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1. Abstract 
 

Purpose: To implement the safe practice of inpatient fall risk reduction using interprofessional 
coordinating teams in 17 small rural hospitals.  
 
Scope: Inpatient falls remain a common, costly, and serious adverse event. Our baseline risk 
assessment revealed that the risk of falls was significantly greater in Nebraska’s Critical Access 
Hospitals (CAHs) than in its non-CAHs due to an absence of a structure for accountability and 
coordination of organizational level fall risk reduction processes.  
 
Methods: We used a one-group pre-test post-test observational design. We collaborated with 
each hospital’s interprofessional fall risk reduction coordinating team to develop, implement, and 
evaluate a customized action plan to address needs identified in a baseline risk assessment. 
We assessed the context of fall risk reduction in each hospital using multiple assessments and 
supported coordinating teams by conducting site visits, webinars, conference calls and creating 
an internet-accessible toolkit. We used AHRQ Common Formats to standardize fall event 
reporting and develop valid benchmarks for CAHs. Post-implementation, we compared 
outcomes across three levels of coordinating team effectiveness.  
 
Results: The more effective the coordinating team, the lower were total and injurious fall rates. 
Effective coordinating teams included engaged members from quality improvement, nursing, 
rehabilitation therapies, and pharmacy. They standardized the structure and process of fall risk 
reduction at the organizational level. They selected a fall risk assessment tool, educated staff to 
choose appropriate interventions linked to risk factors, conducted audits to ensure 
accountability, and communicated with staff regarding actions taken as a result of reported falls. 
 
Key Words: interprofessional teams, falls, inpatient 
 
2. Purpose 
 
The purpose of “Collaboration And Proactive Teamwork Used to Reduce (CAPTURE) Falls” 
was to implement the safe practice of inpatient fall risk reduction supported by a culture of 
safety,1 teamwork, and sensemaking.2,3 We collaborated4 with interprofessional (IP) fall risk 
reduction coordinating teams in 17 small rural hospitals to “make sense”3 of the risks associated 
with inpatient falls at three levels: the patient, the unit, and the organization. We sought to 
embed these coordinating teams in a multiteam system (MTS) structure. An MTS is made up of 
two or more component teams that interact to achieve an overarching organizational goal5 such 
as fall risk reduction. In healthcare, a typical MTS consists of at least three component teams:  

1. Coordinating teams manage operations and resources and coordinate processes across 
teams6 including implementing organizational change.7  

2. Core teams provide direct patient care by implementing evidence-based processes.  
3. Contingency teams are composed of members from various component teams who 

come together for a short time to solve a problem. They often conduct after action 
reviews (AARs; also called debriefs or huddles) to learn from events such as a patient 
fall.6 AARs improve MTS coordination when knowledge is shared across component 
teams.8 Participation in AARs may influence perceptions of organizational culture 
because AARs facilitate self-reflection8 and organizational learning.9 

The effectiveness of MTSs is dependent upon the coordination of processes across component 
teams.10 Coordination consists of three basic processes: (1) standardization (e.g. 
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policies/procedures and audit), (2) planning, and (3) adjustment in real time (e.g. contingency 
teams conduct post-fall huddles).11 When effective, these coordination processes ensure 
accountability by establishing clarity around roles and responsibilities, predictability by 
anticipating actions and needs of others, and a shared mental model of how of individual tasks 
coordinate with component team actions to achieve organizational goals.12  
 
Our three specific aims were to: (1) collaborate with the coordinating teams as they developed 
action plans customized to address needs identified in baseline risk assessments; (2) support 
coordinating teams as they implemented action plans; and (3) evaluate the implementation of 
the action plans using the Context, Input, Process and Product (CIPP) model.13 We also sought 
to inform AHRQ about how context14 impacts the effectiveness of these teams whose goal is to 
decrease the risk of falls in hospitals that serve priority older adult and rural populations. Finally, 
we sought to develop a toolkit that addresses gaps in existing fall risk reduction toolkits (a 
requirement of this funding mechanism that focused on dissemination of safe practices).  
 
3. Scope 
 
Background. Falls remain a common, costly, and serious adverse event in hospitals. 
Approximately 2% - 3% of hospitalized patients fall each year,15,16 resulting in nearly one million 
falls in U.S. hospitals; approximately one-fourth of these falls result in injury.15,17 The cost of 
care for the 2% of fallers who sustain serious injury is nearly $14,000 greater than for 
nonfallers.18 Regardless of injury, a fall may result in a fear of falling that limits mobility and 
contributes to functional decline.19 Consequently, falls are designated as 1 of 11 preventable 
hospital-acquired conditions (HACs) for which the Centers for Medicare and Medicaid (CMS) 
does not reimburse hospitals that receive payment under the Prospective Payment System 
(PPS) if the condition was not present on admission.20  
 
Data from the National Database of Nursing Quality Indicators (NDNQI) is used to quantify the 
risk of inpatient falls on nursing units. The American Nurses Association established NDNQI in 
1998 to improve quality in acute care settings relative to 15 nursing-sensitive indicators that link 
the structure of nurse staffing and skill mix to outcomes such as fall rates.21 According to 
Donabedian,22 structure refers to how care is financed, delivered, and organized. The structure 
of care is consistent with the capacity for work and predicts the average quality of care a system 
can deliver. Process refers to actions taken; how structures are used to produce outcomes. 
Outcomes are changes in individuals and populations due to healthcare. Reflecting this 
framework, recent research indicates that linking nurse staffing—a structural measure of care—
directly to outcomes without understanding intervening processes may contribute to omitted 
care (e.g. not implementing fall risk reduction interventions).23,24 Specifically, analysis of 2009 – 
2010 NDNQI data from 800 medical nursing units revealed that total fall rates ranged from 0.2 
to 13.3 falls per 1000 patient days (mean total and injurious fall rates were 4.1 and 0.9 per 1000 
patient days respectively).25 Total fall rates were not associated with nurse staffing but were 
positively associated with patient volume.25 Indeed, empirical studies26-31 and a systematic 
review32 of fall risk reduction programs have established that IP teamwork is more effective than 
nursing-only processes in sustaining decreases in fall rates. 
 
Due to the multifactorial etiology of inpatient falls, the complementary knowledge and skills of at 
least four disciplines may be needed to coordinate fall risk reduction. Nurses assess fall risk 
while evaluating medical status and implement interventions to decrease this risk. Rehabilitation 
therapists (occupational and physical therapists) assess fall risk based on performance of 
functional tasks. Therapists have specialized knowledge and skills in mobility, movement 
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dysfunction, and functional abilities33 and are trained in the use of standardized assessments. 
They address many of the most common risk factors for falls, including muscle weakness, a 
previous history of falls, gait and balance deficits, and use of assistive devices.34 Pharmacists 
have specialized knowledge and skills in the review of medications for appropriateness and side 
effects including sedation, impaired balance/coordination, and orthostatic hypotension.35 Ideally, 
quality improvement (QI) professionals manage the collection and analysis of fall event data and 
facilitate team learning. Our baseline risk assessment of the quality of fall risk reduction in 
Nebraska hospitals found that after adjusting for patient volume, hospitals with IP fall risk 
reduction teams that coordinated fall risk reduction at the organizational level by integrating 
evidence from multiple disciplines and learning from fall-related data had significantly lower total 
and injurious fall rates than hospitals that did not use IP teams to coordinate these processes.36  
 
Context and local problem. Prior to the baseline risk assessment conducted for this project in 
2011,36 little was known about the risk of falls in the nation’s Critical Access Hospitals (CAHs), 
which are limited to 25 beds for acute and skilled nursing care. NDNQI does not stratify data or 
provide benchmarks for hospitals with fewer than 100 beds. Due to their low volume of patients, 
CAHs are characterized by limited human, financial, and technological resources.37 In 1997, 
CAHs were designated as limited service hospitals to maintain access to care in rural areas by 
providing cost-based reimbursement for care provided to Medicare beneficiaries. CAHs must be 
located in a rural area (generally 35+ miles from another hospital) and are limited to an average 
acute length of stay of 96 hours.38 As of September 2015, there were 1,333 CAHs in 45 of the 
50 states39 comprising about one-fourth of the general hospitals in the country.40 Because older 
adults make up a greater proportion of the rural population, approximately 55% of patients 
discharged from CAHs are adults 65 years of age and older.41 In contrast, approximately 37% of 
all hospital discharges are older adults.42 Thus, CAHs care for a higher proportion of older 
adults than non-CAHs and have fewer resources to do so.  In 2011, we hypothesized that the 
risk of falls may be greater in Nebraska’s 65 CAHs than in its 18 non-CAHs because:36 

1. CAHs care for a higher proportion of older adults,41,42 and the incidence of falls and fall-
related injury is highest among older adults.  

2. CAHs care for a higher proportion of patients who receive skilled care43 with the goal of 
rehabilitation to a higher functional status, which is associated with higher fall rates.44,45 

3. CAHs experience greater barriers to quality improvement including limitations in human 
resources, knowledge, and technology.46  

4. CAHs are less likely to externally benchmark fall rates due to the absence of a database 
that reports fall rates for hospitals with 25 or fewer beds. Comparative benchmarking 
reveals the scope of risks to patients and supports prioritization of resources.47    

5. CAHs are not incentivized to decrease fall risk because they continue to receive cost-
based reimbursement from CMS for HACs (e.g. injury due to a fall).20  

  
Baseline incidence. Our baseline risk assessment conducted in 2011,36 was a cross-sectional 
survey that assessed the structure, process, and outcomes of fall risk reduction in Nebraska’s 
83 general community hospitals, 65 of which were CAHs. The outcomes of interest were the 
incidence of total and injurious falls per 1000 patient days for calendar year 2010. We used a 
negative binomial rate model to estimate these rates while adjusting for hospital volume (patient 
days) and the exact Pearson chi-square test to determine associations between hospital type 
(CAH vs. non-CAH) and the structure and process of fall risk reduction. Consistent with the 
above hypotheses, CAHs reported significantly greater total (5.9 vs. 4.0) and injurious (1.7 vs. 
0.9) falls per 1,000 patient days than did non-CAHs. However, after adjusting for volume, 
hospitals in which teams integrated evidence from multiple disciplines and reflected upon data 
and modified polices/procedures based upon data had significantly lower total and injurious fall 
rates than hospitals that did not. In addition, having no one accountable for fall risk reduction 
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was associated with injurious fall rates over twice those in hospitals with designated 
accountability; 27% of CAHs as compared to none of the non-CAHs reported that no one was 
accountable. Using a standardized definition also contributes to the structure of fall risk 
reduction by ensuring that fall event data can be validly aggregated and analyzed. All non-CAHs 
as compared to 51% of CAHs reported using a specific fall definition. The prevalence of 25 unit-
level interventions (processes) varied little between non-CAHs and CAHs. However, non-CAHs 
were more likely than CAHs to conduct the following organizational level processes: 

1. conduct fall risk reduction annual competency training and new employee orientation 
(50% vs 11%), 

2. integrate evidence from multiple disciplines to improve fall risk reduction (71% vs 34%), 
3. report injurious falls to an external organization (71% vs 32%), 
4. reflect upon and learn from fall event data (64% vs 29%), and 
5. benchmark fall rates to an external organization (64% vs 23%). 

 
In summary, the significantly higher incidence of falls and fall-related injury in Nebraska CAHs 
as compared to non-CAHs was associated with an absence of accountability and organizational 
level fall risk reduction processes. Thus, implementing coordinating teams accountable for the 
structure, process, and outcomes of fall risk reduction was the premise of CAPTURE Falls.  
 
Setting and participants relative to AHRQ priority populations. Our initial application included 
letters of support from 21 hospitals, 17 of which were CAHs in nonmetropolitan, underserved 
counties. Of those 21, four (1 CAH, 2 rural non-CAHs, 1 large metropolitan hospital) withdrew 
within the first two quarters due to a perceived inability to complete project requirements. Thus, 
17 small rural hospitals located in 17 distinct counties participated in the project (Table 1). Of 
these 17, 16 were CAHs licensed for 25 beds or less; the one non-CAH was licensed for less 
than 50 beds. In 2010, 18.7% of the population in the counties served by these hospitals was 65 
years of age or older as compared to 13.0% of the population of the United States.48 Table 2 
summarizes the baseline structure, process, and outcomes of fall risk reduction in these 
hospitals. There was a moderate negative correlation between total patient days (volume) and 
total fall rates (r=-.41) at baseline. In contrast, volume was positively correlated with total fall 
rates in larger hospitals reporting to NDNQI.25 The CAH with the lowest volume closed 7/1/14 
and at the request of the CEO did not complete the final project Scorecard.  

 
Table 1. Baseline Setting of 17 CAPTURE Falls Hospitals 

Mean County 
Population (SD)48 

Mean % County 
Population  

>65 Years (SD)48 

Mean Number 
Licensed Beds 

(SD) 
Mean Volume Total 
Patient Days (SD) 

Number Accredited 
by the Joint 
Commission 

11769.0 (7657.8) 18.7 (3.6) 25.2 (6.1) 2489.4 (1787.8) 3 
 

  
 

Table 2.  Baseline Structure, Process, and Outcomes of Fall Risk Reduction in 17  CAPTURE Falls Hospitals  
Structure Process Outcomes 

Individual or Team 
Accountable 

n (%) 

Used Standardized 
Definition of a Fall 

n (%)  

Team Reflected 
and Learned from 
Fall Event Data    

n (%) 

Team Integrated 
Evidence from 

Mult. Disciplines  
n (%) 

Mean Total 
Fall Ratea 

(SD) 

 
Mean Injury 
Fall Ratea 

(SD) 
13 (76%) 10 (59%) 8 (47%) 7 (41%) 7.0 (5.4) 2.5 (3.0) 

c Per 1000 patient days 
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4. Methods 
 
Study design. We used a one-group pre-test post-test observational design embedded in a 
community-based participatory research model.49 We integrated three theoretical frameworks. 
First, reflecting Donabedian’s quality assessment framework,22 we sought to achieve our 
outcome of decreased fall risk and fall-related injury by using the structure of coordinating teams 
embedded in an MTS to improve each hospital’s capacity for implementing evidence-based 
processes. Second, we educated coordinating teams to use Rogers’ five stage organization 
innovation process when developing and implementing their action plans (Figure 1).50 Finally, 
we used the CIPP program evaluation model and conceptualized implementation of 
coordinating teams as a complex social intervention (CSI)51 to understand how context affects 
implementation of innovations to improve fall risk reduction.13  
 
 

 
Figure 1. Theoretical Rationale for Approach: Rogers’ Organization Innovation Process50, p.421 
 
Data sources, collection, and measures. Our data sources, methods of data collection, 
measures, target respondents, level of analysis, sample size, timing of measurement, and key 
variables are described in detail in Table 3. Pre-implementation measures were conducted 
8/2012 – 11/2012, early-on measures were collected 2/2013 – 4/2013, and post-implementation 
measures were collected 4/2014 – 7/2014. Quantitative data were entered into Access 
databases (MicrosoftR 2010) and imported into statistical software for analysis (SPSS version 
22.0 and SAS/STAT software from SAS, Version 9.4). Qualitative interview data were digitally 
audio-recorded, transcribed, de-identified, and imported into QSR NVIVO 10 for analysis.  
 

Agenda Setting: 
 Identify need for 

innovation 
(performance 

gap as a trigger)  

Matching:  
Find innovation 
to meet need 

and bridge 
performance 

gap 

Redefining/ 
Restructuring: 

Re-invent 
innovation to match 
context, restructure 
organization to fit 

innovation 

Clarifying: 
Make roles and 

tasks 
associated with 

innovation 
clear 

Routinizing: 
Innovation is 

hard-wired into 
organization's 
policies and 
procedures 

Table 3. CAPTURE Falls Data Sources 

CIPP 
Category 

Measure,  
Target Respondents 

Level of Analysis, 
Sample Size, 

Measurement Timing 
Measure  

Description Key Variables 

C
on

te
xt

 

Coordinating Team 
Focus Group 
 
Completed by 
coordinating team 

Hospital level, n=17 
 
Completed pre- and 
post-implementation 

Pre- topics: Awareness, 
Accountability, Ability, 
Action 
Post- topics: Context, 
Input, Process, Product  

Textual data regarding 
perceptions of readiness to 
change pre-implementation 
and progress made, resources 
used, lessons learned post-
implementation 

C
on

te
xt

 Senior Leader 
Interview 
 
Completed by 
senior leadership 

Hospital level, n=14 
 
Completed pre- and 
post-implementation 

Guiding questions 
reflected role of 
leadership support for 
the fall risk reduction 
coordinating team 

Textual data describing 
perceptions of actions taken, 
priority attached to the project, 
lessons learned, and plans for 
sustainment 

Initiation Decision Implementation 
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Te

am
 

P
ro

ce
ss

  

Coordinating Team 
Reflexivity 
Assessment55,56 
 
Completed by 
coordinating team 

Hospital level, n=17 
 
Completed pre- and 
post-implementation 

Assessment of team 
reflexivity developed by 
West; added an item to 
assess extent of 
member participation in 
coordinating team 

Development/extent of 
coordinating team reflexivity (6 
items) 
extent of member participation 
in coordinating team (post-
implementation only) 

C
oo

rd
in

at
in

g 
Te

am
 

P
ro

ce
ss

 Administrative 
Database 
 
Completed by 
research team 

Hospital level, n=17 
 
Collected through 
duration of project 

Database to collect and 
organize project 
participants and 
activities 

Count of activities (e.g., 
webinars, monthly 
collaborative  calls, quarterly  
individual calls)  in which  
coordinating team participated 

In
pu

t &
 

P
ro

ce
ss

 

Scorecard  
 
Completed by 
coordinating team 
 

Hospital level, n=16a  
 
Completed pre- and 
post-implementation 

Gap analysis tool used 
by coordinating teams 
to compare fall risk 
reduction structures and 
processes to current 
evidence 

Scale of effectiveness of 16 
coordinating team processes 
Scale of effectiveness of 5 
coordinating team 
education/training processes  
Coordinating team job titles 

C
on

tin
ge

nc
y 

Te
am

 P
ro

ce
ss

 Post-Fall Huddle 
(PFH) Perceptions 
Questionnaire 
 
Completed by core 
team members  who 
participated in at 
least one PFH 

Individual level, n=224 
 
Completed post-
implementation 

Adapted 3 composite 
scales to assess PFH; 
integrated with T-TPQ-F 
at project end 

Count measure of staff 
participation in PFHs 
Satisfaction with PFH (6 items) 
Attendee behavior in PFHs (13 
items) 
Leader behavior in PFHs (8 
items) 

P
ro

ce
ss

 &
 

P
ro

du
ct

 

CAPTURE Falls 
Event Database 
 
Events reported by 
hospital, database 
developed by 
research team 

Hospital level, n=353 
fall events and 228 
post-fall huddles 
nested by hospital 
 
Collected from 8/1/12 
– 7/31/14 

Database to collect and 
organize fall event and 
post-fall huddle reports 
submitted by hospitals 

Count of injurious and total falls 
Count of patient days 
Count of post-fall huddles 
Post-fall huddle participants  

aThe hospital that closed July 1, 2014did not complete the CAPTURE Falls Scorecard post-implementation. 

C
on

te
xt

 
Hospital Survey on 
Patient Safety 
Culture (HSOPS)52 
 
Completed by all 
hospital staff 
 

Individual level, nested 
by hospital 
Pre-implementation  
n=1918 
Post-implementation 
n=1843 
Completed pre- and 
post-implementation 

AHRQ survey tool to 
assess patient safety 
culture;  includes items 
we developed to assess 
TeamSTEPPS 
knowledge and adoption 
of team skills  

Categorical measures of staff  
work area, position, tenure in 
hospital, tenure in profession 
12 composites assessed safety 
culture (42 items) 
assessed knowledge of team 
skills (4 items) 
perceived adoption of team 
skills (5 items) 

C
on

te
xt

 &
 In

pu
t 

Organizational 
Readiness to 
Change 
Assessment53 
 
Completed by core 
team  

Individual level,  
nested by hospital 
Pre-implementation  
n=928 
Post-implementation 
n=768 
Completed early-on 
and post-
implementation 

Adapted 4 composites 
from tool developed by 
Helfrich et al. to assess 
organizational readiness 
to change fall risk 
reduction program; 
integrated with T-TPQ-F  

Management support 
composite (11 items) 
Staff support composite (4 
items) 
Informal opinion leaders 
support composite (4 items)  
Resource availability composite 
(4 items)  

C
on

te
xt

 a
nd

  M
TS

 
P

ro
ce

ss
 

TeamSTEPPS 
Teamwork 
Perceptions 
Questionnaire54 
modified for fall risk 
reduction (T-TPQ-F) 
 
Completed by core 
team  

Individual level, nested 
by hospital 
Pre-implementation  
n=928 
Post-implementation 
n=768 
Completed early-on 
and post-
implementation 

AHRQ survey tool 
adapted to assess 
perceptions of teamwork 
support for fall risk 
reduction; added item to 
assess individual staff 
perceptions of 
coordinating team 
effectiveness 

5 composites (7 items each) 
assessed teamwork support for 
fall risk reduction 
Individual perceptions  of 
coordinating team effectiveness 
(1 item) 
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Interventions. Key project interventions were intended to achieve our three specific aims. 
The interventions associated with Aim 1, collaborate with coordinating teams to develop a 
customized action plan, were:  

• establish fall risk reduction coordinating teams including quality improvement and front-
line staff  from nursing, rehabilitation therapies, and pharmacy;36  

• use each hospital’s CAPTURE Falls scorecard as a gap analysis to identify needed 
improvements in the structure, process, and outcome of fall risk reduction (Input and 
Process, Table 3); 

• assess the context of fall risk reduction in each hospital (Context, Table 3);  
• assess coordinating teams’ capacity for reflecting upon their objectives, strategies and 

processes, and adapting them to meet changing circumstances, which is defined as 
team reflexivity (Coordinating Team Process, Table 3).56 

The interventions associated with Aim 2, support coordinating teams as they implemented their 
customized action plan, were: 

• conduct hospital site visits, including focus groups and interviews with the fall risk 
reduction team and hospital senior leadership (Context, Table 3); 

• use elements from the AHRQ Common Formats to standardize event reporting of falls 
and create a database that establishes valid fall-related benchmarks for CAHs and 
supports the identification of causes, contributing factors, and strategies to decrease fall 
risk in CAHs including conducting post-fall huddles (Process & Product, Table 3);   

• conduct webinars to improve knowledge and skills regarding fall risk reduction; 
• conduct monthly conference calls to share successes and barriers to implementation 

across the collaborative of hospitals; 
• conduct a “Lessons Learned” conference at the end of the first year of the project; and, 
• disseminate resources on our website http://www.unmc.edu/patient-

safety/capturefalls/ in the form of a toolkit. (See Section 6 of this report for a listing of the 
contents of this toolkit and how it complements AHRQ’s “Preventing Falls in Hospitals: A 
Toolkit for Improving Quality of Care.”) 

The interventions associated with Aim 3, evaluate implementation of the action plans by the 
coordinating teams using the Context, Input, Process and Product (CIPP) model, were to:  

• conduct quarterly progress calls with each fall risk reduction team to monitor changes in 
the structure and process of fall risk reduction and discuss strategies to overcome 
barriers to implementation; 

• compare each hospital’s fall and fall injury rates at the end of the project to rates at the 
beginning of the project (Process & Product, Table 3); and 

• reassess contextual factors and coordinating team reflexivity as described under Aim 1. 
 
Limitations. Limitations in this project were methodological and related to barriers encountered 
in community-based participatory action research. First, the threats to internal validity in a one-
group pre-test post-test design include history, maturation, the framing effect of baseline testing, 
and regression to the mean.57 This project took place over a two-year period during which 
hospital engagement networks funded by CMS also addressed falls. In addition, we purposively 
recruited hospitals that had high baseline fall rates, increasing the likelihood of regression to the 
mean. We used Ovretveit’s strategy for evaluating complex social interventions (CSIs) to 
address these limitations.51 CSIs are characterized by multiple components implemented at 
multiple levels across multiple organizations that are adaptable to local needs but require 
behavior changes and are typically measured using multiple assessments—all characteristics of 
CAPTURE Falls. Thus, evaluation of CSIs should assess context, the extent of implementation 
of the intervention, the extent to which outcomes are associated with the intervention, and the 
extent to which outcomes are consistent with existing theories.51  

http://www.unmc.edu/patient-safety/capturefalls/
http://www.unmc.edu/patient-safety/capturefalls/
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Limitations and barriers associated with the participatory nature of our project included the small 
sample size of 17 hospitals and the variability of implementation barriers across the hospitals. 
The sample size was due to the labor-intensive nature of problem identification, planning, 
action, and evaluation that characterizes action research.49 We sought to balance the number of 
hospitals and subsequent generation of data for meaningful statistical analysis (i.e., beyond a 
collective case study) with our ability to support coordinating teams. In the end, the sample size 
of 17 was large enough to demonstrate trends as well as practical and statistical significance.  
 
5. Results 
 
Principal findings and outcomes. Consistent with recommendations for evaluating CSIs,51 we 
present our principal findings in CIPP categories as comparisons between pre-implementation 
(2012) or early-on (2013) and post-implementation (7/2014) and as comparisons across three 
levels of coordinating team effectiveness: low, moderate, and high effectiveness. We created 
these categories by dividing the distribution of the effectiveness score into tertiles (Table 4). 
These scores were derived from coordinating team assessment of effectiveness in conducting 
14 activities and frequency of conducting 2 activities post-implementation using the CAPTURE 
Falls Scorecard (Input and Process, Table 3). (A higher effectiveness score is more desirable). 
To facilitate interpretation of our findings, we report input/structure findings first.  
 
Input/Structure findings (implementation and support of fall risk reduction coordinating teams). 

• The more effective the coordinating team, the more interprofessional and engaged were 
its members. Highly effective coordinating teams had engaged QI professionals, front-
line nurses, rehabilitation therapists, and pharmacists. Of the five moderately effective 
coordinating teams, two lacked pharmacists, and two lacked engagement from 
rehabilitation therapists because therapy services were provided by private contract 
(therapists were not employed by the hospital). Of the six least effective coordinating 
teams, two lacked engagement from rehabilitation therapists due to privately contracted 
therapy services, two lacked QI, one lacked a pharmacist, and one had no engagement 
from front-line staff because the coordinating team was made up of managers of 
departments (Data not shown).  

• The more effective the coordinating team, the more standardized was the 
implementation of the fall risk reduction program including holding the core team 
accountable for adherence to standards. Specifically, the highly effective teams were 
marginally or significantly more successful than the other two categories in integrating 
evidence from multiple disciplines, selecting a fall risk assessment tool, linking targeted 
interventions to risk factors and educating nurses about that linkage, and conducting 
audits to monitor adherence to standardized procedures (Table 4). Selected quotes from 
a focus group representing each level of coordinating team effectiveness were 
consistent with these findings (Table 5).  

• The more effective the coordinating team, the greater the communication with the core 
team to develop a shared mental model of actions taken as a result of reported falls. 
Specifically, the highly effective teams were significantly more likely than the other two 
categories to share information with the core team about actions taken to improve 
systems of care as a result of reported falls (Table 4). 

• The more effective the coordinating team, the more positive were core team members’ 
post-implementation perceptions of management support and hospital resources 
available for fall risk reduction (measured by ORCA). Specifically, core team members’ 
post-implementation perceptions of these two composites were marginally more positive 
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in hospitals with highly effective coordinating teams as compared to hospitals with the 
other two categories (Table 6). 
 

Context findings (perceptions of safety culture as measured by HSOPS and teamwork support 
for fall risk reduction as measured by T-TPQ-F).  

• Perceptions of pre-implementation safety culture and early-on teamwork support for fall 
risk reduction did not vary significantly across coordinating team categories (Table 6). 

• The more effective the coordinating team, the more positive the perception of how 
communication was used to support fall risk reduction at post-implementation. 
Specifically, core team members’ post-implementation perceptions of communication 
were marginally greater in hospitals with highly effective coordinating teams as 
compared to the other two categories (Table 6). 

• Participating in post-fall huddles positively affected core team perceptions of post-
implementation teamwork support for fall risk reduction. Specifically, perceptions of how 
team structure, team leadership, and management supported fall risk reduction were 
significantly more positive among those 224 core team members who participated In at 
least one post-fall huddle as compared to those 544 who had not (Figure 2).  

 
Process findings (including coordinating team processes as fall risk reduction program inputs). 
• The more effective the coordinating team, the more they engaged in project activities and 

the more reflexive they were about their team’s functioning (Table 6). Specifically, the highly 
effective teams were significantly more likely than the other two categories to reflect upon 
their objectives and strategies and adapt them to changing circumstances.56 

• The more effective the coordinating team, the more education and training they conducted 
with hospital staff about the fall risk reduction program (Table 6). Specifically, the highly 
effective teams were significantly more likely than the other two categories to provide this 
education. 

• The more effective the coordinating team, the more frequently core teams conducted 
organizational level fall risk reduction interventions such as communicating fall risk status to 
patients and families and across shifts and across departments. Specifically, the highly 
effective teams were significantly more likely than the other two categories to rate these 
interventions as performed frequently/always (Table 6).  

• The more effective the coordinating team, the more highly they rated their ability to modify 
policies/procedures based on outcome data. Specifically, the highly effective teams were 
significantly more likely than the other two categories to rate themselves as effective in the 
use of data to modify policies/procedures (Table 6). 

 
Product/Outcome findings (fall rates). 

• From pre- to post-implementation across the 17 hospitals, total falls per 1000 patient 
days decreased from 5.1 to 4.5, but injurious falls increased from 1.7 to 1.9 (Table 6). 

• The more effective the coordinating team, the lower the fall rates. Specifically, 2014 total 
falls per 1000 patient days were negatively and significantly associated with coordinating 
team effectiveness (Figure 3); 2014 injurious falls per 1000 patient days were negatively, 
but not significantly, associated with coordinating team effectiveness (Figure 4).   

• The 17 hospitals reported age, harm, and whether or not the fall was assisted for 352 of 
353 adult falls reported from 8/1/12 – 7/31/14.  

o The older the adult who fell, the more likely the fall was to result in harm. 
Specifically, age was significantly associated with harm (Table 7). 

o If a fall was assisted, it was less likely to result in harm. Specifically, assisted falls 
were significantly less likely to result in harm than were unassisted falls (Table 8). 
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Table 4. Effectiveness of Fall Risk Reduction Coordinating Team Activities (Process Measure) 
  Coordinating Team Effectiveness  

 

Total 
(N=16) 

Low  
(N=6) 

Moderate  
(N=5) 

High  
(N=5) 

 
Instrument / Item 

Mean 
(SD) 

Mean 
(SD) 

Mean 
(SD) 

Mean 
(SD) 

P 
Valuea 

Total Coordinating Team Effectiveness Score 
(Maximum=64) 43.6 (6.8) 37.0 (3.1) 43.6 (1.5) 51.6 (3.8) <.001 

Create policies and proceduresb 2.9 (0.9) 3.0 (0.6) 2.4 (1.3) 3.2 (0.4) .35 
Select interventions to reduce fall riskb 3.3 (0.6) 3.0 (0.6) 3.2 (0.4) 3.6 (0.5) .23 
Select fall risk assessment toolsb 3.3 (1.0) 2.7 (1.4) 3.2 (0.4) 4.0 (0.0) .08 
Link targeted interventions to fall risk factors b 2.6 (1.1) 2.2 (0.4) 2.0 (1.2) 3.6 (0.5) .02 
Conduct audits of core team adherence to use of fall 
risk reduction interventionsb 2.1 (1.1) 1.5 (0.8) 1.8 (1.3) 3.2 (0.4) .02 
Communicate audit results to core teamb 1.7 (1.4) 1.2 (0.8) 1.2 (1.3) 2.6 (1.7) .19 
Select/develop/revise fall reporting formb 2.8 (1.0) 2.3 (1.2) 3.0 (0.7) 3.2 (0.8) .32 
Educate all staff about fall risk reduction policies and 
proceduresb 2.9 (0.6) 2.7 (0.8) 3.0 (0.0) 3.2 (0.4) .32 
Educate nurses to use fall risk assessment toolb 3.3 (1.0) 2.8 (1.5) 3.6 (0.5) 3.4 (0.5) .44 
Educate nurses to choose appropriate fall risk 
reduction interventionsb 2.7 (0.6) 2.2 (0.4) 3.0 (0.7) 3.0 (0.0) .01 
Educate core team to report all fallsb 3.3 (0.6) 3.2 (0.8) 3.4 (0.5) 3.4 (0.5) .78 
Educate all staff about outcomes of fall risk reduction 
programb 2.7 (0.9) 2.2 (1.2) 3.0 (0.7) 3.0 (0.7) .25 
Communicate program barriers and successes to 
senior leadersb 2.8 (1.0) 2.7 (0.5) 2.8 (0.4) 3.0 (1.7) .87 
Communicate program outcomes to board membersb 1.9 (1.4) 1.7 (1.4) 2.0 (1.2) 2.0 (1.9) .91 
Integrate evidence from multiple disciplinesc 2.9 (1.2) 2.2 (1.3) 2.8 (1.1) 3.8 (0.4) .07 
Provide core team with information about actions taken 
to improve systems of care as a result of reported fallsc 2.9 (0.9) 2.2 (0.8) 3.2 (0.4) 3.4 (0.9) .03 

aP  Value calculated using one-way ANOVA 
bItem scored using a Likert scale (0 = not performed, 1 = not effective to 4 = very effective) 
cItem scored using a Likert scale (0 = never performed, 1 = rarely performed to 4 = always performed) 
 

Table 5. Selected Quotes from Three Coordinating Team Focus Groups at Baseline (2012) and Evaluation (2014) 
 Low Team Effectiveness 

Hospital 
Moderate Team Effectiveness 

Hospital 
High Team Effectiveness Hospital 

P
re

- I
m

pl
em

en
ta

tio
n 

A
w

ar
en

es
s 

“…one strength is knowing that 
we’re not very organized and 
not doing a good job…anybody 
is second-guessing that, 
nobody is trying to make 
excuses for what we’re doing, 
we all see that we are not 
effective in this area [fall risk 
reduction].” 

“…nine times out of ten the 
problem is communicating across 
departments…sometimes within 
departments…I know myself I’m 
guilty sometimes of forgetting…to 
just be better about shift to shift 
communication, department to 
department communication.” 

“…But to bring everybody together 
at the table and talk about the 
patient from the different aspects 
[of multiple disciplines] I think that’s 
probably a huge gap that we will 
overcome. And I think will be a big 
benefit to our patient and our 
organization as a whole.” 

P
os

t-I
m

pl
em

en
ta

tio
n 

P
ro

du
ct

//O
ut

co
m

e 

“I think we are all holding each 
other accountable now…We’re 
not just letting it slide…in 
monthly rounding, I ask what 
they feel is going well, and 
many of the employees stated 
they felt the teamwork, and one 
person even said using gait 
belts to ambulate all of my 
patients.” 

“I think with having the fall risk 
committee, we came together 
monthly…with the one purpose… 
to discuss falls, to discuss what we 
could do…I think we are doing a lot 
better job of working together 
towards the same goal now. I think 
there’s a little better carry through 
with you know this is how we’re 
teaching them…and everybody’s 
kind of coming at it from the same 
way.” 

“I think the structure in place with 
the FRASS and the interventions 
has brought forth conversation, 
‘this patient has allergies, a history 
of this, and they have a falls risk,’ 
… the post fall huddle and 
[coordinating team review] and our 
monthly team meeting allows us to 
address issues as they come up. 
And the audits hold everybody 
accountable … gives us data to 
know it’s actually getting done.” 
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Table 6. CAPTURE Falls Principle Findings by CIPP Category  

    
Coordinating Team Effectiveness 

 
CIPP 
Cate-
gory 

  

Total 
(N=16) 

Low  
(N=6) 

Moderate 
(N=5) 

High 
(N=5) 

 
Instrument / Item Time Mean (SD) Mean (SD) Mean (SD) Mean (SD) 

P 
Valuea 

C
on

te
xt

 

Hospital Survey on Patient 
Safety Culture Overall Scoreb 

Pre 3.7 (0.1) 3.7 (0.1) 3.7 (0.1) 3.7 (0.1) .76 
Post 3.8 (0.1) 3.7 (0.1) 3.8 (0.1) 3.8 (0.1) .82 

T-TPQ-F Team Structure 
Composite Scoreb 

Early 4.1 (0.2) 4.1 (0.2) 4.1 (0.1) 4.2 (0.2) .18 
Post 4.3 (0.1) 4.2 (0.1) 4.2 (0.1) 4.3 (0.1) .24 

T-TPQ-F Leadership 
Composite Scoreb 

Early 4.0 (0.2) 3.9 (0.2) 3.9 (0.2) 4.2 (0.3) .18 
Post 4.1 (0.2) 4.1 (0.1) 4.1 (0.2) 4.2 (0.2) .37 

T-TPQ-F Situation Monitoring 
Composite Scoreb 

Early 4.0 (0.2) 3.9 (0.2) 4.0 (0.2) 4.1 (0.2) .45 
Post 4.1 (0.1) 4.1 (0.1) 4.0 (0.1) 4.2 (0.2) .11 

T-TPQ-F Mutual Support 
Composite Scoreb 

Early 4.0 (0.2) 3.9 (0.2) 4.0 (0.2) 4.1 (0.2) .18 
Post 4.1 (0.1) 4.1 (0.1) 4.1 (0.1) 4.2 (0.1) .15 

T-TPQ-F Communication 
Composite Scoreb 

Early 4.0 (0.2) 3.9 (0.2) 4.0 (0.2) 4.1 (0.2) .16 
Post 4.2 (0.1) 4.1 (0.0) 4.1 (0.1) 4.3 (0.1) .05 

C
on

te
xt

 &
 In

pu
t ORCA Management 

Composite Scoreb 
Early 3.9 (0.3) 3.8 (0.2) 3.8 (0.2) 4.1 (0.2) .11 
Post 4.0 (0.2) 3.9 (0.1) 3.9 (0.1) 4.1 (0.2) .05 

ORCA Staff Support 
Composite Scoreb 

Early 4.1 (0.2) 4.1 (0.2) 4.1 (0.2) 4.2 (0.2) .25 
Post 4.2 (0.1) 4.2 (0.1) 4.1 (0.2) 4.3 (0.2) .27 

ORCA Opinion Leader Support 
Composite Scoreb  

Early 4.0 (0.1) 4.0 (0.1) 4.0 (0.1) 4.1 (0.1) .62 
Post 4.1 (0.1) 4.1 (0.1) 4.0 (0.1) 4.1 (0.2) .36 

ORCA Hospital Resources 
Composite Scoreb 

Early 3.9 (0.2) 3.9 (0.2) 3.8 (0.2) 4.1 (0.1) .11 
Post 4.0 (0.2) 4.0 (0.1) 3.9 (0.2) 4.1 (0.2) .09 

In
pu

t a
nd

 P
ro

ce
ss

 Number Project Activities in 
which Coord. Team 
Participated 

Post 21.1 (5.9) 18.7 (6.0) 22.0 (5.2) 23.2 (6.7) .45 

Coordinating Team Reflexivity 
Assessment Score  
(Mean 6 Items) b 

Pre 3.4 (0.5) 3.3 (0.3) 3.3 (0.4) 3.8 (0.5) .16 

Post 4.0 (0.3) 3.8 (0.2) 3.9 (0.2) 4.3 (0.2) .01 

Volume (Total Patient Days) Pre 2838 (1914) 2793 (1581) 1862 (869) 4298 (2401) .12 
Post 1486 (997) 1383 (776) 1036 (524) 2267 (1284) .12 

P
ro

ce
ss

 

Education & Training Total 
Score (Maximum=72 for 5 
categories) 

Post 35.7 (12.8) 30.5 (8.3) 35.2 (9.9) 42.4 (18.2) .33 

Overall Program Education  Post 8.3 (1.8) 6.8 (0.8) 8.6 (1.5) 9.8 (1.8) .01 
Fall Risk Assessment 
Screening Tool  Post 7.6 (3.1) 5.7 (1.8) 8.2 (3.1) 9.2 (3.8) .15 

Safe Transfers & Mobility  Post 7.0 (4.3) 5.5 (3.4) 6.8 (3.3) 9.0 (5.8) .42 
Use of Mechanical Lifts  Post 6.8 (4.4) 7.5 (3.4) 5.6 (4.7) 7.0 (5.8) .79 
Post-fall Huddle Education  Post 6.1 (2.8) 5.0 (2.3) 6.0 (1.9) 7.4 (4.0) .40 

Organizational Fall Risk 
Interventions Frequency Score  
(Maximum 36 for 9 items) 

Post 27.8 (4.4) 24.5 (2.4) 28.4 (3.0) 31.2 (5.1) .03 

Coordinating team modifies 
policies/procedures using data 
(Maximum=12 for 3 items) 

Post 8.1 (2.3) 6.7 (2.0) 8.2 (2.5) 9.8 (1.5) .07 

Percent of Reported Falls with 
Post-fall Huddles 

Early 78.3 (21.0) 76.2 (16.2) 85.6 (10.3) 73.6 (33.4) .67 
Post 68.0 (29.2) 60.0 (34.3) 67.3 (34.2) 78.3 (18.3) .62 

P
ro

du
ct

 

Falls per 1,000 patient days Prec 5.1 (1.6) 5.6 (0.7) 4.8 (1.8) 4.8 (2.3) .64 
Postd 4.5 (1.9) 5.7 (2.2) 4.6 (1.5) 3.0 (0.7) .05 

Injurious Falls per 1,000 
patient days  

Prec 1.7 (1.0) 2.2 (1.0) 1.5 (1.1) 1.2 (0.9) .33 
Postd 1.9 (2.3) 3.0 (3.2) 1.6 (1.8) 1.0 (0.7) .37 

aP value calculated using one-way ANOVA  

b5-point Likert agreement scale: 1=strongly disagree, 5 = strongly agree) 
c Time period Jan – Dec 2012 (12 months) 
d Time period Jan – July 2014 (7 months) 
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Figure 2. Association between Participation in Post-Fall 
Huddles and Core Team Perceptions of Teamwork 
Support for Fall Risk Reduction 

 
   

 

 
 

 
Discussion and conclusions. Our baseline risk assessment conducted in 2011 revealed that the 
risk of falls and fall-related injury was significantly greater among Nebraska’s 65 CAHs than its 
18 non-CAHs. We sought to implement IP fall risk reduction coordinating teams in 17 small rural 
hospitals to improve the capacity of these resource deficient organizations to implement, 
coordinate, and sustain evidence-based interventions to decrease fall risk among priority older 
adult and rural populations. We chose to focus on developing and embedding these teams 
within a MTS due to the multifactorial etiology of inpatient falls and previous research indicating 
that IP teamwork is more effective than nursing-only processes in sustaining decreases in fall 
rates. In addition, our baseline risk assessment revealed that CAHs were significantly less likely 
than non-CAHs to coordinate fall risk reduction at the organizational level. Consistent, with 
conceptualizing our project as a CSI, we found that the extent of implementation (e.g. 
effectiveness) of the coordinating teams was associated with the outcomes of interest—
decreasing total and injurious fall rates. This association is consistent with Donabedian’s quality 
assessment framework—the structure of effective coordinating teams improved the 
standardization and coordination of organizational level fall risk reduction processes, which 
decreased the risk of falls. Although, total and injurious fall rates decreased 37.5% and 17% 
respectively within hospitals with highly effective coordinating teams, we cannot conclude that 

Table 7. Association between Age and Harm 
  Harm Levels 

Age 
Moderate- 
Major Minor  None 

< 65 (n=84) 2.4% 17.9% 79.8% 
65 - 80 (n=122) 0.8% 32.0% 67.2% 
81+ (n=146) 7.5% 30.8% 61.6% 

P=.005, Pearson Chi-Squared Test 

Table 8. Association between Assist and Harm 
  Harm Levels 

Assisted 
Moderate- 
Major Minor  None 

Yes (n=90) 1.1% 17.8% 81.1% 
No (n=262) 5.0% 31.7% 63.4% 

P=.006, Pearson Chi-Squared Test 

Figure 3. Association between Coordinating Team 
Effectiveness and 2014 Total Fall Rates 

Figure 4. Association between Coordinating Team 
Effectiveness and 2014 Injurious Fall Rates 
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the risk increased within the other hospitals in which coordinating teams were less effective. 
Specifically, participation in the project standardized the definition of a fall to include assisted 
falls that are less likely to have resulted in harm and standardized the definition of injury to 
include skin tears and abrasions. Thus, it is possible that pre-implementation fall rates 
underestimated the level of risk present so that our evaluation results underestimate the impact 
of the coordinating team intervention. 
 
We also sought to inform AHRQ about context—if the coordinating team intervention, which 
changed the structure of fall risk reduction worked, why did it work? We used the CIPP model13 
to inform our answers to this question. Contextually, aggregate measures of safety culture did 
not appear to influence the effectiveness of the coordinating teams or change over time. 
However, perceptions of teamwork support, management support, and resource availability for 
fall risk reduction tended to be more positive in the hospitals with highly effective coordinating 
teams pre- and post-implementation. And post-implementation perceptions of communication 
support were significantly more positive within hospitals with highly effective coordinating teams. 
We also know that perceptions of team structure, leadership, and management support were 
more positive if a core team member had participated in at least one post-fall huddle. Hospitals 
with highly effective coordinating teams tended to take longer to implement post-fall huddles but 
they were more likely to provide training to conduct these huddles and sustain them over time. 
This finding is consistent with previous research indicating that participation in AARs influences 
perceptions of organizational culture.8 
 
Simply put, the human resource inputs were more interprofessional, more reflexive, and more 
likely to include front-line staff in the highly effective coordinating teams. Patient volume is 
considered a proxy for resource availability in small rural hospitals. Although not statistically 
significant, the trend was for the hospitals with highly effective coordinating teams to have the 
highest volume. Thus, less effective coordinating teams in hospitals with a lower volume of 
patients were less likely to integrate evidence from multiple disciplines because they were 
missing the complementary skills of pharmacists and rehabilitation therapists.   
 
The highly effective coordinating teams conducted more coordination11 processes than did the 
other two categories of teams. They more extensively standardized the structure and process of 
fall risk reduction by using sensitivity analyses to choose a fall risk assessment tool, revising 
polices/procedures, and conducting education on multiple topics including safe transfers and 
mobility (conducted by rehabilitation therapists). They held core teams accountable for adhering 
to these standards by conducting audits. They were more likely to sustain post-fall huddles, 
which provided a means for adjustment at two levels: (1) contingency team members 
participating in the huddle could adjust the individual patient plan of care and (2) coordinating 
teams could use the post-fall huddle report to adjust the system of care.  
 
The product of the coordinating team intervention was more than the outcome of decreased fall 
rates among the highly effective coordinating teams. Product evaluations should include 
judgments of outcomes, relate them to objectives, and interpret their worth.13 One of our 
objectives was to have hospitals transfer the coordinating team structure to other patient safety 
and quality initiatives such as readmissions, which is reflected in the following quotes from 
members of a highly effective coordinating team:  
• QI Coordinator: “Personally I see how important it is to do that interdisciplinary team, get the 

right team members on from the beginning and make sure we get front line staff involvement 
and what a positive effect it has had on our outcomes…moving forward with re-admissions 
and our care transitions team we will [do the same] and choose an interdisciplinary team so 
[the change] is more of a process that we’re doing with them and not to them.” 
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• RN/Discharge Coordinator: “As part of the care transitions team, we’re trying to find a 
scoring tool to assess patients for their risk of being re-admitted… we are going to do a 
similar [comparison as in CAPTURE Falls] where we take two tools and go to the charts of 
the patients who were re-admitted and charts that the patients were not re-admitted and 
compare them…so that we find the right tool to help us, not just the most popular one.” 

 
Significance and practical implications. The intervention developed in this project is significant, 
because we believe it to be the first effort to use IP coordinating teams to implement evidence-
based fall risk reduction programs across multiple facilities. We embedded the coordinating 
teams within MTSs and had them focus on coordination of fall risk reduction at the 
organizational level. Thus their coordination efforts—standardization, planning, and 
mechanisms for adjustment (i.e. post-fall huddles)11—held core teams accountable for reliably 
implementing patient level interventions, clarified roles and responsibilities of all component 
teams, and created a shared mental model of how component team goals contributed to the 
organizational goal of decreasing fall risk. Our evaluation conceptualizing CAPTURE Falls as a 
CSI51 that affected the structure and process of care revealed that these teams are most 
effective when all disciplines needed to address the multifactorial etiology of falls (at a minimum 
nursing, pharmacy, quality improvement, and rehabilitation therapies) are engaged members of 
the coordinating team.  
 
The results of this project have practical implications across the CIPP categories.13Contextually, 
the HSOPS, with its focus on over-arching safety culture may not be sensitive enough to 
evaluate the impact of specific patient safety initiatives. Thus, customizing the T-TPQ-F and the 
ORCA to refer specifically to fall risk reduction provided evidence of effectiveness missing from 
the HSOPS results. Inputs are of particular relevance in these resource deficient hospitals. An 
essential program input was the development of a reporting form that used AHRQ Common 
Formats to define and categorize falls. This standardized taxonomy allowed the development of 
the first database in the country that provides valid benchmarks for fall rates in CAHs, and can 
link patient and organizational characteristics to fall events. Thus, we are exploring efforts to 
sustain and expand the CAPTURE Falls methodology and benchmarking capability to additional 
CAHs in the state. Additionally, we now have the evidence to support inclusion of pharmacists 
and rehabilitation therapists in QI work that may not be billable patient care but decreases fall 
risk. The most important practical implication of this project may be its focus on coordination 
processes as defined in MTS theory.11,12 AHRQ’s most recent annual update on HACs reported 
limited progress in decreasing injury from falls.58 We believe that use of coordinating teams that 
use coordination processes and are embedded in an MTS structure have the potential to 
accelerate national progress in reducing injury from falls in hospitals. We have submitted an 
application to AHRQ for a small research grant to more fully explore how the longitudinal and 
multilevel nature of our project data can inform AHRQ about how coordination within MTSs can 
make healthcare safer.   
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24. Kennel V, Reiter-Palmon R, Jones K, et al. Team reflexivity and innovation implementation 
in health care. Interdisciplinary Network for Group Research Conference; 2015 Jul 24; 
Pittsburgh, PA. 

Products 
1. CAPTURE Falls Website: http://www.unmc.edu/patient-safety/capturefalls/ 
 
Table 9: CAPTURE Falls Toolkit Contributions to AHRQ Preventing Falls in Hospitals Toolkit 

AHRQ Fall Prevention Tool Kit Section and Topic CAPTURE Falls Toolkit Contributions 

1. Are you ready for this change? 
1.1. Assess the culture of safety in your hospital 
1.2. Evaluate current organizational attention to falls  
1.3. Assess and develop leadership support for the 

fall prevention program 
1.4. Identify resources that are available and 

resources that are needed 
1.5. Assess the current status of fall prevention  

• Hospital Survey on Patient Safety Culture: 
Demographics adapted to reflect small rural hospital 
environment, and a team training section was added to 
assess the adoption of team behaviors. 

• Teamwork Perceptions Questionnaire (T-TPQ-F) and 
Organizational Readiness to Change Assessment : 
Adapted to specifically address teamwork support and 
readiness for change in relation to fall risk reduction 

2. How will you manage change? 
2.1. Identify implementation team 
2.2. Assess current status of fall prevention activities 

in your hospital and determine staff knowledge 
about fall prevention 

2.3. Set outcome and process goals for improvement  
2.4. Assess progress on managing change activities 

• Gap-analysis scorecard:  Tool to evaluate the 
effectiveness of current practices and identify needs 

• Action Plan tool: Adapted to address barriers to 
implementation and steps to achieve identified changes. 

• Teamwork to Support Fall Risk Reduction Webinar: 
Resource to educate hospital staff about  multi-team 
system approach to fall risk reduction. 
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3. Which fall prevention practices do you want to use? 
3.1. Identify how fall prevention care processes 

connect to one another 
3.2. Implement universal fall precautions 
3.3. Identify important risk factors for falls in your 

patients 
3.4. Use identified fall risk factors to implement fall 

prevention care planning 
3.5. Assess and manage patients after a fall 
3.6. Assess progress on completing the best 

practices activities 

• Fall Risk Assessment Tool sensitivity, specificity, and 
predictive value worksheet  

• Performance-based mobility assessment tools  
• Safe transfers and mobility demonstration training videos 
• Pharmacist fall risk assessment  and list of medications 

that increase fall risk 
• Falls Risk Assessment Scoring System(FRASS) 
• Mini-cog assessment for dementia 
• Study of Osteoporotic Fracture (SOF) criteria for frailty  
• Post-fall huddle form and pocket guide 
• Teach back patient education and evaluation tools 
• Webinars: Fall Risk Assessment for Nursing Staff; Fall 

Risk Reduction Interventions; Mobility Assessment , Safe 
Transfers and Mobility;  Medication Review; Falls, Frailty 
and Geriatric Syndromes; Health Literacy and  
Patient/Family Education 

4. How do you implement the fall prevention program? 
4.1. Assign staff roles and responsibilities for tasks 

identified in set of best practices 
4.2. Assess current staff education practices and 

facilitate integration of new knowledge on fall 
prevention into existing or new practices 

4.3. Assess progress on implementing best practices 

• Safe transfers and mobility gap-analysis 
• Safe transfers and mobility training action plan 
• Meeting minutes template 
• Webinars:  Effective Meetings for Fall Risk Reduction 

Teams; Teamwork to Support Fall Risk Reduction 

5. How do you measure fall rates and fall prevention 
practices? 
5.1. Collect the right data to learn about falls, fall-

related injuries, and their causes 
5.2. Measure fall prevention practices 
5.3. Checklist for measuring progress  

• Fall Event reporting form standardized using AHRQ 
Common Formats and including a post-fall huddle 
reporting form for use across collaborative 

• Process audit tool (3 examples)  
• Webinar: Using Data to Support Fall Risk Reduction 

6. How do you sustain an effective fall prevention 
program? 
6.1. Identify factors needed to sustain program 

• Gap-analysis scorecard  
• Action Planning tool 
• Process audit tool (3 examples)  
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