Focus on Falls

Falls are the number one cause of reported adverse events at VA facilities. For older veterans, preventing falls is particularly important to providing them quality healthcare. In the United States, one out of every three adults 65 years old or older falls annually, according to the National Center for Injury Prevention and Control. The organization also offers statistics that reveal falls are the leading cause of injury among people 65 years or older, resulting in 87% of all fractures, which are the most serious outcome associated with falls. For more detailed information, visit their web site:  www.cdc.gov/ncipc/default.htm

 

We estimate that of the 44,000 VA nursing home patients, approximately 20,000 of them experience a fall every year. The year following a hip fracture, anywhere from 20% to 33% of those that have fractured a hip will die.
 

Fall aggregate reviews are a key strategy for reducing falls and injuries. An aggregate review refers to findings that have been grouped together by category and have had all personal and facility names, facility locations, and other potentially identifying information removed. 

 

The information has been “de-identified” as a part of the Root Cause Analysis (RCA) process, which is used to study healthcare-related adverse events and close calls. A close call is an event that could have resulted in an accident, injury or illness, but didn’t, either by chance or by a timely intervention. The goal of the RCA process is to find out what happened, why it happened and to determine what can be done to prevent it from happening again. 

 

The de-identified, aggregated findings from RCA teams are shared nationwide if there is a clear benefit for multiple facilities. Dissemination of information in this manner is a fundamental aspect of NCPS’ effort to target and eliminate healthcare system vulnerabilities. By taking a “systems approach” to problem solving, and keeping professional identities confidential, efforts are concentrated on eliminating vulnerabilities that put our patients at risk. Focusing on blame when an inadvertent adverse event has occurred has little or no value in preventing harm to patients.

The aggregate reviews have produced a number of recommendations to reduce falls, such as expanding toileting programs to prevent falls related to bathroom use. At one VA facility, this program resulted in a decrease of 33% in bathroom-related falls over a three-month period.   

Another VA facility noted that use of signage and identification methods to increase awareness that a patient is likely to be at risk for a fall, such as an alert on a patient’s room and medical record, reduced falls by 66% over a three-month period.  

Hip pads are being tested as a method to reduce falls, having demonstrated an effectiveness of 50-75% in reducing hip fractures. Another strategy enacted to reduce falls and related injuries has been through the use of a “Breakthrough Series,” a quality improvement program made up of multidisciplinary teams working to implement change at a number hospitals and sharing information between them. The teams are formed to achieve a common aim under the guidance of university-level faculty members who are experts in a series’ focus or in change theory. 

 

The Vermont-based NCPS Field Office, in conjunction with the Veteran’s Integrated Service Network 8 Patient Safety Center of Inquiry, completed an eight-month Breakthrough Series in March 2002 that resulted in a 62% decrease in major injuries due to falls at participating facilities. As a guide to adjust care planning, the most effective strategies for reducing major injuries associated with falls noted during this series were: signage to identify high-risk patients, toileting interventions, use of hip pads, environmental interventions, staff education and post-falls assessment.  

