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Abstract
Background: Falls among the elderly population, aged 65 years and older, are a significantly
growing public health problem. For elderly people residing in residential care facilities and
facility administrators, falls are of great concern due to the post-fall associated consequences.
Preventing resident falls in long-term care is a priority to reduce injuries and associated costs.
Project Design: This evidence-based quality improvement (EBQI) pilot project focused on fall
prevention and was conducted on 1 unit (3 long-term care hallways) at a facility that provides
both long-term care (LTC) and short-term rehabilitation services in Utah County, Utah.
Interventions chosen for the Falls Management Program Bundle (FMPB) included (a) providing
staff educational and training sessions, (b) providing resident educational and training sessions,
(c) instituting a Falling Star program, and (d) creating a Fall TIPS poster program.
Results: The post-test results following the education sessions on fall risk factors and fall
prevention strategies showed an overall increase in knowledge in a minimum of 47% of resident
and nurse participants. After the trainings, 94.4% (n = 17) of the nurses were able to determine
the correct level of risk for a resident case-study scenario, and 55.5% (n = 10) were able to
identify 3 out of 4 tailored interventions. Due to contextual factors, findings were inconclusive of
whether the three-month evidence-based Falls Management Program Bundle resulted in a
reduction of resident falls in the target hallways.
Recommendations: Implementation of a standardized, evidence-based Fall Management
Program (FMP) that includes multiple fall-prevention strategies has the potential to prevent
and/or reduce falls. Continuation of interventions included in the Falls Management Program
Bundle would assist in keeping staff and residents educated on fall prevention measures, as well

as communicating risk level and needed interventions in fall prevention. More accurate data



collection on the number of falls for the specific unit is needed to confirm effectiveness of the
standardized fall prevention program. Continuation and monitoring of the Fall Management
Program Bundle would be beneficial to assist the facility in its decision to add this project to
other units.
Conclusion: The implementation of a standardized, evidence-based Fall Management Program
to reduce falls at this facility increased nurses’ and residents’ knowledge regarding fall risk
factors and fall prevention strategies. Training regarding risk assessment was beneficial in
identifying risk levels and tailored interventions. Nursing staff was able to utilize the Fall TIPS
poster program to communicate a fall intervention plan to residents and other staff members.
Keywords: falls, fall management programs, residents, nursing homes, fall prevention

strategies



Developing a Standardized Process for an Effective, Evidence-Based Fall Management
Program to Reduce Falls in a Nursing Home Setting
Problem Description

Falls, and resulting complications among adults aged 65 years and older, are a growing
public health concern (Botwinick et al., 2016; Houry et al., 2015). This public health challenge
has been labeled as the “2030 problem” because of the rising trends that project by the year
2030: (a) the adult population aged 65 years and older in the United States will double, totaling
75 million elderly, (b) elderly fatal falls will reach 100,000 per year, and (c) associated medical
costs of falls in the elderly is estimated to be $100 billion (Hasjim et al., 2019; Houry et al.,
2015).

Nursing home residents are particularly at risk for falls due to frailty and increased age.
Elderly people who reside in residential care facilities have an even greater health concern
because the rate of falls is reportedly two to three times higher than among community-dwelling
elderly (Botwinick et al., 2016; Cusimano et al., 2008; Tariq et al., 2013). Studies have shown
that the average fall incidence in nursing homes is estimated to be 1.4 to 1.6 falls per bed per
year with approximately half of the residents falling more than once a year (Rask et al., 2007;
Vlaeyen et al., 2015; Haralambous et al., 2008).

Problem Background

Although increased age is a major risk factor for falling, other factors contribute as well.
In fact, many falls are caused by a combination of risk factors. The greater number of risk factors
an individual has, the greater their chances of falling (CDC, 2017). Certain personal factors
(intrinsic) and environmental factors (extrinsic) contribute to increased risk of falling. According

to Ambrose et al. (2013) and the CDC (2017), intrinsic factors include: age, functional abilities,
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Vitamin D deficiencies, chronic diseases, sensory impairments, medications, and difficulties with
walking and balance (gait disturbances). Extrinsic factors include home hazards (such as loose
throw rugs or clutter), poor-fitting footwear, poor lighting, and unstable furniture. Tariq et al.
(2013) also found that in addition to the extrinsic fall risk factors listed, the use of canes and
walkers were also associated with falling. Fall risk increased when the canes and walkers were
the incorrect size, were used improperly, or were in a poor state of repair.

Falls are common in nursing home facilities. It is estimated that of the 1.6 million nursing
home residents in the United States, half of them will fall annually with about one in three of
those falling more than once (Agency for Healthcare Research and Quality [AHRQ], 2017a).
Falls often have serious consequences, especially for frail elderly residents. Falls can cause
broken bones, serious head and brain injuries, as well as death. One in every 10 residents who
falls has a serious related injury, and about 65,000 will suffer a hip fracture each year (AHRQ,
2017a).

Falls are a serious healthcare problem for elderly people in a residential setting because
of the potential for serious post-fall associated consequences such as injury, functional
impairment, disability, and death (Baixinho et al., 2019; Botwinick et al., 2016; Vlaeyen et al.,
2015; Galik et al., 2018). Besides serious injuries and increased risk of death, falls have
additional adverse consequences, such as increased fear of falling, reduced quality of life, and
limiting the type of activities in which the resident might participate (AHRQ, 2017a).

The estimated costs of fatal and nonfatal falls combined totals approximately $50 billion
a year (Florence et al., 2018). However, these costs don’t include associated costs, such as
lawsuit costs (in actions brought against facilities and staff), and some lingering long-term

effects of the fall injuries (AHRQ, 2017).


https://www.ncbi.nlm.nih.gov/pubmed/?term=Baixinho%20CL%5BAuthor%5D&cauthor=true&cauthor_uid=31073388

Local Problem

Administrators at a facility that provides both LTC and short-term rehabilitation services
in Utah County (a metropolitan region in north-central Utah), have reported fall rates 1.8 times
higher than the fall rate of similar-sized facilities in the United States (Industrial Safety &
Hygiene News, 2017). Additionally, administrators report having no standardized fall
management program in place (Assistant Director of Nursing [ADON] and Director of Nursing
[DON], personal communication, September 19, 2019). The lack of an effective fall management
process at this facility puts residents at a greater risk for initial and recurrent falls, serious
physical injuries, and death.

Available Knowledge

Literature Review

The literature review focused on determining the best evidence-based practices and/or
fall management programs, to reduce fall rates among residents in nursing homes. The
Population, Intervention, Comparison, and Outcome (PICO) format was used to develop the
following question: For elderly residents (65 years of age and older) residing in long-term care
facilities (P), can a fall management program (1) assist in reducing falls (O)? Databases searched
included PubMed, The Cochrane Library, CINAHL, and Google Scholar. A combination of key
terms was used for article retrieval: falls, elderly, institutionalized, nursing home, long-term
care, residential care facilities, prevention, and fall management. Articles considered had to be
written in English, be peer-reviewed, and focus on fall management programs and/or
interventions for fall prevention/reduction in elderly who reside in nursing homes. All studies
were considered, regardless of what type of study design was utilized. Studies were excluded if

the population of interest was from the community, assisted-living facilities, or hospitals. The
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author reviewed the studies and selected a total of 10 relevant articles published between 2003
and 2020 that answered the PICO question.
Synthesis of the Evidence

Using the Johns Hopkins Nursing Evidence-Based Practice Research Evidence Appraisal
Tool and the Evidence Level and Quality Guide (Dang & Dearholt, 2018), each study was
critically appraised for the evidence level, as well as the quality of the evidence (Appendix A).
Six of the 10 studies were categorized into the Level I group. Three of the Level | studies were
systematic reviews, and three of the studies were randomized control trial (RCT) studies. The
remaining four research studies were categorized as Level Il (Although these trials were diverse
in their study design, they received a Level Il designation because one study was a systematic
review design using RCT and quasi-experimental studies, and the other three studies were single
studies using a quasi-experimental study design).

Studies were grouped together based on similarities, differences, and connections (Reavy,
2016), such as whether the fall management program utilized only one intervention for
prevention of falls, or if it was multifaceted. Once that division was established, the different
components of the fall management programs were evaluated to see if they were beneficial in
reducing falls.
Single Intervention Fall Management Program

Two of the 10 studies addressed whether a single fall management program would be
beneficial in the reduction of falls (Gulka et al., 2019; Vlaeyen et al., 2015). Both studies were
systematic review studies and included a meta-analysis. These meta-analysis studies synthesized
findings from a total of 29 studies that used single-intervention programs to reduce falls. Vlaeyen

et al. (2015) and Gulka et al. (2019) examined studies of single interventions (such as staff
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training, medication evaluations, or just the use of Vitamin D supplements). The meta-analysis
concluded that there was no effect on the number of falls with single interventions. In fact, it
found that when only a single intervention was used for prevention of falls, falls actually
increased in the intervention group. However, Gulka et al. (2019) did find that a combined
approach of exercise interventions coupled with staff education did significantly reduce the
number of recurrent fallers.
Multifaceted Fall Management Programs/Interventions

All 10 of the studies addressed multifaceted fall management programs/interventions
(Appendix A) with four of the studies being systematic reviews (Cusimano et al., 2008; Francis-
Coad et al., 2018; Gulka et al., 2020; Vlaeyen et al., 2015). Nine of the 10 studies exhibited
positive impact on reducing the number of falls, fallers, or recurrent falls. The remaining study
conducted by Kerse et al. (2004) found that fall-prevention strategies based on an individual’s
fall risk were not successful in reducing falls, and in fact, increased the incidence rate of falls in
the intervention group. However, Kerse et al. (2004) suggest that this result may have been
skewed due to source of bias; falls were underreported prior to the implementation of the fall-
prevention strategies. Based on the review of multifaceted fall management
programs/interventions, the following common categories were identified.

Staff Training. Eight studies emphasized the importance of training staff on the fall
management program (Becker et al., 2003; Burland et al., 2013; Francis-Coad et al., 2018;
Cusimano et al., 2008; Gulka et al., 2020; Kerse et al., 2004; Nitz et al., 2012; Rask et al., 2007;
Taylor, 2002). Two studies gathered information through questionnaires or quizzes to determine
the knowledge base of the staff and fall team (Rask et al., 2007; Burland et al., 2013). All seven

studies provided teaching strategies for staff training, such as workshops, distribution of



manuals to team members, videos, self-paced learning packets, laminated brochures for units
(that summarized the program outline and modules), and case examples of program application.

Staff education was most often conducted in more than one educational session prior to
the beginning of the study. In four of the studies, the first training session ranged in length from
as little as one hour up to a full day (Becker et al., 2003; Burland et al., 2013; Kerse et al., 2004;
Rask et al., 2007). The introductory session covered basic information about falls, incidences and
consequences of falls, and risk factors, along with preventative measures. If the study included a
second training session, it focused on the core components of the new fall management program.
If there wasn’t a second training session, then the FMP information was included in the first
session. In the studies where staff training was conducted along with other prevention
interventions, the studies did have a positive result in reducing falls.

Resident Education. Another promising avenue for reducing falls appears to be
educating residents, and (where possible) their families on prevention strategies (Becker et al.,
2003; Burland et al., 2013; Cusimano et al., 2008: Nitz et al., 2012). Some studies did not
specify the education modalities used; however, others were explicit in how the education was
delivered: via pamphlets, discussions at the resident/family meetings, and posters displayed in
the nursing home.

Resident education sessions focused on providing information on the new FMP, fall risks
and/or falls prevention (Becker et al., 2003; Burland et al., 2013; Cusimano et al., 2008; Nitz et
al., 2012), including instruction on safe transferring of residents from one location to another
(Cusimano et al., 2008). Again, all these studies emphasized that resident education was a key
component in a successful fall management program and has proved instrumental in reducing

falls.
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Multidisciplinary Teams. Three studies addressed the importance of having a
multidisciplinary team involved in implementation of a fall management program. The studies
suggested team members should include a nurse, nursing assistants, either an occupational or
physical therapist, and a member from maintenance or engineering (Rask et al., 2007; Taylor,
2002; Vlaeyen et al., 2015). All these studies had fall rates that either remained stable in the
intervention groups (Rask et al., 2007) or had a positive finding of reducing falls (Taylor, 2002;
Vlaeyen et al., 2015).

A synthesis of the evidence showed good and consistent support for reducing falls in
nursing homes by implementing a multifaceted fall management program. Moreover, findings
suggest that an effective program should be overseen by a multidisciplinary fall prevention team
and include both staff and resident education using a variety of teaching modalities.

Rationale
Theoretical Model/Conceptual Framework

The conceptual framework used in guiding the development of this quality improvement
project is the Donabedian’s Conceptual Model (Donabedian, 1988). According to this model, to
determine if any quality improvement project has achieved a desired effect, then it must include
both process and outcome measures to connect the theory of change to the expected outcome
(Appendix B). Three components must be present when making changes to improve quality of
care (Moran et al., 2020; Hickey et al., 2017):

e Structure measures/input measures include resources and the setting where the project
will be implemented, as well as defining who will be involved in the project.
e Process measures address the way the systems and processes work to deliver the desired

outcome (what will be done and how it will be delivered).
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e Outcomes measures reflect the impact on the patient and ultimately determine if the aim
of the project was met (what will be measured, reviewed, or assessed).

This model will assist in examining the concepts that will affect the structure attributes
(standards and resources) and provide a systematic process for care (intervention-
trainings/education) to help determine if the desired outcome (fall reduction) can be achieved.

Another critical component of the project is educating staff on the fall management
program and interventions, and then evaluating what knowledge they attained and implemented.
According to Bandura’s Self-Efficacy Theory (Bandura, A., 1977; Novak & Valquez, 2013),
when individuals believe their actions can influence the outcomes of a given situation, they not
only feel better about themselves but also feel they have a sense of power and control over what
happens. The four sources of efficacy beliefs are (Appendix C):

e Performance Outcomes: Previous personal mastery experiences (whether positive or
negative) can influence the ability of an individual to perform a given task.

e Vicarious Experiences: Observing other people, especially role models who have
succeeded by their sustained efforts, can increase learner confidence.

e Verbal Persuasion: Influential and successful people in our lives can strengthen beliefs
that we have what it takes to succeed.

e Physiological/Emotional States: State of mind can influence performance for better or

WOrse.

Project Framework — Role of the Logic Model in Project Development

In conjunction with both the Donabedian’s Conceptual Model and Bandura’s Self-

Efficacy Theory, the Kellogg Logic Model (W. K. Kellogg Foundation, 2004) was used to guide

the process of the project. This tool provided a visual representation of the framework for



identifying available resources (inputs), necessary activities, products (outputs), and a specific
time frame to accomplish the desired outcomes. The model provided a way to communicate the
steps of the project, to identify gaps in the process, to measure outcomes through data collection,
and to evaluate the project.
Specific Aims

The aim of this evidence-based quality improvement project was two-fold: to implement
a standardized, evidence-based fall management program at a long-term care and short-term
rehabilitation facility, and to decrease the fall incident rate among its residents.

Context

Population

This facility mostly services Utahns 65 years of age and older who, prior to being
admitted to this facility, had typically lived in Utah County or surrounding counties, such as
Wasatch County and Salt Lake County. Of the estimated 606,503 Utahns living in Utah County,
approximately 41,777 are aged 65 years and older with approximately 24,000 of those being
female (World Population Review, 2019).

In Utah County, unintentional injuries are the third leading cause of death. According to
the Utah Department of Health (([UDOH], 2019a), falls among Utah’s older population are a
significantly growing health concern and are the leading cause of injury-related death and
hospitalization. It was also noted that for this Utah population, the combined cost of fall-related
hospitalization and emergency room visits was roughly $123 million annually. Both national and
Utah statistics over the past 20 years show a steady increase in death rates due to falls (Center for
Disease Control and Prevention [CDC], 2019a; UDOH, 2019b). In 2016, approximately 30% of

Utahns age 65 years and older had reported falling, and the age-adjusted rate of fall deaths was
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approximately 58 deaths per 100,000 older adults (CDC, 2019a; CDC, 2019b). This population
accounted for 77.8% of all fall-related deaths in the state.

According to the ADON (personal communication, September 19, 2019), approximately
65% of the residents are female, and the average age of residents is 80 years old. This population
group is significant because the project focus is on individuals 65 years of age and older who
reside in a specific long-term care facility.

Relevant Elements of Project Settings and Resources
Location and Size

The setting for this project is a facility in north-central Utah that provides both long-term
care and short-term rehabilitation services. In July of 2017, this facility was established and
opened its doors to its first five residents (ADON, personal communication, September 19,
2019). The facility was granted state licensure in September 2017, by the Utah Bureau of Health
and Facility Licensing and Certification (Utah Department of Health, n.d.) and was granted
certification to accept Medicare and Medicaid residents by the Centers for Medicare & Medicaid
Services (CMS). The grand opening to the public was held on September 18, 2017 (Neeley,
2017).

The facility has a maximum total occupancy of 99 residents, with the average daily
census of approximately 80 residents (ADON, personal communication, February 26, 2020). The
building consists of six hallways; five are dedicated to long-term care residents and one is
dedicated to short-term rehabilitation and/or skilled nursing residents.

Social Setting
Maintaining good communication and excellent customer service with residents, their

families, and community partners is vital to the operation of this facility. This facility partners



with multiple health-care organizations, such as assisted-living facilities, hospice companies,
surgeons, and hospitals. By sustaining these collaborations, the facility is able to make
transitioning to long-term care and/or rehabilitation a seamless process for their customers and
their customers’ families.

Community reviews describe this place as a “beautiful facility” that is welcoming with
“professionals that give attentive care” and have “incredible teamwork.” Additional reviews
indicate that this facility has upheld a rating score of 4.6 out of 5 stars over the past two years.
Most reviews are positive regarding the staff’s attentiveness and excellent care. However, there
are a few negative comments indicating the staff did not answer call lights in a timely manner
(Google, n.d.).

Political Setting

This facility is certified by the Centers for Medicare and Medicaid Services, and therefore
is mandated to participate in a state inspection annually. State survey agencies conduct the health
inspections on behalf of the government. The inspection team uses the federal government’s
standards to conduct the inspection and determine if the nursing home is meeting those standards
in protecting residents.

The CMS has awarded this facility a “much above average rating” of 5 out of 5 stars for
its overall treatment and care of its residents (U.S. Centers for Medicare & Medicaid Services,
n.d.). These star ratings are based on a nursing home’s performance on three separate measures:
(a) health inspections, (b) staffing, and (c) quality measures. Each of these domains have their
own star ratings, wherein more stars represent better quality of care.

Economic Resources

19



This specific facility is a for-profit company. Approximately two-thirds of total revenue
comes from governmental health care programs: Medicaid and Medicare. The remaining income
is generated from private health insurances, private long-term care insurances, and out-of-pocket
monies.

Staffing Resources

This facility has approximately 180 total employees. The nursing staff is comprised of
106 of the total employees: 33 registered nurses, 10 licensed practical nurses, and 63 certified
nursing assistants (ADON, personal communication, February 26, 2020). The remaining
employees are non-nursing staff from different departments, including: (a) administration, (b)
business office, (c) activities, (d) maintenance, (e) dietary services, (f) social services, and (g)
therapy. The therapy team consists of physical therapists, restorative nurse assistants (RNAS),
occupational therapists, certified occupational therapy assistants, speech therapists, language
pathologists, and rehab aides/technicians.

Physical Resources

This facility primarily focuses on serving residents who require 24-hour, 7-day-a-week
care for whatever long-term period the resident may need. The facility also provides skilled
nursing services for residents needing a high level of medical care for short-term rehabilitation
from illness or injury. These medical care services are provided in a gymnasium by the full-time,
in-house therapy team who are all licensed health professionals. This facility also offers an
integrated cognitive program for residents diagnosed with Alzheimer’s disease. Additional
services include hospice care (for terminally ill residents), and respite or temporary institutional
care (for the sick or for disabled elderly persons), to provide relief to their usual caregiver

(ADON, personal communication, February 26, 2020).
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Another vital resource that this facility uses for recordkeeping is the PointClickCare
(PCC) Electronic Health Record (EHR) System (ADON, personal communication, February 26,
2020). All resident history, assessment information, and electronic medication administration
records are housed within the PCC EHR system. Staff support for the PCC EHR system comes
from the company’s Information Technology (IT) department at Ensign Group, Inc. This
resource is vital in carrying out the quality improvement project and collecting fall data.
Leadership & Stakeholders

This facility is an independently operated, for-profit, subsidiary of a larger company,
Ensign Group, Inc. The company is “flat structured,” which allows local leaders and their teams
to make decisions locally and provide solutions to the specific medical needs of the communities
they serve (Ensign Group, Inc., 2020). This facility is also a part of the “Southern Utah cluster
group” which consists of nine total independently operating nursing homes owned by Ensign
Group, Inc. (ADON, personal communication, February 26, 2020). An Executive Director
oversees the management of all nine nursing homes. However, each nursing home has an
Administrator and a Director of Nursing. The Director of Nursing manages the day-to-day
operations of their facility and reports to the Administrator, who in turn reports to the Executive
Director.

This organization’s primary stakeholders include: the Administrator, the Director of
Nursing, two Assistant Directors of Nursing, Unit Managers, a Certified Nurse’s Aide (CNA)
Coordinator, Charge Nurses, Lead CNAs, and a Physical Therapy Director. This group of
individuals is instrumental in forming a fall management team. They (a) approve which

components of the FMP will be implemented, (b) carry out the tasks of the FMP and encourage
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others to do so, (c) monitor progress, and (d) provide feedback on the FMP. The doctoral
candidate served as the project leader for this project.

Congruence of Project with Organizational Mission, Values, and Needs Assessment
Organization Mission and Values

Two objectives of the organization’s mission that correlate directly with the project’s
overall outcome of reducing falls are (a) “to lead the long-term care and assisted-living care
industry by providing an unexpected level of excellence in care in the community we serve” and
(b) “to serve the whole resident: body, mind, and spirit” (Ensign Group, Inc., n.d.).

The company has also defined seven core values for their employees on how to treat each
resident, the resident’s family, and each other. One core value, accountability, supports the goal
of decreasing the fall risk among residents by holding the employees accountable for the “highest
standard of care and professionalism” (Ensign Group, Inc., n.d.).

Needs Assessment

A baseline Strength, Weakness, Opportunity, and Threat (SWOT) analysis was
completed (Appendix D). The findings of the assessment helped the project leader identify the
organization’s current internal and external attributes and threats (Moran et al., 2020). These
findings also helped the project leader determine which program outcomes would be most
appropriate for the project.

Organizational Culture and Readiness for Change

Administration voiced their support of the project leader undertaking an evidence-based
quality improvement project to decrease the incidents of falls in their facility. Reducing falls at
this facility would benefit nursing home residents and help enable the organization to adhere to

their company’s core value of “providing the highest standard of care” (Ensign Group, Inc., n.d.).



Fewer falls could also mean financial savings and higher satisfaction ratings from residents and
their families.

In addition, administrators also committed IT resources to assist with setting up any
additional tools for documentation that might be needed in the PCC EHR system. Allocation of
funding for interventions was somewhat of a concern, although the ADON mentioned that they
would be able to support the project by allowing for staff trainings and the creation of an
interdisciplinary fall management team, plus other necessary interventions and changes within
the PCC EHR system. Any allotted funding and resources would need approval first by the DON
and then by the Business Office Manager. Any substantial funding would require final approval
by the Ensign Group Executive Director who oversees the facility.

Strengths and Weaknesses

The SWOT analysis identified facility strengths, such as the high ranking for quality of
resident care by the U.S. Centers for Medicare & Medicaid Services (n.d.). The rating system
gives each facility a rating of between 1 and 5 stars on areas such as health inspections, staffing,
and quality of resident care measures. This facility received a 5-star rating overall and a 5-star
rating for quality of care for both long and short-term stays. Additional strengths included the
facility’s excellent customer service and strong community partnerships with other health care
entities, such as assisted-living facilities, hospice companies, surgeons, and hospitals. These
collaborations help the facility make transitioning to long-term care and/or rehabilitation a
seamless process for their customers and their customers’ families.

The primary area of concern identified through the assessment was staffing. According to
the CMS (n.d.), the facility received only a 3-star rating (out of 5) for CNA staffing and a 4-star

rating (out of 5) for the time registered nurses spent with the residents. Other staffing concerns
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included the staffing ratio of just one CNA to every 16 residents and frequent turnover rates in
the nursing staff. An additional concern was the high fall rate at the facility, which was
significantly higher than the national average.

Memorandum of Understanding (MOU)

An MOU was obtained on February 11, 2021 (Appendix E). This document was signed
by the DON of the facility and the project leader as an agreement that the facility was willing to
allow the project leader to implement the quality improvement project. The MOU outlines the
background of the project, the purpose of the project, and the intended outcomes of the project.
The MOU also provided the facility with the proposed duration of the project, as well as
information on reporting the findings of the project and potential publications.

Interventions
Logic Model

The Logic Model for this project (Appendix F) was used as a working flowchart to guide
the quality improvement project and to communicate the process of the project to key
stakeholders (Reavy, 2016). The Logic Model interventions included identifying: (a) expected
resources (inputs), (b) essential processes intended to bring about change (activities), (c)
individuals who will be reached, and (d) resulting products and services (outputs). The model
helped build understanding of the project by linking the project interventions to projected
outcomes.

Interventions in the evidence-based FMPB included the formation of a Falls Management
Team who approved interventions such as: (a) educational sessions on fall risk and prevention
for staff and residents, (b) focused training for nurses on the Morse Fall Scale, (c) tailored

interventions for residents based on category of risk along with the requirement that nurses



include those tailored interventions on the report sheet so all nursing staff will know which
interventions to follow for each resident, and (d) implementation of a Fall TIPS poster program.
Interventions were flexible and could be altered based on the feedback from the FMT.
Outcomes: Short-term, Intermediate, and Long-term
This pilot project included a total of 10 outcomes: six short-term outcomes
(STO), two intermediate outcomes (10), and two long-term outcomes (LTO). The specific,
measurable, achievable, relevant, and time-limited attributes (SMART) were used in developing
clearly defined short-term and intermediate outcomes (CDC, n.d.). Each STO and 10 was further
identified as being either a process outcome (PO) or a change outcome (CO). A process outcome
describes the activities and/or services delivered as part of the program implementation, while a
change outcome focuses on what the target population would be able to know or do because of
the program/activities (CDC, n.d.). 10 and LTO are identified in the Logic Model (Appendix F).
The short-term outcomes are outlined below:
1. By May 2021, 100% of the interdisciplinary Fall Management Team (FMT) approved
a standardized, evidence-based FMPB for implementation. (CO)
2. By May 2021, 75% of the staff who participated in at least one educational session,
reported a 10% improvement in knowledge of fall risks and/or prevention of falls.
(PO)
3. By May 2021, 80% of the licensed nurses who attended a training session on the
Morse Fall Scale (MFS) were able to correctly calculate the Fall Risk Status score

and use the results to choose three interventions tailored to the area of risk. (CO)
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4. By August 31, 2021, 75% of residents who attended an educational session on fall
risks and fall prevention reported a 10% improvement in knowledge of prevention of
falls post-educational session. (CO)

5. Residents who participated in the FMPB had an overall fall rate reduction of 3%
(approximately one fall per month) from pre-intervention to post-intervention from
June 2021 to August 31, 2021. (CO)

6. By August 31, 2021, 50% of the staff reported satisfaction with the FMPB. (PO)

Correlation of Interventions with the Theoretical Model Elements/Phases
All interventions were closely correlated with the three components of the Donabedian’s
model. Necessary resources included: administration personnel (who play a significant role in
obtaining support for financial needs and for approval of a 4-to-6-member FMT); settings for
educational sessions; key individuals (such as nursing staff, therapy team, and staff development
coordinator); as well as supplies, materials, and technology needed for training sessions.

To satisfy the second component of Donabedian’s model, the project leader utilized the

Logic Model to determine how process measures would be delivered. The Logic Model served
as a guide to help map out specific activities, as well as to determine how these activities would
be performed, and who would perform them. Some process measures included: developing
traditional and capital budgets for the FMPB, creating and delivering educational/training
methods/sessions for staff and residents, developing and administering validated pre- and post-
educational tools, along with gathering and summarizing the data from the results. All these
process measures are directly correlated to supporting each outcome.

In the third component of Donabedian’s model, the outcome measures include the end

results of the activities that will ultimately determine if the project reached its goals. For this
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project, some outcome measures were: (a) to gain approval of a FMP and implement it, (b) to
improve knowledge of fall prevention interventions among staff, (c) to gain satisfaction with the
FMPB among staff to help ensure that the program would be sustainable, and (d) to reduce fall
rates among residents.

Bandura’s Self-Efficacy Theory (Novak & Vasquez, 2013) was also incorporated as the
staff began to perform the interventions included in the FMPB. The project leader involved staff
with both formal and informal powers/leadership to help influence and strengthen other staff
members. These influential individuals were expected to serve as role models to guide the
implementation and ensure the sustainability of the project. These leaders would be tasked with
strengthening other staff members and imbuing them with the confidence they need to succeed.

Timeline

A structured timeline for this project was followed using a table (Appendix G). The
project began in September of 2019 (with the assessment of the facility and its proposed
problem) and ended in April of 2022 (with the dissemination of project results to key
stakeholders at the facility, as well as to faculty in the Doctor of Nursing Practice Program at
Boise State University). Critical steps were outlined and tracked to ensure that the project was
completed within the allotted time frame.

Measures

This quality improvement project had a total of six short-term outcomes that required
data collection. Various instruments and questionnaires were utilized to collect specific data that
measured each STO of the project (Appendix H).

The “Fall Management Team Minutes of Meeting Report” (Appendix 1) was used for

Outcome 1. This report captures the percentage of members of the FMT who approved the



FMPB and lists which fall management interventions/activities were approved to implement in
the pilot program.

To measure Outcome 2, the project leader created a 12-question “Fall Prevention
Knowledge Pre-Educational Evaluation Test” (Appendix J) and “Fall Prevention Knowledge
Post-Educational Evaluation Test” (Appendix K) to determine the staff’s knowledge before and
after the educational session. The tests were created using the validated 13-question “Fall
Prevention Knowledge Test” as a guide. This guide contained 11 true/false questions and two
Likert Scale questions (Dykes et al., 2018). The project leader removed question #7 since it did
not pertain to the facility. Zoe Barus (MPH and Project Leader at the Center for Patient Safety
Research and Practices at Brigham and Women’s Hospital) granted permission to modify and
use the test in a long-term care setting (Appendix L).

To measure Outcome 3, the nurses completed a Morse Fall Scale Training Module and
then completed “The Morse Fall Scale Training Questionnaire” (Appendix M). Answers were
recorded using “The Morse Fall Scale Training Module Outcome Report Sheet” (Appendix N).
The report sheet tracked whether the nurses could accurately calculate the MFS risk score for a
hypothetical resident in a case study, put them in the correct fall-risk category, and correctly
identify the three best interventions based on the resident’s fall risks.

Outcome 4 was measured using the “Activities to Decrease Fall Risk Pre-Evaluation
Questionnaire” (Appendix O) and “Activities to Decrease Fall Risk Post-Evaluation
Questionnaire” (Appendix P) created by the project leader. The questionnaires contained a total
of nine questions: seven true/false and two multiple-choice. This questionnaire was based off the
pretest/posttest in Module One and Module Three from AHRQ Falls Management Program

Chapter 5: Information and Training for Staff, Residents, and Their Families (AHRQ, 2017b).
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This questionnaire did not require special permission to use. It was utilized to determine the
resident’s knowledge of reducing their fall risk (before and after the educational session) to
verify whether an increase in knowledge occurred. For Outcome 5, the organization’s electronic
health record was accessed, as well as the “Fall Report Sheet” (Appendix Q), which was created
by the ADON at the facility. The data gathered was used to quantify the number of falls that
occurred three months prior to the implementation of the FMPB, as well as monthly during the
implementation.

Lastly, the questionnaire for Outcome 6, “Satisfaction Survey of the Fall Management
Program” (Appendix R) was based off the survey of Beliefs About Confidence to Prevent
Patients From Falling (Dykes et al., 2011). Permission was granted to use the survey questions
(Appendix S). The Satisfaction Survey of the Fall Management Program was used to quantify
the staff’s satisfaction with the FMPB and identify opportunities for improvement and revisions
of the FMP. The survey consists of 12 Likert Scale questions and one open-ended question.

Analysis

Qualitative and quantitative analysis methods were used to determine if project outcomes
were met (Appendix H). For Outcome 1, descriptive statistics were used to analyze data
percentages of staff that approved the FMPB. The interventions/activities with the highest
approval rate were chosen to be implemented at the facility. For Outcomes 2 and 4, the scores
were analyzed to determine the difference in scores before and after education. For Outcome 3,
descriptive statistics of percentage and frequency were used to determine the percentage of
nursing staff that achieved the correct MFS score and identified the three target interventions
best suited to addressing the case scenario. For Outcome 5, frequency was used to measure fall

rates pre-intervention (March/April/May) and post-intervention (June/July/August). Outcome 6
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used descriptive statistics (means, ranges, and standard deviation) for each quantitative question
item. The qualitative data statistics were then analyzed by placing answers from the open-ended
questions into categories.

Ethical Considerations
Ethical Considerations and Protection of Participants

Multiple steps were taken to protect the privacy of all project participants. All staff at the
facility participated in training regarding the standards of patient privacy under the Health
Insurance Portability and Accountability Act (HIPAA), which states that they must not
disseminate any private health information (Hicks, 2018). The project leader completed HIPPA
training and an online Collaborative Institutional Training Initiative Program for research and
compliance to better understand how to treat human subjects involved in research.

Data for this project was collected voluntarily from staff and residents. To maintain
confidentiality, the data collected had no direct identifiers and was given alternate identification
numbers. Data collected electronically was encrypted and stored on a computer and/or server that
required a secured password to obtain the information. Results of the data collected were
reported in aggregate (Hicks, 2018). No information was shared with administration until data
was de-identified.

Conflicts of Interest

The project leader is not employed or affiliated with the organization and/or facility
where the project was implemented. The project leader was not aware of any institutional
conflict of interest, and no other conflicts of interest were identified.
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Literature Review Summary Table

TITLE OF AUTHORS RESEARCH TYPE OF LEVEL/ DESCRIPTION OUTCOME RESULTS/KEY
ARTICLE QUESTION OR AIM STUDY QUALTIY OF SAMPLE (IF MEASURES FINDINGS
OF THE ARTICLE (DESIGN) OF APPLICABLE)
EVIDENCE

Background/significance: Injuries and Cost Associated with Falls
Geriatric nursing | Botwinick | Directly compare the | Quantitative Level 11l B All ground-level fall 1.Clinical data -Patients from NH had
home falls: A et al. outcomes between Cross-Sectional patients aged 65 collected: significantly higher rates
single institution | (2015). elderly patients who | Descriptive years and older a. Injury of pneumonia, sepsis,
cross-sectional fall in the nursing Correlation (total of 1,296), who | Severity Score unplanned intubation,
study home (NH) and their | Study presented to a Level | (ISS) and urinary tract

community
counterparts after
presentation to a
Level 1 trauma
center.

1 trauma facility,
from 2008 to 2012

Subdivided into 2
groups: NH patients
and community
dwelling patients

b. Admission
Glasgow coma
score (GCS)

c. Admission
systolic BP (SBP)

2.0utcome data
included:

a. in-hospital
complications

b. Length of
Stay (LOS)

c. operative
intervention

d. in-hospital
mortality

infections, when
compared to patients
admitted from home

-LOS in ICU was similar
between groups

-In-hospital mortality
was not significantly
different between the
two groups, but NH
patients had an
increased rate of in-
hospital complications
-NH patients are
significantly more
debilitated on
presentation after a fall
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e. traumatic
brain injuries
(TBIs)

than their community
counterparts

-Falls in NH have worse
outcomes

Ground-level Hasjim et | Do injuries, Cohort Study- Level 11l B All patients (15,873) | Comparison of -GLFs at SNFs are
falls at skilled al. (2019). | specifically TBIs and Retrospective age 65 years or patients associated with a 64%
nursing facilities lower extremity (LE) | Analysis older who presented | sustaining GLFs | higher risk of a serious
are associated injuries, differ after a ground level | at home and LE injury, femur
with more between patients fall (GLF) to more SNFs fractures being the most
serious lower suffering GLFs in than 550 level | or Il a. Trauma common
extremity SNFs compared with trauma center Quality
injuries residential homes? across all 50 states Improvement -In SNF residents 77.8%
compared with Program of serious fall-related
home Subdivided into 2 b. Injury injuries result in a

groups: nursing Severity Score fracture, with LE

home patients and (1SS) fractures being the most

community dwelling common.

patients 2.Descriptive

statistics: -Residents falling at
a. ttest SNFs had a lower rate of
b. Mann- serious TBI than those at
Whitney U test | home

The CDC Injury Houry et What will be the Cohort Study- Level Il B Adults aged 65 and 1. Number of -The number of older
Center's al. (2015). | number of older Parallel older older adult falls | adult fatal falls is
response to the adult falls by 2030 Analysis by the year projected to reach

growing public
health problem
of falls among
older adults

and the associated
lifetime medical
cost?

2030 along with
lifetime medical
cost

a. Parallel
analysis of fatal
falls data from
1999-2012

100,000 per year by
2030 with an associated
cost of $100 billion

-Falls in older adults will
continue to rise
substantially and
become a significant
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b. CDC cost to our health care
WISQARS fatal system if focus is not
injury database | given to prevention of
c. US Census falls in the clinical
Bureau’s setting
population
projection
Background/significance: Risk Factors Associated with Falls
Falls in Baixinho Determine the Quasi- Level Il C 204 Individuals aged | 1.Evaluated gait | 81.4% of the elderly
institutionalized | et al. prevalence of falls experimental- 65 years or older capacity, without cognitive
elderly with and | (2019). among Correlational and institutionalized | mobility, and decline and 43.9% with
without institutionalized Study in two long-stay balance cognitive decline who
cognitive elderly with and institutions a. Timed Up fell took >12 sec. to
decline: A study without cognitive and Go Test perform the TUGT, this
of some factors decline. 50% had cognitive (TUGT) difference was
decline, of which 2. Number of statistically significant
26.5% were men falls among
and 73.5% women participants -40.2% of the elderly
with and with cognitive decline
In the group without | without experienced at least one
cognitive decline, cognitive fall
31.4% were men decline

and 68.6% women

-Safety practices and
behaviors were better in
the elderly with
cognitive decline

-42.2% fall prevalence
among the elderly
without cognitive
decline, not statistically
significant
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-Most of the elderly
with cognitive decline
who fell took
benzodiazepines
(65.9%)

Predictors of Blichele et | Object of the study Cohort Study- Level Il A Sample of 70,196 Standardized -Serious falls were
serious al. (2018). | was to analyze Prospective, falls from 528 form included associated with
consequences factors associated Observational nursing homes in information increasing age, being
of falls in with serious Quasi - Bavaria, Germany about date, female, and less
residential aged consequences of falls | Experimental time, sex, age, restricted functional
care: Analysis of in nursing home Study functional status
more than residents (NHR). status, location
70,000 falls of fall, activity -Walking compared with
from residents leading to fall, transferring and
of Bavarian footwear particularly the morning
nursing homes hours (between 6 AM
Potential and 8 AM) were
consequences associated with a
such as transfer | serious fall
to hospital or a
suspected -Inappropriate footwear
fracture and weekends were
associated with serious
falls only in women
Falls and long- Cameron | What are risks for Cross- Level Il C Sample of 395 LTCF | 1.Data collected | -224/395 LTC residents
term care: A et falls in elderly Sectional Study residents 265 years | before, during in 1G experienced at

report from the
care by design
observational
cohort study

al.(2018).

residents of Long-
Term Care Facilities
(LTCF)?

of age

and after the
implementation
of CBD (new
model of
coordinating
primary carein
LTCF) over a six-

least one fall

-Cognitive impairment
(dementia), male
gender, visual
impairment, Potentially
Inappropriate
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month
timeframe

Medication (PIM) use
and use of SSRI/SNRI
medications were
associated with
increased risk of falls,
while benzodiazepine
use appeared to be
associated with a
decreased risk of having
fallen.

-Falls remain an
important problem
among LTC residents

Risk factors
associated with
accidental falls
among ltalian
nursing home
residents: A
longitudinal
study (FRAILS)

Castaldo

et al.
(2019).

The aim of this study
is to assess
characteristics of
fallers and
investigate risk
factors associated
with falls among
older NHs residents.

Cohort Study-
Observational
Longitudinal
study

Level Il C

409 residents (82%
women; 83+9.4
years) in geriatric
units (331, 81%) and
in specialized
dementia units
(SDUs, 78%)

1.Demographic
and clinical data
from charts:

a. Drugs, and
fall events

b. Risk factors
of falling

2. Clinical data
from routine
assessment
tools used in
the NHs

a. Activities of
daily living
(ADL) assessed
with the
Modified
Barthel Index

-Higher autonomy in
activities of daily living,
living in SDUs, and
previous falls were
significantly associated
with falls

-111 residents fell
(27%), and 54 (48.6%) of
them had an injury
related to a fall
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b. Mini Mental
State
Examination
(MMSE)

c. Comorbidity,
evaluated by
the Cumulative
Illness Rating
Scale (CIRS)

3. Falls
4. injurious falls

Risk factors for
falls in older
people in
nursing homes
and hospitals. A
systematic
review and
meta-analysis

Deandrea
et al.
(2012).

The aim of the study
was to provide a
comprehensive and
quantitative review
of risk factors for falls
in older people in
nursing homes.

Systematic
Review Study

Level | A

The criteria for 24-
article selection was
at least 200 NH
residents who were
265 years of age
>75% were women

1.Depression
was diagnosed
by two scale
a. Center for
Epidemiologic
Studies
Depression
Scale (CES-D)
b. Geriatric
Depression
Scale (GDS).

2.Cognitive
impairment was
defined by a
Mini Mental
State
Examination
(MMSE) score

3.The pooled
odds ratio (OR)
was computed

-For NHR, the strongest
associations were with

history of falls, walking
aid use, and moderate

disability

-Use of sedatives,
antipsychotics and
antidepressants was
directly associated with
risk of falling, as well as
number of medications
used (for one drug
increase: Odd ratio [OR]
=1.0,0R=1.17
multivariate)

-For depression, stroke
and incontinence no
significant association
was detected
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using random
effect models

-Female gender was not
associated with an
increased risk of falling

Prevalence of Dhargave | To evaluate the Cross-Sectional | Level llI C 163 elderly men and | Assessment -History of falls, poor
risk factors for et al. prevalence of various | Study women aged 60-95 | Tools: vision, use of multiple
falls among (2016) risk factors for falls years in four nursing | 1. Long Term medications, chronic
elderly people among older people homes, who are able | Care Fall Risk diseases, use of walking
living in long- living in long-term to move indoors Assessment aids, vertigo, and
term care care homes. with or without Form balance problems were
homes walking aids, and 2. MMSE associated with falls
not receiving any 3.Berg Balance among the elderly
physiotherapy or Scale population living in LTC.
any other training 4. Fall Factors
for physical fitness Assessment -Women had a higher
5. Dynamic Gait | risk of falls than men
Index
Differences Galik et al. | The aimis to Randomized Level | A A total of 336 Descriptive - 211 reported falls
between (2018). determine if there is | Controlled Trial participants 255 information was | occurred during the
moderate to a difference in (RCT) years of age obtained: age, study
severely psychotropic currently living in marital status,
cognitively medication, function, one of 12 nursing gender, race, -There was a significant
impaired fallers physical activity, home, and scored education, and | difference in total
versus non- agitation, less than 15 on the number of number of

fallers in nursing
homes

resistiveness to care,
comorbidities, and
depression among
moderate to severely
cognitively impaired
nursing home
residents who were
fallers versus non-
fallers.

Mini-Mental State
Examination
(MMSE)

Residents were
mostly female (242,
72%) and white
(199, 59%), with a
smaller percent
Black (133, 40%) or
Asian (4, 1%)

comorbidities
based on chart
abstracting.

Falls at baseline
were obtained
from the
designated
facility staff
along with
whether the

comorbidities, agitation,
total number of
psychotropic
medications, depressive
symptoms, and time
spent in physical activity
between those who fell
and those who did not
fall
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individual was
sent to the
emergency
department or
admitted to the
hospital
associated with
the fall and/or
whether there
was a fracture
or other type of
serious injury
such as head

-Those who did not fall
had less agitation, more
comorbidities, fewer
psychotropic
medications, fewer
depressive symptoms,
and spent less time in
physical activity

-No difference among
fallers vs non-fallers as
to whether they
received an antiseizure

trauma. medication,
antidepressant,
anxiolytic medication,
and antipsychotic
medication
Potential Solutions: Effectiveness of Fall Prevention/Management Programs
Effectiveness of | Becker et | Evaluate the Prospective, Level I B 981 residents 260 1. Falls: -Significant difference in
multifaceted al. (2003) | effectiveness of Cluster-RCTs years of age in 6 P=<.001 and fall rates: 1G=1,399
interventions on multifaceted, non- nursing homes (NHs) | density rate of CG=2,558
falls in nursing pharmaceutical in Germany. falls/1,000 -Fewer fallers in 1G:
home residents interventions and not Intervention group resident years 1G=36.9% fallers
individual (I1G)= 509 residents 2. Fallers: CG=52.3% fallers
components on Control group P=.038

incidence of falls and
fallers

(CG)=472 residents

3. Injurious falls:

Hip fractures P=
.801 and non-
hip fractures
P=.128

-No significant
differences in hip
fractures and/or other
fractures in either group
-Multifaceted
interventions (staff &
resident education,
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environmental
adaptations, balance &
resistance training, and
hip protectors) are likely
to prevent falls in this
high-risk group

The evaluation
of a fall
management
programina
nursing home
population

Burland et
al. (2013)

Evaluate if instigating
a NH Fall
Management
Program (FMP) will
help increase
resident’s mobility
and decrease
injurious falls.

Quasi-
experimental,
pre-post,
comparison
group

Level II B

1,046 residents from
12 NHs in Canada (5
NHs where FMP
was implemented
and 7 NHs where no
FMP was present)

Preprogram vs
postprogram

over 14 months:

1. Falls: P=.058
also measured
in per person

per year (PPY)

2. Injurious falls:

P=.02

3. Falls causing
hospitalization:
P=.023

-Postprogram fall rates
equal for both groups
2.24 PPY

-Significantly lower
Injurious falls rates in
IG=0.596 PPY than
CG=0.746 PPY

-Significantly fewer
hospitalized falls in 1G
=0.020 PPY vs CG=0.041
PPY

-Implementation of a
multifaceted FMP
(education for staff,
residents, & families,
risk reduction strategies,
regular fall risk
assessment and
environmental audits
and post fall protocols)
improves outcomes
compared with
nonprogram NH




Effectiveness of | Cusimano | Evaluate the Systematic Level I B 1,685 participants 1. Falls: density | -2/5 studies reported
multifaceted et al. effectiveness of Review of RCTs 260 years of age rate of falls per | significant reduction in #
fall-prevention (2008) multifaceted currently living in a 1,000 resident of falls & fallers
programs for intervention residential care years
the elderly in programs in reducing setting 2. Fallers -1/5 studies reported
residential care the number of falls, (5 studies) 3. Injurious falls | reduction in number of
fallers, and injurious 4. Recurrent injurious falls
falls among older Fallers
people living in -3/5 studies reported a
residential care significant reduction in #
facilities (RCF). of recurrent falls (7-
11%)
-Multifaceted fall-
intervention programs,
with more than one
intervention strategy
(staff/resident
education,
environmental
modifications, resident-
specific, group-specific,
and general
interventions) have the
potential to reduce the
number of falls and
recurrent fallers
Effectiveness of | Francis- Synthesize best Systematic Level Il B Residents in NHs 1. Falls: (a) falls | -No significant reduction
complex fall Coad et available evidence Review, 265 years of age per 1,000 in fall rates or proportion
prevention al. (2018) | for the effectiveness | Random-effect (12 studies) occupied bed of residents who fell
interventions in of complex fall model days (b) with the. complex fall
residential aged prevention delivered Confidence prevention
care settings: A at least 2 levels interval interventions delivered

(resident, facility,

(Cl)=-3.01,0.43

at multiple levels




74

systematic organization) on fall 2. Fallers: (a) (exercise programs,
review rates in the Cl=0.42,1.38 education for staff,
residential aged care (b) with modification to
population. additional environment)
resources
Cl=-3.72,-0.80 | -Significant reduction in
3. Injurious falls: | fall rates was noted with
injury/1,000 interventions delivered
occupied bed at 2 or 3 of the levels
days (residents, facility, or
(a) serious organization) & were
injuries supported with
Cl=-0.24,0.13 | additional resources
(b) fractures
Cl=0.67,0.97
Efficacy and Gulka et To determine Systematic Level I B 30,057 residents in Fall prevention | -Single interventions
generalizability | al. (2020) | efficacy of fall Review NHs 265 years of interventions had no significant

of falls
prevention
interventions in
nursing homes:
A systematic
review and
meta-analysis

intervention
programs in NHs and
the generalizability of
these interventions
to people living with
cognitive impairment
and dementia

age (36 studies)

(25 single, 3
multiple, or 8
multifaceted)
on

1. Falls:
Cl=0.60-0.81
2. Fallers:
Cl=0.72-0.89
4. Recurrent
Fallers:
Cl=0.69-0.89

combined effect on
reducing # of falls

-Multifaceted
interventions reduced
the number of falls

-20/22 studies (both
single and multiple fall
prevention programs)
showed a significant
effect on reducing
number of fallers




-11/12 studies showed
significant reduction in
recurrent fallers

-Fall prevention
interventions in NH
overall reduced falls by
27%, fallers by 20%, and
recurrent fallers by 30%

Fall prevention | Kerse et To establish the Cluster, RCT Level I B 628 older residents 1. Falls: P=<.018 | -Fall prevention
in residential al. (2004) | effectiveness of fall- in 8 low-level 2. Fallers: program based on the
care: A cluster, prevention program dependency homes | p=<.078 individual’s fall risk was
randomized, in reducing falls and (rest-homes) and 4 | 3. Injurious falls: | NOT successful in
controlled trial injurious falls in older high-level Cl=0.61-2.13 reducing falls and did
residential care dependency homes not provide any benefit
residents. (private hospitals or
NHs) and 2 homes -Significantly more
that are both low residents fell in the I1G
and/or high-level (56%) than CG (43%)
dependency
-More multiple fallers in
the IG than CG
-No difference between
IG and CG in injurious
fall incidence rate or
incidence of serious
injuries
Outcomes from | Nitzetal. | To decrease falls Prospective, Level II B 670 residents in 9 1. Falls: -6/9 NH had total # of
the (2012) among residents in Quasi- NH in Australia falls/1000 bed falls reduced
implementation residential aged care | experimental across 3 states days P=.044
of a facility- facilities (RACFs) Cohort Study 2. Fallers: single | -6/9 NH had a reduction
specific through the P=<.05 & in the proportion of

evidence-based

implementation of an

multiple

single fallers




Appendix C

Bandura’s Self-Efficacy Theory

80

Sources of Self-Efficacy

Enactive Mastery
(Performance
outcomes)

Vicarious Experience
(ex. Self-modeling)

Development of
Self-Efficacy

Verbal Persuasion
(ex. Verbal
encouragement)

Physiological Arousal
(ex. Emotional state)

Novack & Vasquez (2013).

Behavior &
Performance
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SWOT Analysis Table
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Strengths Weaknesses
1. High ranking of reputable quality care from 1. Limited resources-money & staff
U.S. Center for Medicare & Medicaid 2. Staffing concerns. According to U.S. Center
Services (n.d.): for Mediccar':& Medicaid Services (n.d.):
.. . a.
a. Only3 h(_aalth deficiencies. Aver_age i Rating of 3/5 stars
for Utah is 9.9. Average for USis 8.1 a Nurses
5/5 stars on overall rating i. Below average for resident
c. 5/5 stars on long and short-stay hours: 1 hour 2 minutes vs
quality of resident care Utah average of 2 hour 9
2. Reputable reviews on Google (n.d.) from the _ minutes
community: _ . Rating of 4/5 stars
a. Overall rating of 4.6/5 stars from a 3. Staffing ratios: .
' ) N a. CNA 1to 16 residents (preferably
combined 127 reviews would like 1:13)
3. Current partnerships with other health care 4. Staff turnover. Increased in NH 65.6% in one
entities: assisted living facilities, hospice year’s time.
Companiesl surgeons, and local hospita|5 5. Increased fall ra_tes vs national rates _
4. The ability and resources to track falls and a. Approximately 365 fall/year with a
what the situation was surrounding the fall. natlonal_average of 100'2.00 falls/year
o . (Industrial Safety & Hygiene News,
Findings just needs to be utilized better. 2017)
6. Lack of policy and procedure for fall
prevention and management.
Opportunities Threats
1. Possibly collaboration with the Utah County 1. Limitations and restrictions of CMS on what
Health Department. They have a well- fall prevention modalities can be used in
researched “Stepping On” program for Fall nursing homes (no restraint use, fall risk
Prevention for community-based seniors who identifiers, etc.)
are 75 years old (women) and 80 years old 2. There are 55 other nursing homes in Utah
(males) who dwell in the community. County, Utah. Those who have scored higher
However, their lectures consist of topics that in the staffing area for CMS and/or who have
could be pertinent for residents at PMHR. fewer falls/year.
2. Partnership with Utah Falls Prevention 3. Individuals suing the facility for injuries
Alliance. They have some great information sustained from falls.
on balance and exercise for community-based
seniors, but the information could be geared
towards residents at this facility.
3. National Council on Aging (NCOA): National

Falls Prevention Awareness Day
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Appendix E

Memorandum of Understanding

Memorandum of Understanding

Memorandum of Understanding
Between
Katrina Little, Doctor of Nursing Practice (DINP) student
Boise State University

and

This Memorandum of Understanding (MOTU) outlines the terms and understanding between
Katrina Little, a DINP student at Boise State University, and
to pilot an evidence-based fall management program to reduce falls.

Background

Nursing home residents are particularly at risk for falls due to frailty and increased age.
Elderly who reside in residential aged care facilities have an even greater health concern because
the rate of falls occurs at a reported two to three times higher than among community-dwelling
elderly (Botwinick et al., 2016; Cusimano et al., 2008; Tarig et al., 2013). It is estimated that of
the 1.6 million nursing home residents in the United States, half of them will fall annually with
about one in three of those falling more than once (Agency for Healthcare Research and Quality
[AHEQ], 2017). Falls often have serious consequences, especially on frail old residents. Falls can
cause broken bones, serious head and brain injuries, as well as death. One in every 10 residents
who fall has a serious related injury and about 65,000 will suffer a hip fracture each vear (AHRQ),
2017). “Orver 800,000 patients a year are hospitalized because of a fall injury, most often because
of a head injury or hip fracture™ (CDC, 2017).

Purpose

The purpose of the quality improvement pilot project is two-fold: to implement an evidence-based
fall management program as well as to reduce the fall incident rate among the residents. The
student will create and assist in implementing a standardized fall management program, including
organization of a Falls Management Team, educational sessions for both staff and residents,
evaluation of participant’s knowledge regarding fall risks and prevention, an intervention tool
tailored to the resident’s risk for falls, and assessment of resident’s fall rate post-intervention.

Intended Project Outcomes
¢ The Fall Management Team (FMT) will approve the Fall Management Program and
activities that will be implemented.
¢ Improved staff knowledge about prevention of falls.
¢ Accorate documentation of falls intervention in PointClickCare by users of the tailored
falls intervention tool.



¢ Improved resident’s knowledge and awareness of fall risks, fall prevention and activities
thev can do to reduce risk of falls.

e 30% or greater of staff that participated in the FMP feel the program is not only effective
1n fall reduction but is sustainable.

* Reduce the fall rate by 3% (approx. 1 fall per month).

Duration

The Scholarly Project will begin March, 2021 with the DNP student planning and coordinating the
inception of a Fall Management Team (FMT). Educating the FMT on responsibilities and
determining frequency of meetings as well as approval by the team of which activities to
implement in the Fall Management Program will be completed prior to the project implementation
phase. The implementation phase will begin in May 2021, Coordination with IT and the Falls
Nurse Coordinator to create a tailored intervention based off of the Morse fall risk scale will occur
prior to the implementation phase as well. Conclusion of the implementation phase will be
August, 2021, The conclusion of the Scholarly Project and involvement with the DNP student will
end in May, 2022 after the Final Project Report is given to the organization.

Reporting

The DNP student will present a Final Project Report to the organizational stakeholders in April,
2022. The DNP Scholarly Project will include a final report, an abstract, an oral presentation of
the report and potential publication. The DINP student will submit a Final Project Report for
publication in ScholarWorks ScholariWorks is a collection of services designed to capture and
showcase all scholarly output by the Boise State University community, including doctoral
dissertations and doctoral project reports.

No personal identifiers will be included and all data will be reported in aggregate form. The author
welcomes any comments or suggestions from * but
reserves the right to publish findings and analysis according to professional standards and

principles of academic freedom_ For any work of a scholarly nature_ the author agrees to follow
the organization(s) preferences in how it is to be named (or not) in the work.

Agency preferences for how they are named/referred to within the student’s work: by
organizational name or solely by general type of agency within a region?

In presentation and publications, it was agreed upon that the facility will be referred to as: a short-
term rehabilitation and long-term care facility in the North-Central region of Utah.

Student Contact Information

‘%ﬁwcﬁg@ ae: 214
DNP Studen! sigraiure)

ise State University DNP student

ie: & || L ['L’t

(Contact Ntine, Organizational Position, Qrganization name)

83
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Appendix F
Logic Model
Resources/Inputs Activities Outputs: Outputs: Outcomes: Outcomes: Outcomes:
What we Who we reach Short-term Intermediate Long-term
accomplish or
produce
Personnel *Memorandum of *Budget for FMT *Interdisciplinary | 1. By May 2021, 100% 7. By August 31, 2022 9. The standardized,

*Administration’s
support of project and
financial needs, along
with approval of a Falls
Management Team
(FMT)

*FMT member’s time
*Project Leader’s time

Materials/Supplies
*Supplies for creating
educational/training
materials (printer, paper,
binder)

Space
*Facilities for FMT
meetings

Equipment
*Computer technology
and internet for
production of training
materials and
communication
purposes

*TV and DVD Player

understanding
signed by
organization
administration
*Approval of,
identification of,
and training of an
Interdisciplinary
FMT consisting of:
* 1 Falls Nurse
Coordinator
and/or 1
Assistant Falls
Nurse
Coordinator
*  2-4 Falls
Nursing
Assistants
* 1Falls
Therapist
(member of
therapy team-
RNA)
* 1 DON or ADON
*Develop
Traditional budget
for staff hours and

*Formation of FMT
*FMT Bi-monthly
meetings

*FMT identify
potential barriers and
facilitators of a
facility standardized
process for an
effective, EB FMP

* Standardized,
evidence-based “Falls
Management
Program Bundle”
(FMPB)

FMT members

of the interdisciplinary
Fall Management Team
(FMT) approved a
standardized, evidence-
based FMPB for
implementation. (CO)

FMP Bundle continued to
be followed by staff. (CO)

evidence-based FMP
Bundle piloted in one
nursing home facility of
the Ensign Group, Inc.
has been implemented at
all 8 other nursing home
facilities included in the
southern Utah group.
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Capital budget for
materials, supplies,
etc.

*Project Leader
meets with FMT to
educate team on
literature synthesis
of evidence-based
fall prevention
interventions to
reduce falls

and to discuss
barriers and
facilitators of a Falls
Management
Program (FMP)

Personnel
*Administration’s time
and financial support
*Time allotted for staff
to prepare, teach,
and/or attend training:

*

Staff development
coordinator
Administration staff
Nursing staff (CNAs
and licensed nurses)
Non-Nursing staff
(therapy team)

Materials & Supplies
*Supplies for creating
educational/training
materials and pre-
educational and post-
educational evaluation
tools

*Develop
Traditional budget
for staff hours and
Capital budget for
materials, supplies,
prizes, etc.

*Create 4-5
educational/training
methods on the
new standardized,
evidence-based
FMP Bundle
*Publish/advertise
dates of training
*Determine
incentives/prizes for
staff who attend
and/or participate
in educational
methods

*Training budget
*Weekly
educational/training
methods planned
(inservices, posters,
word search, video,
game, PPT
presentation, email,
web-based programs,
etc.)
*Incentives/prizes
obtained
*Pre-educational and
post-educational
evaluation tools
*Data regarding the
staff knowledge of
prevention of falls

*Administration
staff

*Nursing staff
(CNAs and
licensed nurses)
*Non-nursing
staff (therapy
team)

2. By May 2021, 75% of
the staff who
participated in at least
one educational session,
reported a 10%
improvement in
knowledge of fall risks
and/or prevention of
falls. (PO)

7. By August 31, 2022,

FMP Bundle continued to
be followed by staff. (CO)

9. The standardized,
evidence-based FMP
Bundle piloted in one
nursing home facility of
the Ensign Group, Inc.
has been implemented at
all 8 other nursing home
facilities included in the
southern Utah group.
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Space

*Facilities for training
*QOpen space for booth
*Walls for posters and
flyers

Equipment
*Computer technology
and internet for
production of training
materials and
communication
purposes

Marketing/Advertising
*Posters and flyers for
advertising dates &
times of training sessions
and when project goes
live

Incentives

*Food or other
incentives/prizes for
attendance and/or
participation in
educational sessions and
for completing
evaluation tools

*Educate/train staff
on the new FMP
*Develop/select EB
pre-educational and
post-educational
evaluation tools
*Administer pre-
educational and
post-educational
evaluation tools to
all staff members
who participate in
educational/training
methods

Personnel

* Administration’s time
and support of financial
needs

*Develop

Traditional budget
for staff hours and
Capital budget for

*Training budget
*Training session
conducted 3
days/week over 1-2
weeks

*Nursing staff
(licensed nurse)
*Non-nursing
staff (therapy
team)

3. By May 2021, 80% of
the licensed nurses who
attended a training
session on the Morse
Fall Scale (MFS) were

7. By August 31, 2022,
FMP Bundle continued to
be followed by staff. (CO)

9. The standardized,
evidence-based FMPB
piloted in one nursing
home facility of the
Ensign Group, Inc. has
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*Time allotted for staff

to prepare, teach,

and/or attend training:

*  Staff development
coordinator

*  Nursing staff (CNAs
and licensed nurses)

*  Non-Nursing staff
(therapy team)

* |T specialists

*Project leader’s time to

assist in developing the

tailored intervention

tool in the PCC

Materials & Supplies
*Supplies for creating
educational/training
materials and pre-
educational and post-
educational evaluation
tools

Space
*Facilities for training

Equipment

*Computer technology
and internet for
production of training
materials,
communication
purposes, and access to
PCC during training
sessions

materials, supplies,
prizes, etc.
*Schedule, publish,
and assign
participating staff
dates, times, and
location of training
session

*Develop training
curriculum/module
using a scenario
*Training regarding
accurate Morse Fall
Scale (MFS) risk and
documentation of
tailored
interventions by
licensed nurses
and/or intervention
follow through by
nursing staff and
non-nursing staff
*Work with MDS
coordinator for
tailored
interventions
*Creation of a post-
training
guestionnaire

* Training materials
provided to all
attendees

*With remediation
and/or retraining,

nursing staff and non-

nursing staff can
correctly document
the MFS risk and
resident tailored
interventions

able to correctly
calculate the Fall Risk
Status score and use the
results to choose three
interventions tailored to
the area of risk. (CO)

been implemented at all
8 other nursing home
facilities included in the
southern Utah group.
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Incentives

*Food or other
incentives/prizes for
attendance and/or
participation in
educational sessions and
for completing
evaluation tools

Personnel

*Time allotted to
prepare and teach the
educational session:

*  Non-nursing staff
(therapy team)
*Time allotted to attend

educational session:

*  Residents

*  Resident’s families
*Project leader’s time to
collect data

Materials & Supplies
*Supplies for creating
educational materials
and pre-educational and
post-educational
evaluation tools (printer,

paper)

*Space
*Facilities for training

Equipment
*Computer technology
and internet for
production of training
materials

*Arrange for a
member of the
therapy team to
present on falls risk
and fall prevention
*Schedule date &
time for meeting
*Develop/select
educational
program materials
*QObtain list of
residents in the
facility

*Develop EB pre-
educational and
post-educational
evaluation tools

*Educational session
conducted 1-2
times/week at
different times for 2
months

*Data results of pre-
educational and post-
educational program
learning

*Residents
*Resident’s
family members
(as available)

4. By August 31, 2021,
75% of residents who
attended an educational
session on fall risks and
fall prevention reported
a 10% improvement in
knowledge of
prevention of falls post-
educational session.
(CO)

8. By August 2022, fall
rates at this facility are
comparable to the
national statistics for a
facility of similar size.
(Co)

10. Residents who
participated in the FMP
pilot project experienced
a decrease in risk for
physical and serious
injuries, recurrent falls,
and death due to
reduction in fall rates.




89

Incentives

*Food or other
incentives/prizes for
attendance and/or
participation in
educational sessions and
for completing
evaluation tools

Personnel

*Time allotted for staff

to follow FMP Bundle:

*  Nursing staff (CNAs
and licensed nurses)

*  Non-Nursing staff
(therapy team)

*Interdisciplinary FMT to

review fall incidence

*Project leader’s time to

collect data

Equipment

*Computer technology
to gather data from PCC
charting system

*Implementation of
the approved FMP
*OQutcome
measures for the
FMP approved by
the FMT (falls,
residents who fall,
residents with two
or more falls, and
fall related serious
injuries)

*Develop process of
obtaining fall
outcome measures
*All nursing staff
and non-nursing
staff informed of
process for
obtaining fall
outcome measures

*Qutcome measures

determined

*Policy and

procedure developed

for measuring fall

outcomes

*Staff adherence to:

*  Measuring fall
outcomes

*  Following the
FMPB

*Residents
*Resident’s
family members
(as available)

5. Residents who
participated in the FMPB
pilot project had an
overall fall rate
reduction of 3%
(approximately 1 one
fall/month) from pre-
intervention to post-
intervention from June
2021 to August 31,
2021. (CO)

8. By August 2022, fall
rates at this facility are
comparable to the
national statistics for a
facility of similar size.
(Co)

10. Residents who
participated in the FMPB
pilot project experienced
a decrease in risk for
physical and serious
injuries, recurrent falls,
and death due to
reduction in fall rates.

Personnel

*Project Leader’s time to
prepare and administer
satisfaction survey
*Administration staff,
nursing staff, and non-
nursing staff’s (therapy
team) time to complete
satisfaction survey

*Develop a
satisfaction survey
*Create email with
survey link

*Display for all staff
to view, a graphic
poster summarizing
number of

*Data regarding
administration,
nursing staff, and
non-nursing staff
satisfaction with FMP
activities

*Administration
Staff

*Nursing staff
(CNAs and
licensed nurses)
*Non-nursing
staff (therapy
team)

6. By August 31, 2021,
50% of the staff
reported satisfaction
with the FMPB. (PO)

7. By August 31, 2022,
the FMPB continued to
be followed by staff. (CO)

9. The standardized,
evidence-based FMPB
piloted in one nursing
home facility of the
Ensign Group, Inc. has
been implemented at all
other eight nursing home
facilities included in the
southern Utah group.
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Materials & Supplies falls/month and/or *Guidance for future

*Supplies for creating a days since last fall direction for

summary of findings sustainability of FMP
activities

Equipment

*Computer technology
and internet for
production and delivery
of satisfaction survey

Adapted from: Logic Model Foundation Development Guide, pg 4.
http://www.wkkf.org/resource-directory/resource/2006/02/wk-kellogg-foundation-logic-model-development-guide
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Appendix G

Project Timeline

Project: Developing a Standardized Process for an Effective, Evidence-based Fall Management Program to
Reduce Falls in a Nursing Home Setting
Semester/Year Fall Spring | Summer | Fall 2020 Spring Summer Fall Spring
2019 2020 2020 2021 2021 2021 2022
Month/Year 9-12/19 | 1-5/20 | 6-8/20 | 9-12/20 |1/21 [2/21 | 3/21 [ 4/21 | 5/21 | 6/21 [7/21 [8/21 [9/21 [10/21 [11/21 [12/21 [1/22 [2/22 [3/22 [4/22 | 5/22
ACTIVITY:
PLANNING
Mission, Vision, & X X
Problem Statement
Literature Review X X X X X X
Meet with Facility X X X X X X X X X X X X X X X X
Administration
Organizational SWOT X
Analysis
Project Logic Model X X
Theoretical X X
Model/Framework
Project Proposal X X
Presentation &
Approval
Collaborative X
Institutional Training In
itiative
Scholarly Project X X
Timeline
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Semester/Year

Fall
2019

Spring
2020

Summer
2020

Fall
2020

Spring
2021

Summer
2021

Fall
2021

Spring
2022

Month/Year

9-12/19

1-5/20

6-8/20

9-12/20

1/21

2/21

3/21

4/21

5/21

6/21

7/21

8/21

9/21

10/21 [11/21

12/21

1/22

2/22

3/22

4/22

5/22

Create Financial Plan

X

MOU signed by
Organization

IRB Application,
Submission & Approval

Develop/Adapt
Education Training
Materials

Project Outcome
Measure Tools:
Select/Adapt Pre/Post-
education Evaluation
Tools

Form Advisory
Committee

ACTIVITY:
IMPLEMENTATION

Collaborate with IT to
Develop Individualized
Fall Management
Program (FMP) Tool in
PointClickCare (PCC)
the Electronic Health
Record (EHR)

Identify & Train
Interdisciplinary Fall
Management Team
Members
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Semester/Year

Fall
2019

Spring
2020

Summer
2020

Fall
2020

Spring
2021

Summer
2021

Fall
2021

Spring
2022

Month/Year

9-12/19

1-5/20

6-8/20

9-12/20

1/21

2/21

3/21

4/21

5/21

6/21

7/21

8/21

9/21

10/21 [ 11/21

12/21

1/22

2/22

3/22

4/22

5/22

Promote/Market
Project to Staff

Train Licensed Nurses
on Individualized FMP
Tool in PCC

Conduct Educational
Sessions for Staff &
Residents

Administer Pre/Post
Survey at all
Educational/Training
Sessions

Implement
Individualized FMP
Tool in PCC

ACTIVITY:
DATA COLLECTION

Collect Pre-educational
and Post-educational
Evaluation Tool
Responses

Collect Number of Falls
and/or Recurrent Falls
from PCC on those
residents who
participated in the
Individualized FMP
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ACTIVITY:
DATA ANALYSIS

Comparison of Pre- X
educational and Post-

educational Evaluation

Tool Results

Data Analysis of X

Number of Falls and/or
Recurrent Falls

ACTIVITY:
DISSEMINATION

Share initial findings
with stakeholders
informally (verbal)

Present Final Project
Report/Findings at
Executive Session

Share Final Project
Report/Findings with
stakeholders




Appendix H

Outcomes Evaluation Table

Data Collection Instrument / Data
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Outcome

the interdisciplinary Fall
Management Team (FMT)
approved a standardized,
evidence-based Fall
Management Program
Bundle (FMPB) for
implementation. (CO)

1. By May 2021, 100% of

Instrument: “Fall Management Team Minutes of
Meeting Report” created by the project leader

Data: The report sheet will include a list of members, the
percentage of FMT members who approved the FMP
Bundle, and a statement of approvals for which fall
management interventions/activities will be implemented
for piloting.

To determine 100% of
members of the FMT
approved and support
the FMP as well as
which
interventions/activities
will be implemented in
the FMPB.

Analysis Goal Analytic Technique

Descriptive statistics
will be used.
Percentage will be
used by calculating
the number of FMT
members who approve
the FMPB. Frequency
will be used to
determine which
interventions/activities
had the highest
approval rate and will
be implemented at the
facility.

2. By May 2021, 75% of
the staff who participated
in at least one educational
session, reported a 10%
improvement in
knowledge of fall risks
and/or prevention of falls.
(PO)

Instrument: “Fall Prevention Knowledge Pre-and Post-
Educational Evaluation Test”. The same standardized
questionnaire will be given both prior to and following
the educational intervention. It will be anonymous.
However, the survey will ask participants to identify
which job title they have, educational levels, shifts they
work, and on which area of the facility they work.

The questionnaire is an 11-item true/false test based off
the validated 11-item “Fall Prevention Knowledge Test”
from the Fall T.I.P.S. Prevention Toolkit (modified and
used with permission). The questionnaire contains
statements specific to resident’s fall risks and/or on
prevention of falls.

The questionnaire was modified to fit the long-term care
setting instead of the hospital setting.

To quantify staff
members’ knowledge
and awareness of fall
prevention measures
prior to and following
the educational
interventions.

To determine if
knowledge was attained
post intervention of the
educational methods.
An increase in at least
one additional question
correct after the
educational method
would be sufficient to

Descriptive statistics:
compare aggregate
mean scores using a
pre- and post-design
following educational
interventions.

Placed in an Excel
spreadsheet to
compare correctly
answered questions
from pre- to post-
education evaluation.
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Data: The data sheets will assist in determining the staff’s
knowledge of resident’s fall risk factors and/or methods
of preventing falls pre- and post- educational intervention.
The pre- and post-evaluation questionnaires will be
compared to identify if additional knowledge was attained
post-educational sessions.

meet the desired
outcome.

3. By May 2021, 80% of
the licensed nurses who
attended a training session
on the Morse Fall Scale
(MFS) were able to
correctly calculate the Fall
Risk Status score and use
the results to choose three
interventions tailored to
the area of risk. (CO)

Instrument: “The Morse Fall Scale Training Module
Outcome Report” which was created by the project
leader.

The project leader created an MFS training module based
off “The Morse Fall Scale Training Module” by Partners
HealthCare System Fall Prevention Task Force (modified
and used with permission).

The training module contains a review of the MFS and
how the calculated data can be used to plan tailored
interventions to prevent patient falls. The competency
portion will have staff read a case study, complete the
MFS based off the case study and then identify 3
interventions to prevent falls based on the patient-specific
areas of risk.

Data: The data collected will be used to determine the
percentage of staff members who understood the training
provided by correctly calculating the Fall Risk Score
using the MFS, categorizing the fall risk, as well as
whether they were able to identify intervention tailored to
the area or risk for the resident in the case study.

To determine if staff
know how to correctly
calculate the Fall Risk
Score and then
categorize the resident’s
Fall Risk Status as

Low, Medium, or High
Risk for falls.

To determine if staff can
identify 3 interventions
that are specific to the
case study of the
resident-specific area of
risk which was
identified on the MFS.

Descriptive statistics
of percentage and
frequency was used to
determine the
percentage of staff
that achieved the
correct MFS score and
identified 3
interventions specific
to the case scenario.

4. By August 31, 2021,
75% of residents who
attended an educational
session on fall risks and
fall prevention reported a
10% improvement in

Instrument: “Activities to Decrease Fall Risk Pre- and
Post-Evaluation Test” created by the project leader. The
questionnaire is based off the Pre and Posttest from
Inservice #2 from AHRQ Falls Management Program
Chapter 5: Information and Training for Staff, Residents,
and their Families (AHRQ, 2017b).

To gather data on
resident’s knowledge
and awareness of their
fall risks, fall prevention
and activities they can

Descriptive statistics:
compare aggregate
mean scores for each
test by using a pre-
and post- design
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knowledge of prevention
of falls post-educational
session. (CO)

e The questionnaire was modified to support the
resident’s learning. It includes 3 multiple-choice
questions and 7 True/False questions specific to
content objectives of the education module for the SP.

Data: Data will be collected on how many questions
were correct prior to the educational intervention and then
again after the educational intervention. Looking for
increased recognition after the educational intervention by
the resident of activities they can do specifically to reduce
their risk for falls.

do to reduce risk of
falls.

To compare resident’s
knowledge prior to the
educational intervention
and after educational
intervention and
determine if learning
occurred with the
educational
intervention.

following educational
interventions.

Placed in an Excel
spreadsheet to
determine if additional
guestions were
answered on
guestionnaire from
pre- to post-education
evaluation

5. Residents who
participated in the FMPB
had an overall fall rate
reduction of 3%
(approximately one
fall/month) from pre-
intervention to post-
intervention from June
2021 to August 31, 2021.
(CO)

Instrument: The organization’s electronic health record
(EHR) system and the organization’s “Fall Report Sheet”
which was created by the ADON at the facility.

Data: Information will be gathered on the total number
of falls of the resident on the participating halls (South
Unit). This data will be extracted from the EHR and put
on the “Fall Report Sheet” of all residents participating in
the pilot SP. The data will be compared with the previous
3 month’s total of falls recorded on the organization’s
“Falls Report Sheet”.

To quantify the fall rates
prior to and following
the implementation of
the FMP Bundle to help
determine if there may
have been an impact in
fall prevention/fall
reduction of residents in
the FMP Pilot Project.

Descriptive statistics:
Frequency. The
number of falls among
the residents who
participated in the
FMP will be
calculated 3 months
prior to and during the
implementation of the
FMPB. This
information will help
determine the impact
of the FMP had on the
fall rates of residents
who are participating
in Pilot Project.

Aggregate data will be
collected on what the
fall rate was prior to
the implementation of
the FMP and then
monthly during the
project
implementation.
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Data will be
displayed in a
matrix format for
describing and
displaying
quantitative data in
the form of a table
and/or line graph to
display trends.

6. 50% of the staff
reported satisfaction with
the FMPB by August 31,
2021. (PO)

Instrument: “Satisfaction Survey of the Fall
Management Program” questionnaire. A 10-item
questionnaire, using a 5-point scaled Likert Scale will be
used to determine staff’s satisfaction with the Falls
Management Program (FMP). There are open-ended
questions based on the facility’s stakeholders’ need-to-
know information regarding changes or revisions to the
FMP.

Data: The survey completed by the facility’s staff will be
anonymous to increase the honest feedback response. The
guestions will be geared towards key points of the FMP;
education received, the new tailored intervention tool,
falls management team, falls policy/procedure (if
instigated), etc.

The Project Leader will maintain the data and report
findings to administrators at the facility.

To quantify the staff’s
awareness and
satisfaction with the
FMP.

To identify
opportunities for
improvements and
revisions of the FMP or
its process.

Data will be described
using descriptive
statistics (means,
ranges, and standard
deviation) for each
guantitative question
item.

Qualitative data on the
open-ended question
regarding
improvements, etc.
The answer will be
placed into categories.
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Fall Management Team Minutes of Meeting Report
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Falls Management Team Members
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Topic

Discussion

Action Plan / Follow-up Plan

Responsible Team Member(s)

Administrative Information
e Revised policies,
processes, benefits,
staffing changes, or
other organizational
information

Falls Management Program

Bundle (FMPB)
e Proposed Evidence-
based Interventions

Barriers and/or Facilitators of
the FMPB

Outcome of Vote on which
interventions will be
implemented as part of the
FMPB & FMT who approved

Number of falls since last
meeting

Identified reason for fall
Injury with fall

FMT Administrative
Items/Preparation for future
meeting(s)

Question & Answer

Next Meeting




Appendix J

Fall Prevention Knowledge Pre-Educational Evaluation Test

You will be asked to take this test twice, once before and once after learning about falls. While

preserving your anonymity | would like to link your Pre-Test and Post-Test forms with each other. In the

space below, please write your “linking” number.
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Linking number: . Please pick a 4-digit number you will remember and write it on the

line. The numbers can be the last 4 of your cell phone or any numbers you will remember (not 2021)

so you can also write it on the next form.

Please mark whether you believe the statements below to be true (T) or false (F). To mark your

answer, put an X or a Vv in the box: | x|or .

Statement

1.

Bedside nurses know their patients and are better than a standardized screening scale at
identifying patients likely to fall.

2. The 3-step fall prevention process is comprised of 1) screening for fall risks, 2) developing a
tailored fall prevention plan, 3) completing fall prevention documentation.

3. A 75-year-old male with history of recent falls and osteoporosis is admitted to this facility. He is
at increased risk for injury if he falls due to his age.

4. A common reason why patients fall is that their fall prevention plan is not followed.

5. Falls can be prevented in patients who are susceptible to falling because of physiological
problems by providing a safe environment; e.g., clear path to bathroom, room free of clutter,
good footwear.

6. Patient engagement in fall prevention means that the nurse completes the fall risk assessment
and prevention plan, and then teaches the patient about their personal fall risk factors and
prevention plan.

7. Afall risk screening scale identifies those patients who are likely to fall because they have one
or more physiological problems.

8. When nurses communicate with residents/patients about their increased risk for injury if they
fall, this improves the likelihood that residents/patients will follow their personalized fall
prevention plan.

9. Residents/patients at low risk for falls do not require a fall prevention plan.

10. Bed and chair alarms should be activated for all patients who screen positive for being at a high
risk of falling.

11. Overall, how confident are you with your current ability, either in a direct care capacity or

teaching others or in a leadership/management position, to prevent patients from falling?
Please use a 10-point scale (0=not at all <--> 10=very much so)
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12. Compared to your peers in positions similar to yours, how do you rate your ability to
prevent patients from falling? Above Average Average Below Average

Background Information: If you do not wish to answer a question, you may leave your answer
blank.

1. What is your job in this nursing home? Check ONE box that best applies to your job. If more
than one category applies, check the highest-level job.

01 Administrator/Manager [14  Direct Care Staff
Executive Activities Staff Member
Director/Administrator Dietitian/Nutritionist
Director of Nursing Physical/Occupational/Speech/
Assistant Director of
Nursing (05  Administrative Support Staff
Nursing Supervisor Administrative Assistant
Unit Manager/Charge
Nurse Admissions

Minimum Data Set (MDS)
Coordinator

Billing/Insurance

Secretary

a2 Licensed Nurse
Human Resources

Registered Nurse (RN)

Medical Records
Licensed Practical Nurse

(LPN)
(06  Other (Please write the title of your job):
a3 Nursing Assistant/Aide

Certified Nursing Assistant
(CNA)

2. How long have you worked in this nursing home?

[O1 Lessthan 2 months 04 3tob5vyears
02 2to11 months 05 6to10years
03 1to2vyears 06 11 years or more

3. How many hours per week do you usually work in this nursing home?

01 15 or fewer hours per week
02 16to 24 hours per week

03 25 to 40 hours per week

04 More than 40 hours per week
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4. When do you work most often? Check ONE answer.

11 Days
12 Evenings
[J 3 Nights
14 All shifts

5. In this nursing home, where do you spend most of your time working? Check ONE answer.

01 Many different areas or units in this nursing home / No specific area or unit
02 North halls

03 South halls

04 Rehab unit only

[0 5 Other area or unit (Please specify):

6. What is the highest grade or level of education that you have completed?

[0 1 Some high school, but did not graduate

[J 2 High school graduate or GED

[J 3 Some college or 2-year degree (AS/ASN)

[0 4 4-year college graduate (BS/BSN), or

[0 5 More than 4-year college degree (MS/MSN, PhD/DNP, etc.)

THANK YOU FOR COMPLETING THIS SURVEY.



This test is the second of two tests and should be taken after the educational presentation on learning
about falls. While preserving your anonymity | would like to link your Pre-Test and Post-Test forms with

eac

Appendix K

Fall Prevention Knowledge Post-Educational Evaluation Test

h other. In the space below, please write your “linking” number.
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Linking number: . Please pick a 4-digit number you will remember and write it on the

line. The numbers can be the last 4 of your cell phone or any numbers you will remember (not 2021)

so you can also write it on the next form.

Please mark whether you believe the statements below to be true (T) or false (F). To mark your answer,

put

an X or aVin the box: or .

Statement

1.

Bedside nurses know their patients and are better than a standardized screening scale at
identifying patients likely to fall.

2. The 3-step fall prevention process is comprised of 1) screening for fall risks, 2) developing a
tailored fall prevention plan, 3) completing fall prevention documentation.

3. A 75-year-old male with history of recent falls and osteoporosis is admitted to this facility. He is
at increased risk for injury if he falls due to his age.

4. A common reason why patients fall is that their fall prevention plan is not followed.

5. Falls can be prevented in patients who are susceptible to falling because of physiological
problems by providing a safe environment, e.g., clear path to bathroom, room free of clutter,
good footwear.

6. Patient engagement in fall prevention means that the nurse completes the fall risk assessment
and prevention plan, and then teaches the patient about their personal fall risk factors and
prevention plan.

7. Afall risk screening scale identifies those patients who are likely to fall because they have one
or more physiological problems.

8. When nurses communicate with residents/patients about their increased risk for injury if they
fall, this improves the likelihood that residents/patients will follow their personalized fall
prevention plan.

9. Residents/patients at low risk for falls do not require a fall prevention plan.

10. Bed and chair alarms should be activated for all patients who screen positive for being at a high

risk of falling.

11. Overall, how confident are you with your current ability, either in a direct care capacity or teaching

others or in a leadership/management position, to prevent patients from falling? Please use a 10-
point scale (O=not at all <--> 10=very much so)
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12. Compared to your peers in positions similar to yours, how do you rate your ability to prevent
patients from falling? Above Average Average Below Average

THANK YOU FOR COMPLETING THIS SURVEY



