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Abstract 

Problem: Ground-level falls among community-dwelling adults 60 years and older are 

significant and contribute to adverse health outcomes such as fractures, functional decline, 

disability, and death. Additionally, falls among community-dwelling older adults are the number 

one mechanism of injury seen at a Northern California Level II trauma center. Falls often lead to 

post-fall fear, activity restriction, and physical deconditioning, further compounding fall risk.  

Context: When trauma centers provide targeted outreach and screening for unmanaged health 

risks such as falls, they reduce unnecessary disability and premature death in the local 

population. Reducing total fall victim numbers and fall recidivism also reduces resource 

utilization at the acute care hospital microsystem of care level, reduces organizational operating 

costs and optimizes trauma patient flow from a broader, systems-based approach.   

Intervention: This project improved the screening, referral, and enrollment of at-risk 

community-dwelling older adults into an evidence-based fall prevention program from a baseline 

of zero persons to ten persons per month by August 2021. The project occurred in three phases; 

(1) adult family medicine physician (AFMP) training and education on the existence of a quality 

gap, (2) AFMP education and training to address upstream, pre-fall determinants of health in 

older persons using the Centers for Disease Control and Prevention's Stop Elderly Accidents, 

Deaths and Injuries (STEADI) Fall Risk Factors Checklist (2020), and (3) enrollment of the 

target population into an online fall prevention program,  A Matter of Balance (AMOB), in the 

Spring of 2021.  

Measures: Process measures included self-reported or observed improvement in participants 

health status, fall-related confidence, or functional ability. Outcome measures included the 

percent of persons aged 60 years and older screened and referred by AFMP’s. Balancing 
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measures included; (1) the percent of health plan members in the target population that had an 

eye exam in the last  two years, and (2) fall prevention trainer fidelity to the AMOB program 

curriculum.  

Results: This project saw a 65% attrition rate prior to program commencement secondary to 

technology limitations of participants. The remaining participant's self-reported and observed 

health status, fall-related confidence, and functional ability were evaluated at baseline and 

completion of the virtual program. At AMOB conclusion, 100% of participants reported a 

decreased fear of falling, 97.5% made environmental hazard reduction changes, 99.5% increased 

their physical activity and planned to continue exercising, and 100% would recommend the 

program to other older adults.  

Conclusion: Reducing falls will improve upstream determinants of health, reduce resource 

utilization at the hospital microsystem of care level, reduce hospital operational costs, and 

optimize trauma patient flow from a broader, systems-based approach. 

Keywords: Aging, exercise, fall prevention, falls, injury prevention, older adults 
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Introduction 

Ground-level falls among community-dwelling adults 60 years and older are significant 

and contribute to adverse health outcomes such as fractures, functional decline, disability, and 

death. Thus, injury is a public health problem, whether measured by years of productive life lost, 

prolonged or permanent disability, or financial burden (American College of Surgeons- 

Committee on Trauma, 2014, p. 8). With one-third of older adults falling at least once per year, 

falls are the number one cause of mortality in older adults and account for approximately 60% of 

non-fatal injuries (Mielenz et al., 2017). Non-injurious falls can also debilitate older adults as 

they are associated with anxiety and fear of falling, which leads to activity restriction, social 

isolation, physical deconditioning, and depression. 

Known fall risk factors include blood pressure and heart rate altering medication use, 

polypharmacy, poor vision, postural hypotension, cognitive impairment, lower extremity 

weakness, poor reflexes, abnormalities of balance and gait, foot problems, and environmental 

hazards (Albert & King, 2017, p. 1). When the Centers for Disease Control and Prevention, 

National Center for Injury Prevention and Control published a landmark guide for community-

based organizations that promote the health and well-being of residents in their community, the 

directive was clear, "falls will continue to increase, until a serious commitment to providing 

effective, fall prevention programs occurs" (Frieden et al., 2015, p. 2). 

Approximately thirty-five million Americans are aged 60 years and older, and this 

number is expected to double in the next 25 years (National Institute of Health, National Institute 

on Aging, 2019, para. 1). With an aging population living longer than their ancestors before 

them, this larger proportion of older, community-dwelling adults necessitates a call to action for 

injury prevention nursing professionals (IPNP's). Historically, various types of community-based 
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fall prevention interventions have been used to mitigate the occurrence of falls. Currently 

available fall prevention programs seek to mitigate risk factors with either singular interventions 

such as exercise or strength training, or combinations of interventions, also referred to as 

multifactorial intervention. A best-practice element for any IPNP when optimizing the 

effectiveness of an injury prevention program to mitigate both death and non-fatal injuries is to 

utilize evidence-based, proven programs (American College of Surgeons- Committee on 

Trauma, 2014, p. 140). Choosing such programs requires a critical appraisal of available 

evidence to inform decision-making, an essential responsibility when selecting fall prevention 

activities that meet older adults' needs and preferences. 

Problem Description 

At this author's 140 bed Northern California acute care medical center, patients aged 60 

years and older represent nearly 40% of hospitalized adults and almost half of all health care 

dollars spent on inpatient care (Vandergraaf, 2020a). The facility is an adult Level II trauma 

center with a yearly average of 1,200 trauma activations. The facility has noticed a 25% annual 

increase in trauma activations for ground-level falls, with over 500 activations in 2020 

(Vandergraaf, 2020b). Nationally, the average fall-related length of stay (LOS) is 3-17 days 

(King et al., 2018, p. 1), and this acute care medical center fairs better with an average LOS of 

7.5 days (Vandergraaf, 2020b). Prolonged LOS's are problematic, as they are positively 

correlated with adverse patient outcomes, consume healthcare microsystem resources, increase 

overall healthcare utilization and drive up costs which are then passed on to consumers (Lingsma 

et al., 2018, p. 5). 

When trauma centers provide targeted outreach and screening for unmanaged health risks 

such as falls, they reduce unnecessary disability and premature death in their local population, a 
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key driver to achieving health equity in the communities they serve (Kaiser Permanente Northern 

California Region Community Health, 2020). Additionally, implementing effective fall 

prevention interventions can reduce total falls in the community setting and reduce fall 

recidivism, or victims who experience fall-related injuries and return within one year for a 

subsequent fall-related injury, by 18-22% (Howland et al., 2015, p. 4). Reducing total fall victim 

numbers and fall recidivism will also reduce resource utilization at the microsystem of care level, 

reduce organizational operating costs and optimize trauma patient flow from a broader, systems-

based approach.                  

Available Knowledge 

The PICOT question used for the literature search and synthesis of evidence for this fall 

prevention improvement project asks; In community-dwelling adults aged 60 years and older (P), 

how does fall prevention education (I) compared to no fall prevention education (C) affect fall 

risk factors (O) within a 6-month period (T)? A literature search for studies published from 

January 1, 2016, through January 1, 2021, using Cochrane, Joana Briggs, CINAHL, PubMed, 

and DynaMed was performed with keywords grouped according to the PICOT framework. The 

main keywords included were; elderly, muscle strength, exercise, balance, fall risk factors, 

community-dwelling, fall prevention, and fear of falling. These terms were connected within each 

concept, and the search was restricted to systematic review or meta-analysis, critically appraised 

research studies, and individual research studies. To be considered for inclusion, studies were 

required to meet the following criteria; (1) community-dwelling adults aged 60 years and older, 

(2) falls as the primary outcome measure, and (3) one or more types of fall prevention 

interventions used. Studies were excluded if the targeted participants were not residing in the 
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community independently or were members of specialized populations (i.e., lower-extremity 

amputations). 

The initial search results from all five databases revealed over 5,000 records. Additional 

screening to include only academic journals reduced the total results to 96 full-text articles. 

Eliminating additional patient populations with conditions that would potentiate fall occurrence, 

for instance, known gait disorders, resulted in 42 full-text articles for inclusion. Five articles 

were selected for review based on their large sample size and comprehensiveness (see Appendix 

A) and were then evaluated using the Johns Hopkins Nursing Evidence-Based Practice appraisal 

tool (2017). 

Albert and King (2017) evaluated the effects of an exercise program on reducing falls 

compared to a less intensive, verbal education-only program and a control group receiving no 

intervention. The authors found that combining balance, flexibility, and functional strength 

training exercises reduced fall risk by 28%. Verbal education and exercise alone reduced fall risk 

by 18%. Exercise-based programs demonstrated an 18% greater reduction in fall incidence 

compared to verbal education-only programs. 

Cheng et al. (2018) evaluated the comparative effectiveness of standard, widespread fall 

prevention programs to determine the most effective interventions for preventing falls in 

community-dwelling adults. The authors found that multifactorial interventions demonstrated the 

highest fall prevention efficacy, followed by interventions combining verbal education and 

exercise, and lastly by interventions combining exercise, hazard assessment, and modification. 

Di Lorito et al. (2021) evaluated the characteristics of exercise interventions for older 

adults with discrimination of specific outcome parameters (fear of falling, number of falls, 

injuries, mortality, and hospital admission) that significantly improved from different 
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intervention characteristics such as exercise type and duration. Strength, mobility, and balance 

exercises delivered in a group-based intervention setting reduced overall fall risk by 32%. 

Muscle strengthening and balance exercises were also found to significantly decrease a person's 

fear of falling, the risk for injurious falls and resulting fractures, and admission to a hospital for a 

fall-related injury. 

Sherrington et al. (2019) evaluated the benefits and harms of exercise interventions for 

preventing falls in older community-dwelling adults. Exercise was found to reduce the number of 

overall falls by 23% and the number of people experiencing one or more falls by 15%. 

Additionally, the authors reported that activities that involved balance, functional exercises, and 

resistance exercises reduced falls by 34%. 

Yoshikawa et al. (2020) evaluated the effect the multifactorial fall prevention program A 

Matter of Balance (AMOB) had on the fear of falling and fall-related efficacy. The overall mean 

weighted effect sizes of the studies evaluated were -0.29 and 0.51. Thus, this study identified a 

slightly more significant program effect on reducing the fear of falling and improving fall 

prevention efficacy when compared to meta-analyses of other common, widely disseminated fall 

prevention programs. 

The reviewed literature for this fall prevention improvement project demonstrates the 

most significant fall prevention efficacy is achieved when using multifactorial interventions that 

engage participants over a reasonable period of time (4 weeks) and in more than four aspects of 

their lives. The AMOB course curriculum uses a multifactorial approach combining verbal 

education, cognitive restructuring, environmental hazard reduction, strength-building exercises, 

range of motion, and balance exercises in a supervised, small group setting. AMOB effectiveness 

has been validated, with 97% of program graduates reporting they have a decreased fear of 
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falling, 95% having made environmental hazard reduction changes, 98.5% feeling more 

comfortable about increasing physical activity, 99.5% planning to continue exercising, and 

99.5% reporting they would recommend the class to other community-dwelling older adults 

(Houston Health Department, 2021). 

A carefully constructed fall prevention program should include an outpatient adult family 

medicine physician (AFMP) pool to perform multidimensional fall risk screening assessments 

using the Centers for Disease Control and Prevention's Stop Elderly Accidents, Deaths and 

Injuries (STEADI) Fall Risk Factors Checklist (2020). The STEADI tool identifies persons at 

risk for falls using a combination of elements such as balance, gait, vision, postural blood 

pressure, medication, environment, cognition, and psychological health (see Appendix B). The 

AFMP is an essential touchpoint in fall prevention as they have regular, upstream engagement 

with older persons pre-fall event. Once older persons have been screened and deemed to be at 

risk, a subsequent referral into AMOB can be made by the AFMP. 

Rationale 

This fall prevention improvement project will be using the Health Belief Model (HBM), a 

widely used theoretical framework for guiding health promotion, disease prevention, and 

developing interventions to facilitate behavior change and reduce the fall risk in the target 

population (see Appendix C). Derived from psychological and behavioral theory, the HBM is 

rooted in two foundational components of health-related behavior; (1) a person’s desire to avoid 

illness, or conversely, get well if already ill, and (2) a person’s belief that a specific health action 

will prevent, or cure, illness (Boston University School of Public Health, 2019). 

Throughout the 1950s, the United States Public Health Service observed a widespread 

failure of people to voluntarily participate in disease prevention activities and early disease 
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detection screening tests (Hochbaum et al., 1974). To better explain this phenomenon, four social 

scientists from the U.S. Public Health Service developed the HBM, and its following constructs; 

(1) perceived susceptibility- how much risk there is in acquiring an illness or disease, (2) 

perceived severity- how serious an illness or disease can be, (3) perceived benefit- what effect 

the actions taken will have on reducing the illness or disease, (4) perceived barriers- self-

imposed obstacles to performing a recommended health action, (5) cue to action- the stimulus 

needed to accept a recommended health action, and (6) self-efficacy- the level of a person's 

confidence in their ability to perform a behavior successfully. The first four constructs were 

developed as original tenets of the HBM, and the last two were added as research on the HBM 

evolved (Boston University School of Public Health, 2019). 

The indication and applicability of the HBM to fall prevention is based on Shankar et al. 

(2017), who found that many older adults consistently deny the personal relevance of education 

on fall prevention interventions and do not appreciate that falls are a public health crisis (p. 232). 

The HBM framework guides fall prevention in several ways; (1) it informs participants about the 

risks for falls and fall-related harm through relatable, physical, and psychological constructs, (2) 

it educates participants on simple prevention strategies they can perform within their setting, (3) 

it encourages the belief that they can be successful if they participate in and adhere to fall 

prevention activities, and (4) it facilitates participant involvement, providing a cue to action 

through messaging, direct engagement and logistical support. 

The significant barriers to adopting fall prevention activities, even after a fall, include; (1) 

low self-efficacy, (2) sedentary behavior, (3) belief that a program will not work, (4) low health 

expectations, (5) denial of risk, (6) not wanting to be stigmatized as a participant, and (7) failure 

to change behavior (Mielenz et al., 2017, p. 331). The HBM will be used to target these barriers 
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and measure fear of falling, environmental hazard reduction, changes in physical activity levels, 

and endorsement of fall prevention education to similar older adults. 

Specific Project Aim 

The specific aim for this fall prevention project is to improve the screening, referral, and 

enrollment of community-dwelling adults aged 60 years and older who are at risk for falls into an 

evidence-based fall prevention program from a baseline of zero persons per month to 10 persons 

per month by August 2021. 

Context 

The purpose of this Northern California Level II trauma center’s microsystem is to 

represent the primary structure and means for leading region-wide trauma care along the 

continuum for injured persons. The microsystem includes the clinical personnel and 

administrative support resources necessary to ensure the appropriate and efficient provision of 

optimal multidisciplinary trauma care (see Appendix D). In the early 1980s, macro-level trauma 

systems were created in California to reduce injury severity and frequency of occurrence. Within 

those systems, designated and scaled (I highest-IV lowest) trauma centers employ highly trained 

multidisciplinary trauma clinicians. 

A Level II trauma center is clinically equivalent to a Level I trauma center except for a 

few limited scenarios such as amputations requiring replantation, burns greater than 20% total 

body surface area, complex pediatric trauma, and the performance and publishing of scientific 

research. Such distinguishing differences do not relieve a Level II trauma center from system-

wide leadership should a higher-level trauma center be non-existent in the geographic catchment 

area. When a Level I trauma center does not exist in the same geographic area as a level II, 

cooperation, communication, and system-wide leadership is required of the Level II center in 
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order to ensure optimal trauma care and injury prevention is provided to the community 

(American College of Surgeons- Committee on Trauma, 2014, p. 3). 

A high functioning trauma system's ultimate goal is to decrease the risks for and the 

burden of injury as a disease to individuals and the community (American College of Surgeons- 

Committee on Trauma, 2014, p. 13). Such a goal cannot be achieved by simply providing 

optimal care to injured persons; it requires representation and coordination in all trauma care 

continuum phases (see Appendix E). Effectively managing, tracking, and maturing partnerships 

with internal and external stakeholders is crucial to the success of an IPNP's efforts to mitigate 

the most common causes of injury seen at their trauma center (American College of Surgeons- 

Committee on Trauma, 2014, p. 141). 

High-functioning teams require robust and effective leadership to form, perform and 

sustain. Leadership is the act of influencing another's behavior, and through the actions of that 

other, the leader's ideas and vision become a reality (Stedham & Skaa, 2019, p. 1). Therefore, an 

IPNP Clinical Nurse Leader must focus on leading the lateral integration of care services 

described by King, Gerard, and Rapp (2019), specifically, coordinating the wellness of persons 

by managing, monitoring, and influencing microsystem environments to influence a person's 

health and quality of care received across the continuum (p. 425). 

With ground-level falls among community-based adults representing the most common 

mechanism of injury seen at this author's medical center, opportunities to implement community-

based fall prevention efforts present themselves consistently and uniformly. Historically, health 

education activities have been popular among older community-dwelling adults in the local 

geographic service area. There is a constant need for increased labor and infrastructure to keep 

up with the demand. Therefore, partnerships have been established with the medical center's in-
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house volunteer labor pool to serve as additional fall prevention coaches in the future. Increasing 

the number of fall prevention instructors can create substantial injury prevention momentum, and 

the department of trauma will continue seeking new community partners who can help maximize 

the geographic footprint of injury prevention efforts. 

Trauma injury prevention is acutely married to a culture of safety, which is a pillar of 

overall success in trauma centers. When a safety culture is implemented poorly, it is a valid 

justification for the loss of trauma center designation status by regulatory bodies such as the 

American College of Surgeons. To ensure a culture of safety, departmental performance 

improvement (PI) activities are performed in accordance with the Institute of Medicine's six 

quality aims for patient care; safe, effective, patient-centered, timely, efficient, and equitable 

(Agency for Healthcare Research and Quality, 2018). To ensure loop closure on clinical 

processes, patient outcomes, and systems issues related to the care of injured persons, the 

department of trauma has numerous initiatives and strategies in various stages of development. 

All initiatives and strategies in use support and validate the importance of coordinating, 

managing, monitoring, and influencing the microsystems of care to ensure the best standards of 

trauma care are met as the injured patient transitions through each of them. 

When performing the unit profile assessment, periodic trends and common patterns for 

safety and PI were noted to not only meet but exceed peer-to-peer trauma center benchmarks. 

The trauma department leadership staff optimize clinical best practices through multidisciplinary 

rounding, trauma education for clinical personnel, multiple PI review levels, and have a robust 

injury prevention program that addresses the top half-dozen mechanisms of injury seen. In the 

clinical specialty of trauma, measuring performance, processes, and outcomes is complex, as it 

requires more than one individual or microsystem to resuscitate, repair, and rehabilitate injured 
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persons. Dr. Avedis Donabedian's (Types of Healthcare Quality Measures, 2015) model is a 

helpful framework for evaluating the quality of care applied to a continuous trauma system PI 

cycle. Should failure on the part of the IPNP to influence the trauma continuum occur, it will 

translate directly to measurable adverse outcomes. Examples include; (1) unwanted, off-target 

trending of injury prevention activities that are reflected in institutional data collection and 

survey methods, (2) numbers of injury prevention interventions performed, and (3) outcomes 

observed in targeted audiences, such as measured knowledge or behavior change. 

To successfully reduce actual or potential harm and improve outcomes, this trauma 

microsystem recognizes the following metrics as essential; (1) the monitoring and measuring of 

specific process and procedure outcomes related to trauma care; (2) the usage of process and 

outcome core measures (referred to as audit filters, which use defined criteria for institution-

specific clinical practice guidelines); (3) inclusion of non-discretionary core measures long-

established by the American College of Surgeons; (4) documentation of core measures findings 

in the trauma Performance Improvement Patient Safety (PIPS) plan; and (5) annual review of the 

trauma PIPS plan. These metrics are subjected to a multidisciplinary peer review process 

outlined in the trauma PIPS plan to identify variances in care and causative factors. This process 

then guides improvement opportunities as needed. 

To optimize the quality of injury prevention practices and patient care outcomes 

implemented in the local community, the IPNP combines the trauma PIPS plan and the HBM. 

The trauma PIPS process is dynamic, prescriptive, multidisciplinary, and system-oriented. It is 

integrated into the hospital's PI program and individualized to the trauma microsystem to identify 

variances in care across the continuum. The trauma PIPS plan is overseen by a trauma PI 

manager/registered nurse who works collaboratively with the IPNP to identify and track trends 
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across the trauma continuum. The IPNP then evaluates identified trends through the lens of the 

HBM to guide health promotion, injury prevention, and interventions for missed opportunities 

identified in the PIPS process. The goal of combining the trauma PIPS plan with the HBM is to 

facilitate behavior change before the identified injury type occurs again. 

This fall prevention improvement project was assessed for internal and external factors 

that could be considered facilitators and barriers to implementation. A SWOT (strength, 

weakness, opportunities, threats) analysis was used to help identify those factors (see Appendix 

F). Project strengths include; (1) hospital leadership support, (2) organizational financial support, 

(3) use of a multifactorial fall risk assessment, (4) use of an evidence-based fall prevention 

program curriculum, and (5) the lateral integration of interdisciplinary stakeholders. Project 

weaknesses include; (1) variable outpatient compliance with fall prevention activities, (2) 

AFMP's who are already task saturated from managing the complex needs of patients, (3) 

insufficient numbers of fall prevention trainers to facilitate multiple, concurrently running fall 

prevention classes, and (4) a pandemic-dictated virtual fall prevention delivery platform that 

eliminates target population members who are not technologically savvy or in possession of 

computer equipment. Project opportunities include; (1) reduced fall-related injuries and 

recidivism, (2) reduced resource utilization at the microsystem level of care for fall-related 

hospital admissions, (3) reduced organizational operating costs for fall-related hospital 

admissions, and (4) optimized trauma patient flow from a systems-based approach. Project 

threats include; (1) the trauma center's role as a regional leader is at stake, (2) legal implication-

related fall risk culpability, (3) the potential loss of trust from residents in the geographic service 

area, and (4) sustained or increased numbers of victims seen at the trauma center for fall-related 

injuries. 
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AMOB was initially designed by physical therapists at Boston University who worked 

with older adults afraid of falling. Over time, the curriculum developed into a lay-leader model, 

enabling the recruitment, training, and implementation of the program at various sites and 

settings across the United States with help from volunteer trainers. This program development 

allowed licensing and content distribution by Maine Health, one of five state-sponsored Area 

Agencies on Aging, a subset of the state of Maine's Department of Health and Human Services 

(Maine Department of Health and Human Services, 2021), to anyone who pays the one-time fee 

of $2,000 per person to be a Master Trainer (MT). After 20 hours of instruction, the fee provides 

the licensing approval, fall prevention information, MT certification, and materials to implement 

AMOB classes in the community. As a result, the MT is authorized to; (1) recruit and train 

volunteer lay Coaches to lead AMOB classes, (2) coordinate the program in any community, (3) 

market the program to older adults, and (4) evaluate fall prevention education outcomes. 

Financial analysis of this fall prevention improvement project revealed no identifiable 

costs associated with training the AFMP pool to perform fall risk screening. A needs assessment 

was performed in the spring of 2021 via electronic mail to the lead physician responsible for the 

hospital-associated AFMP pool. The communication survey had a simple intent, to ascertain if  

standardized training was currently in place for the AFMP pool to screen older adults for fall 

risk. The needs-based survey identified the collective AFMP pool as needing education and 

training on performing multifactorial fall risk screenings. The education and training were 

provided in a single session webinar in accordance with the IPNP’s regular assigned duties. 

There were also no identifiable costs associated with developing and distributing fall prevention 

marketing materials, acquiring the technological devices needed to facilitate virtual classes, or 
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labor costs, as these functions are in accordance with the IPNP’s job description and were 

performed during regular business hours. 

Potential organizational cost savings from fall prevention education is difficult to 

determine accurately. Howland et al. estimated annual cost savings for fall recidivism, using 100 

hypothetical patients who had presented to an emergency department for a fall-related injury,  

and assumed that all victims were referred to, but only 50% completed AMOB, giving a 

calculated return on investment (ROI) for AMOB at 144 % (2015). Savings ranged from $2.79 

million, assuming a 25% participation rate, to $8.37 million, assuming a 75 % participation rate 

(Howland et al., 2015, p. 5).  

Intervention 

This fall prevention improvement project synthesized data from fall risk factors, 

multidimensional assessments, and targeted interventions and apply them to community-

dwelling older adults. A cooperative agreement with the AFMP pool was established in the 

Spring of 2021. The AFMP pool committed to performing multifactorial fall risk screenings 

using the STEADI Fall Risk Factors Checklist and then referring at-risk older adults to the IPNP 

for enrollment into the AMOB program (see Appendix G). The AMOB fall prevention program 

was selected for this project because currently available literature demonstrates it has the highest 

fall prevention effect, acknowledges the omnipresent risk of falling, and emphasizes practical 

coping strategies to reduce the fear of falling. 

Due to a 25 times increase in risk for hospitalization and a 440 times increase in risk for 

death for persons over 50 years of age who contract COVID-19 (Centers for Disease Control and 

Prevention, 2021), the first AMOB program will be held via socially distanced webinars for the 

first Plan, Do, Study, Act (PDSA) cycle. The internet-based learning platform was tested for 
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internal and external validity during the initial 12 months of the COVID-19 global pandemic by 

Maine Health and was determined to have preserved fall prevention efficacy. 

Changes to test include; (1) participant understanding that falls and the fear of falling are 

controllable, (2) setting of realistic goals for increasing physical activity, (3) modification of 

hazards in the participant's environment to reduce fall risk factors, and (4) understanding how 

exercise can increase strength and balance. Essential program components and activities that 

validate the changes to test include; (1) group discussion, (2) problem-solving, (3) skill-building, 

(4) assertiveness training, (5) exercise training, (6) sharing practical solutions, and (7) cognitive 

restructuring—learning to shift from negative to positive thinking patterns. The length/timeframe 

of the program is 18 hours (divided into nine virtual sessions) over five weeks, with a 12-person 

participant maximum. 

Study of The Intervention 

In preparation for a summer 2021 AMOB program launch, the study of the intervention 

for this fall prevention improvement project was performed weekly. During weekly meetings 

with microsystem leadership, there were ample opportunities to discuss project objectives and 

timelines to avoid scope creep as the project progressed. Open dialogue and shared governance 

are crucial at this stage because leaders and stakeholders need to have a shared vision of the 

project and how it will contribute to overall organizational goals for injury prevention (Agency 

for Healthcare Research and Quality, 2017, p. 18). A clearly outlined priority for organizational 

leadership was understanding what specific systems and processes will change and who would 

carry out those changes. The communication channels created during this process will continue 

to be reinforced throughout the sustainment phase of this project. 
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A good study design for outcomes evaluation will produce valid and defensible results. 

This fall prevention improvement project is prospective and measures the outcome of interest, 

and the intervention received prior, during, and after the 18-hour fall prevention program. 

Additionally, internal validity was noted to be strong due to the non-existence of other fall 

prevention programs offered in the geographic service area. 

This fall prevention improvement project is intended to be ongoing; therefore, small tests 

of change are expected to happen periodically. PDSA cycles for this project will focus on the 

coordination of care with AFMP's, program content delivery platforms, and target population 

participation. The IPNP will use a quarterly, logical review of the implemented changes to study 

results, such as the prevalence of falls per 1,000 trauma activations pre-and post-implementation, 

to assess if falls and severity of injury from falls have decreased. Assessment data becomes the 

input for the next step in the cycle. Standardized organizational tools and spreadsheets will also 

graph the data and present a visual picture of project performance status. Specific measurement 

strategies for this improvement project can be found in the Fall Prevention Improvement Project 

Charter (see Appendix H). 

Measures 

The outcome measure for this improvement project is the number of persons aged 60 

years and older who are enrolled into AMOB after being screened and referred by AFMP's. The 

data source is a web-based registration platform, and the target for the outcome measure is a 10 

times increase from the current baseline of zero. 

Qualitative process measures that describe how AMOB benefits the participants include; 

(1) self-reported and (2) fall prevention coach observed improvement in the participant's health 

status or functional ability. Data sources include; (1) a physical activity readiness questionnaire 
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(see Appendix I), (2) an initial session survey with questions regarding fall prevention, physical 

activity levels, and background information (see Appendix J), (3) the last session survey to 

compare evaluative change (see Appendix K), and (4) a class evaluation with questions 

concerning comfort in talking about fear of falling, changes made to their immediate 

environment, comfort in increasing activity levels, plans to increase activity levels, and 

background information (see Appendix L). The target for the self-reported and observed 

improvement in fall-related health status is 50% of the class participants from a baseline of zero. 

Quantitative process measures include data collected by microsystem registrars in the Trauma 

One Registry (see Appendix M), such as trauma activation type, mechanism of injury, age, 

gender, location the injury occurred, and injury severity score. These process measures will then 

be analyzed and interpreted by the IPNP via the trauma PIPS process. 

Balancing measures for this project include; (1) maintaining fidelity to the program 

curriculum by delivering AMOB content according to the program developers intended design 

and protocols and (2) adjudicating the number of persons aged 60 years and older in the IPNP's 

geographic service area that have had an eye exam in the last two years. Data sources will 

include; (1) microsystem leadership spot checks and reports outs by the AMOB MT (the IPNP), 

and (2) use of the Slicer Dicer feature in the organization's electronic healthcare record (EHR). 

Slicer Dicer is a built-in EHR tool used to explore patient denominators based on user criteria 

that identifies patients fitting a specific condition. The target for balancing measures includes; (1) 

100% adherence to fidelity, and (2) at least 40% of adults aged 60 years and older in the 

geographic service area having had an eye exam in the last two years. 
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Ethical Considerations 

Cura personalis, a Latin term that translates to "care for the entire person," is an Ignatian 

value woven deep into the fabric of professional nursing. Nurses are passionate about caring for 

and valuing others. A core value and assumption that underscores the professional nurse's 

contract with society is that the nurse practices with compassion and respect for every person's 

inherent dignity, worth, and unique attributes (Haddad & Geiger, 2021). A nurse must have a 

high level of respect for all individuals and understand that patients have the right to decide on 

their participation in care, known as self-determination. 

A core biomedical ethic, autonomy, can also be applied to fall prevention by IPNP’s 

because an older person's knowledge, behavior, beliefs, skills, motivation, and resources can 

influence their attitudes and decision-making about fall prevention participation or avoidance. 

Older persons may reject fall prevention education and disassociate themselves from the "older" 

label and associated ageist stereotypes if they perceive it as a potential threat to their identity and 

autonomy (Worum et al., 2020, p. 2). The willingness to take up fall prevention measures 

depends on various personal factors, the quality of the information provided to them, guidance 

and decision-making, the type of fall prevention program being offered, and their social support 

system. Managing on their own, retaining dignity, and not feeling like a burden to others have 

been identified as paramount quality of life elements for older persons (van Leeuwen et al., 2019, 

p. 21). 

Effective communication and provision of information are fundamental principles of 

IPNP work in injury prevention activities. Caring for the whole person in a way that preserves 

their dignity, autonomy, and self-determination can enable older persons to make informed 
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decisions about fall prevention education and positively receive public health messages intended 

for them. 

This project has been approved as an evidence-based quality improvement project by the 

University of San Francisco faculty using QI review guidelines. It does not require IRB approval 

(see Appendix N). 

Results 

The outcome measure for this improvement project was the number of persons aged 60 

years and older enrolled into AMOB after being screened and referred by the AFMP pool. The 

data source was a web-based registration platform, and the target for the outcome measure was a 

10 times increase from the current baseline of zero. After providing education and training to the 

AFMP pool on April 1, 2021, using the STEADI Fall Risk Factor Checklist, 28 at-risk older 

persons were referred for enrollment in AMOB within 30 days, allowing the first virtual 18-hour 

class to begin on June 1, 2021. The percentage of persons aged 60 years and older who were 

screened and referred by AFMP's for this PDSA cycle represented a 280% increase from a 

baseline of zero, far surpassing the target goal of 10. 

Of the participants who completed the AMOB program, self-reported and observed 

improvements in participants' health status, fall-related confidence, and functional ability were 

validated with 100% reporting a decreased fear of falling, 97.5% made environmental hazard 

reduction changes, 99.5% increased their physical activity and planned to continue exercising, 

and 100% reported they would endorse the class to other community-dwelling older adults. The 

change in self-reported and trainer-observed improvement in fall-related health status 

represented a 195-200% increase from the baseline of zero, far surpassing the target goal of 50%. 
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In order to identify and ensure AMOB implementation is not negatively impacted by 

poor vision, a specific fall risk factor affecting all older adults, the percentage of health plan 

members aged 60 years and older in the geographic service area that have had an eye exam in the 

last two years was evaluated as a balancing measure. Using Slicer Dicer, 33,000 health plan 

members in this age group had an office visit encounter with ophthalmology or optometry over 

the past two years. With 72,000 health plan members aged 60 years old or greater in the 

geographic service area, this accounts for 45.7% of the target population, indicating no 

unintended consequences were introduced into the system during project implementation.  

Frequent spot checks from a third party independent, in-organization AMOB MT 

occurred weekly during the 18-hour program. Fidelity to the program curriculum is essential as 

this variable may not only moderate the relationship between fall prevention education and its 

intended outcomes of reducing fall risk, but its assessment may also prevent potentially false 

conclusions from being drawn about AMOB's effectiveness. Therefore, fidelity to the program 

curriculum was set at a target goal of 100%, and sponsor spot checks and report-outs by the 

AMOB program MT occurred consistently, achieving the target goal.  

Discussion 

Summary 

When community-dwelling older adults experience a fall or have a fear of falling, they 

may respond by curtailing their activities, which has the opposite effect, increasing their risk of 

falling. Such compensatory mechanisms compromise social interactions and increase their risk of 

isolation, depression, and anxiety. However, utilizing the available literature to guide best 

practices, fall prevention strategies can have favorable short and long-term effects. 
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Multifactorial evidence-based fall prevention programs like AMOB are shown in the 

available research to reduce falls. Therefore, it is not necessary to use participant's self-reported 

falls as an outcome measure. Instead, AMOB can change people's attitudes, beliefs, and behavior 

(intermediate outcomes) by using short-term goals. The effectiveness of AMOB is typically 

measured by intermediate outcomes, such as improvements in functional abilities, improved 

balance, and greater self-confidence, which in turn leads to changes in mortality and morbidity 

(long-term outcomes). The long-term outcomes can then be used to demonstrate the value of an 

organization's work to the public (Frieden et al., 2015, p. 32). 

The virtual AMOB platform created by Maine Health in the era of COVID-19 is designed 

to achieve the same outcomes as the traditional, in-person program and maintain fidelity to the 

original curriculum design. In this first PDSA cycle, continuity with curriculum design intent 

was observed to be consistent and without disruption despite noting few considerations. 

A common challenge facing the cohort enrolled in the virtual AMOB program centered 

on concerns regarding technology; all students were not fully confident in learning about and 

adequately using web-based platforms for fall prevention education. Participant apprehension 

eliminated 65% (18) of the 28 persons screened to be at risk for falls because they could not or 

would not meet the technical requirements before program commencement. Even for those with 

sufficient financial resources, older persons are among the least technologically savvy group in 

any given population, creating a risk that the digital transformation of fall prevention education 

could become more of a disruption than enablement for this demographic. 

A recent report from the Pew Research Center confirmed that "digitally ready" 

Americans – meaning those who are confident in their online digital navigation skills- tend to be 

disproportionately under 65 years of age (2017), which is below the target population age range 
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for fall prevention education. However, due to the increased risk for COVID-19 exposure from 

in-person classes at project implementation, program content was required to be delivered 

through a web-based platform. 

Economic inequality can impair access to technology-based learning platforms for 

socioeconomically depressed racial groups, rural area living, or persons with lower levels of 

education and income who often struggle to afford medication, food, and shelter. Such upstream 

determinants of health suggest that any additional financial burden of purchasing hardware, such 

as a computer, and the internet access required to use it, makes this form of fall prevention 

education a luxury some cannot afford. In addition to technological challenges, older persons 

often have physical challenges that make online learning difficult, such as reduced reactivity 

times and visual and hearing impairment. Such collective challenges illuminate the significant 

gap between the potential benefits offered by technologies and the barriers that plague older 

adults in adopting these technologies. Notably, while some older adults are eager to adopt new 

technology and learn new educational platforms, IPNP's should first attempt to identify an older 

person's perceptions of technology before implementing web-based fall prevention education. 

Early identification will assist with introducing and maximizing the potential of technology to 

this population.  

As of June 15, 2021, the Governor of California terminated the executive orders that put 

the Stay Home Order and the Blueprint for a Safer Economy into place. At this writing, 87.2% of 

the United States population over the age of 65 has received at least one COVID-19 vaccination, 

and 77% are fully vaccinated (Centers for Disease Control and Prevention, 2021b). The 

California Governor also phased out the vast majority of executive actions put into place since 

March 2020 as part of the pandemic response, leaving a subset of provisions that facilitate the 
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ongoing recovery related to masking and mega-events, pending an expected update by the 

Centers for Disease Control and Prevention (Official California State Government Website 

[CA.GOV], 2021). These developments may lead to in-person AMOB program options for 

subsequent PDSA cycles, pending any regression in the epidemiologic management of COVID-

19. 

Conclusions 

While sustaining change logically follows initial improvement, it is essential to engage 

and develop interdisciplinary professional relationships that complement IPNP fall prevention 

activities to ensure sustained effective community outreach. Due to the constant rotation of 

persons in key positions, strategic and creative fall prevention partnerships require upkeep to 

meet organizational goals. Laterally integrating external injury prevention stakeholders, such as 

senior housing or public health representatives, can optimize the effectiveness of community-

dwelling older adult fall prevention. Furthermore, collaborating with internal stakeholders, such 

as AFMP's or similar clinicians who have upstream, pre-fall touchpoints with at-risk older adults, 

can potentiate fall prevention effort spread. Perfection in fall prevention is not achievable. 

However, in combination with a continuous quality improvement process, multifactorial fall 

prevention interventions are shown to significantly lead to improved quality of life, physical 

health, and overall well-being of community-dwelling older adults. 
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Appendix A 

             Evidence Table 

Study Design Sample Outcome/Feasibility Evidence 

Rating 

Albert & King (2017).  

Effectiveness of statewide falls 

prevention efforts with and without 

group exercise. Preventive Medicine, 

105, 5–9. 

https://doi.org/10.1016/j.ypmed.2017.08.

010 

 

Quasi-

experimental 

1,998 adults aged 60 years and 

older in three groups: exercise-

based, education-based and 

control 

Exercise-based programs vs. education-

based programs demonstrate an 18% 

greater reduction in falls incidence.  

Programs with 2 or more categories of 

exercise achieve a statistically significant 

reduction in rate of falls. This supports 

using a multifactorial/comprehensive fall 

prevention program.  

Level- 2 

Quality- B 

Cheng et al. (2018). 

Comparative effectiveness of published 

interventions for elderly fall prevention: 

a systematic review and network meta-

analysis. International Journal of 

Environmental Research and Public 

Health, 15(3), 1–14. 

https://doi.org/10.3390/ijerph15030498 

Systematic 

review and 

meta-analysis 

49 RCT’s- 27,740 adults aged 60 

years and older 

Multifactorial interventions (combining 3 

or more interventions such as exercise, 

environmental hazard reduction, 

education, etc.) demonstrated the highest 

falls efficacy. This supports multifactorial 

approaches for fall prevention as more 

effective than single intervention 

strategies.  

Level-1 

Quality- A 

Di Lorito et al. (2021).  

Exercise interventions for older adults: 

A systematic review of meta-analyses. 

Journal of Sport and Health Science, 10, 

29–47. 

https://doi.org/10.1016/j.jshs.2020.06.00

3 

 

 

 

Systematic 

review of 

meta-analyses 

367,171 adults aged 60 years and 

older 

Strength, mobility, and balance exercises 

reduced falls by 32-35%. Exercise 

significantly decreased the risk of 

injurious falls and resulting fractures. 

Supports the integration of physical 

exercise with falls prevention education. 

Also supports physical exercise as a 

method to decrease fear of falling, risk of 

injurious falls and likelihood of hospital 

admission.   

Level-1 

Quality- A 

https://doi.org/10.1016/j.ypmed.2017.08.010
https://doi.org/10.1016/j.ypmed.2017.08.010
https://doi.org/10.3390/ijerph15030498
https://doi.org/10.1016/j.jshs.2020.06.003
https://doi.org/10.1016/j.jshs.2020.06.003
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Study Design Sample Outcome/Feasibility Evidence 

Rating 

Sherrington et al. (2019). 

Exercise for preventing falls in older 

people living in the community. 

Cochrane Database of Systematic 

Reviews, (1). 

https://doi.org/10.1002/14651858.CD01

2424.pub2 

Systematic 

review and 

meta-analyses 

108 RCT’s-23, 407 adults aged 

60 years and older 

Balance training and functional exercises 

reduced falls risk by 24% and the number 

of people having 1 or more falls over the 

course of one year by 13%. This supports 

activities involving balance, functional 

and resistance exercises as effective in 

reducing falls.  

Level- 1 

Quality- A 

Yoshikawa et al. (2020). 

Systematic review and meta-analysis of 

fear of falling and fall-related efficacy in 

a widely disseminated community-based 

fall prevention program. Archives of 

Gerontology and Geriatrics, 91, 1–13. 

https://doi.org/10.1016/j.archger.2020.1

04235 

Systematic 

review and 

meta-analyses 

17 studies (Experimental, Quasi 

& RCT’s)-3,860 adults aged 60 

years and older 

Identified a slightly larger program effect 

on reducing fear of falling and improving 

fall related efficacy when compared 

to meta-analyses of other common, widely 

disseminated fall prevention programs. 

This supports using the A Matter of 

Balance fall prevention program. 

Level-1 

Quality- A 

 

 

 

 

 

 

 

https://doi.org/10.1002/14651858.CD012424.pub2
https://doi.org/10.1002/14651858.CD012424.pub2
https://doi.org/10.1016/j.archger.2020.104235
https://doi.org/10.1016/j.archger.2020.104235
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Appendix B 

STEADI Fall Risk Factors Checklist 

Source: Centers for Disease Control and Prevention, National Center for Injury Prevention and 

Control, 2020 
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Appendix C 

The Health Belief Model 

 

 

 

 

 

 

 

 

 

 

 

              Source: Hochbaum, Kegeles, Leuenthal, & Rosenstock, 1974 
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Appendix D 

Microsystem Unit Profile 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Northern California Adult Level II Trauma Center, 2021 
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Appendix D (Cont.) 

Microsystem Unit Profile 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Northern California Adult Level II Trauma Center, 2021 
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Appendix E 

The Preplanned Trauma Care Continuum 

Source: American College of Surgeons- Committee on Trauma, 2014, p. 13 
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Appendix F 

SWOT Analysis of Fall Prevention Improvement Project 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Northern California Adult Level II Trauma Center, 2021 
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Appendix G 

A Matter of Balance Fall Prevention Class Flyer 

Source: Maine Department of Health and Human Services, 2021 
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Appendix H 

Fall Prevention Improvement Project Charter 

Project Charter: Community-Dwelling Older Adult Fall Prevention Project Charter    

Global Aim: To reduce total falls, unnecessary disability, fall recidivism and premature death in 

the aging population.  

Specific Aim: To improve the screening, referral and enrollment of community-dwelling adults 

aged 60 years and older who are at risk for falls into an evidence-based fall prevention program 

from a baseline of zero persons per month to 10 persons per month by August 2021.  

Background: Each year one in four older adults fall, resulting in 29 million falls, seven million 

of which lead to a healthcare encounter and/or voluntary restriction of daily activity (Centers for 

Disease Control and Prevention. National Center for Injury Prevention and Control, 2019, p. 12). 

Nationally, the average fall-related inpatient hospital length of stay (LOS) is 3-17 days (King et 

al., 2018, p. 1). Prolonged LOS's are problematic, as they consume healthcare resources, increase 

overall healthcare utilization, drive up costs, and are positively correlated with adverse patient 

outcomes (Lingsma et al., 2018, p. 5). 

 When medical centers provide targeted outreach and screening for unmanaged health 

risks such as falls, they reduce unnecessary disability and premature death in the local 

population, a key driver to achieving health equity in the community they serve (Kaiser 

Permanente Northern California Region Community Health, 2020). When trauma centers utilize 

effective fall prevention interventions, they reduce total falls in the community setting and 

reduce fall recidivism, or victims who experience fall-related injuries and return within one year 

for a subsequent fall-related injury, by 18-22% (Howland et al., 2015, p. 4). This project will 

implement the A Matter of Balance (AMOB) fall prevention program to address fall risk factors, 
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perform multidimensional assessments and provide target interventions to older, community-

dwelling adults. Fidelity will be ensured by way of Master Trainer (MT) report outs to 

organizational injury prevention sponsors.  

Sponsors: 

Trauma Program Director A.B. 

Trauma Medical Director C.B. 

Chief Operating Officer C.C. 

Chief Nurse Executive C.S. 

 

Goals: Targeted screening, referral, and implementation of an evidence-based fall prevention 

program in a 140 bed, Northern California Level II trauma center’s local area community. Upon 

fall prevention program completion participants will; (1) view falls and the fear of falling as 

controllable, (2) set realistic goals for increasing physical activity, (3) modify the 

participant’s environmental and home hazards to reduce fall risk factors, (4) increase strength 

and balance through exercise, and (5) reduce the participants risk for falling. 

 

Measurement Strategy 

Background (Global Aim): To reduce total falls, unnecessary disability, fall recidivism and 

premature death in the aging population.  

Population Criteria: Community-dwelling adults aged 60 years and older, ambulatory, able to 

problem-solve, concerned about falls, interested in improving flexibility, balance and strength. 

Data Collection Method: Data will be collected from reports run from the electronic trauma data 

management registry.  
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Data Definitions:  

Data Element Definition 

PAR-Q Physical Activity Readiness Questionnaire. 

Fist Session Survey Questions regarding falls management, 

exercise levels, and background information. 

Last Session Survey A repeat of the first session survey to 

compare and evaluate change. 

Last Class Evaluation Questions concerning fear of falling, changes 

made to participant’s immediate environment, 

comfort in increasing activity levels, plans to 

increase activity levels, background 

information. 

Fall Risk Factor Something that increases a person’s chance of 

falling. This may be a biological 

characteristic, a behavior, or an aspect of the 

environment. 

Biological Fall Risk Factors Muscle weakness or balance problems, 

medication side effects and/or interactions, 

chronic health conditions such as arthritis or 

stroke, vision changes, vision loss, loss of 

sensation in the feet. 

Behavioral Fall Risk Factors Inactivity, risky behaviors such as standing on 

a chair in place of a step stool, alcohol use. 

Environmental Risk Factors Clutter and tripping hazards such as poor 

lighting, lack of stair railings, lack of grab 

bars inside bathtubs and showers, poorly 

designed public spaces. 

Fidelity Fidelity describes the extent to which a 

program is delivered consistently by all 

trainers across sites and delivered according 

to the program developers’ intended 

curriculum design and protocols. 

Master Trainer Recruits and trains Coaches to lead A Matter 

of Balance (AMOB) in-person classes, or via 

internet-based learning platforms (AMOB-V). 

MT’s can run classes independently,  

coordinate the program in the local 

community, market the program to older 

adults, and evaluate fall prevention outcomes. 
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Measure Descriptions: 

The outcome measure for this improvement project will be the number of persons aged 

60 years and older who are enrolled into AMOB after being screened and referred by AFMP's. 

The data source will be a web-based registration platform, and the target for the outcome 

measure is a 10 times increase from the current baseline of zero. 

Process measures that describe how the fall prevention program benefits the participants 

includes self-reported or observed improvement in the participant’s health status or functional 

ability. Data sources will include; (1) the Physical Activity Readiness Questionnaire (PAR-Q), 

(2) an initial session survey with questions regarding falls prevention, physical activity levels, 

and background information, (3) a last session survey to compare evaluative change, (4) a last 

class evaluation with questions concerning comfort in talking about fear of falling, changes made 

to their immediate environment, comfort in increasing activity levels, plans to increase activity 

levels, background information, and (5) the capture, evaluation and interpretation of trauma 

activation types in the Trauma One Registry, an electronic data management system. 
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Changes to Test 

A cooperative agreement with hospital-associated adult family medicine physicians who treat 

older adults in an outpatient setting will perform a multidimensional fall risk screening, then 

refer at-risk persons for enrollment into the AMOB fall prevention program. The AMOB fall 

prevention program has been selected for this project as it acknowledges the omnipresent risk of 

falling yet emphasizes practical coping strategies to reduce this fear.  

Changes to test include; (1) participant understanding that falls and the fear of falling are 

controllable, (2) the setting of realistic goals for increasing physical activity, (3) the modification 

of hazards in the participant's environment to reduce fall risk factors, and (4) understanding how 

exercise can increase strength and balance.  

Essential program components and activities that validate the changes to test include; (1) group 

discussion, (2) problem-solving, (3) skill-building, (4) assertiveness training, (5) exercise 

training, (6) sharing practical solutions, and (7) cognitive restructuring—learning to shift from 

negative to positive thinking patterns.  

The length/timeframe of the program is 18 hours (divided into nine virtual sessions) over five 

weeks, with a 12-person participant maximum. 
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Project Timeline 
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CNL Competencies 

An emerging Clinical Nurse Leader (CNL) can add value to their practice by developing 

cooperative opportunities that link providers across different service lines with common goals, 

because it enhances patient safety by reducing real or potential harm, and improves patient 

outcomes (American Association of Colleges of Nursing, 2013). Since most quality initiatives 

are looking to prevent or fix a problem, a CNL needs to be an early adopter of change and use 

improvement science theory to lead departmental staff engagement, whether through clinical-

based content or a community-based focus. This approach of integrating theory and 

interprofessional perspectives to improve practice and outcomes for patients is a complimentary 

version of translating and integrating scholarship into practice, a core CNL competency 

(American Association of Colleges of Nursing, 2013, p. 13). 

Additionally, the role of a risk anticipator, one who can critically evaluate and anticipate 

risks to community-based older adults, through the lens of an injury prevention nursing 

professional (IPNP), is a critical component of the CNL core competencies (American 

Association of Colleges of Nursing, 2013, p. 36). The other dominant CNL role is that of 

educator, preparing individuals, families, and cohorts of clients for self-care and a maximal level 

of functioning and wellness (American Association of Colleges of Nursing, 2013, p. 37). Both 

CNL roles will be crucial to the IPNP’s fall prevention improvement project.  
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Measures: 

Measure Data Source Target 

Process   

Self-reported or observed 

improvement in participants 

health status, fall-related 

confidence, or functional 

ability. 

Qualitative data (session 

surveys and evaluations) 

50% 

Outcome   

% persons aged 60 years and 

older screened and referred 

by adult family medicine 

physicians. 

Quantitative data- use of a 

web-based registration 

platform. 

10x increase from  

baseline of zero 

Balancing   

% health plan members aged 

60 years and older in the 

service area that have had an 

eye exam in the last two 

years. 

 

Slicer Dicer, a built-in 

EHR tool to explore patient 

denominators based on 

criteria specified by users 

such as counting patients 

fitting a specific condition. 

40% 

Fidelity to the program 

curriculum. 

Sponsor spot checks and 

report outs by program master 

trainer. 

100% 

 

 Team Members: 

Project Lead E.E. 

Trauma Program Director A.B. 

Trauma Registrars K.V., A.C. 

Adult Family Medicine Chief Physician O.G. 

Trauma Department Office Coordinator A.I. 
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Appendix I 

Physical Activity Readiness Questionnaire (PAR-Q) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Maine Department of Health and Human Services, 2021 
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Appendix J 

First Session Survey 

Source: Maine Department of Health and Human Services, 2021 
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Appendix K 

Last Session Survey 

Source: Maine Department of Health and Human Services, 2021 
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Appendix L 

Program Evaluation 

Source: Maine Department of Health and Human Services, 2021 
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Appendix M 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Lancet Technology, 2019 
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Appendix N 

Statement of Determination 

Title of Project: Community-dwelling older adult fall prevention  

Brief Description of Project:  

This will be a community-based injury prevention project intended to address the most common 

mechanism of injury seen at a Northern California Level II trauma center, falls in community-

dwelling adults aged 60 years and older.  

A) Aim Statement: Global Aim: To reduce total falls, unnecessary disability, fall recidivism 

and premature death in the aging population. Specific Aim: To improve the screening, referral 

and enrollment of community-dwelling adults aged 60 years and older who are at risk for 

falls into an evidence-based fall prevention program from a baseline of zero persons per month 

to 10 persons per month by August 2021.  

B) Description of Intervention: Targeted screening and referral by Adult Family Medicine 

(AFM) Physicians to the Department of Trauma’s injury prevention program for enrollment into 

an evidence-based fall prevention program called A Matter of Balance (AMOB). Upon fall 

prevention program completion participants will; (1) self-report viewing falls and the fear of 

falling as controllable, (2) set realistic goals for increasing physical activity, (3) modify the 

participant’s environmental and home hazards to reduce fall risk factors, (4) increase strength 

and balance through exercise, and (5) reduce the participants risk for falling. 

 

C) How will this intervention change practice? Implementation of AMOB in the 140-bed, 

Northern California Level II trauma center’s geographic area of responsibility will address fall 

risk factors, perform multidimensional assessments, and provide target interventions to older, 

community-dwelling adults. Fidelity will be ensured by way of Master Trainer report outs to 

organizational injury prevention sponsors. When medical centers provide targeted outreach and 

screening for unmanaged health risks such as falls, they reduce unnecessary disability and 

premature death in the local population, a key driver to achieving health equity in the 

community they serve (Kaiser Permanente Northern California Region Community Health, 

2020). When trauma centers utilize effective fall prevention interventions, they reduce total falls 

in the community setting and reduce fall recidivism, victims who experience fall-related injuries 

and return within one year for a subsequent fall-related injury, by 18-22% (Howland et al., 2015, 

p. 4).  
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D) Outcome measurements:  

 

Measure Data Source Target 

Process   

Self-reported or observed 

improvement in participants 

health status, fall-related 

confidence, or functional 

ability. 

Qualitative data (session 

surveys and evaluations). 

50% 

Outcome   

% persons aged 60 years and 

older screened and referred 

by adult family medicine 

physicians. 

Quantitative data- use of a 

web-based registration 

platform.  

10x increase from baseline of zero 

Balancing   

% health plan members aged 

60 years and older in the 

service area that have had an 

eye exam in the last two 

years. 

 

Slicer Dicer, a built-in 

EHR tool to explore 

patient denominators based 

on criteria specified by 

users such as counting 

patients fitting a specific 

condition.  

40% 

Fidelity to the program 

curriculum. 

Sponsor spot checks and 

report outs by the program 

Master Trainer 

100% 
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To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, the 

criteria outlined in federal guidelines will be used:  

(http://answers.hhs.gov/ohrp/categories/1569)  

☐   This project meets the guidelines for an Evidence-based Change in Practice Project as 

outlined in the Project Checklist (attached). Student may proceed with implementation. 

☐This project involves research with human subjects and must be submitted for IRB approval 

before project activity can commence. 

Comments:   

EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST * 
Instructions: Answer YES or NO to each of the following statements: 

Project Title:  

 

YES NO 

The aim of the project is to improve the process or delivery of care with 

established/ accepted standards, or to implement evidence-based change. There is 

no intention of using the data for research purposes. 

YES  

The specific aim is to improve performance on a specific service or program and is 

a part of usual care.  ALL participants will receive standard of care. 

YES  

The project is NOT designed to follow a research design, e.g., hypothesis testing 

or group comparison, randomization, control groups, prospective comparison 

groups, cross-sectional, case control). The project does NOT follow a protocol that 

overrides clinical decision-making. 

YES  

The project involves implementation of established and tested quality standards 

and/or systematic monitoring, assessment or evaluation of the organization to 

ensure that existing quality standards are being met. The project does NOT 

develop paradigms or untested methods or new untested standards. 

YES  

The project involves implementation of care practices and interventions that are 

consensus-based or evidence-based. The project does NOT seek to test an 

intervention that is beyond current science and experience. 

YES  

The project is conducted by staff where the project will take place and involves 

staff who are working at an agency that has an agreement with USF SONHP. 

YES  

The project has NO funding from federal agencies or research-focused 

organizations and is not receiving funding for implementation research. 

YES  

The agency or clinical practice unit agrees that this is a project that will be 

implemented to improve the process or delivery of care, i.e., not a personal 

research project that is dependent upon the voluntary participation of colleagues, 

students and/ or patients. 

YES  

If there is an intent to, or possibility of publishing your work, you and supervising 

faculty and the agency oversight committee are comfortable with the following 

statement in your methods section:  “This project was undertaken as an Evidence-

based change of practice project at X hospital or agency and as such was not 

formally supervised by the Institutional Review Board.”  

YES  

 

http://answers.hhs.gov/ohrp/categories/1569
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ANSWER KEY: If the answer to ALL of these items is yes, the project can be considered an 

Evidence-based activity that does NOT meet the definition of research.  IRB review is not 

required.  Keep a copy of this checklist in your files.  If the answer to ANY of these questions 

is NO, you must submit for IRB approval. 

 

*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human 

Research Committee, Partners Health System, Boston, MA.   
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