Collaboration and Proactive Teamwork Used to Reduce I a I I S

Quarterly Collaborative Call #37
October 27th, 2020 2:00 - 2:30 p.m. CT

Simplifying the Fall Event Reporting

Process at the Bedside




AGENDA

Housekeeping

From the literature: Factors that influence
staff decisions to report fall events

Sneak peek of potential revisions to the
CAPTURE Falls Fall Event Reporting Form
and opportunity to provide feedback
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Housekeeping

J
. Coming soon!! New Roadmap Feature of CAPTURE
Falls website
« Content organized by key activities for your fall risk
reduction team
« Education and tools available for each major activity
« Expanded resources from other toolkits and
reputable resources
« Contact Vicki victoria.kennel@unmc.edu with:
 Feedback and ideas for improvement
« Tools, resources, success stories you would
like to share on our website

« If you can no longer find something
. https://www.unmc.edu/patient-safetv/capturefalIs/index.htmlw



mailto:victoria.kennel@unmc.edu
https://www.unmc.edu/patient-safety/capturefalls/index.html

Housekeeping

2. Event Reporting

* Quarterly data reports (Q3 2020) were sent last
week to hospitals that reported at least one fall in
the past year to Know Falls.

* Reporting of all falls is encouraged—including
outpatient, ER, ambulatory care, LTC, etc.

« Contact Anne at askinner@unmc.edu with
REDCap issues (add users, password resets)
and special report requests.



mailto:askinner@unmc.edu

Falls Reported

CAPTURE Falls Collaborative

Reported Total, Unassisted, and Injurious Falls Over Time
Acute, Swing, Observation, Hospice Admissions
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From the
Literature...

Factors that influence
staff decisions to report fall events




Fall Incident Types

Not all falls are equal...

l Incident|
H FaII anne|

I FaII with help|
l Worst case| ' Got Iucky| l Still not good| l Best case|
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When to Report a Fall?

Staff believe reporting Staff lack access to,
falls improves safety training on, and/or
Staff believe reporting reporting process/system
falls protects from legal not user friendly

liability Role models don’t report
If patient was injured falls
during the fall No fall definition

If staff witnessed the fall
If staff felt the fall could have been prevented
B If staff felt that patient factors caused the fall

OPEN ACCESS ARTICLE:

Haines, T. P., Cornwell, P., Fleming, J., Varghese, P., & Gray, L. (2008). Documentation of in-hospital falls on inc
reports: qualitative investigation of an imperfect process. BMC health services research, 8, 254.
https://doi.org/10.1186/1472-6963-8-254. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2621198/



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2621198/

Discussion of Fall
Event Reporting and
Huddle Process

Opportunity to Provide Feedback




Our Hope...

Documentation

Documentation

Learning from
Falls and
Improvement
in your
Program

A Data Entry
“Chore”




In an "ldeal World," what we
think should happen...

Patient Fall Occurs

Bedside staff initiates fall event report

Huddle commences; completion of fall event
report continues; completion of huddle
documentation occurs

Fall Team Member enters information into Know
Falls (online system to report to CAPTURE Falls)

Fall Risk Reduction Team reviews and discusses falls
as needed/during regularly scheduled meetings to
promote organizational learning.




Collaborative Member Sharing
and Discussion
What Really Happens?

. What are the steps involved in your fall event
reporting process?

. When are fall event reports completed In
relation to conducting a post-fall huddle?

. What challenges do you observe with fall event

reporting?




Proposed Revisions to
CAPTURE Falls
Reporting Forms

Opportunity to Provide Feedback




Simplifying the CAPTURE Falls
Reporting Forms

r Best

practices

Meaningful

information
to learn from
falls




Broad Overview of Proposed Changes

e |dentified and eliminated redundancies

* Created a more logical order to tell the
story of the fall
— Who Is the patient?
— What were the circumstances of the fall?
— What was the impact of the fall?
— Why did the patient fall and what could we
do differently? (leads into huddle)

* Open ended guestions on paper form
(results in fewer lists of checkboxes... and pages)

Y




Broad Overview of Proposed Changes

Report Dale Completad By Knaw Fals Report Mumbar
CAPTURE Falls Event Learning Form

Definition of fall: A Tall is a sudden, unintended, descent of & palient's. body to e ground of oher object (8.9,
anta & bed, chaif, o bedside mat) Mal can ba unassisted of assctad (B.g. when @ patient baging o fall and &
assisled 1o e grownd o ofer chject by analer persan). AMRO Corman Formats Hospial Versian 2.0

Whe is the patient?

Medical Record Mumbsar Admissicn dale:

Drate of Fal Time af Fal {mditary time)
Apa: I oldar than 90 mdicata =90 Gander: |0 Male O Femele

Admigsicn Type af time of fall OAcute OSwing DHecpice DObsenstion DOulpalient DER DOMer

Principal admitling diegmasis

Oher comorhidiias (including racant sungenas)
Ambudebory Status Time of Fall O Ral ambulatory O Withassist of 2 O Withassist of 1 O Independant

Prior ba this fal, has the patient Talan while osplalized? CHECK ALL THAT &FPLY
O Yes, during Mis admission O Yes, during & previaus admission O Mo

At e bme of the fall, wes the pabiant on madiceban(s) known o mcraesa tha nsk of fall? O 'Yas O o
‘Whach madications? DAnlicopgulants OCardavascular egents O Anslgasics O Anlidmiretic apants
O Anticanndsants O Anbichalmergics
O#her
Price bo e Tall, was Te Tal risk assescment score documented? O Yeas O Mo IFyes, 150 soone

Wes the patient deferminesd to be at risk far a fal? O Yes O Mo

What happened?
How was e fal discovered?

Winere did the fal occur? (B.g. bedside, bafhroom, radiclogy, e8G.)

How did the fall poeur? (e.g. Whal wes the patient doing of trying to do?)

Did stall control the patients descent (hands on essisl) duning e 1@ OYes OHNo
Was & pail belt used? Oes O Ha

Ot redessan! delals reqanding tie fal (e.p. Was palient usSing &n using an assstve device? Did squipmeant’
furmiburefemaranment conlribule?)

~ > Who fell?

What

happened?



Broad Overview of Proposed Changes

What interventions were in use?

Far asch of Mie Tall rek ar fall injury rekintenentions balow, indicata which wera inuse at me tima of fie
fall, ar not i wse bt should heve Besn par cans planpolicy
Ini uen ot Hime Wt in wes, but should hass been par
al the 1l e gl fpBoy
Aseistive device far gait/transiers
Bed Alanm
Hed in low position
Bedside foor mats
Call Bght fpersanal belangings in reach
Chair alarm
T oummdicie:
Desclutter ersiranament
Defigium grevantian or mitigation
Dacumentstian of mabityADL assistance
Hlaper chean and dry
Elevated tailet seat
Gait/transfer belt
Hansdoff tocomm wnicate risk
Hearing alcs
Hip Pratectars
Lecke of wehseeds am e d andy/or wheelchair
Meachamical transfer devios
hledication rewies by pharmacy
Hight lights/supnlemental lghting
Mo -slip well-ficting footasear
Oocupational therapy referral
Orthastatic wital signs manitoning
Paim management
Patient and family education
Patient placed close ko nurses’ station
Physical theragy referral
Pusrposeful hourly rownding
Seating assessment
Satter
Supsrdised mobility and o ADLs
Supsrvised tofeting
T ke rails wp
Wideo Manitaring i e
Wiaibie icentification of ik {sinage, wristband)
Wision Correction
Oither: Plaase specify

What
Interventions
did we OR
should we
have had In
place?

QoopoooOooooooogodobdoododooo0ob0oooodooo
OooopDOooDonDoDooDoooDoOonDoOoooDoDoDoDoooD oo o

Furthier relevent dateds on mienenlions Istad abava

Fall Impact

What was the
If ves, dascribe mjury and amy addificng essassmant, mandaring, andiar treatmant providad:
L ] ?
impact”




Broad Overview of Proposed Changes

Medical Record Mumber

Paost-Fall Huddle

1. Dale af Hudde

Date of Fall Time of Fall

Tirng of Huddk

2.Wha was included in the hudde? CHECK ALL THAT APPLY

O Pafant 2 Primary Hursa

O Family/Caragher O CHA

Ol Charge Murse O ccupational Tharapist
Ol Oghes:

o CoTA
O Fhammecislt

Enew Falls Report &

Huddle Faciilaior Initiss

O Physical Therapst
O Physical Thesapy Assistant

O Phamacy Tach O Cuality Improvamant Coordinalor

Congidering all patient and organzational fackrs,
whet could have calsed his patigat to Tall?

What chanpea, if any, weneiwil Be imenedistaly
inplemented Tor Mis pabent a8 & reault of the fal?

Post-fall

~ > Huddle
Documentation



Broad Overview of Proposed Changes

Past-Fall Huddle Parking Lot

Crould gny of hesa patient facters contrbusad to tha event? CHECK ALL THAT APPLY

O Dizrness"Vartigo O Waskness

O Hypobansion O Anlicopgulant ! blesdng disorder

O Procedurna wihin lest 24 hours B Bowed Preg m Prograss

O Constpation O Incontinanoedungency

O Cognitiva mmpairmsant O Sympamatic daprassion

O Impuisiva bahanar B Sensory impasment (wision, haarng, balance, aic. )
O Overasimaled  abilty B Mortid abasity

O Newrpicgical Comorbidias (g, pravous O Ofher: PLEASE SFECIFY

CWa, 5, Parkinsan's Disease)

Caould any of thase grganizational factors contribuled o tha avani? CHECK ALL THAT APPLY

Environment Information Aboul Fall Risk Status

O Cufture of safely, managemsant of stall O Mal Available

O Physical surroundings chtlered O Mat Acewrate

O Physical surroundings not custamizad i O Mat Legibie

accommadale pt's mabdity limiaticns
Communication

Stafl Cualifications O Supanvisar o &

O Lack of competence {qualificalions, exparience) O Among SSafT ar beam members

O Lack of Iraining {use of gail bk, franafars, liks) 0 Staff to patient (ar family)

O Fall associated wilh & hanoaff

Supservision/support

O Lack of clincs supervsian Human Factors (Staf)

O Lack of managenial supenesion O Fatiguse

O Paar teammwrk O Strass

O Inelantian

Policies and procedures, includes elinical O Cogritve factars

protocols O Hesllh Esues

O Absence of palicies

O Paor clanty of palicies External factars

O Lack of camplance wilh policis O Family™igitor mokerment

Plagsa vt tha CAPTURE Fals taolkil at bt falz' for mora mfarmation

shutterstock - 1048064977



Collaborative Member Sharing
and Discussion

We need your
iInput on the
revised forms!

. What do you like?
. What don’t you like?

. What changes
would you like to
see?




Fall Event Reporting End-User
Group — invitation

e 2-3 CAPTURE e Review our draft e A mutually
Falls hospitals fall event convenient date
e Passionate about reporting and and time
improving fall post-fall huddle
event reporting documentation
documentation form

e Join us for a
virtual meeting to
discuss possible
changes/revisions




Please share feedback on your fall event
reporting process by completing this short
survey:

https://is.gd/capturefallsoctober2020

Y



https://is.gd/capturefallsoctober2020

Assistance Is an email away!

« Contact us for more information about:
— Fall risk reduction best practices: Dawn
(dvenema@unmc.edu)

— Know Falls and Online Learning (RedCAP):
Anne (askinner@unmc.edu)

— Team performance, implementation challenges:
Vicki (victoria.kennel@unmc.edu)

— General questions or not sure?:
CAPTURE.Falls@unmc.edu

Y

h


mailto:dvenema@unmc.edu
mailto:askinner@unmc.edu
mailto:Victoria.kennel@unmc.edu
mailto:CAPTURE.Falls@unmc.edu

REMINDERS

1. Future Collaborative Calls/Educational
Opportunities:
e January 26, 2021; 2:00-2:30pm CT
« Topic — TBA
 What would you like to discuss?

2. Looking for fall risk reduction resources?
Click here: https://www.unmc.edu/patient-safety/capturefalls/index.html

Still can’t find what you are looking for? Let us
know what we are missing!

Collaboration and Proactive Teamwork Used to Reduce I a I I S
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