New Alert Discusses
Falls

Recently released Joint Commission Sentinel Event Alert
Issue 55 focuses on preventing patient falls and fall-related
injuries. In addition to examining factors that contribute to
patient falls, the new Alert offers resources and suggests
solutions that health care organizations may utilize to help
reduce patient falls and falls with injury.

Patient falls with serious injury are among the top 10
sentinel events reported to The Joint Commission (see Oc-
tober 2015 Perspectives, pages 13 and 15). The Joint Com-
mission has received 465 reports of patient falls with injuries
since 2009, and approximately 63% of those falls resulted
in death. The Joint Commission defines a sentinel event as
a patient safety event (not primarily related to the natural
course of the patient’s illness or underlying condition) that
reaches a patient and results in death, permanent harm,
or severe temporary harm where intervention is required to
sustain life. Although the majority of falls reported to The
Joint Commission have occurred in hospitals, the ECRI
Institute also reports a significant number of falls occurring
in non-hospital settings such as long-term care facilities.

Sentinel Event Alert Issue 55, published here in its
entirety, is the latest in a series issued by The Joint Com-
mission. Previous Alerts have addressed issues such as
health information technology, tubing misconnections, the
misuse of vials, the unintended retention of foreign objects,
medical device alarm safety, risks associated with opioid
use, health care worker fatigue, diagnostic imaging risks,
violence in health care facilities, maternal death, anticoagu-
lants, medication reconciliation, surgical fires, and health
care—associated infections. Sentinel Event Alerts can be
accessed on the Joint Commission website at http://www.
jointfcommission.org/sentinel_event.aspx.

Sentinel Event Alert 55: Preventing
Falls and Fall-Related Injuries in
Health Care Facilities

Falls resulting in injury are a prevalent patient safety problem.

Elderly and frail patients with fall risk factors are not the only
ones who are vulnerable to falling in health care facilities.
Any patient of any age or physical ability can be at risk for a
fall due to physiological changes due to a medical condition,
medications, surgery, procedures, or diagnostic testing that

can leave them weakened or confused. Here are some statistics

about falls in health care facilities:
® Every year in the United States, hundreds of thousands
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of patients fall in hospitals, with 30%—-50% resulting in
injury.'-¢

® Injured patients require additional treatment and some-
times prolonged hospital stays. In one study, a fall with
injury added 6.3 days to the hospital stay.”

® The average cost for a fall with injury is about $14,000.%°

Falls with serious injury are consistently among the
Top 10 sentinel events reported to The Joint Commission’s
Sentinel Event database*, which has 465 reports of falls with
injuries since 2009, with the majority of these falls occur-
ring in hospitals. Approximately 63% of these falls resulted
in death, while the remaining patients sustained injuries. In
addition, ECRI Institute reports a significant number of falls
occurring in non-hospital settings such as long-term care
facilities.'

Analysis of falls with injury in the Sentinel Event database
reveals that the most common contributing factors pertain to
the following:
® Inadequate assessment
® Communication failures
® Lack of adherence to protocols and safety practices
® Inadequate staff orientation, supervision, staffing levels or

skill mix

Deficiencies in the physical environment
® Lack of leadership

Research and Quality Improvement
Efforts

Preventing falls is difficult and complex. A considerable body
of literature exists on falls prevention and reduction.'-!"12
Successful strategies include the use of a standardized assess-
ment tool to identify fall and injury risk factors, assessing an
individual patient’s risks that may not have been captured
through the tool, and interventions tailored to an individual
patient’s identified risks. In addition, systematic reporting
and analysis of falls incidents are important components of
a falls prevention program. Historically, hospitals have tried

to reduce falls—and to some extent have succeeded—but

* The reporting of most sentinel events to The Joint Commission is
voluntary and represents only a small proportion of actual events.
Therefore, these data are not an epidemiologic data set and no conclu-
sions should be drawn about the actual relative frequency of events or
trends in events over time.
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Sticky Note
•
• • PR: New Alert Discusses Prevention of Patient Falls  (PDF/QV) [REF: PI, RN] Perspectives November 2015, Vol 35, #11, Pg 4 JCp1511_B2
Sentinel Event Alert #55 is most likely based in part on the fact that falls with injuries has consistently been among the top 10 Sentinel Events reported to TJC for a number of years. The article lists some of the most common factors contributing to falls with injury and inadequate assessment and communication failures head the list.  It also contains the full alert text along with a series of 6 suggested actions for reducing this risk.  Among these are the use of a standardized, validated tool for the identification of fall risk factors. The Morse and Hendrick tools are listed, but the Edmonson Psychiatric Fall Risk Assessment Tool (EPFRAT) was not.  This raises a question about the potential relevance of the alert to our specialty hospitals.  Still, fundamental principles (e.g., hand-off communication, patient education) are certainly applicable to all hospitals as are the 7 hospital-related requirements/standards listed in a chart on page 7.
Tip1: Clinical leadership should review the alert and look for opportunities within its suggestions to strengthen your facility’s fall reduction efforts.
Tip2: After 3 years of development, the Illinois Department of Mental Health is about to launch the statewide implementation of a standardized fall risk assessment process using a refined version of the Edmonson tool that may well be worth watching. For more information on the initiative see the comments section of this article for an Illinois contact person.
See also: New Sentinel Event Alert on Patient Falls below. Source, Nov 2015, vol 13 #11



significant, sustained reduction has proven elusive. Numer-
ous toolkits and resources have been assembled with the
knowledge gained through research and quality improvement
initiatives by organizations including the Agency for Health-
care Research and Quality (AHRQ), ECRI Institute, Institute
for Healthcare Improvement (IHI), Institute for Clinical
Systems Improvement (ICSI), the Joint Commission Cen-
ter for Transforming Healthcare, and U.S. Department of
Veterans Affairs National Center for Patient Safety. See the
Resources section at the end of this alert for links to these

organizations’ work.

Actions Suggested by The Joint

Commission

The Joint Commission recommends the following actions

to help health care organizations prevent falls and fall-related

injury. Preventing falls requires leadership commitment and a

systematic, data-driven approach to achieve risk reduction and

continuous improvement within specific settings and among
specific populations. All organizations should consider the
items listed below.

1. Lead an effort to raise awareness of the need to prevent
falls resulting in injury. Communicate safety information
to clinical and nonclinical staff at every level. Incorpo-
rate safety precautions into the full continuum of patient
care and education'>' by applying change management
principles and tools, including how to set the stage for
success, make the changes easy, empower staff, ensure
accountability, get support and commitment, and sustain
improvement. To support a robust change management
effort, empower an executive sponsor to ensure adequate
equipment and resources, including staffing and preventa-
tive devices such as alarms, as well as a clinical champion
who can influence stakeholders and facilitate staff receptiv-
ity to patients requesting assistance.

2. Establish an interdisciplinary falls injury prevention
team or evaluate the membership of the team in place
to assure organizational infrastructure and capacity to
reduce injury risk from falls.’*'® Reducing falls resulting in
injury is everyone’s responsibility. Include nursing, physi-
cians, environmental services, information technology,
patient advocacy, pharmacy, physical and occupational
therapy, quality and risk management, and other relevant
stakeholders.

3. Use a standardized, validated tool to identify risk factors
for falls (e.g., Morse Fall Scale'*° or Hendrich I Fall
Risk Model*=%), preferably integrated into the electronic

medical record. In addition to the tool, a comprehensive,
individualized assessment for falls and injury risk should be
performed. Ensure that the patient’s age, gender, cognitive

status, and level of function are included in the assessment.

Provide training to staff on using the tool to ensure inter-
rater reliability (the degree of consistency among raters).

. Develop an individualized plan of care based on identi-

fied fall and injury risks, and implement interventions
specific to a patient, population, or setting. Because all
patients are at risk for a fall to a certain extent, the plan
of care must identify particular kinds of risks specific to a
patient and interventions to mitigate for that risk. A true
risk assessment goes deeper than a “screening” and guides
clinicians in developing prevention strategies specific to
identified risk factors. For example, the Veterans Health
Administration’s approach since 2008 has been to assess
patients for fall, injury risk, and both fracture and non-
fracture injury history.”

. Standardize and apply practices and interventions dem-

onstrated to be effective, including:

® A standardized hand-off communication process for
communicating patient risk for falls with injury between
caregivers that includes identifying specific areas of risk
and patient-specific interventions to mitigate the risk.'*
For example, depending on the circumstances, the
process may include using white boards to communicate
falls risks to staff on all shifts; incorporating alerts, tasks,
records, and prompts into the electronic medical record;
or initiating a bedside shift report with the patient that
includes falls risk concerns.'®

® One-to-one education of each patient at the bedside
by trained health professionals using educational materi-
als covering falls risk and causes, preventive strategies,
and goal setting and review.?®

. Conduct post-fall management, which includes a post-

fall huddle; a system of honest, transparent reporting;

13,14,16

trending and analysis of falls, which can inform

improvement efforts; and reassess the patient.
® Conduct a post-fall huddle as soon as possible after the

Published for Joint Commission—accredited organizations
and interested health care professionals, Sentinel Event
Alerts identify specific types of sentinel and adverse events
and high-risk conditions, describe their common underlying
causes, and recommend steps to reduce risk and prevent
future occurrences.

Accredited organizations should consider information
in an Alert when designing or redesigning processes and
consider implementing relevant suggestions contained in
the Alert or reasonable alternatives.

Please route this issue to appropriate staff within your
organization. Sentinel Event Alerts may only be reproduced
in their entirety and credited to The Joint Commission. To
receive by e-mail or to view past issues, visit http://www
jointcommission.org. D
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Continued from page 5

fall. Involve staff at all levels and, if possible, the patient,

to discuss the fall—what happened, how it happened,

and why (such as physiological factors due to medication

or medical condition). In addition, the huddle should

include:

O Whether appropriate interventions were in place

O Specific considerations as to why the fall might have
occurred, including but not limited to whether the
call light was on and for how long, staffing at the time
of the fall, and which environment of care factors were
in play (such as toilet height and design, and slip and
trip hazards)'®»

O How similar outcomes can be avoided

O How the care plan will change

The huddle should incorporate a standard post-fall

huddle tool. A standard script ensures that all elements

are covered.'®?

Preventing falls requires leadership
commitment and a systematic, data-
driven approach to achieve risk
reduction and continuous improve-
ment within specific settings and
among specific populations.

® Report, aggregate, and analyze the contributing
factors on an ongoing basis to inform improvement
efforts. The analysis should be done in a data-driven,
systematic manner to discover factors that are significant
in your setting. This will lead to solutions that target
these factors. This helps the falls prevention team to con-
tinually reevaluate and improve the approach to patient
falls prevention and injury reduction within specific set-
tings and among specific populations when indicated.”'®
For example, the VA implemented a bundled approach
for specific fall-related injuries (hip fracture, head injury,
bleed).”>* The Joint Commission Center for Trans-
forming Healthcare’s Targeted Solutions Tool® (TST®)
aggregates contributing factors for each Preventing Falls
project and analyzes the data to inform the project leader
and core team what factors matter the most in their proj-
ect area, and directs them to targeted solutions.'

® Continued reassessment of the patient, including
medication changes, cognitive and functional status. Sen-
tinel event reports reviewed by The Joint Commission’s
patient safety specialists show that a key to fall reduction
is continued reassessment of patients who have fallen
in order to identify, sooner rather than later, a change
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in the patient’s medical condition that can precipitate

a poor patient outcome (such as subdural hematoma or
undiagnosed fracture). The AHRQ Toolkit includes a
“Postfall Assessment, Clinical Review” (Tool 3N, page
159), which explains how to assess and follow injury risk
in a patient who has fallen.'

Resources
These tools were developed through research and quality
improvement initiatives:

AHRQ toolkit: Preventing Falls in Hospitals'*—This
toolkit focuses specifically on reducing falls during a patient’s

hospital stay. This resource helps with developing, implement-
ing, and sustaining a falls prevention program, along with
how to manage the change process. The toolkit was created

by a team with expertise in falls prevention and organizational
change, including staff from RAND Corporation, ECRI Insti-
tute, and Boston University.

ERCI Institute: Falls'>—This resource provides a sum-

mary of evidence and offers recommendations and links to
resources. The recommendations were developed to assist
accreditation coordinators, patient safety officers, and profes-
sionals in facilities/building management, home care, human
resources, long-term care services, nursing, outpatient services,
pharmacy, quality improvement, and staff education.

ICSI: Prevention of Falls (Acute Care)®—This pro-
tocol includes recommendations for a falls and injury risk

assessment and focuses on strategies and interventions for

the prevention and eventual elimination of falls with injury
among adult patients in acute care settings. This resource also
contains a list of implementation tools, along with graded
references.

IHI: Transforming Care at the Bedside How-to Guide:
Reducing Patient Injuries from Falls'®—This how-to guide

was initially developed as part of the Transforming Care at
the Bedside (TCAB) initiative that ran from 2003 through
2008. Updated in 2013, this resource focuses on approaches
to reduce physical injury associated with patient falls occur-
ring on inpatient units. The guide’s model for improvement
advises how to form the improvement team, set aims, establish
measures, and select and test changes.

Joint Commission Center for Transforming Healthcare:
Preventing Falls Targeted Solutions Tool® (TST®)!—This
online web application guides a project leader through a

robust approach to preventing falls using Lean, Six Sigma,
and change management methodology and tools. The TST®
guides data collection, measurement, and the discovery of
contributing factors in the specific project area. The aggre-
gation of contributing factors directs the project leader and
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Hospital Standards Directly
Related to Fall Prevention

Performance Improvement (Pl)

P1.01.01.01 EP 38: The hospital evaluates the effectiveness
of all fall reduction activities including assessment, interven-
tions, and education. Note: Examples of outcome indicators
to use in the evaluation include number of falls and number
and severity of fall-related injuries.

Provision of Care, Treatment, and Services (PC)
PC.01.02.08: The hospital assesses and manages the
patient’s risk for falls.

EP 1: The hospital assesses the patient’s risk for falls based
on the patient population and setting.

EP 2: The hospital implements interventions to reduce falls
based on the patient’s assessed risk.

team to targeted solutions. The tool was developed through
a collaborative project involving seven hospitals and the Joint
Commission Center for Transforming Healthcare, and sub-
sequently validated in five additional hospitals. It is currently
being pilot tested in non-hospital settings, such as ambulatory
and long-term care facilities.

Joint Commission-accredited organizations can access the

TST® through (1) a quick registration process by clicking the

“Request Access” button, or (2) the organization’s secure Joint

Commission Connect™ extranet. Note: Data entered into the

TST*® are not shared with Joint Commission surveyors or staff-
VA National Center for Patient Safety: Falls Toolkit®—

Staff from the VA’s National Center for Patient Safety worked

with the Veterans Integrated Service Network 8 Patient

Safety Center of Inquiry (VISN 8 PSCI), part of the James

A. Haley Veterans’ Hospital in Tampa, and others to develop

this toolkit, which is designed to aid facilities in developing
comprehensive falls and injury prevention programs. Available
since 2004, this was the first national toolkit to focus on fall
injury reduction, specifically hip fractures and head injury.
The current edition, with updates and revisions, was posted in
July 2014.

VA National Center for Patient Safety: Implementation

Guide for Fall Injury Reduction®—This guide is a focused

version of eight goals to help prevent falls and fall-related
injuries, continuing VA’s national guidance to prevent moder-
ate to serious fall-related injuries across settings of care. This
implementation guide is designed for administrative, clinical,
quality, and patient safety personnel in hospitals, long-

term care, and home care, to further enhance the program’s
infrastructure and capacity to fully implement a fall injury
prevention program.
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Related Joint Commission
Requirements

Requirements

Hospital
Ambulatory
Home Care
Nursing

Care

Human Resources (HR)
HR.01.04.01 EPs 1, 2, 3, 4 v v v v
HR.01.05.03 EPs 1, 5,7 v v v
HR.01.05.03 EP 5 v
Leadership (LD)

LD.04.01.05 EPs 1, 4
LD.04.01.07 v v
LD.04.04.01 v v
LD.04.04.03

LD.04.04.05 EPs 1, 2, 3, 4, v v
5,13

National Patient Safety Goals (NPSG)
NPSG.09.02.01 EPs 1, 2, v v
3,4,5
Performance Improvement (PI)
PI1.01.01.01 EP 1 v v
P1.01.01.01 EP 38 v
Provision of Care, Treatment, and Services (PC)
PC.01.02.08 EPs 1, 2 v

PC.02.03.01 EPs 1, 4, 5, v/
10, 25, 27, 28, 30, 31

PC.02.03.01 EPs 4, 5, 10, v v
25,27

Environment of Care (EC)
EC.02.06.01 EP 43 | | |

SISTININ S
AN N N N N

[ +

+ For nursing care centers that elect Joint Commission Memory
Care Certification option

See the content of these standards on The Joint Commission
website, posted with this Alerz. P |

1. Ash K, etal. Case control study of falls in the hospital setting. / Gerontol
Nurs. 1998;24:7-15. doi: 10.1111/j.1525-1497.2004.30387 .x.

2. Fischer I, et al. Patterns and predictors of inpatient falls and fall-related
injuries in a large academic hospital. Infect Control Hosp Epidemiol.
2005;26(10):822-827.

3. Healey F, et al. Falls in English and Welsh hospitals: a national
observational study based on retrospective analysis of 12 months
of patient safety incident reports. Quality & Safety in Health Care.
2008;17(6):424-430.

4. Hitcho E, et al. Characteristics and circumstances of falls in a hospital
setting. | Gen Intern Med. Accessed Oct 9, 2014. 2004;19(7):732—739.
doi:10.1111/j.1525-1497.2004.30387 x.

5.  Schwendimann R, et al. Falls and consequent injuries in hospitalized
patients: Effects of an interdisciplinary falls prevention program. BMC

Continued on page 8
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