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What is SRP and
why was it
introduced to
Burwood?



Why the need to focus on falls
prevention & reduction?

Rates of falls Rates of injuries as a result of
falls
International geriatric & Between 10 and 17 per 1000 About 30% of falls result in
rehabilitation wards patient bed days injuries

OPHSS (2012- 2014 references) Medical OPH wards: 17.3-18.0 / Approx. 20%
1000 bed days

BG: 25.7-34 / 1000 bed days




Falls Prevention Interventions in Older Persons' Health

Dates
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Call bell monitoring
Bedside boards

Visual Cues

What has
been done
already?

Mobility Aides

Post fall clinical pathways

[%2]
c
.2
=}
c
o
>
—
9]
z
c

April Falls

Footwear Policy

Safe Recovery Program

Intentional Rounding

Staggered Meal Breaks




Why was the SRP chosen?

Reduced the fall rates, in wards similar to OPH wards, from 13.8 /1000 bed
days to 7.8/1000 bed days (40% reduction)

HQSC supported a visit from Dr Anne-Marie Hill in 2016 to discuss the Safe Recovery Program
original research.

Later her presentation and research would be used in applying for funding to address high falls
rates in Older Persons’ Health Rehabilitation.

“We believe this programme can reduce falls and injuries in our older in-patients. It can reduce
fall related injury costs and needs to be implemented as soon as possible. “

The Safe Recovery Program is one of few evidence-based interventions that have been shown to
reduce the rate of inpatient falls on rehabilitation wards.



EDUCATING PATIENTS ABOUT THEIR:

RISK OF FALLING AND PERSONALISING
THIS RISK

MOTIVATING THEM TO MITIGATE THIS
RISK.

m

STAFF TRAINING ABOUT THE SRP
INTERVENTION AND FALLS
PREVENTION, AND HOW THEY CAN
POSITIVELY REINFORCE THE MESSAGES
WITH PATIENTS.

)

FEEDBACK FROM PATIENTS TO STAFF
ABOUT PERCEIVED BARRIERS TO
PATIENTS ENACTING FALLS PREVENTION
STRATEGIES.

PATIENTS ALSO ARE ENCOURAGED TO
SPEAK UP AND PROACTIVELY SEEK HELP
FROM STAFF AND ENCOURAGE STAFF
TO CARRY OUT THE PREVENTION
STRATEGIES.

Overview of
key
components
of SRP

programme




How is SRP thought to work?

Misunderstanding between the  Mutual understanding between
patient and staff is likely to the patient and staff is likely to
result in a fall prevent a fall

Educator Role

Mutual

Engagement Understanding

Recondiliation

Figure 1 Conceptual framework for falls prevention -Mutual

understanding between patient and staff facilitates effective
falls prevention behaviours.




How was SRP adapted to suit the
Burwood context?

cVolunteers

o Posters

°cEnvironmental Education
o Patient Status at a glance boards
o Red/Yellow/Green mobility tags on frames

°cTime



Why did we
undertake a formal
evaluation?

How has

collaboration helped
this?



Why is it important to evaluate new
interventions or programmes?

* Most evaluations assume that interventions directly cause outcomes

* A realist stance argues that intervention resources are responded to
differently by different people, resulting in different behaviours

* Therefore, realist evaluation expects that different outcomes will be
apparent for different people, and in different contexts

C+M=0



Aims of evaluation

* Determine to what extent has the SRP reduced the rate of falls, injuries as a
result of falling and the number of fallers

 Evaluate whether the SRP works, for whom it works (or not), and what the
key mechanisms of action are in leading to its effects, by exploring the views
of patients, staff and volunteers on the experience of the falls programme.

* Make recommendations about the ongoing provision of a SRP or similar
service within the OPHSS

* Contribute to the ongoing development of SRP internationally — theory
development and contextual influences



Evaluation methods

CDHB Safe Recovery Pilot Programme Evaluation Plan

CDHB-gathered audit data:
* Outcome data (e.g., number of falls, time of falls, severity of falls)
* Process data (e.g., demographic data of people receiving the SRP intervention, SRP delivery information
including number of session, specific goals recorded, and staff and patient feedback surveys)

Interviews and focus groups with patients,
ward staff, and SRP educator staff and
volunteers




Analysis of CDHB-collected
process & outcome audit data

Demographic
data

* baseline demographic data

* data on the process of care related to the SRP - a Process &
iti i i - . Fall & SRP deliv
cognltlye functhnlng score (the.4 AT); number iijzrryatrgies outcome delivery
of SRP intervention sessions delivered to each

patient data

 ‘Safe Recovery goals developed by patients

* data on falls related outcomes - number of falls,
severity of falls and time of falls

Goals &
strategies
developed




Qualitative data collection

& analysis

* Using realist interviewing and the development
of context-mechanism-outcome (CMO)
configurations

* Explore how different contexts in which a
programme is delivered may impact on
outcomes.

* Explicitly ask about:

* contextual factors (e.g., staff attitudes, ward
culture, availability of equipment),

» possible mechanisms of action (e.g.,
improved knowledge, increased awareness,
improvements in self-efficacy)

* outcomes (e.g. how patient and staff
behaviours may have changed)

Surveys —
patients &
ward staff

Interviews
with
patients

: . Focus
Qualitative groups

providers

Focus
groups
with ward
staff




What are the
results and
recommendations?



SRP implementation

* 201 patients had education delivered
at least once, out of 260 patients who
were screened by an educator.

* 113 were seen by educators and 80
seen by volunteers.

* Patients received on average 27
minutes from an educator or
volunteer

Demographic
data

Process &
outcome s
data

SRP delivery

Goals &
strategies
developed




SRP goals

Demographic
data

* A wide range of goals were set - main
focus was on the themes already in the
video and booklet

* These were mainly set around:
* using their call bell,
* having their frame within reach and
* patients’ own risk-taking behavior

* Examples of this are; “taking my time”,
“planning out what | am doing” or Goals &
“Calling for help early”. developed

Process &
Outcome SRP delivery
data
data



Reduction in falls

The analysis of falls data is ongoing with
Decision Support and Quality.

Whilst initial reports show a decrease in the
falls rates per 1000 patient days, it appears
the capture of ‘falls’ has not been
consistent between our own source and the
data warehouse. This could have
implications in terms of clinical significance.

Therefore statements about the
effectiveness at a falls level is difficult to
provide at this stage.

Demographic
data

Process &

SRP deliv
outcome e
data

Goals &
strategies
developed




Qualitative data

Interviews
with

Surveys —
patients &
ward staff

patients

Qualitative
data

Focus

groups
with ward
staff

Focus
groups
with SRP
providers




Patient Post Education Survey Responses

Patient
survey
data
n=72
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Patient Post Education Survey Responses

lamat sk of falling | am conomrmed about | Inow whare and | nend 1o take S0 are responable | imow how 5o murage | feel confident that | | hawe talked 10 ita®™ T™he way hat the ware
while | amm 3t Burwood wwy gk of falling wihiie WSS | oy B8 MO 38 eaponshiing 10 Mok for Maing St 10NT a0 reduae My S AN DM WD T Wl A The w20t ey B T up A s [Le
Moo Lo in Burwood  rol of ot whie 1o sure That | redhuce vy o whie im0 roh of faleg while | sa'ety ruh of s whie ! am the wiry e s work
Howpes i Burwood Moptsl.  risk of faling while | Burwood Mol am n durwood " Burwood Mowptal  and Be ward nterma)
v horwood Mot R s = |

Hovpts oy reik of ol

8 5vongly Dagree 8 Duagree  wSightly Deagree  » Sighty Agee B AEee B Soongly Agree




= Patient Post Education Survey Responses

0
«w
20
40
w0
0
10
[ ]

lamat sk of falling | am conoermed abost | Inow whare and | nend 1o take S0 are responable | iow how 5o marage | feel confident that | | have talked 20 sta®™ T™he way hat the ware

while | amm 3t Burwood wwy gk of falling wihiie WSS | oy B8 MO 38 eaponshiing 10 Mok for Maing St 10NT a0 reduae My S AN DM WD T Wl A The w20t ey B T up A s [Le

Moot " n Sorwood rok of o 0 whie 1 e sere 1At | redhae my W whieiomn rol of Al while | salety ruh of Tlh whie | am the wiry e ™ wirk

Howpts n Burwood Moptsl. risk of Yaling while | Burwood Mol a n durwood n burwood Mowptal  and e ward nnterrs)

v horwood Moot R s = |

Horgta oy resa of faly
8 Svongly Ckagree 8 Duagres s Sighthy Diagree 0 Sighty Ageee B Agee 0 Soongly Agres




- Patient Post Education Survey Responses

Y
«w0
%0
40
w0
0
10
(4]

lamat sk of falling | am conomrmed about | Inow whare and | reed 1o take S0 are responable | imow how 2o murage | feel confident that | | A wa®  The way hat the ware

while | e 3t Bureood wwy ik of falling whiie WSS | oy B8 MO 38 1eaponshiing 10 Mok for maing sre 130T a0d redude My Swe G Mt P v Wl e Ay Stepand nesie

Moot Tam i Burwood rol of a0l whie 1 aer sure Tht | redhuce vy W whieiomn roh of faleg while | salety vk of Lam he wiry e ™ work

Howpes n Burwood Moptsl. risk of faling while | Burwood Mol am n durwood " Burwood Mowptal  and Be ward nterma)

v horaood Mol R s = |

Horgte oy resa of faly
o Svongly Dkagree s Duagres s Sighthy Diagree 0 Sighty Agee B Age 8 Soongly Agres




Patient interviews (n=11)

Giving
permission

Consistent
messaging

Changing
identity

New rules and
systems

Key messages clear

Empowerment and
advocating for self in
rehabilitation
process

Overwhelming — lots
going on in my life
and a busy place —

feeling
discombobulated

Logical/sensible
message

Asking for help can
be seen in a negative
light

Not feeling sharp

Linked to
red/yellow/green
tags

Lots of stuff going on
in my life — trying to
hold onto
independence

Needing to evaluate
risk throughout
action — not just

before

Difficult negotiating
emerging
independence with
functioning during
rehabilitation

Pre-existing beliefs
hard to shift

Past experiences
play a part




Staff surveys
(pre-pilot n = 49; post-pilot n = 44)

* In contrast to the perspectives of patients (in the SRP patient survey), staff feel that
they talk to patients about their risk of falling (79% agree or strongly agree) and
discuss falls prevention strategies with patients (71% agree or strongly agree).

* Overall there is agreement (90%) that the ward culture, processes and systems are
supportive of minimising the number and severity of falls.

* There is strong agreement that patients should have goals and specific strategies to
prevent falls ( 90% of staff agree or strongly agree with 41% strongly agreeing).

* However there is a mix of responses as to who holds overall responsibility for
preventing falls with 51% of staff agreeing to some extent with the statement that
staff are fully responsibly for preventing patients from falling and 59% to some extent
disagreeing that patients are responsible for preventing falling.



... the use of language ...

...we shouldn't be using language which places individual blame for
system errors

Staff are not entirely responsible for this. Strategies are only as good
as compliance from the patient which sometimes is not evident.
Therefore there is a joint responsibility.

Safe recovery vs falls prevention
Rehabilitation vs risk reduction



Ward staff, SRP educators & volunteer
focus groups




Overview of how SRP worked (or didn’t
work) in Burwood setting

* Posters very helpful for patients and staff

* Peer educators — appreciated by patients; increased discussion of continence
related issues

* Time required to develop rapport and establish goals that are meaningful for
the patient

* SRP providers became more skilled at delivering the intervention (especially
personalised goal setting and strategy development)

* Need to more explicit feedback mechanisms to ward staff

* Reinforced Hills’” qualitative findings > shared understanding > consistency
and coherence of messaging and strategy reinforcement



SRP theory
development

Patients are told the ward ‘rules’ and how the system works
leading to them feeling that they have permission to ask for help

Provision of information and meaningful conversations (i.e., safe,
not rushed, engaging, personalised) leads to patients being better
able to plan and use strategies to reduce falls risk behaviours

When education aligns with a persons currently held values (e.g.,
independence) then patients will feel empowered to act in a way
that is in their best interests

Environmental cues more likely to be in place (e.g., bell in reach,
poster up, frame in reach) which will mean that patients will
remember to ask for help or ‘stop and plan’

Prioritisation of falls prevention strategy use is maintained by staff




Patients more willing to ask for help

Patients are told the
ward ‘rules’ and how
the system works
leading to them feeling
that they haver
permission to ask for
help

If feeling overwhelmed,
have not been in this
hospital recently, or

moving from an
extended time at CPH

Provision of
information and
meaningful
conversations (i.e.,
safe, not rushed,
engaging, personalised)
leads to patients being
better able to plan and
strategise to reduce
their risk-taking
behaviours

If not aware of
increased risk of falls in
hospital, if not
previously received
education about falls
and how to reduce falls
risk, or if they have
have a recent fall
(home or hospital)

Patients less likely to engage in risk-
increasing behaviours

When education aligns
with a persons currently
held values (e.g.,
independence) then
patients will feel
empowered to act in a
way that is in their best
interests

If experiencing a change
in status in terms of
level of independence
which may require a re-
negotiation of self-
concept or if feeling
disempowered in the
rehabilitation process

Environmental cues
more likely to be in
place (e.g., bell in
reach, poster up, frame
in reach) which will
mean that patients will
remember to ask for
help or ‘stop and plan’

If patients have issues
with memory or recall;
or if they are feeling
cognitively
overwhelmed with their
current change in
health status or life
situation

Reduction in falls while undergoing rehabilitation & reduction in injuries as a result of falls

Ward staff reinforce SRP messaging

Prioritisation of falls prevention strategy use is
maintained

Poster & SRP staff feedback > reminders to
use SRP messaging
Poster > reminder to ensure that patients
environment is set up optimally
Increase staff knowledge about risk and falls
prevention strategies

Busy ward environment
Staff with many priorities
High use of pool staff or high staff turnover




Emphasise different types of learning depending on the
patient characteristics

* If a recent fall > patient ‘primed’ for education. Higher risk & open
to learning and integrating knowledge

* If relatively new to Burwood > emphasis on the rules of the system
> will gain permission to call for help

Overall * |f the person is experiencing a change in independence status (i.e.,
, requiring a lot more support than did prior to admission) >
recommendations attention that education aligns with patients own values, and that

goal setting discussion recognises this.

Poster is a key new intervention resource that has the
ability to optimise:

* feedback loop to staff to maintain priority given to falls prevention
behaviours by staff

* assist with patient recall




Overall

recommendations

Use of volunteers contributed to effective delivery of
intervention
* attention to skills and age of volunteers (i.e., peers)

* SRP requires ongoing coordination (i.e., still need CDHB SRP
staff funding)

Video should ideally be adjusted to:

* take into account existing local falls prevention systems (e.g.,
red/yellow/green)

* linked to strategies that they might have heard about reducing
falls risk at home (to improve explicit coherence)

Important to ensure explicit and formalised processes
to feedback to staff are embedded prior to the start of
SRP implementation > time to ‘prime’ ward staff about
underlying concepts, how they can be part SRP, and
how the SRP builds on other falls prevention strategies
in use



What have we learnt
about implementing
evidence-based
Interventions in new
settings?



Resources and training of intervention delivery

Establishing systems for collaboration and
coherent approach

Preparation Preparing staff on wards

Time to develop robust evaluation data
collection methods

Value of support from management




Delivery

Integration with existing interventions and programmes

Be clear about what is new/added, what is refined, and
what has stopped — changes in resources

Alternative forms of delivery can work as well, if not better —

but are you changing key aspects of the intervention?

Usually the published literature will not provide answers to
tricky questions — talk to the primary researchers to clarify

Multiple interventions starting at the same time




Evaluation

Takes time, resources and planning

Sustained reflective analysis of multiple forms of
data contributes to better delivery of services

Including the patients voices in evaluations of
effectiveness

Enacting recommendations will take another
level of commitment!




Collaboration

CDHB:
* Involvement in set up of the project — clinical considerations made explicit in design of evaluation

* Regular meetings (weekly — fortnightly) to discuss implementation > fed into evaluation process > added
to richness of data collection

* Real-world, useful and practical > knowledge translation is integrated, current and ongoing
* Fun!

BAIL:
o Having a research focus raises the quality of the overall project

(e]

Richer information gathering — particularly from a qualitative perspective including patients

(e]

Independent and neutral challenge to the project and reasoning

(e]

Helped drive data gathering

(e]

Supported ongoing reflective practice for the whole of the project






