS Field Office
Pat Quigley, PhD, ARNP, CRRN, Assoc. Director, VISN 8 PSCI


	


	
	6.1 Redesign handoff communication tool that includes fall and injury risk factors

Conduct small tests of change to trial use of handoff communication tool for reliable communication of fall and injury risk factors, changes in risk factors, and changes in interventions  between shifts

Conduct small tests of change to trial use of handoff communication tool for reliable communication of fall and injury risk factors, changes in risk factors, and changes in interventions  between departments

Seek feedback related to  value of changed content

	7 Call # 7

Goal:  Reliably Integrate Patient (family) as partner in their fall prevention program.
	April 3, 2013  

	Session 7:  Patients/Families as Full Partners in Fall Prevention 

Jolie Haun, PhD, Health Systems Scientist, Research Center of Excellence:  Maximizing Rehabilitation Outcomes
Steve Crocker , Ph.D., National Psychogeriatrics Coordinator for Central Office of Mental Health Operations
Julia Neily, RN, MS, MPH, Associate Director, NCPS Field Office
Pat Quigley, PhD, ARNP, CRRN, Assoc. Director, VISN 8 PSCI


	
	
	7.1 Examine patient education opportunities to verify that principles of health literacy are integrated into approach and content. 

Implement Teach Back Strategies 

Reliably educate  patients:  who are anticoagulated about what to do after a fallEducate those who have osteoporosis, about bone health and hip protectors


Seek lessons learned from patient/family.
Seek pt/ family satisfaction with education.

	8 Call # 8

Goal:  Reduce repeat falls based on same root cause and same type of fall.
	April 17, 2013  

	Session 8:  Post Fall Management:  Reducing Repeat Falls 

 Elizabeth Vinton, RN, BSN, VHA-CM, Patient Safety Manager, CGVAMC Asheville, NC
Charlene David, RN, CNS, BC, Clinical Nurse Specialist for CLC, VA Pittsburgh Healthcare System
Julia Neily, RN, MS, MPH, Associate Director, NCPS Field Office
Pat Quigley, PhD, ARNP, CRRN, Assoc. Director, VISN 8 PSCI


	
	
	8.1 Implement Post- Fall Management Program:
Conduct Post Fall Huddle with Patient

Identify and analyze of root causes and types of falls

Implement interventions to prevent repeat fall

Develop and implement monitoring program to ensure  protective interventions are implemented

Examine repeat falls by rate, root cause and type of fall


	12. Call # 9

Goal:   Quantify impact of program changes.
	May 1, 2013

	Session 9:  Fall Program Evaluation

Elizabeth Vinton, RN, BSN, VHA-CM, Patient Safety Manager, CGVAMC Asheville, NC
Julia Neily, RN, MS, MPH, Associate Director, NCPS Field Office
Pat Quigley, PhD, ARNP, CRRN, Assoc. Director, VISN 8 PSCI


	




	
	9.1 Design formative and summative evaluation of fall prevention program: 

Gather Baseline Data on falls:  Who is falling? When are they falling? Where are they falling? What caused the falls?  Did they have a Post-Fall Assessment completed?  

Analyze the staffing patterns when patients are falling the most. 

Analyze patient-care activities happening when patients are falling.  



	9 Harvest Call  #10
	May 15, 2013
	Session 10

Harvest calls where teams present their summary PowerPoint

	10 Harvest Call  #11
	June 5, 2013
	Session 11

Harvest calls where teams present their summary PowerPoint

	11 Extra Call If Needed
	June 19, 2013
	Extra call (300 VANTS lines)  Can keep or cancel as needed

	12 One year follow up TBD (Jan 2014)
	
	End of continuous improvement reports 
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Web links:
http://www.visn8.va.gov/patientsafetycenter/fallsTeam/default.asp

http://vaww.ncps.med.va.gov/ 

http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/2010/ 






