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Background / Introduction

➢ Fall serious safety events (SSE) were identified as opportunity for 
improvement with both financial and clinical impacts for Vidant Health (VH).

➢ FY 2019: 35 falls with harm (12 SSE)

➢ FY 2020: 32 falls with harm (8 SSE)

➢ VH Falls Taskforce charged with implementing change 



How Will We Know This Change Is 
An Improvement?

➢ We chose to focus on reducing the clinical variation across the health system 
as evidence by decrease in serious safety events. 

➢ Organizational variation identified through hospital assessments:

➢ Post fall huddle

➢ Visual alerts and how they are managed

➢ Communication of falls work/projects

➢ Fall event reporting

➢ Data sharing

➢ Communication of fall opportunities

➢ Equipment availability



AIM Statement

➢ The primary aim of this quality improvement project was to reduce VH fall 
serious safety events by 10% by September 2021.



Baseline Falls Data

*Vidant North hospital added to Vidant Health System FY 2020

Fall Classification FY 2019 Fall Events FY 2020 Fall Events Performance

All Falls (Fall events captured in our patient event 
reporting system, including near misses, falls with and 
without harm)

1082 *1225 

Falls with Harm (Falls that result in minimal, moderate, 
severe temporary or permanent harm, or death)

35 32 

Falls declared as serious safety events (Falls with 
deviation in care processes that resulted in moderate or 
severe temporary or permanent harm, or death)

12 8 



Improvement Strategies Employed

Developed charter

Visited all hospitals and 
performed gap analysis

Tested projects on high 
fall incidence units across 
the system

Built dashboards to trend 
falls data

Developed VH Falls Best 
Practice 
Toolkit/Deliverables from 
successful tests of 
change projects



Outcomes/Toolkit Deliverables

➢ System-wide Falls Toolkit endorsed by organizational leadership. Toolkit 

provided team members with 3 best practice guidelines (BPG) to advance the 

culture of safety and reduce clinical variation:

➢ (BPG 1) Implement a strong visual management system 

to identify fall risk

➢ (BPG 2) Communicate fall risk, utilize post fall huddles, 

and share lessons learn from fall events

➢ (BPG 3) Implement fall risk level appropriate interventions



BPG 1: Visual Management 

➢ Implement strong visual management alerts to identify fall risk that all team 
members and patients can recognize and understand interventions needed 



BPG 2: Communicate Fall Risk 

➢ Utilize post fall 
huddles and share 
lessons learned 
from fall events



BPG 3: Fall Risk Interventions

➢ Implement appropriate 
interventions for fall 
risk level



VH Fall Serious Safety Event Outcomes

FY 2019 FY 2020 FY 2021

Inpatient SSE 11 6 5

ED SSE 1 2 5

Total SSE 12 8 10
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VMC Fall with Harm Outcomes
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Challenges Encountered in QI Process

VH Skin & Falls 
Taskforce merge 
FY 2021

Membership, 
communication, 
& governance 
structure changes 

Toolkit roll- out 
date pushed back

Toolkit sustainability 
assessment delayed  

COVID Isolation:
In-person meetings 
canceled, high acuity & 
census, workforce 
strain, priority shifts



Lessons Learned Through QI Efforts

➢ Inpatient units across VH had greatest success and 
less clinical variation as evident by 16% reduction in 
serious safety events

➢ VMC assigned par levels for rolling walkers to all 
inpatient units and had 20% reduction in falls with 
harm from FY2020-2021

➢ Deeper dive into the data revealed that the ED 
areas had most clinical variation as evidence by 
150% increase in serious safety events

➢ Resilience of workforce and perseverance



Next Steps

➢ Quality developing additional toolkits for other initiatives

➢ Central location for all Quality toolkits available on Quality Intranet Page 

➢ VH Patient Injury Prevention Committee has assigned an ED 

workgroup to develop actions to decrease variances

➢ Outpatient workgroup underway to explore standardization of 

processes, assessment tools, and interventions efforts like inpatients



Questions?

Charlene Turnage, RN, MSN, LSSGB
VH Performance Improvement and 

Quality Analytics
252-847-9427

Charlene.turnage@vidanthealth.com


