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Objectives 
• Describe evidence related to fall prevention in 

hospitals 
• Describe the process for gathering 

requirements for Fall TIPS toolkit software 
• Report on strategies to drive adoption 

– Operationalize “Framework for Spread” to 
integrate toolkit into workflow 

– Measures of adoption and use 
• Review findings from RCT 
• Review key challenges and lessons learned 

 



Introduction 

• Falls are a leading cause of death and disability  
– ~ 33% of older adults fall each year 

• Hospitalization increases the risk for falls  
– ~ 3% hospitalized patients fall 
– ~ 30% of inpatient falls result in injury 

• Risk factors for falls are well understood 
• The link from assessment of fall risk to 

identification and communication of 
interventions to prevent falls is not established 



Background 
• Reducing falls is high priority goal for Partners 

HealthCare (PHS) 
– 2004-2007: Standardization of fall risk assessment and 

evaluation metric across PHS hospitals 
– 2007-2009: Fall TIPS conducted in 4 PHS hospitals 

• Robert Wood Johnson Foundation funded study  
• Aim: To establish linkages between routine nursing fall risk 

assessment, structured communication and tailored 
interventions to prevent falls 



Fall TIPS Study Conducted in 4 
Phases 

• Phase 1:  Qualitative Inquiry 
– Workflow observations and focus groups: explore 

existing barriers, facilitators and interventions used to 
prevent falls.  

• Phase 2: Use knowledge learned in Phase 1 to 
inform development of the Fall TIPS toolkit. 

• Phase 3: Implement and test the Fall TIPS toolkit. 
• Phase 4: Evaluate the Fall TIPS toolkit. 



Phase I: Qualitative Inquiry 

• Aims:  
– To better understand professional and 

paraprofessional perceptions of 
communication, procedures and systems 
designed to prevent patients falls in 
hospitals.  

– To better understand hospital falls from 
patient/family perspective  
 



Research Design & Methods 

• Recruitment (RN, MD, PT, OT, Pharmacists, 
PCA, Patients and Family) 

• Audio-taped, semi-structured group interviews 
were conducted:  
–  54 Professionals/19 Paraprofessionals/9 Patients   

 
 
            Paraprofessionals 

                        
Female:  79%   
Race:  African American: 63% 
Age:     30-62 years (md 49) 
Exp:     2-25 years   (md 10) 

Professionals 
 

93% (RN:64.8%) 
Caucasian: 88.9% 
22-68 years (md 39) 
>1-41 years (md 12)  
 

Patients 
 

78% 
                                  
24-78 years (md 61) 
  
 



Results: Staff Interviews 

• Six concepts emerged:  
1. Patient Report 
2. Information Access 
3. Signage 
4. Environment 
5. Teamwork 
6. Patient/family Involvement 



Results 

• Patient Report: verbal exchange as the 
most common method of fall risk 
communication 
– Delays in giving or receiving report.   
– Variation in quality/detail 
– Nursing Assistants may provide care for up 

to two hours without receiving report  



Results 
• Patient Report (Nursing Assistant) 

– Well, we come in at 7 they (RNs) are giving report to 
each other.  We are on the floor… I don’t know who has 
been asleep since 10:30 at night.  I don’t know his 
activity level… The first thing we do when we get up at 
6:30 in the morning to go to work…we go straight to the 
bathroom, you know. … If I don’t have this information I 
have to go over there and then come back to the nurse.  
She might say, “I have already given report to XXX.”  I go 
over to XXX.  XXX says, “okay, let me go to see my 
paper, because I cannot remember.”  By then the 
patients have already gotten up.  Five or ten minutes, are 
very important… a long for these people. 



Results 

• Information Access: formal fall risk 
assessments are documented in the 
medical record 
– Information may be incomplete  
– No formal mechanism in place to 

systematically communicate fall risk status 
across disciplines 

– RNs and NAs often unsure about how to 
help when answering call light of an 
unfamiliar patient 



Results 

• Information Access (Nurse): 
– I think verbal communication is what many people 

rely on; it is hard to get information from the 
medical records. … So, there is not easily 
accessible information about the patient…  

– When we identify someone at risk for fall, we need 
to talk more about the intervention that goes along 
with their risk for fall.  Is it cognitive? Physical? A 
high score might not tell you why the person is at 
risk.  



Results 

• Signage: identified as methods for 
communicating fall risk and as well as 
interventions for preventing falls.   

• Especially important to the NAs because of 
the absence or delay in receiving patient 
report.   

• Generic nature and fact that they are 
ubiquitous limits the usefulness. 
– Details needed about why a patient is at risk for 

fall and specific actions to mitigate risk. 



Results 

• Signage (Nursing Assistants):  
– Yeah, for an hour or so at the beginning of 

a shift you are dependent on the signs… 
– The only way I will automatically know the 

patient is on fall precautions is by the 
sticker is on the door.  …If we have 35 
patients on the floor and shy ten they are 
all on fall precautions.  It’s like everybody 
falls into that category...   



Results 
• Signage (Nursing Assistant):  

– I will walk into a room.  If the patient has put 
the call light on, they are on fall risk…I have to 
stop, because I don’t know if they can get up 
and move alone.  We find the nurse and 
discuss the patient, make a determination 
how safe they are to get out of bed with me… 
do I need somebody else?  You might see 
that sign, but that doesn’t tell you … now the 
patient has to go to the bathroom really bad, 
but by the time I get out of the room and go 
find the nurse the patient has gotten out of 
bed and fallen or she’s now in the bed 
soaking wet.  



Results 

• Environment: Certain environmental 
modifications and “common sense” 
actions should be in place for all 
patients 
– uncluttered room  
– clear path to the bathroom  
– assistive devices nearby 

• Some participants unclear re: 
availability of supplies and equipment 
and/or how to access 



Results 

• Environment (Nurse and Nursing Assistant):  
– If we needed an assistive device we would consult 

PT or OT and usually they bring those.  No, we 
don’t actually (know what is in the inventory).   

– If the patient has just TEDs on, like elastic TEDs, 
definitely he is going to slide.  So, you have to 
your slippers on.  There has to be all the time 
slippers.  All the time when I see the patient 
without a slipper I go there and tell them to wear 
slippers. 



Results 

• Teamwork:  
– Team Surveillance  
– Assisting each other with answering call 

lights 
• Not responding to another staff member’s 

patient’s call light is a complex issue and shows 
an interface between signage and teamwork 

 



Results 

• Teamwork (Nursing Assistant):  
– For me to prevent (patient falls) is more teamwork.  

Teamwork between the nurses, the nurse’s aids, 
even the people cleaning the room you know.   

– …This is something that we always do, work with 
physical therapy.  We are working together, we 
learn from each other, and it is good to work 
together and help each other.   

– …Everyone’s watching…when a patient started to 
get out of the bed.  All together, be on the floor 
working along with your patient.   



Results 
• Teamwork (Nurse):  

– …It is a critical piece of information (knowing what to do 
when answering a call light), and how we get that out 
there so that it is readily available for everybody, and I 
think that’s what stops you from answering lights 
sometimes.  You say, “I don’t know what to do with this 
person anyway.  Let their nurse take care of them.”   

– …When I am walking down the hall and I see a call light 
on for a patient I don’t know, I don’t go in the room 
because I am afraid the patient will ask me for help to 
get out of bed or go to the bathroom and I won’t know 
what to do.  …We need more information when you are 
walking in cold. …We need more individualized 
information.  



Results 

• Patient/Family Involvement:  Patient 
and family should be involved as part of 
the team surveillance effort.  
– (Nursing Assistant): We keep our eyes on 

the patients to know everything we can 
about them.  And talk to that patient and 
say, “Please don’t get up without calling us 
because we don’t want you to fall.  If you 
fall, you’re going to stay longer at the 
hospital.  Please help us, we’re here for 
you.”  

 



Results: Patient/Family Interviews 

• Loss of balance in context of urgency 
– Usually with toileting 
– Clouded short term memory of physical 

limitations  
– Intense need preventing attaining balance 

• Unexpected Weakness 
• Limited physical activity, lack of response to 

call light, needed ambulatory aid that was not 
in reach 
 



Results Summary 

• Communication related to fall risk status and 
the plan to prevent falls is highly variable. 

• Inconsistent communication is a barrier to 
collaboration and teamwork. 
– “Not knowing the patient”  
– Inadequate, incomplete, or incorrect information at 

the bedside   
• All stakeholders (care team members, 

patients and family members) must work 
together to prevent patient falls.  

 



Results 



Phases 2-3: Building and 
Implementing the Fall TIPS Toolkit 
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Phases 2-3: Fall TIPS Toolkit 
Requirements and Demo 

Leverage Existing 
Workflows 

Teamwork Communication 

Tailoring 

Surveillance 



Fall TIPS: Key Challenges 
• 4 hospitals = 4 communication and information 

systems 
 

A framework for implementation needed to facilitate adoption 
across diverse sites 



Conceptual Framework: 
Framework for Spread 

• Key Components: 
1. Set-up expectation for change 

• Health system, hospital, unit 
leadership 

2. Involvement of “peer 
champions” 
• Establishing requirements, 

Testing, Communicating/ 
demonstrating benefits 

3. Continuous monitoring and 
feedback 
• Dashboard, Fall TIPS rounds, 

Fall TIPS “Tip of the Week” 



Fall TIPS: Spread Practices and Tools 
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Phase 4: Fall TIPS Research 
Questions  

• Is the Fall TIPS toolkit 
used? 

• Is the Fall TIPS toolkit 
associated with: 

1. Reduced patient falls in 
hospitals? 

2. Reduced patient falls with 
injury? 

3. Improved documentation 
of fall risk and improved 
documentation of planned 
and completed 
interventions tailored to 
patient-specific 
determinants of risk? 

 



Fall TIPS: Spread Metrics 

Fall TIPS Toolkit Adherence ("Spread")

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

A B C D

Hospital

%
 A

dh
er

en
ce

One or More Tools Printed
MFS Completion in past 24 hours
Bed poster over patient beds

Fall TIPS Toolkit Usage 
1/1/2009 - 6/30/2009     (n=5167) % 

Patients on which toolkit used 95.2% 

MFS completed on admission 
using toolkit 94.8% 

Toolkit documents printed 93.2% 



Fall TIPS: 
Preliminary 

Results 



     Fall TIPS: Preliminary Results 

*Patient days based on LOS in hospital 



Fall TIPS: Preliminary Results 



Fall TIPS: Key Challenges and 
Lessons Learned 

• Changing behavior is difficult 
– Clinical staff busy 
– Patients sick 
– Conflicting priorities 

• Innovations must  be 
thoughtfully introduced 
– Communication 
– Peer support 
– Ongoing feedback 
 



Limitations 

• This research was conducted in the presence 
of multiple confounders  
– Fall TIPS Toolkit was tested in acute care settings 

where both control and experimental units were 
under intense pressure to reduce falls. 

– Two months prior to implementation, CMS initiated 
nonpayment rule for fall-related injury 

– Due to ethical implications, research team did not 
ask control units to limit fall prevention activities 



Conclusion 
• Fall TIPS Toolkit was associated with 

Clinically significant less falls  and 
falls with injury. 
– On units with integration into nursing 

workflow, the Fall TIPS Toolkit is 
associated with statistically 
significant reduction in falls. 

• The Fall TIPS Toolkit is associated 
with more complete documentation 
of fall risk status and planned 
preventative interventions.  
– No significant differences in 

documentation of completed 
interventions. 
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– July 2009: National Committee for Quality Assurance (NCQA) and Pfizer Inc, selected Fall TIPS  for inclusion in 
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• Presentations 

– American Medical Informatics Association (AMIA)  
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– Nursing Informatics 2009 (International Medical Informatics Association) 
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