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QUICK START GUIDE

QUICK START GUIDE: A brief guide and introduction to the Best Practice Intervention
Package (BPIP) contents.

INTRODUCTION: A brief introduction to the topic of this BPIP, Fall Prevention.

LEADERSHIP TRACK (PAGE 8): Designed for agency leadership and the quality
or implementation team. Although this section is designed for leadership and the
implementation team, it is divided in sections so that it can be printed and shared with
other staff. Click on this link to the BPIP Guide if you are not familiar with the BPIPs.
This is also available via a link from the HHQI home page.

The following information is all new for this BPIP.

Contents include:
e Fall Prevention Information for Leadership
Suggested Timeline for BPIP
Focus on Fall Prevention
Checklist for Agency Leadership (Select interventions)
Tools and Resources
Links to Success Stories
Organizational Culture
Physician Perspective

DIsSCIPLINE TRACKS: These 2-page guides are designed for the following disciplines:
Skilled nurse (page 40)

Therapist (page 42)

Medical social worker (page 44)

Home health aide (page 46)

The content is very similar between the discipline tracks since they are designed to be
interdisciplinary. Each will include discipline specific best practice(s) and checklist.
We suggest printing front/back for ease of distribution or sending electronically to staff.

My HHQI offers a collection of resources you can use to connect with
campaign organizers, experts, other participants and supporters. Take
advantage of these Social Networking opportunities. Review the
discussion boards for General Comments, BPIP comments, Information Station, Data
comments, Home Health Experience and Disparities Corner. For Quick Tips and Fun
Facts to share with your staff, see the HHQI blog.

ASSOCIATED RESOURCES includes supportive resources for the topic of this BPIP. In
addition to the information in this package, links to a number of important additional
resources are provided on the Fall Prevention BPIP Web page at
www.homehealthquality.org . For a complete listing of tools see pages 29-32.

This logo indicates tools and resources. '



http://www.homehealthquality.org/shared/content/hhqi_campaign/BPIP%20Guide.pdf
http://www.homehealthquality.org/hh/resources/myhhqi.aspx
http://www.homehealthquality.org/

INTRODUCTION
The goals of this Best Practice Intervention Package (BPIP)

are to provide:

e home care leaders with guidance for selecting best
practices for the development of a proactive fall
prevention program

e clinicians with tools and resources to assist them in
assessing fall risk and implementation of fall ’a‘:‘::‘:l’;;‘
prevention strategies =
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The Fundamentals of Reducing ACH and Improving Management of Oral
Medications BPIPs are also related to fall prevention. Fall prevention is directly
associated with decreasing acute care hospitalizations and by improving oral
medication management, fall risk can be reduced.

The consequences of falls are significant both financially and in quality of life of
older adults. Falls increase costs to the entire health care system.
Did you know?

e Among older adults, falls are the leading cause of injury deaths. They are

also the most common cause of nonfatal injuries and hospital admissions
for trauma (CDC, 2005).

e 1n 2005, 15,800 people 65 and older died from injuries related to
unintentional falls; about 1.8 million people 65 and older were treated in
emergency departments for nonfatal injuries from falls, and more than
433,000 of these patients were hospitalized (CDC, 2005).

e The rates of fall-related deaths among older adults rose significantly from
23.7% in 1993 to 36.8% in 2003 (Stevens, 2006).

e The risk of being seriously injured in a fall increases with age. In 2001, the
rates of fall injuries for adults 85 and older were four to five times that of
adults 65 to 74 (Stevens and Sogolow, 2005).

e By 2020, the annual direct and indirect cost of fall injuries is expected to
reach $54.9 billion (in 2007 dollars) (Englander, Hodson, Terregrossa, 1996).

e 1In 2000, there were almost 10,300 fatal and 2.6 million medically treated
non-fatal fall related injuries. Direct medical costs totaled $0.2 billion
dollars for fatal and $19 billion dollars for non-fatal injuries. Of the non-

. o -
fatal injury costs, 63% ($12 billion) were for The ‘BPIP Guide’ is located on the

hospitalizations, 21% ($4 billion) were for HHQI web site. This document will
emergency department visits, and 16% ($3 help agency staff new to the BPIPs
billion) were for treatment in outpatient or those who would like additional
settings. Fractures accounted for just 35% guidance with utilizing the BPIPs.
of non-fatal injuries but 61% of costs Click here for a 2-page document

(Stevens, Corso, Finkelstein, and Miller, 2006). that contains the BPIP Release
Schedule, Guide to Utilizing the

6 BPIPs and Education Tips.
;



http://www.homehealthquality.org/shared/content/hhqi_campaign/BPIP%20Guide.pdf

CARE TRANSITIONS AND FALL PREVENTION

How does your agency notify the patient’s primary care provider of falls? Do
physicians know which patients are at high-risk for falls? To be effective all
disciplines and all provider settings must work together to prevent falls.

Determination of fall risk by the
interdisciplinary team and communication of
a fall occurrence is an essential safety
intervention for every provider.
Consistency with fall measurements and fall
assessments is critical across settings and
between providers to be successful with fall

A “multifactorial assessment coupled
with tailored interventions based on the
assessment findings can have a dramatic
public health impact while improving
quality of life in the older population”
(AGS/BGS, 2010).

reduction. A recommendation for all settings is to have a standardized fall risk
assessment tool. This will allow consistent information to be shared across

settings.

Falls within the geriatric population is a problem across settings. The BPIP
materials may be adapted to any setting especially to a nursing home and/or
assisted living facility. Some of the tools may be adopted by these providers ‘as is’
such as Accurately Assessing Orthostatic Hypotension (page 35) or some with
minimal modification such as Medication Simplification (under Associated
Resources). Leaders in other provider settings will find valuable information in
the BPIP Leadership track. For example, the Fall Prevention
Recommendations (page 10) features the American Geriatrics Society (AGS),

the British Geriatrics Society (BGS) Clinical Practice Guideline: Prevention of

Falls in Older Persons. While the BPIP focuses on older adults living in the
community, the AGS/BGS Web based guidelines includes information specific for
older persons living in long-term care facilities. In addition, the Focus on Fall
Prevention, which begins on page 13 of the Leadership track, includes

information for all provider settings.
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http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/2010/
http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/2010/
http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/2010/

Leadership

This BPIP will review best practices associated with fall
prevention. This includes both assessing fall risk and
interventions for fall prevention. As a reminder, the
BPIPs are broken down into leadership tracks, which are
directed towards leadership and Performance Improvement
(PD/Quality Improvement (QI) teams, and individual
discipline tracks. The discipline tracks are 1-2 pages of
educational guidelines for specific disciplines. Although the
package is broken down into individual tracks, all
information is intended for an interdisciplinary focus.

p—
N To begin, most agency leaders understand that fall risk

assessment and fall prevention interventions are now included in the
OASIS assessment. Home health agencies are able to measure actual utilization
of fall risk assessments and fall prevention interventions because of OASIS-C.
This will assist home health quality leaders and managers to evaluate their fall
prevention program. One of the new Home Health Compare process measures
will include percentage of patients 65 and over who receive a multifactor fall risk
assessment. Guidance on the new Process-Based Quality Improvement can be
found in the new Process-Based Quality Improvement Manual. Information on
the Home Health Compare 2010-2011 calendar can be found in the OASIS B-1 to
OASIS-C Transition Reporting Matrix 031710.

Additionally, one of the Adverse Event OQutcomes (Outcome Based Quality
Management—OBQM) is Emergent care for injury caused by fall or accident at
home. State survey agencies can use the Agency Patient-Related
Characteristics Reports (formerly Case Mix) and Adverse Event Reports
to assess quality of care provided to a HHA's patients.

\ OASIS-C has brought several changes to fall

prevention and interventions. OASIS-C Multifactorial/Multifactor:
includes: Involving, or produced by a variety of
e M1910: Has this patient had a multi- | €lements or causes Merriam-\\/ebster
factor Fall Risk Assessment (such as OnLine

falls history, use of multiple

medications, mental impairment, toileting - -
frequency, generally mobility/transferring It is feasible for home care
impairment, and environmental hazards)? clinicians to conduct fall risk
assessments and provide

e M2250 Plan of Care Synopsis: Does the interventions that can prevent
physician-ordered plan of care include fall falls (Fortinsky, Baker,
prevention interventions? (Note: Fall Gottschalk, King, Trella and
prevention interventions is only 1 of 7 selected Tinetti, 2008).
interventions for this measure.)



http://www.cms.gov/HomeHealthQualityInits/15_PBQIProcessMeasures.asp
http://www.cms.gov/HomeHealthQualityInits/10_HHQIQualityMeasures.asp#TopOfPage
http://www.cms.gov/HomeHealthQualityInits/10_HHQIQualityMeasures.asp#TopOfPage
http://www.cms.gov/HomeHealthQualityInits/18_HHQIOASISOBQM.asp
http://www.merriam-webster.com/dictionary/multifactor
http://www.merriam-webster.com/dictionary/multifactor
http://www.merriam-webster.com/dictionary/multifactor

e M2400 Intervention Synopsis: Since the previous OASIS assessment,
were the following interventions BOTH included in the physician-ordered
plan of care AND implemented (Note: Fall Prevention interventions is
only 1 of 6 selected interventions).

Clinicians must have education and resources to correctly complete all of
the above measures. The OASIS- C Guidance Manual has guidance on OASIS-C
and is available on the CMS Web site, including links to the Quarterly Q&As.
Ensure your staff has access to OASIS-C information for OASIS data
accuracy.

Leaders should ensure that their fall prevention program is interdisciplinary. Per
the Insights below, align agency processes so that PT evaluates high priority
patients on the start of care day. The potential for falls is something that needs to
be addressed at the time of all patient care transitions so falls can be
prevented.

msusHTs \

e Our intake department and liaisons in the hospitals and skilled nursing
facilities identify patients at high-risk for falls, before we admit them (recent
fall, fall precipitating hospital admission, specific diagnoses/injury due to fall,
etc.) and these become High Priority Patients. Though nursing may be
admitting, PT also goes in on that first day after the admission. If the
admission is occurring on a weekend, PT is scheduled to assess on the first day
also. Patients at high risk for a fall are priority patients for PT on the weekend,
just like those with acute orthopedic and neurological diagnoses.

o Help staff identify patients at risk for falls, but it is also important for them to
understand the appropriate interventions / falls protocol to reduce the risk or
rate of falls.

e Work with other agencies to share and collaborate on fall prevention programs

e Collaborate and provide education to physician offices on fall prevention

e Develop an Interdisciplinary Fall Prevention Committee so all staff are
represented and have input in your fall prevention program.

Jean E. Zaleski, PT, DPT, MEd, Director of Community Resource Development
Holyoke Visiting Nurses Association and Hospice Life Care

Holyoke, MA
\ See the Holyoke VNA and Hospice Life Care

Success Story (pg. 36) for more on their program.



http://www.cms.gov/HomeHealthQualityInits/14_HHQIOASISUserManual.asp
http://www.oasisanswers.com/aboutoas_links.htm

FALL PREVENTION

() V]

The Fall Prevention BPIP incorporates the guidelines from the American
Geriatrics Society (AGS), the British Geriatrics Society (BGS) Clinical Practice

Guideline: Prevention of Falls in Older Persons. The 2010 publication offers an

update to the earlier guideline (2001) by evaluating evidence and analyses that
have become available since 2001 and by providing revised recommendations

based on these evaluations.

The Summary of
Recommendations includes

interventions organized by
strength. The strongest
recommendations for older
persons living in the
community are summarized
below, but it is strongly advised
that you review the entire list
(click here). Check your fall
prevention program including fall
risk assessments and suggested
interventions, against the evidence-
based AGS/BGS guidelines.

[] A strategy to reduce the risk
of falls should include
multifactorial assessment of
known fall risk factors and
management of the risk
factors identified.

In June 2010, the Centers for Disease Control and
Prevention (CDC) and the American Occupational
Therapy Association (AOTA) convened a summit of
healthcare, human service and policy leaders to
address falls prevention in the Medicare population.
Participants included representatives from the
National Association for Homecare and Hospice
(NAHC), the American Physical Therapy Association
(APTA) and the American Academy of Homecare
Physicians and 30 other organizations. Summit
participants recognized that home health
providers are uniquely positioned to
implement key recommendations of the AGS
Fall Prevention Guideline, to make discharge
referrals to community fall-prevention programs, and
to participate in local falls prevention coalitions.

Carol Siebert, MS, OTR/L, FAOTA

Principal, The Home Remedy, Chapel Hill, NC
Chairperson, AOTA Affiliated State Association
Presidents

Member, AOTA Centennial Vision Commission

] The multifactorial fall risk assessment should be followed by direct
interventions tailored to the identified risk factors, coupled with an

appropriate exercise program.

] The components most commonly included in efficacious interventions are:
0 Adaptation or modification of home environment
o0 Exercise, particularly balance, strength, and gait training
T1All older adults who are at risk of falling should be offered an exercise
program incorporating balance, gait, and strength training. Flexibility and
endurance training should also be offered, but not as sole components of

the program.

-10 -



http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/2010/
http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/2010/
http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/2010/
http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/prevention_of_falls_summary_of_recommendations
http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/prevention_of_falls_summary_of_recommendations
http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/prevention_of_falls_summary_of_recommendations

71 The health professional or team conducting the fall risk assessment should
directly implement the interventions or should assure that the
interventions are carried out by other qualified health care professionals.

[] Exercise should be included as a component of multifactorial interventions
for fall prevention in community-residing older persons.

'l An exercise program that targets strength, gait and balance, such as Tai
Chi or physical therapy, is recommended as an effective intervention to
reduce falls.

[J Vitamin D supplements of at least 800 U per day should be provided to
older persons with proven vitamin D deficiency.

1 Home environment assessment and intervention carried out by a health
care professional should be included in a multifactorial assessment and
intervention for older persons who have fallen or who have risk factors for
falling.

[1 The intervention should include mitigation of identified hazards in the
home, and evaluation and interventions to promote the safe performance
of daily activities.

See the Brockton Visiting Nurses Association
Success Story (pg. 36) for more on their program.

-11 -




FALLS: CAUSES AND TREATMENT STRATEGIES

Fall prevention is a complex

topic. Multiple factors contribute
to fall risk, so the assessment
should be multi-factorial, and
interventions should be
directed to the risk factors
identified through
assessment. Patients may be at
high-risk for falls due to
symptoms from a disease, yet the
medications to treat the disease

Risk for falls should not be identified by an
individual tool. The most consistently successful
approach to prevention of falls has been
multifactorial assessment, followed by
interventions targeting the identified risk factors.
Such targeted assessment and management
strategies have been shown to reduce the occurrence
of falling by 25 to 39 percent (Tinetti, 2003).

may also put the patient at risk of falling. Patients may disregard the significance
of falls due to fear they are losing ability to maintain independence or simply

because he or she does not
understand the potential for severe
consequences from falls.

Home care clinicians must be
educated on potential causes of falls
and appropriate interventions to
prevent falls and /or minimize the
impact of falls (fall recovery/injury

prevention). Home care leaders need

to provide education and resources
for clinicians and the need to
collaborate with other health care
providers about fall risk, use of
interventions, and high-risk
medications (Boddice and Kogan,
20009).

The leadership section for the Fall
Prevention BPIP provides home
health agency leaders with
perspectives from experts on
fall related topics. This
information covers a variety of

topics: national efforts to decrease
falls, free resources for fall
prevention, medications related to
falls, use of a fall risk assessment
and the importance of exercise.
These begin on the following page:
Focus on Fall Prevention.

MEDICATIONS AND FALLS

Medication review is appropriate for fall
risk if patient is taking 4 or more
medications OR a high-risk medication.

Medications and falls can be a problem,
because the patient may need the
medication even though the medication
can attribute to fall risk.

All types of psychoactive medications
increase fall risk:
e Sedatives
e Antidepressants
e Anxiolytics (antianxiety drugs)
e Antipsychotics

Also evaluate the following medications
that may cause:

e Orthostasis (Antihypertensives,
Alpha blockers, nitrates)

e Confusion or impaired alertness
(Opioids, antihistamines,
anticonvulsants, benzodiazepines,
antidepressants)

e Parkinsonism (Antipsychotics,
metoclopramide)

o Digitalis (visual disturbances)

(Tinetti, 2010)




Focus on Fall Prevention

BesT PRACTICE: FALL PREVENTION AWARENESS AT NATIONAL, STATE AND LOCAL LEVELS.

NATIONAL COUNCIL ON AGING AND FALLS FREE INITIATIVE
The Challenge

Falls remain the leading cause of injury and injury death for older Americans.
Falls threaten seniors’ safety and independence and generate enormous
economic and personal costs. CDC'’s Injury Center monitors falls, fall-related
injuries, and associated costs, reporting:

« In 2005, 15,800 people 65 and older died from injuries related to unin-
tentional falls.

« Nearly 1.8 million people 65 and older were treated in emergency de-
partments for nonfatal injuries from falls, and more than 433,000 were
hospitalized

« In 2000, the direct care costs associated with fall related injuries in older
adults totaled over $19 billion

« By 2020, the annual direct and indirect cost of fall injuries is expected
to reach $54.9 billion.

The Most Important News

Falling is NOT an inevitable result of aging. Through evidence-based inter-
ventions, practical lifestyle adjustments, and community partnerships we
can substantially reduce the number of falls. Bringing public awareness

to the issue and to the available interventions is an important strategy. Far
too many older adults fear falling and fear reporting incidents as somehow
issues and a loss of independence; yet that first or second fall, or balance
concerns can signal a growing risk that can be addressed through balance
and exercise , medications adjustment, vision checks and/or home safety
improvements.

(Bonita) Lynn Beattie, from the
National Council on Aging, de-
scribes what is being done at a
national level to prevent falls in
elders. The next few pages con-
tain valuable information and
links to resources and tools.

Some of this information
is repeated throughout
the package because of its
importance.

Remember what is being
done nationally is brought
to the community.

What is being done in your
state for fall prevention?

Is there a falls prevention
collaborative in your com-
munity? If so—consider
joining and if not, perhaps
your agency can help start
one.

But such strategies should be targeted to specific needs so older adults must be willing to talk to their families
and health care providers about their fears of falling or fall incidents as the first step to maintaining indepen-

dence and staying upright.

What is being done

The National Council on Aging leads the Falls FreeTM Initiative , a national collaborative effort to educate the
public and support and expand evidence-based programs and interventions that help communities, states,
federal agencies, non-profits, businesses, and older adults and their families fight back against falls. Nearly 70
national organizations, professional associations and federal agencies have joined the effort to bring national
attention to this growing issue. Successful efforts have included passage of the Safetyof Seniors Act, signed
into law April, 2008 as PL 110-202.The bill’s provisions are taken from the National Action Plan, a blueprint to

reducing falls among older adults that was produced under the Falls FreeTM Initiative.



www.ncoa.org
http://www.healthyagingprograms.org/content.asp?sectionid=113&ElementID=847
http://www.govtrack.us/congress/bill.xpd?bill=s110-845
http://www.healthyagingprograms.org/content.asp?sectionid=69&ElementID=220

The premise of this work is simple: everyone has a role to play in the prevention of falls and should be em-
powered to act to prevent falls within his/her own area of influence. There are now state-level fall prevention
coalitions in 31 states. In some states, home care associations or home health agencies are active members of
these coalitions. The State Coalitions on Fall Prevention Workgroup is an active learning network and invites
all communities to join in the effort.

What resources are available for older adults and their families?

Many member organizations of the Falls FreeTM Coalition have produced general fall prevention materi-

als that will help to inform older adult and their families in the effort to reduce the risk of falling. Resources

include:

Brochures and posters are available online in English, Spanish or Chinese from the CDC’s National Center for
Injury Prevention and Control. What YOU Can Do To Prevent Falls and Check For Safety: A Home Fall Preven-
tion Checklist for Older Adults. A set of four posters are also available.

The Fall Prevention Center of Excellence Web site houses a number of helpful Technical Assistance Briefs
and Fact Sheets; fact sheets include helpful tips on all relevant risk factors including suggested strategies for

communicating more effectively with your doctor. The most recent provides information on preventing falls

around pets.

The American Geriatric Society also offers an informative pamphlet A Patient’s Guide to Preventing Falls that
may be easily downloaded and used in discussions with your health care provider.

What resources are available for service providers?

Many member organizations of the Falls FreeTM Coalition have produced general fall prevention materials
that will help to inform providers in the effort to reduce the risk of falling. Health care providers should con-
tact their respective professional associations for targeted resources. In addition, some key resources include:

« The American Geriatrics Society (AGS) has published new clinical practice guidelines on the prevention
of falls in older persons.

+  Two Cochrane Reviews of the literature provide an overview of the evidence for reducing falls: Popula-
tion-based interventions for the prevention of fall-related injuries in older people and Prevention of falls
and fall related injuries in older people in nursing homes and hospitals.

« This year the National Council on Aging in collaboration with Paraprofessional Healthcare Institute de-
veloped and launched a new partnership to provide — at no cost — a Fall Prevention Awareness Curric-
ulum for home health care workers. Uniquely designed for adult learners, the Fall Prevention Awareness
training curriculum is designed to help home health aides across the country reduce falls and minimize
injury to their clients by increasing their awareness of the risk factors for common falls and enhancing
their communication skills.

« CDC’s National Center for Injury Prevention and Control published a compendium of community pro-
grams entitled Preventing Falls: What Works: A CDC Compendium of Effective Community-based Inter-
ventions from Around the World; three programs are being broadly implemented including Stepping
On, Tai Chi: Moving for Better Balance, and Otego. Another valuable program effectively addressing the
fear of falling and building falls self-management and self efficacy in older adults is A Matter of Balance.



http://www.mainehealth.org/mh_body.cfm?id=432
http://www.cdc.gov/HomeandRecreationalSafety/Falls/preventfalls.html#Compendium
http://www.cdc.gov/HomeandRecreationalSafety/Falls/preventfalls.html#Compendium
http://phinational.org/training/resources/phi-curricula/fall-prevention-awareness/
http://phinational.org/training/resources/phi-curricula/fall-prevention-awareness/
http://www.healthyagingprograms.org/content.asp?sectionid=98&ElementID=746
http://www.healthyagingprograms.org/content.asp?sectionid=113&ElementID=243
http://www.cdc.gov/HomeandRecreationalSafety/Falls/fallsmaterial.html
http://www.cdc.gov/HomeandRecreationalSafety/Falls/fallsmaterial.html
http://www.cdc.gov/HomeandRecreationalSafety/Falls/fallsmaterial.html
http://www.stopfalls.org/
http://www.stopfalls.org/resources/FPCE_resources.shtml
http://www.stopfalls.org/resources/downloadables/Falls_Pets.pdf
http://www.stopfalls.org/resources/downloadables/Falls_Pets.pdf
http://www.healthinaging.org/public_education/falls_consumer_pamphlet.pdf
http://www.healthyagingprograms.org/content.asp?sectionid=113&ElementID=243
http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/prevention_of_falls_summary_of_recommendations
http://mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD004441/image_n/CD004441_abstract.pdf
http://mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD004441/image_n/CD004441_abstract.pdf
http://injuryprevention.bmj.com/content/16/2/137.full.pdf
http://injuryprevention.bmj.com/content/16/2/137.full.pdf

How Will We Make a Real Difference?

Ultimately, we believe it is through strong local, state and national collaboration that we will have an im-
pact on the growing public health issue of falls and fall related injuries in older adults. We need effective,
broad-based collaborations that foster four key strategies:

» Bringing broad awareness to the issue - falls are not an inevitable part of aging.

« Providing training and education to health care and service providers.

+ Increasing the availability of evidence-based programs, services, and resources for older adults who
are at most risk and which target prevention through risk reduction.

« Implementing effective policies and regulatory reforms that strategically promote healthy aging and
injury prevention in older adults.

For more information contact fallsfree@ncoa.org

(Bonita) Lynn Beattie, PT, MPT, MHA
Vice President, Injury Prevention
Falls FreeTM Initiative

Center for Healthy Aging

National Council on Aging
Washington, DC 20036
www.healthyagingprograms.org
WWwWw.ncoa.org



http://www.healthyagingprograms.org
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MASSACHUSETTS COLLEGE OF PHARMACY AND HEALTH SCIENCE PHARMACY OUTREACH PROGRAM

BesT PRACTICE: UNDERSTANDING MEDICATION RELATED FALLS AND PREVENTION

« The Massachusetts College of Pharmacy and Health Sciences (MCPHS) Pharmacy Outreach Program is
a community service project of the Massachusetts College of Pharmacy and Health Sciences to assist
Massachusetts residents in obtaining affordable prescription drugs and provide information about
their medications. The program is run through a toll free help line, interactive website www.mass-
medline.com, walk in center at the Worcester, MA campus and through community outreach events
throughout Massachusetts.

Pharmacists, faculty and students are on staff to provide a comprehensive review of the patient’s
medication therapy and assessed for medications that can increase risk for falls or other medication
related adverse effects.

Patients are provided with education on their medications and an increased awareness of their po-
tential risk for adverse effects, including their potential risk for falls. Discussions on enhancing bone
strength through exercise and medications are also included in these educational sessions.

Follow up monitoring for compliance and adherence provides enhanced communication and trust
between pharmacists and patient to enhance positive outcomes.

A complete and accurate medication list is critical when assessing medication related risks for falls.
Participants in a medication review with pharmacists from the MCPHS Pharmacy Outreach Program
are provided with a “Medication Safety Tool Kit” which includes a medication wallet card to provide a
convenient way to have carry and share their comprehensive medication list with all their health care
providers.

Community outreach initiatives focused on medication safety reinforce the importance of awareness
of medication related fall risk and encourage questions for increased learning.

Mary Sullivan, Pharm D Director
Donna Bartlett, RPh
MCPHS Pharmacy Outreach Program

The MCPHS program is an excellent example of a community
program providing a valuable service.

Does your community have a service like the MCPHS Pharmacy
Outreach Program that you can utilize for patients?

If not is this something that could be provided? Do you have a
local university with pharmacy faculty and students that would
help provide a similar medication safety program?



http://www.massmedline.com
http://www.massmedline.com

SOURI ALLIANCE FOR HOME CARE (MAHC)

FALL RISK ASSESSMENT AND BENCHMARKING INITIATIVE

BesT PRACTICE: IMPLEMENT A MULTIFACTORIAL FALL RISK ASSESSMENT TOOL(S) THAT IS
STANDARDIZED AND TESTED ON A POPULATION OF COMMUNITY DWELLING ELDERS. THE TOOL
MUST BE EFFECTIVE IN IDENTIFYING PEOPLE AT RISK FOR FALLS AND INCLUDE A STANDARD

RESPONSE SCALE.

A fall risk assessment is a requirement of OASIS-C, and this tool must be validated as effective in identifying

fall risk in community dwelling elders. Many home health agencies across the country are using the MAHC
multi-factorial assessment to A fall risk assessment is a requirement of OASIS-C, and this tool must be validated
as effective in identifying fall risk in community dwelling elders. Many home health agencies across the coun-
try are using the MAHC multi-factorial assessment tool in combination with the “Timed-Up and Go” (TUG) to
meet this requirement. Neither of these assessments alone will meet the requirement that the assessment

be “scientifically tested” and “multi-factorial”. However, in combination they are a simple and fast way to be in
compliance. MAHC is in the process of scientifically testing the multi-factorial tool and once that process is
completed, home health agencies will be able to conduct assessments using only the MAHC tool. Expectation

is to have the testing completed by spring 2011.

In addition, MAHC's fall risk benchmarking initiative has been successfully operating for over eight years. Par-
ticipants in this initiative are able to compare their fall rate to a national average as well as to companies with
similar demographics. Since the fall risk assessment began, participants have reduced falls and improved pa-
tient outcomes, developed policies and procedures to help clinical staff in their efforts to help patients remain
fall free and gathered statistics and information about fall prevention. Home health agencies across the United
States participate in this exciting benchmarking initiative. If you would like additional information contact

Mary at the MAHC office, 573-634-7772 or visit on line at: http://www.homecaremissouri.org/projects/falls/

index.php

Mary Schantz
Executive Director
Missouri Alliance for Home Care

The MAHC Fall Risk Assessment tool is included
in the Fall Prevention BPIP, page 33.

Many HHAs have asked if this tool has been
scientifically tested.

In addition, many HHAs ask if there are bench-
marking programs for falls.

Mary Schantz has provided campaign partici-
pants information about the MAHC risk assess-
ment and benchmarking.


http://www.homecaremissouri.org/projects/falls/index.php
http://www.homecaremissouri.org/projects/falls/index.php

INSIGHTS

Our agency uses the Missouri Alliance Home Care Fall Risk Assessment form, the TUG (Nurses) and
Tinetti (therapists).

Our nurses have found using the TUG has saved assessment time because they can concurrently as-
sess other functional measures!

Use the 5 day SOC assessment window to complete the fall risk assessment tools to get a more valid
result.

The patient may appear better than they actually are at the intial home visit.

If therapy is ordered, we focus on getting therapy in as quickly as possible and we've had less patient
falls and better patient outcomes.

Susan Zaic, RN
Perham Memorial Home Care
Perham, MN
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LIFE ELDERCARE: HEALTHY AGING, INDEPENDENT LIVING

Best PracTICE: OLDER ADULTS WHO EXERCISE IMPROVE STRENGTH
AND MOBILITY.

LIFE ElderCare is a 35 year old non-profit organization providing direct services to frail, homebound se-
niors. LIFE ElderCare partners with Unitek College LVN student nurses to provide twelve weeks of indi-
vidualized primary care physician approved exercises. These hourly sessions are an opportunity to help
each client establish workout goals motivated by a compelling personal goal such as “walking without a
walker." Written daily feedback is reviewed by the program manager and fitness trainer, enabling the client
to progress safely. LIFE ElderCare’s multi-factorial program addresses each of the leading causes of falls
while providing an unending continuum of care. This innovative model for preventing falls leverages the
volunteer contribution of student nurses who get field experience and community service hours as they
coach and monitor participating seniors in their homes. The average age of our clients is 87 years old. Berg
& Tinetti balance and gait tests, pre/post program, show an initial 47% of clients with high-risk of falls. After
participating only 17% were at High Risk. Additionally, improvements in ADLs were seen.

Details available, page 6 at: http://lifeeldercare.org/docs/LIFELINES_Fall_2009_Web.pdf

Focus areas for seniors are:

Muscle weakness and Gait & balance problems
THE most effective preventative action is any exercise which increases strength (think resistance bands)
and improves balance and gait. Ultimately being able to stand on one leg for 15 seconds is a great indica-
tion of a lower risk for falls. The greatest challenge, as with any exercise program, is adherence. A few tips
for the patients include:

+ Find a buddy with whom to workout

« Break exercises into manageable bits of time: a few after breakfast, a few in front of the TV
« Setagoal. One which truly inspires to keep committed to regular exercise.

« The primary goal is to exercise DAILY!

Vision:

+ Regular visits to eye doctor
«  Wear the correct prescriptive glasses

Medications:

« Keep a complete list of medications, including herbal remedies and over the counter drugs.
to every doctor appointment and give it to the pharmacist when filling a new prescriptio
« Bealert for reactions to new prescriptions. The first three days are when a patient is a
of a fall.


http://lifeeldercare.org/docs/LIFELINES_Fall_2009_Web.pdf

Home hazards:

«  Remove clutter
« Good lighting — especially in the bathroom during the night
« Grab bars and shower chair/transfer bench for bathing

Additional tips:

Hydration: Tell patients that one of the best ways to check for dehydration is the color of urine. Clear or light
will indicate proper hydration. Dark yellow signals dehydration.
Vitamin D: Check with doctor concerning how much Vitamin D a patient requires daily.

Maureen Parent

Fall Prevention Coordinator
LIFE ElderCare

Fremont, CA

o LIFE ElderCare promotes healthy living for seniors.

» Asignificant part of healthy living is preventing
falls.

» This is another example of a community service
for elders.

What programs are available in your community that
will support agency fall prevention efforts?

Fall prevention needs to be continued after patient
discharge from hospital and home care.

More details about LIFE ElderCare’s program
available at:
http://lifeeldercare.org/fallsprevention.html



http://lifeeldercare.org/fallsprevention.html

CHECKLIST FOR AGENCY LEADERSHIP
How to use:

1. Review this checklist and select a few interventions that are appropriate
for your agency after targeting areas for improvement. Remember, these
activities are designed for agencies with varied degrees of best practice
implementation.

o Chart reviews and staff input can help identify areas that need
improvement (for example, focus area may be improving patient
education, medication reconciliation and/or resources for staff)

0 The improvement team should make intervention selection with staff
input

o Select 1-4 interventions to
begin

o0 Depending on the size of
your agency, plan
small tests of change
with new tools and
processes, evaluate
effectiveness (what
works and what doesn’t)
and then move to total
agency implementation

o0 Add additional
interventions as
team/staff sees other
areas for improvement

2. Utilize the ‘assigned to’ and
‘notes’ if needed.

3. Refer to the BPIP timeline
(pg. 39) to plan
implementation of the
selected interventions.

4. Revisit this list after a few
weeks and consider additional interventions.

The checklist begins on the following page; the checklist can
be printed independent of the additional leadership
information.
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CHECKLIST FOR AGENCY LEADERSHIP
SUGGESTED ACTIVITIES:
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71 Implement a multifactorial and validated fall
risk assessment tool(s).

0 See page 17 for discussion about Missouri
Alliance for Home Care tool. This is an
example of a multifactorial tool. Others
are available through Web links on page
30 or in Associated Resources (see page
32)

0 Tools must be validated for community
dwelling elders and include a standard
response scale. There are several tools
available. One suggested is the Timed Up
and Go (TUG). See pages 29-32 for
additional tools and web links

o Utilize the falls risk ICD-9 code to help
identify patients at risk

o Place Fall Risk Assessment score in the
interdisciplinary care plan

(1 Staff Education should include:
o0 How to perform a fall risk assessment

o0 Observation of fall risk assessment as
part of annual competency

3-positional BP

Prompts for referral to PT
(Strength/gait/balance impairments)

0 Prompts for referral to OT
(Environmental modification and/or
adaptation)

o Prompts for referral to SN
(Polypharmacy)

o Prompts for referral to MSW
(Psychosocial issues attributing to falls
such as alcoholism or Support for
visually impaired and/or safety
equipment needs)
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CHECKLIST FOR AGENCY LEADERSHIP

SUGGESTED ACTIVITIES:
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(0]

Consider utilizing the following TV
segment to begin a staff in-service on fall
prevention:
http://www.youtube.com/aarbaje#p/u/1

6/d4Zv4QSNCQM

{1 Audit patient records for patients who fall as
part of process to evaluate what is being done in
your agency (see Brockton Visiting Nurses
Association Insights- page 11 and Success
Story—page 36 and see fall audit tool under
Associated Resources).

1 Report findings of number of falls/evaluation of
falls to all staff.

] Review patient education information:

o

(0]

(0]

Ensure it is written at an appropriate
educational level

Ensure tools are culturally appropriate
for your population

Include information on causes of falls
and tips to avoid falls such as (lighting,
railings, colored oxygen tubing, proper
footwear)

[l Refer patients to resources in the community
for ongoing services and interventions.

(0]

Patients at risk of falls may still be “at
risk” at discharge--refer them to
appropriate community
groups/resources to sustain the outcome
of not falling and not being hospitalized
Consider having your agency join a local
falls free coalition—these are active
groups in many communities

'] Confirm that your agency’s Fall Prevention
Program addresses major risks:

o
o

(0]

Medications

Adaptation or Modification to
Environment
Strength/Mobility/Gait

Falls Management

-23 -
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CHECKLIST FOR AGENCY LEADERSHIP

SUGGESTED ACTIVITIES:
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o Other: Vision, Nutrition, Urge
Incontinence, Proper footwear

0 Injury Reduction (for frequent fallers)

o Fall Recovery (patients with balance and
gait problems)

Evaluate the fall prevention program to
determine the impact on patient safety and the
Return on Investment.

Ensure that the program is updated and
resources are used effectively to mitigate the
risk to patients and reduce the occurrence of
falls.

Confirm that staff can select and plan
appropriate fall prevention interventions that
are appropriate for patient risk.

o Evaluate M1910, M2250c¢ (SOC/ROC)
and M2400b (Transfer/Discharge) for
consistency and accuracy

o Plan for patients who decline to
participate or follow recommendations--
patients should be fully informed of
potential consequences of their actions

Develop an interdisciplinary team to address
fall prevention.

0 Read the Insights on page 9 and Success
Story (page 36) from Jean Zaleski and
the Holyoke Visiting Nurses Association
and Hospice Life Care on development of
an interdisciplinary team for fall
prevention. Note how they identify and
provide early intervention for High
Priority patients for fall prevention.

Educate your staff to know what medications
may contribute to falls.

o Hereis aresource located on
stopfalls.org that you can use for staff
education: Medications and Falls in the

Elderly

=24 -



http://www.pharmacists.ca/content/cpjpdfs/julaug04/July-August-FocusonPatientCareRevised.pdf
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CHECKLIST FOR AGENCY LEADERSHIP

SUGGESTED ACTIVITIES:
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o Consider inviting a pharmacist to speak
to your staff on this important topic

0 Agencies with computerized capacity can
program to identify high-risk patients on
psychoactive medications

(1 Utilize the case studies on the HHQI Fall

Prevention BPIP Web page for either individual
or staff education.

0 Log-in to access the case studies
0 These studies include patient examples

with medication and fall issues and fall
interventions based on fall risk

Appoint an agency Fall Coordinator -
Someone who is passionate about preventing
falls.

0 Read the Insights on page 11 and Success
Story from Gail Mello and the Brockton
Visiting Nurses Association for some
ideas on how a coordinator can engage
staff in fall prevention

Confirm your agency’s patient education
information includes appropriate information
on fall prevention.
0 See page 29-32 for some tools and
additional Web links for more tools
o The National Council on Aging’s
Falls Free Initiative has many links to
some great patient resources (Pages 13-
15). Consider using these to supplement
what you may already be providing to
your patients OR adopt some of these if
you do not have patient education
information on fall prevention
0 Achieve and sustain a falls-free outcome
by tapering interventions and giving the
patient time to implement and get used
to exercise programs, environmental
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CHECKLIST FOR AGENCY LEADERSHIP

SUGGESTED ACTIVITIES:
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adaptations, etc. during the home health
episode. May need to increase visit
intensity if patient is having trouble with
the interventions and then re-establish a
tapered visit schedule

'l Develop (or refine) a process to trend and
report all patient reportable falls.

(0]

(0}

(0]

First define what a fall is—so staff has
a shared understanding of a “fall”
Ensure that staff report all falls: both
witnessed and non-witnessed falls

Staff should note time of day of fall and
what patient was attempting to do when
he/she fell

Develop a process to share the fall trend
reports with staff

Assess how many of the falls require ED
visits or hospitalizations

Implement the usage of the HHQI data
reports. These include Reasons for
Hospitalizations: Injury caused by Fall.
The HHQI data reports are free, but
require an additional registration to
maintain agency security. More on the
reports can be found on pg. 38
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ORGANIZATIONAL CULTURE

When a patient falls in the home, it can
result in one of the most debilitating
events in their lives. Could this also be an
event that is underreported?
Although medication management and
fall precautions both require application
of the nursing process, home health
personnel may feel more “at fault” or
responsible when a patient experiences a
fall versus when they have an adverse
effect of a medication. Whether this is
appropriate or not does not alter the way
the general home health culture perceives
a patient’s fall.

Is the underreporting due to the home health personnel not wanting to admit to a
misjudgment in transferring a patient or forgetting to use the safety equipment in
place to prevent this? Or maybe the home health personnel assisting the patient

do not feel the need to report the fall if it was due to faulty equipment which has
since been fixed. Or is the underreporting due to the patient not wanting to
reveal they experienced a fall when the home health personnel was not in the
home due to fear of losing their independence? Or was it due to the home health
personnel not understanding what defines a “fall”’? No matter the rationale, if
underreporting is occurring in a home health agency, the organizational
culture of an agency sets the stage for improved reporting of falls,
which allows for improved assessment and trending of falls. By
intervening and preventing the fall, the patient’s overall quality of care in the
home improves allowing the patient more freedom and independence.

The elimination of patients falling in their
homes is an area that has been “attacked”
by many, but achieved by few. The
organizational culture of a home health
agency will set the precedence for those
delivering care to the patients and the
development of a sustainable program that
will become “second nature” not only to the
staff but also to the patients and their
caregivers.

Aberg, Lundin-Olsson and Rosendahl
(2009) describe successful implementation
of a falls prevention program in a post-
acute setting to include three overlapping

“A well-developed patient safety culture
focusing on prevention of falls will,
when successfully achieved, be seen by
staff, patients and their significant
others as being characteristic of the
organization, and will be evident in
attitudes, routines and actions.
Moreover, it provides potential for
positive side-effects concerning
organizational and clinical
improvements in additional areas.”
(Aberg, Lundin-Olsson and Rosendahl,
20009).

phases. The first phase is allowing a time and location for all staff at all
professional levels to discuss strategies for implementing the falls
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interventions. Providing this “safe” environment for discussion will facilitate
the dialogue needed to find the best solutions for your patient population. It will
also allow the staff to engage and “buy-in” on preventing falls and decide how
best to report the falls when they occur.

The second phase is ensuring all staff are aware of what needs to be
completed in order for a change to occur. This may include re-training
sessions, supervised visits, or formal/informal problem-solving during case
conferences. Staff should understand that all patient falls should be reported—
both witnessed and non-witnessed falls. Educate staff in the definition of falls:
an unintentional change in position to the floor or ground. Again, involving all
staff during this phase is essential since everyone has a responsibility in the

prevention and reporting of falls.

The third and final
overlapping phase is the
development of “patient
safety culture”. This
“Implies an organizational
culture with shared
understandings of the
importance of patient safety as
the organization’s first
priority” (Aberg, et al., 2009).
By agency leadership
demonstrating the high value
placed on avoiding falls and
preventing injury to those who
have fallen, the staff will begin
to alter their thought process
and provide care that includes
the new fall prevention
program. They will begin to
see how reporting every fall
will assist in finding the trends
leading to implementing
changes that will impact every
patient.

Active participation by all
agency staff is essential to
implementing a falls
prevention program. Whether
this will occur depends directly
on the organizational culture
and attitude of agency
leadership. It comes down to

INSIGHTS

“No matter how good of a system you have in
place for communication between disciplines, i
going to breakdown at times so make sure you
have backups.”

Our agency:

N

t's

0 Encourages the use of cell phone reports

between disciplines at the time of the
assessment through cell phone
reimbursement for all disciplines.

0 Requires each reporting discipline call
report to the Clinical Resource Manager

who confirms we are utilizing services and
professionals appropriately and facilitates

communication between disciplines.

0 Has an interdisciplinary communication

form in the home where each discipline
makes an entry with every visit to the
home.

o0 Holds weekly case conferences for all new

SOC with all disciplines represented eac

h

week. These meetings are well-structured

and organized and take less than an hou

Joe Whitehurst, PT

Vice President of Rehabilitation Services for
Senior Home Care, Inc.

Clearwater, FL

r.

)

asking yourself, do you create a “patient safety culture”?
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SELECTED TOOLS AND RESOURCES

An initial screening for fall risk should be completed at admission. This BPIP
contains examples of screening tools, including fall risk assessments that have
been validated with a community dwelling population. In addition, many
agencies use standardized, validated assessment tools such as the Berg,
Tinetti, Dynamic Gait Index, and Functional Reach to further assess a patient’s
gait, balance, strength, and functional status.

The tools in this package are:

e Contributed by agencies featured in the INSIGHTS and Success Stories,
state home care associations, state hospital associations, and/or
recommended from other associations concerned with fall prevention

e Available in the BPIP or on the HHQI BPIP Web page (must be logged in
to access)

e Available through links to other organization Web sites

e Addressing Fall Risk Assessment (examples: Missouri Alliance for Home
Care)

e Addressing Fall Prevention (examples: Fall Prevention in the Home,
Medication Simplification)

Additionally, look for links to the numerous tools and resources throughout the
package. Due to the number of tools and resources, it is easy to select too many
resources. Itis suggested that you choose carefully which tools you would like
to use and select a few that are best suited for your prioritized interventions. So
please examine the tools in this BPIP, the tools available through Web links, or
tools under Associated Resources on the Fall Prevention BPIP Web page--then
pick and choose what you would like to use!

WVMI & Quality Insights does not recommend any one particular tool. We simply
provide tools associated with a best practice that are in the public domain or given
to us to share by other organizations or home health agencies.

The tools included as part of this package (pages 33-35) are:

Tool Designed for:
Missouri Alliance for HOME CARE Fall Risk Assessment for Clinicians
Fall Risk Assessment Form Mary Schantz, Executive Director of MAHC,

explains the development of this tool on page 17.

Timed Up and Go Screening Tool Fall Risk Assessment for Clinicians
See the video that demonstrates the TUG at:
http.//www.youtube.com/HHQualitylmprovement

Orthostatic Blood Pressure Guideline for assessment/evaluation of Orthostatic
Guidelines Blood Pressure for clinicians
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http://www.youtube.com/HHQualityImprovement

Tools available through Web links (Also on Fall Prevention Web page und

Associated Resources: Weblinks)

Web site:

Designed for:

Centers for Disease Control and Prevention
Injury Prevention & Control:
Home and Recreational Safety

Falls Among Older Adults: Brochures and
Posters and other Resources

nt

This site has numerous downloadable pati
exercise sheets and other resources for
providers and other community settings. The
patient resources are available in English,
Spanish and Chinese.

CHAMP
A national initiative to improve the quality
of home care for older persons.

Enter “falls” in the Text Search box for a
number of downloadable tools for fall risk
assessment and prevention, including patient
and staff education tools, and more information
about the Timed Up and Go (TUG) test.

Connecticut Collaboration for Fall Prevention

(CCFP) has information and materials
developed by researchers at Yale University,
collaborating with clinicians in the greater
Hartford, Connecticut area to develop
methods for incorporating fall risk
assessment and treatment into the care of
older adults. CCFP was developed by
researchers and clinicians involved in much
of the original research which showed falls
and injuries are frequent among older
adults.

The CCFP program includes evidence-

based, multidisciplinary, multifactorial fall risk
assessment and intervention program that
includes recommended interventions linked to
patient education handouts. More information
can be found on the Associated Resources page.

e OASIS-C and CCFP, January 2010

e Tinetti, M., Baker, D., King, M.,
Gottschalk, M., Murphy, T., Acampora,
D., Carlin, B., Leo-Summers, L., and
Allore, H. (2008). Effect of
dissemination of evidence in reducing
injuries from falls, NEJM, (359), 3. 252-
61.

Department of Veterans Affairs
Fall Prevention Toolkit

The toolkit is designed to aid facilities in
developing a comprehensive falls prevention
program. The toolkit includes resources on
blood thinner and falls, home safety and hip
protectors.

Fall Prevention Awareness: Enhanced
Training for Home Health Aides

A Joint Project of PHI and the National
Council on Aging

Fall Prevention Awareness training curriculum
helps home health aides reduce falls and
minimize injury to their clients by increasing
their awareness of the risk factors for common
falls and by enhancing their communication
skills.

Medication Management Intervention
System (MMIS)

(A Program of Partners in Care
Foundation—see below)

The system addresses medication problems
among frail older adults using criteria developed
by an expert panel to address problems including
falls, dizziness, or confusion possibly
caused by inappropriate psychotropic
drugs (e.g. tranquilizers, antidepressants, sleep
aids).
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http://www.cdc.gov/HomeandRecreationalSafety/Falls/fallsmaterial.html
http://www.champ-program.org/app
http://www.fallprevention.org/index.htm
http://www.homehealthquality.org/hh/campaign/fallbpip/default.aspx
http://www4.va.gov/ncps/SafetyTopics/fallstoolkit/index.html#intro
http://phinational.org/training/resources/phi-curricula/fall-prevention-awareness/
http://phinational.org/training/resources/phi-curricula/fall-prevention-awareness/
http://www.homemeds.org/
http://www.homemeds.org/

Missouri Alliance for Home Care
Benchmarking program for falls

The Missouri Alliance for Home Care Web site
includes directions on how to participate in
their benchmarking program as well as
multiple resources for fall prevention.

Minnesota Falls Prevention

The Minnesota Falls Prevention website is a
first step in assisting adults and
professionals understand the factors that put
someone at risk of falling and identify
actions an adult can take to remain
independent.

Fall Prevention Web site for adults and
professionals. The professional section has
description of assessment tools, including links
to TUG, Tinetti Performance Oriented Mobility
Assessment, Get Up and Go Test, Berg Balance
Scales and research for each of the assessment
tools.

Partners In Care Foundation
Healthy Moves for Aging Well

Healthy Moves for Aging Well is a
simple and safe in-home physical
activity intervention developed and
tested by Partners in Care to enhance the
activity level of frail, high-risk sedentary
seniors living at home. The model was
developed for community-based care
management programs arranging and
delivering services to seniors in the home.

This site has downloadable exercise sheets
for patients.

Stopfalls.org
This is the official Web site of the Fall

Prevention Center of Excellence. Their
mission is to offer best practices in fall
prevention and to help communities offer
fall prevention programs to older people
who are at risk of falling.

Information and resources on fall prevention
for health care professionals, community
leaders and individuals.
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http://www.homecaremissouri.org/projects/falls/index.php
http://www.mnfallsprevention.org/index.html
http://www.picf.org/landing_pages/22,3.html
http://www.stopfalls.org/index.shtml

Tools included on the BPIP Web page under Associated Resources

Tool:

Designed for:

Case Studies

Clinician Education

Post Fall Audit Form

Audit tool to complete when a fall
occurs

Fall Prevention in the Home

New Jersey Hospital Association (NJSA) Institute

for Quality and Patient Safety

Click here for more information on the NJHA Falls

Reduction and Prevention.

Fall Prevention Education for patients
English and Spanish
Order form also available.

Fall Risk Assessment with Algorithm

Fall Risk Assessment that includes an
algorithm to help plan interventions

Fall Risk Assessment and Interventions

Comprehensive Care Management

Fall Risk Assessment for Clinicians

Medication Simplification

Polypharmacy contributes to fall risk. A
guideline for clinicians on simplifying
medications.

Physician Initial Order Confirmation Form

Two forms: 1-page and 2-page

Clinician can use to send current
medication list to physician and plan for
interventions on SOC/ROC (M2250).

Safety Starts with You
St. John’'s Home Health and Hospice

Patient Education Sheet

Safety Starts with You
Fall Prevention Program Procedure
St. John’s Home Health and Hospice

Example of an agency procedure for a
Fall Prevention Program

Staying Steady on Your Feet

Patient Educational Sheet

Tips for Living

Pioneer Home Health Care
How Safe is Your Home
Preventing Falls

Patient Education Sheet

Watch Your Step! Preventing Falls in the
Home
VNA of RI

Patient Education Sheet
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http://www.njha.com/qualityinstitute/falls.aspx

Home Care o
Fall Reduction Initiative “M“%’ﬁf‘%ﬁﬁw

Fall Risk Assessment Form

Conduct a fall risk assessment on each patient at start of care and re-certification.

Patient Name:

(Circle one) SOC or Re-certification Date:

Required Core Elements
Assess one point for each core element “yes” Points

Age 65+

Diagnosis (3 or more co-existing)
Assess for hypotension

Prior history of falls within 3 months
An unintentional change in position resulting in coming to rest on the ground or at a lower level

Incontinence

Inability to make it to the bathroom or commode in timely manner
Includes frequency, urgency, and/or nocturia.

Visual impairment

Includes macular degeneration, diabetic retinopathies, visual field loss, age related changes,
decline in visual acuity, accommodation, glare tolerance, depth perception, and night vision or
not wearing prescribed glasses or having the correct prescription.

Impaired functional mobility

May include patients who need help with IADLS or ADLS or have gait or transfer problems,
arthritis, pain, fear of falling, foot problems, impaired sensation, impaired coordination or
improper use of assistive devices.

Environmental hazards

May include poor illumination, equipment tubing, inappropriate footwear, pets, hard to reach
items, floor surfaces that are uneven or cluttered, or outdoor entry and exits.

Poly Pharmacy (4 or more prescriptions)

Drugs highly associated with fall risk include but not limited to, sedatives, anti-depressants,
tranquilizers, narcotics, antihypertensives, cardiac meds, corticosteroids, anti-anxiety drugs,
anticholinergic drugs, and hypoglycemic drugs.

Pain affecting level of function

Pain often affects an individual's desire or ability to move or pain can be a factor in depression
or compliance with safety recommendations.

Cognitive impairment

Could include patients with dementia, Alzheimer’s or stroke patients or patients who are
confused, use poor judgment, have decreased comprehension, impulsivity, memory deficits.
Consider patients ability to adhere to the plan of care.

A score of 4 or more is considered at risk for falling Total

Clinician’s signature

&% Missouri Alliance for HOME CARE
2420 Hyde Park, Suite A, Jefferson City, MO 65109-4731 = (573) 634-7772 = (573) 634-4374 Fax



TIMED UP AND GO (TUG) Screening Tool

Purpose: Simple screening tool to identify elderly patients at
risk for falls.

Preparation: Ask patient if he or she wears glasses or is
experiencing visual problems. Patient should wear eyeglasses
and use assistive devices (cane, walker, etc.) if applicable.

Explain or demonstrate the test before proceeding.
1. Ask the patient to sit comfortably in a chair
2. Ask patient to rise by stating, “Ready, set, go” and begin
timing

3. If patient experiences dizziness upon rising, they may momentarily stand
still to resolve

4. Patient walks toward point of destination (10 foot walk)

5. After reaching point of destination, patient turns around and returns to
chair

6. When patient sits down, stop timing

7. Patient is scored according to the time in seconds required to complete the
entire task

TIME SCORE

Scoreon ascaleofl—4

1. Less than 10 seconds High mobility

2. 10-19 seconds Typical mobility

3. 20-29 seconds Slower mobility

4. 30 plus seconds Diminished mobility

The Timed Up and Go score and a multifactorial fall risk assessment along with
hospitalization risk assessment findings and clinical decision-making will
identify patients at risk for falling.

Modified from the APTA’s Balance and Fall Awareness Event Instruction Booklet for Physical Therapists,
copyright 1999 American Physical Therapy Association. Used with permission.
References:
. Fuller, G. (2000). Falls in the elderly. American Family Physician, 61 (7), 2159-2168, 2173-2174.
. Mathias, S., Nayak, U.S.L., & Isaacs, B. (1986). Balance in the elderly patients: The "get-up and
go" test. Archives of Physical Medicine and Rehabilitation, 67(6), 387-389.
This material was prepared by the West Virginia Medical Institute, the Quality Improvement Organization
supporting the Home Health Quality Campaign, under contract with the Centers for Medicare & Medicaid
Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented
do not necessarily reflect CMS policy. Publication number: 9SOW-WV-HH-BBK-061010. App. 6/2010.



Accurately Assessing
Orthostatic Hypotension

Introduction

Orthostatic hypotension (postural hypotension) can be a significant and common problem
that often is a contributing factor to the incidence of falls. Technique, timing and positioning
contribute to accurate orthostatic hypotension assessment.

What is Orthostatic Hypotension?
e Orthostatic hypotension is a physical finding, not a disease and may be symptomatic or
asymptomatic. Treatment is generally aimed at the underlying cause.
e Orthostatic hypotension occurs when blood pressure drops in response to position
change.
e Orthostatic hypotension is commonly defined as occurring when there is any one or
combination of the following vital sign changes:
0 Decrease of 20 mmHg (or more) in systolic blood pressure
0 Decrease of 10 mmHg (or more) in diastolic blood pressure
0 Increase in heart rate of greater than or equal to 20 bpm

Recommendations for Assessment Procedure: Follow agency-specific practice
standard/policy and procedure, while using nursing judgment with assessment and evaluation of
findings for intervention selection.

1. Explain procedure and reason for assessment to patient/caregiver. Instruct patient to report any
symptoms of dizziness, lightheadedness or faintness at any time during the assessment.

2. Obtain supine blood pressure (BP) and heart rate (HR) measurement once patient has been in supine
position for 5 minutes.

3. Assist the patient to a safe sitting position with legs dangling over the edge of bed/couch—wait one
minute then obtain and document BP, HR and patient symptoms.

4. If the patient tolerates position change with no orthostatic hypotension and the patient is able to stand,
assist patient to a standing position.

e Waitl-3 minutes -- obtain BP/HR then document BP, HR and patient symptoms—if
orthostatic changes are present, return patient to a safe, comfortable position

e Intervene according to agency protocol and clinical indications

5. Evaluate assessment findings and continue according to agency protocol and clinical indications.
I nterventions for Orthostatic Hypotension May Include but are Not Limited to:

1. Notify physician when assessment indicates orthostatic hypotension (ensure that medication
reconciliation has been completed)

2. Instruct patient to sit at the edge of bed or couch for 30-60 seconds when moving from a lying to
standing position

. Instruct patient to walk in place for 1 minute after standing before walking away (e.g., avoid rushing

to answer phone or door bell)

Instruct patient NOT to bend over at the waist to reach for something low

Instruct on not rising too quickly after a meal (meals can induce hypotension)

Inform interdisciplinary team members to adjust treatment plan accordingly with inclusion of fall

prevention interventions

7. Review medications and obtain orders for lab work to assess for volume depletion

w

o as

References for this tool are located on page 47 of the Fall Prevention BPIP.

This material was prepared by the West Virginia Medical Institute, the Quality Improvement Organization supporting the Home
Health Quality Campaign, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S.
Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. Publication number:
9SOW-WV-HH-BBK-071610. App. 7/2010.



SUCCESS STORIES

There are two success stories
featured in the Fall Prevention
BPIP. These agencies both
share the fact that their
improvement is an ongoing
work and success is often
measured by small, steady
improvements. The featured
agencies are:
o Holyoke Visiting Nurses
Association and Hospice
Life Care
e Brockton Visiting Nurses
Association
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PHYSICIAN ADVISORY GROUP

What do physicians want to know about patient falls?

Three key questions that many physicians use to screen patients for high-risk
falls:

[] Has the patient fallen in the past year?

1 Is the patient afraid of falling?

71 Does the patient have trouble climbing stairs or rising from chairs?

Physicians rely on home care clinicians to screen for fall risk, plan treatment
then communicate their concerns and treatment plan.

Some agencies may have opportunities to meet with physicians about their fall
programs. The HHQI physician advisory group prepared physician guidance on
fall risk assessment. Click here to access and feel free to share!
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http://www.homehealthquality.org/hh/campaign/fallbpip/tools.aspx

TRACKING DATA
AND MEASURING PROGRESS

HHQI Data Reports
The data is available for all HHOI reqgistered

agencies.

What are they?

e Your agency’s reports for ACH and Oral
Medications based on OASIS-C data.

e Aunique look into the potential causative
factors focusing on M2020 from OASIS-C

e ACH Report available for agencies with at least
20 discharges per month

e Oral Medications available for agencies with at
least 5 discharges per month (for this
measure).

How do I access the HHQI Data Reports?
e Step 1: Go to the HHQI Web site,
www.homehealthquality.org

e Step 2: Click on the Quick Link (right side of
the page) for HHQI Data. After completing
step 2, your browser should read
https://secure.homehealthquality.org.

e Step 3: Now, log in with your Data Access
username and password. If you do not have a
Data Access username and password yet,
please click on the link to “Register” on the
Data Access page. For more detailed
instruction on registering for the data site,
please download our Quick Start Guide, which
gives step by step instructions for the
registration process.

Contact HHQInfo at HHQl@wvmi.org
for further assistance.

INSIGHTS

Our agency maximizes the HHQI
reports and BPIPs by:

Dedicating a large bulletin
board in our central office to the
HHQI BPIP topic in a high
traffic area

Downloading the monthly
tracking reports from the HHQI
Data Access System promptly to
post on our internal Quality
Web page and distribute
hardcopies to team leaders (use
the branch reports if available).
Posting the HHQI BPIP
packages & links on our internal
Quality Web page to make
access easier for all

Introducing and continuing
HHQI campaign
announcements to staff via our
newsletter, discussion at the
professional staff meeting, and
updates as they are released
Utilizing the Hospitalization
Risk Assessment tool to assist in
determining a patient at-risk
‘call list’ to improve our ACH
rate

Prominently displaying the
HHQI logo Web link on our
internal Quality Web page for
easy access

Developing and displaying
posters of the two-page Nurse
Track

Contacting the HHOQI staff if
questions or problems arise--the
HHQI staff has quickly
responded and greatly assisted
our usage of the HHQI site

Jim Kreilich

Quality Information Specialist
Northwest Wisconsin HomeCare
Eau Claire, WI
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BEST PRACTICE INTERVENTION PACKAGE TIMELINE

Download BPIP

Schedule team to

Initiate Staff

Implemention of
New
tools/process

Begin evaluation of

Package review package Education changes process changes
Track

Audit records of improvement

patients who fell efforts through

or patients who agency wide fall

did not receive reporting system;

fall prevention Team decides on a evaluation of

interventions plan and selects Ql Resource: M1910; M2250;

who were at risk [tools/resources Encourage M2400 OASIS

for falls (M2250, [based on audit and|Improvement data for Revise Process as

M2400) staff input Efforts consistency necessary
Conduct small

Schedule a team tests of change

to review audit (e.g.,

and BPIP Fall Plan staff Plan/Do/Study/Ac

package. education t)

Monitor accuracy
of OASIS-C items
M1910, 2250 and
2400 to identify
need for OASIS
education

Audit charts of all
patients who fall.

Conduct staff
education
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Skilled Nursing Track: Focus on Fall Prevention . .
Fall prevention is an important factor in decreasing

SN CHECKLIST:

avoidable hospitalizations and improving patient safety. . @

Do you:

0

Complete a Fall Risk Assessment (FRA) on SOC and ROC? e
(Also at other time points, such as recertification, per

agency procedure).

Notify interdisciplinary team of patients who are at risk for falls?

Check answers to M1910, M2250c and M2400b—if not ‘yes’ include
additional documentation to explain why?

Know which medications are associated with falls? Are your patients
aware that some high-risk medications can cause dizziness, blood pressure
changes and/or confusion? Medication review is appropriate for fall risk if
patient taking 4 or more medications OR a high-risk medication!
This link:
http://www.pharmacists.ca/content/cpjpdfs/julaug04/July-
August-FocusonPatientCareRevised.pdf has a handout on
medications and falls in the elderly.

Share the FRA score and what it means with the
patient/caregiver?

Consider referrals for patients at risk for falls:

o PT to establish an exercise program for gait, strength,
and balance with follow-up to ensure the patient is
implementing the program consistently?

o OT to identify the adaptations to task or environment and to
ensure they are incorporated into daily routines?

Consider any patient using mobility equipment (and at risk for falls) for PT

or OT referral to address equipment for

appropriateness, correct adjustment, and Our agency completes a
correct usage? multifactor risk assessment
Report all falls (even unwitnessed) to a and the TUG. We compare the
manager or supervisor? two assessments to determine
Know how many falls occur each month at your | the best plan of action for the
agency? patient.

Discuss fall risk and prevention interventions
with other disciplines-perhaps at a case
conference? Make sure all disciplines are
delivering the same message to the patient
about fall prevention!

Ensure that patient's fall prevention goal is addressed? His/her goal may
be different than the interdisciplinary team. Let them know the goal is to
help them remain in their home.

Educate your patients on the serious consequences that occur with a
fall?

Assess for orthostatic hypotension? Instruct patient when getting up
from lying position to sit on edge of bed and sing happy birthday before

=40 -
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http://www.pharmacists.ca/content/cpjpdfs/julaug04/July-August-FocusonPatientCareRevised.pdf
http://www.pharmacists.ca/content/cpjpdfs/julaug04/July-August-FocusonPatientCareRevised.pdf

standing up--- just like hand washing timing tip-- and it's always
somebody's birthday somewhere!

See the tools and resources in the Fall Prevention BPIP? These include
Fall Risk Assessments, numerous Fall Prevention Education resources,
Medication Simplification and Guidelines for Accurately Assessing

Orthostatic Hypotension. Ask your manager or QI person about the
resources.




Therapy Track: Focus on Fall Prevention

Fall prevention is an important factor in decreasing

avoidable hospitalizations and improving patient
safety.

THERAPY CHECKLIST:

Do you .

1 Complete a Fall Risk Assessment (FRA) on SOC and S
ROC? (Also at other time points, such as recertification, N
per agency procedure).

'l Know which medications are associated with falls? Are

your patients aware that some high-risk medications can cause dizziness,

blood pressure changes and/or confusion? Medication review is

appropriate for fall risk if patient taking four or more medications OR a

high-risk medication! This link:

http://www.pharmacists.ca/content/cpjpdfs/julaug04/July-August-

FocusonPatientCareRevised.pdf has a handout on medications and falls in

the elderly.

Share the FRA score and what it means with the patient/caregiver?

[l Report interventions/plan of care to interdisciplinary team?

[1 Consider referrals for fall-risk patients to PT to establish an exercise
program for gait, strength, and balance with follow-up to ensure the
patient is implementing the program consistently?

(1 Consider referrals for fall-risk patients to OT to identify the
adaptations to task or environment and to ensure they are incorporated
into daily routines?

[l Request consult for skilled nursing for any ‘therapy only’ patient that has
knowledge deficits about medications or expresses confusion about
medication schedule?

] Check answers to M1910, M2250c and M2400b—if not ‘yes’
include additional documentation to explain why?

(1 Assess patient’s environment as part of fall prevention?

o Safe steps

Adequate lighting

Loose flooring or slippery floors (throw rugs)

Small pets

Include what the home is like at night? (Nightlights,

etc)

'] Report all falls (even unwitnessed) to a manager or
supervisor?

'l Know how many falls occur each month at your agency?

71 Discuss fall risk and prevention interventions with other disciplines-
perhaps at a case conference? Make sure all disciplines are delivering the
same message to the patient about fall prevention!

[1 Ensure that patient's fall prevention goal is addressed? His/her goal may
be different than the interdisciplinary team. Let them know the goal is to
help them remain in their home.

O

O O0OO0O0
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0

0

Educate your patients on the serious consequences that occur with a
fall?

Assess for orthostatic hypotension? Instruct patient when getting up
from lying position to sit on edge of bed and sing happy birthday before
standing up--- just like hand washing timing tip-- and it's always
somebody's birthday somewhere!

See the tools and resources in the Fall Prevention BPIP? These include
Fall Risk Assessments, numerous Fall Prevention Education resources,
Medication Simplification and Guidelines for Accurately Assessing
Orthostatic Hypotension. Ask your manager or QI person about the
resources.




Medical Social Worker Track: Focus on Fall i
Prevention =
Fall prevention is an important factor in decreasing 26
avoidable hospitalizations and improving patient safety. i
MEDICAL SOCIAL WORKER CHECKLIST: @
Do you: st

(] Participate in case conferences and make suggestions for s

MSW interventions when appropriate?
o0 Additional support services in the home
o Financial support to make home safer for patient, obtain new
glasses to improve visual acuity, etc.

'l Know if your agency has a Fall Prevention program?

71 Report all falls (even unwitnessed) to a manager or
supervisor?

0 The patient may report a fall to you but be hesitant
to tell the nurse or therapist.

'l Know how many falls occur each month at your agency?

71 Discuss fall prevention with patients as one of the
components to stay safe in his or her home? Let them
know the goal is to help them remain in their home.

[J Provide additional referral as appropriate to help
minimize fall risk (for visually impaired, safety
equipment, Veterans benefits, Medicaid waiver
resource)?

1 Work with interdisciplinary team to link patient to community resources?

o Patients who are at risk of falling may need community resources to
sustain their fall prevention status at discharge.

Community based fall prevention programs can be valuable resources
to the medical community, discharge planners, and in-home caregivers.
Refer to them when the skills of physical therapists are not required.
Research shows that individualized balance and gait strengthening
routines are the most effective at reducing the risk of falls. Highly
effective programs will educate, motivate and monitor the client while
addressing each of the leading causes of a fall. A comprehensive
program maintains unending contact with the client to provide
continuing motivation and guide them through their changing needs.

Maureen Parent
Fall Prevention Coordinator
LIFE ElderCare
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http://www.merriam-webster.com/dictionary/multifactor

Falls remain the leading cause of injury and injury death for older
Americans. Falls threaten seniors’ safety and independence and generate
enormous economic and personal costs.
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http://www.ncoa.org/
http://www.healthyagingprograms.org/content.asp?sectionid=113&ElementID=847
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http://www.healthyagingprograms.org/content.asp?sectionid=69&ElementID=220

Prevention
Fall prevention is an important factor in decreasing
avoidable hospitalizations and improving patient safety.

HoME HEALTH AIDE CHECKLIST: o | @
Do you: ® @ ®

] Report all falls (even unwitnessed) to a manager or
supervisor?
o The patient may report a fall to you but be hesitant
to tell the nurse or therapist.
o Report any changes in balance or gait that you observe.
0 Report any symptom that could lead to falls (e.g.: “I
can’t see as well as | used to0.”)
1 Know how many falls occur each month at your agency?
Report any environmental problems that could cause falls
that the nurse/therapist may not be aware of?
[l Report patient noncompliance with fall prevention
measures.
71 Reinforce all fall prevention interventions?
o0 Ask nurse/therapist if you have questions about
these.
71 Reinforce the need for patient to rise slowly to avoid getting
dizzy and falling?
1 Know how to assist a patient after a fall? Suggest discussing
this nurse or manager.
'l Report any concerns with defective mobility equipment to PT/OT/SN?
1 Reinforce the need for patient to wear shoes or slippers with rubber soles
and avoid loose fitting shoes or slippers that are open toed/flip-flop style?
71 Remind patient to use their walker or cane correctly?

| e
A W
ag”

Home Health Aide Track: Focus on Fall o,ou o
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