Fall prevention program yields quick results

In December 2002, Northeast Health System (NHS), in Beverly, MA, launched a comprehensive fall prevention program at its two acute care hospitals, Addison Gilbert Hospital and Beverly Hospital.  Immediately preceding the program’s launch, a team comprised of quality improvement staff, nursing leadership and the patient safety committee reviewed the falls data from the two hospitals’ nursing units and noticed an increase in the rate of falls — particularly in the rate of falls with injury.  At about the same time, Massachusetts’ Blue Cross/Blue Shield began a Quality Improvement Incentive Program and was seeking proposals for hospital/health system quality/patient safety initiatives.  The timing could not have been better for the creation of a fall prevention project focused on the acute care population at Northeast Health System, utilizing the QI Project’s Acute Care Indicator 13: Documented Falls.*

According to Diane Dick, NHS assistant vice president of quality/case management, patient falls data have been reported, investigated, and trended for years.  “This spike in volume and severity of falls was troubling and it was clear that the entire falls program needed revising,” says Dick.  “We moved the objective of the program to prevention by identifying patients at risk early and implementing appropriate risk reduction strategies.”  

The goal of NHS’ falls prevention program is to decrease the number and severity of inpatient falls to be consistent with national/state means.  In order to be most effective, however, the NHS team — comprised of medical/surgical nursing leadership, performance improvement staff, staff nurses, representatives from the critical care unit, emergency department, obstetrics, physical therapy, education, and pharmacy — conducted a review of the literature, and, utilizing an evidence-based approach, set a measurable goal for the program.  The QI Project’s aggregate mean rates for documented medical/surgical falls per 100 patient days for January through September 2002 ranged from 0.36 to 0.39.  At Northeast Health hospitals, the rate of falls per 100 patients ranged from 0.30 to 0.66. With this in mind, the NHS team’s goal was to decrease the rate of falls per 100 patient days to below the project-wide mean rates by June 2003 and below .31 falls per 100 patient days by June 2004.

Remarkably, after the first six months of the project, as of June 30, 2003, the data showed a dramatic overall reduction in the rate of falls for the health system. In fact, for the first half of 2003, NHS’ rate was below the project-wide mean rates.  Northeast Health had met and exceeded its 18-month goal in only six months. {See accompanying Figure 1. (.bmp) (845  KB) Data points for mean rates between January 200 and June 2003 are shown graphically for Northeast [facility] and the QI Project [sponsor]; numerical values highlight the study period and portray the dramatic improvement}
How did NHS achieve this remarkable reduction in falls?   Its multi-faceted approach to implementing changes and interventions included the following:

· Using a reliable and valid instrument to predict and identify prone-to-fall-patients.   Northeast Health developed a risk assessment tool, which is used to assess patients at admission and at each shift change.  The assessment is based on the Morse scale (Preventing Patient Falls, Janice M. Morse, 1997) and is recorded in an electronic log, along with the appropriate risk-reduction strategies and interventions associated with each patient’s risk level.  Nurse managers now receive daily reports of at-risk patients and post them on the units and high-risk patients are identified with an easy-to-see gold star on the unit. 

· Developing a system to track incidence and type of falls institution-wide.  The team revised the falls report to include more information on the factors that contribute to falls.  Additionally, an update to the administrative database allows better unit-specific information for trending and the ability to develop interventions that are appropriate to the patient population.  Finally, the team established definitions for both fall and injury that could be used facility-wide. 

· Maintaining a safe environment.  The team worked with plant operations to examine potential environmental fall factors and performed checks on beds, wheelchairs, walkers, handrail placement, bathroom call bells, etc.  The falls prevention program coincided with the purchase of many new beds that were equipped with bed alarms.

· Developing and targeting interventions for those likely to fall. A multi-pronged approach including administrative, direct care, environmental, and equipment initiatives included identifying patients with a high risk fall score by placing a gold star on the unit, then regularly toileting those patients, ensuring they had adequate lighting at night and appropriately placing patients near the nursing station, and equipping those patients’ beds and chairs with alarms.

· Reducing the risk of those likely to fall.  To achieve this, NHS created a falls committee and a clinical educator was assigned to provide ongoing falls education to staff and physicians.  The committee conducts falls rounds, during which they provide direct education regarding current fall assessments.  In addition, the educator is available to nursing units to conduct a falls prevention consult and recommend interventions. 

· Constantly monitoring patients who have fallen using a post-fall protocol.  NHS developed an assessment and reporting flow sheet for nurses and physicians to provide standardized monitoring, treatment, and physician/family notification after a fall.  The flow sheet outlines very concise responsibilities and steps for staff to follow after a patient experiences a fall. 

NHS has made tremendous strides in reducing and preventing falls, but its work is yet to be completed.  In addition to working to sustain its improvements, NHS wants to expand the scope of the falls program.  While the initial focus was the medical surgical areas, NHS is now customizing the assessment/treatment tools for use in the ambulatory and psychiatric settings.  NHS is also working to create computer-based links between assessment and intervention — greatly enhancing the program’s visibility with clinical staff.  Other initiatives underway include implementing additional recommended environmental changes, expanding education beyond nursing to all ancillary departments, continued creation of falls reduction strategies by the multi-disciplinary falls team, and testing new interventions such as chair alarms.

“Sharing success with all of our staff is particularly important,” comments Dick.  “We want our whole organization to know about and learn from the falls prevention program.  To do this, we are creating posters for each unit showing the reduction in falls, and are developing articles for placement in our organizational newsletter like the nursing newsletter.”

According to Margaret Burns, nursing director for inpatient services, one of NHS’ biggest ongoing challenges -- one encountered during the early months of the falls prevention program -- is staff education.  “We underestimated both the time that it would take to educate the staff initially and the need for continuing education on the use of the assessment tool, interventions, documentation, and feedback from auditing,” she says.  “Now that we are expanding education beyond nursing, we are working to ensure that we have the resources necessary to meet the ongoing educational challenges.”

The NHS team attributes the success of the program to its excellent nursing staff and team approach to patient care.  While NHS has seen dramatic improvements from the falls prevention program, patient falls will continue be one of its highest-priority safety issues.

*The QI Project is a not-for-profit clinical performance measurement and outcomes research organization operated by the Maryland Hospital Association.  The Project works with more than 1,000 acute care hospitals, long-term care facilities and psychiatric care facilities in the United States, in addition to over 300 international facilities that participate in the international division of the QI Project. The services provided to participants center largely around developing valid and reliable performance indicators, developing software for collecting and analyzing data, providing national comparative reports and research, and educating participants on how to put their data to work to oversee patient care quality and identify opportunities for improvement.  Visit the Web site at www.qiproject.org for additional information.
Contact: Diane Dick 

978-922-3000, Ext. 2353

ddick@nhs-healthlink.org
