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ABSTRACT
Background: Fall-related injuries rise with age and are of particular concern for frail populations living in
nursing homes.
Local Problem: The Perley and Rideau Veteransʼ Health Centre is a large nursing home in Ontario, Canada.
In 2019, we conducted internal audits of our Falls Prevention Program and identified notable variations in
staff’s response to a resident fall.
Interventions: We developed an in situ patient simulation program of a resident fall.
Methods: This was a mixed-methods evaluation of participants’ perspectives of a simulation-based inter-
professional education program for fall prevention.
Results: Participants indicated high-level support for simulation-based learning, with more than 80% of the
participants expressing that they will apply these skills in the future when caring for a resident who falls.
Conclusions: Our findings indicate that simulation-based training is well received by frontline workers in a
nursing home setting and can be conducted as part of a typical shift with minimal disruption to resident care.
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Fall-related hospitalizations and mortality
rate rise with age.1 In fact, it is one of the

leading causes of injury-related hospitalizations
among seniors.2,3 In long-term care settings, such
as nursing homes, where more than half of the
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residents are older than 85 years at the time of
admission,4 falls and fall-related injuries are a
pervasive concern. Nearly half of the residents
in nursing homes experience at least one fall
annually5,6; this is twice the rate of older persons
living in the community.7,8 Furthermore, previ-
ous research have found that 40% of residents
with a history of a fall are likely to fall twice or
more in the same year.9,10 In Ontario, Canada—
the setting for this educational intervention—the
prevalence of falls among residents in nursing
homes was 17% in 2018.11

The prevention of fall-related injuries can be
achieved through enhanced education around
fall prevention for clinical care staff as well as
improved safety-related practices within nursing
homes.12 For example, in the latest Clinical Best
Practice Guideline on fall prevention published
by the Registered Nurses’ Association of On-
tario, nursing assessments for fall risk and having
postfall discussions or huddles were highlighted
as effective strategies to prevent future falls and
fall-related injuries.13,14 However, these assess-
ments and postfall huddles are not always or
consistently performed in clinical settings.

One approach to enhance education for health
care professionals is through patient simulations.
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Simulation-based educational interventions typ-
ically involve 1 or more of these modalities:
partial-task trainers, standardized patients, full-
body task trainers, and high-fidelity manikins.15

In a resource-constrained environment, such as
nursing homes, high-fidelity simulations16 using
life-sized computerized manikins with realis-
tic anatomical features may be less feasible
than in academic environments or acute care
settings. A lower-cost hybrid approach,17 us-
ing a trained actor representing a standard-
ized patient—enacting a scripted scenario—and
available technology may be a cost-effective way
to support continuing education of nursing home
staff. Research on the effectiveness of hybrid sim-
ulations has been shown to be effective in a
variety of clinical settings and, specifically, for ed-
ucation on fall prevention.14,18,19 In a study by
Hollenback et al,19 the researchers found that
a medical facility was able to reduce its in-
patient falls by 54% by using a hospital fall
risk simulation to educate staff across the dif-
ferent disciplines. Simulation-based training has
the potential to reinforce health care profes-
sionals’ compliance with existing policy and
procedures and creates an opportunity to intro-
duce evidence-based strategies when caring for
a resident immediately after a fall and planning
future fall prevention interventions. In addition
to the impact it has on clinical care, simulation
training has been found to promote interdisci-
plinary communication and teamwork.20

The Perley and Rideau Veteransʼ Health Cen-
tre (Perley Rideau) is a large, 450-bed nursing
home in Ontario that services both aging Cana-
dian veterans and civilians. In 2019, we con-
ducted internal audits of the Falls Prevention
Program at Perley Rideau and identified varia-
tions in practice related to staff’s response to a
resident fall, in terms of participation as well as
the identification of contributing factors related
to the fall. As such, the organization decided to
undertake initiatives to improve standardization
in care that are measurable and will contribute
to quality care and patient safety.

An in situ fall simulation training program
was designed by the Fall Prevention Quality Im-
provement (QI) Plan Team at Perley Rideau to
create a learning opportunity that differed from
existing online learning modules. Specifically, we
utilized a learning approach involving patient
simulation that promoted best practices in fall
prevention within a long-term care environment.

The program was led by a registered nurse (RN)
who held a formal leadership role within the
organization and had completed a weeklong cer-
tification program in simulation creation and
design.

METHODS
Study design
This was a mixed-methods evaluation of par-
ticipants’ perspectives of a simulation-based
interprofessional training program. Specifically,
we designed a survey to capture narrative data
from open-ended responses and applied quan-
titative methodology to analyze Likert response
items in the survey.

Simulation-based training
The simulation was designed using the Simula-
tion Scenario Development Template developed
by SIM-One,21 a not-for-profit organization that
connects the simulation community, facilities,
resources, and services across Canada. The learn-
ing objectives of the simulation were created in
collaboration with the Fall Prevention QI Plan
Team. We designed a patient simulation program
using a standardized patient modality.

Simulation setup
The Fall Prevention QI Plan Team selected nurse
actors (an RN and a registered practical nurse)
to role-play as the simulated resident in the
scenario. Selection was based on scheduling flex-
ibility and experience in QI and staff education
and demonstrated leadership at the point of care.
To prepare for the simulation, the selected nurses
were educated on the objectives and provided a
script of the scenario. They received 2 training
sessions prior to their first simulation. Only one
actor was required per simulation, as such the
role was filled on the basis of the availability of
the actor at the time of the scheduled simulation
training. The lead nurse of our simulation design
team took the role of observer and facilitator for
each of the simulations.

Fall simulation
Over the span of 5 months (July-December
2019), we conducted 27 simulations on 13 units
within the nursing home across day (13 simula-
tions), evening (11 simulations), and night shifts
(3 simulations). The structure of the simulation-
based education activity included a prebrief
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(5 minutes), the fall simulation (7-10 minutes),
and a debrief (7-10 minutes).

A prebriefing is a discussion prior to the
simulation-based training activity that provides
instructions to participants in order to estab-
lish a psychologically safe environment. Because
our simulation design reflected the spontaneity
of a real-life fall and it aimed to minimize the
amount of time participants spent away from
their regular duties, prebriefing could not occur
immediately before our simulation. Instead, we
chose to prebrief our participants in 2 ways:

1. We sent a general written communication
through routine organization communica-
tion pathways to all nursing team members.
This communication outlined the simula-
tion objectives, scenario, time allotment,
participant roles, environment, and ex-
pected etiquette. This was meant to raise
awareness of the simulations that would
be occurring during the months of July to
December. We re-sent the communication
approximately every 2 months, as a re-
minder, during this period.

2. Then, on the day of the scheduled simula-
tion, we held a short, in-person prebriefing
at the start of the shift on the specific unit
in which the simulation would be occur-
ring. The same information from the email
was shared again with all team members
working that day. They were then informed
that the simulation would occur during
their shift, though the specific time was
not revealed. These in-person prebrief dis-
cussions were led by the lead nurse or a
selected nurse actor.

It was emphasized in both prebriefings that
participation was expected of all staff members
within the vicinity of where the simulation took
place on the unit. The expectation of partici-
pation in the simulation was also supported in
messaging from supervisors and managers on the
units during the 5-month planning period.

The simulation environment was discreetly set
up 10 to 15 minutes prior to the start of the sim-
ulation by the lead nurse and the nurse actor.
The physical location of the simulation varied
by unit and included spaces such as vacant resi-
dent rooms, reading lounges, dining rooms, and
television areas. All spaces were physically on
the units and represented actual resident living
quarters. Details of the simulation are sum-

marized and presented in Supplemental Digital
Content, Figure 1 (available at: http://links.lww.
com/JNCQ/A907).

The lead nurse’s role was to observe the par-
ticipants’ response to the fall and take note of
successes and opportunities for improvement in
order to prepare discussion for the debrief. Suc-
cesses and opportunities for improvement were
identified on the basis of how closely the par-
ticipant responses met the simulation objectives
and reflected best practices in fall prevention.
The lead nurse did not engage with staff mem-
bers during the simulation. The simulation was
declared over when one of 3 conditions were
met: (1) the timer reached 10 minutes; (2) the
participant team completed all phases of the
simulation; or (3) the participant team had en-
countered significant challenges and could not
carry forward in the activity despite subtle
prompts from the actors.

Following the simulation, the lead nurse led
the debrief discussion with the participants and
utilized a blended approach to facilitation.22 The
nurse actors were also invited to the debrief to
share their observations from the perspective of
a resident. The debrief23 consisted of 3 phases:
the reaction phase, where participants were given
an opportunity to share their thoughts and react
to their experience in the simulation; a descrip-
tion phase, where the observer and participants
briefly described the purpose of the simulation;
and, finally, an analysis phase, where a deeper ex-
amination of the participant response to the fall
occurred.

The average length of time of the simulation
exercise, including both the simulation and the
debrief discussion, was 16.3 ± 3.7 minutes and
ranged between 10.0 and 23.3 minutes. This was
based on data capturing the duration of 16 of 27
simulations (or 59.3%).

Simulation participants
A total of 94 frontline staff members participated
in the simulations, including 18 RNs, 38 regis-
tered practical nurses, and 38 nurse aides (also
known as personal support workers in Canada).
Since some staff members work on multiple units
and shifts, 2 participants partook in simulation
training twice.

Postsimulation survey
Following each simulation, we administered a
postsimulation survey to all participating team
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members. The survey comprised 5-point Lik-
ert scale questions, ranging in response options
from 1 (very bad) to 5 (very good), as well as
open-ended questions regarding what the partic-
ipant had learned (ie, “Describe 2 things that you
learned from this simulation.”) and the applica-
tion of their learning (ie, “How do you plan to
use the information you learned from this sim-
ulation in your practice?”). A copy of the Post
Fall Simulation Evaluation Form can be found
in Supplemental Digital Content, Figure 2 (avail-
able at: http://links.lww.com/JNCQ/A908).

Data analysis
Our analysis included data collected from 27
completed simulations. An additional 3 simu-
lations were started but were not completed
because of a resident emergency on the unit.
Data from the incomplete simulations were not
included in the data analysis. We descriptively
analyzed the scale-based questions on the survey
by presenting the percentage of participants who
responded “good” or “very good” on the Likert
scale questions. We performed inductive content
analysis of the open-ended questions pertaining
to the participants’ learning and the anticipated
application of their simulation-based training.
One of the study’s authors led the analysis by
first summarizing the responses into meaningful
units such as words, phrases, or sentences and

then identifying key codes inductively. We only
analyzed the manifested content without inter-
preting the latent intentions of the respondents’
written text. Subsequently, 2 of the authors
(D.J.A., A.T.H.) sorted and grouped the codes
into major themes based on the frequency of
their reoccurrence in the open-ended responses.

RESULTS
Participants’ evaluation
In total, 69 of 94 participants (73.4%) re-
sponded to our postsimulation survey. As shown
in the Figure, respondents indicated high-level
support for simulation-based learning. Of the 69
survey respondents, 98.5% had a good (20.6%)
or very good (77.9%) perception of the simula-
tion. Similar scores were observed on Likert scale
items measuring the participants’ assessment of
the quality of the simulated environment (97.1%
responded good or very good), quality of post-
simulation debrief (98.5% responded good or
very good), relevance of the simulation to their
own clinical practice (98.5% responded good or
very good), and value of simulation as a learning
strategy (98.5% responded good or very good).

Among the key learnings identified from the
open-ended responses, the importance of a post-
fall assessment (eg, an assessment of injuries),
postfall huddle, and potential interventions that
could be introduced to prevent future falls were

Figure. Percentage of participants who responded “good” and “very good” in each domain on the postsimulation evaluation survey.
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the most commonly identified themes. These
were reported by 53.7% (29 of 54 responses),
29.6% (16 of 54 responses), and 16.7% (9 of 54
responses) of the participants, respectively.

With respect to the open-ended question per-
taining to the application of their learning,
81.6% (40 of 49 responses) indicated that they
will apply their knowledge by “us[ing] this sim-
ulation as a future reference if someone falls”
and “complet[ing] a more detailed assessment
post-fall.”

Finally, while most participants expressed that
the training was sufficient and helpful in its
current format, some identified opportunities to
improve the reach of this program. For exam-
ple, many indicated that the simulation training
should be extended to all team members on their
floor or unit and need to be conducted more
frequently.

DISCUSSION
In this evaluation, we assessed a fall simulation
training program designed by the Fall Preven-
tion QI Plan Team at Perley Rideau. Our findings
indicate that simulation-based training is well re-
ceived by frontline workers in a nursing home
setting and can be conducted as part of a typical
shift with minimal disruption to resident care.
Furthermore, through this process of designing
and implementing our patient simulation, we
observed improved interprofessional communi-
cation and teamwork among staff members. This
also created opportunities to further the leader-
ship and educational skills among experienced
nurses within our organization.

Clinically, the results of this study have signif-
icant implications. While it is known that frail,
older adults residing in nursing homes are at a
high risk for falls, postfall nursing assessments,
huddles, and preventive interventions are not
always operationalized in routine care. As a re-
sult, the number and proportion of falls among
residents in nursing homes continue to rise. A
comprehensive assessment that identifies modifi-
able risk factors to prevent future falls and guides
the selection of appropriate interventions for this
population is vital to risk minimization. Indeed,
these were the dominant themes found in our
evaluation, where more than half of the partic-
ipants had identified a postfall assessment as one
of their key learnings.

The fundamental theories supporting simula-
tion learning were reflected in the participants’

responses to their experience, as indicated by
their recommendation for more hands-on prac-
tice and recognition of the importance of de-
briefing. Simulations, as a type of experiential
learning, offer opportunities to expand the va-
riety of learning modalities that are offered in
a clinical environment to enhance the education
experience of frontline workers. In this evalu-
ation, we have demonstrated the feasibility of
a hybrid simulation in a resource-limited envi-
ronment. The observations from our evaluation
support the predominantly hands-on learning
process emphasized in experiential learning the-
ories in nursing.

Furthermore, this approach is well aligned
with existing evidence indicating that the provi-
sion of feedback (eg, through the postsimulation
debrief), repetitive practice, and curriculum in-
tegration within a real-world care setting are
key features of effective learning. According to
the International Nursing Association for Clin-
ical Simulation and Learning, the purpose of
the debrief—which is a reflective process imme-
diately following a simulation that is led by a
trained facilitator using an evidence-based de-
briefing model—is to transfer learning from the
simulation to future situations.24 While postfall
debriefs or huddles are known to be effec-
tive strategies to prevent future falls and fall
injuries,13,14 they are not always performed in
clinical settings. Through this simulation train-
ing, we created an opportunity to reintroduce
and reinforce the importance of postfall huddles
and fall risk assessments involving all mem-
bers of an interprofessional team as part of the
process. Not only did the participants in our pro-
gram find the postsimulation discussion to be of
high quality, more than 80% of the participants
further expressed that they will apply these skills
in the future when caring for a resident who falls.

While we were able to identify variations in
practice related to staff’s response to a resident
fall in a prior audit of our organization, our ex-
perience from this simulation demonstrated that
quantitative audits do not provide the depth of
insight that is required to improve fall prevention
or education around fall prevention. Although
some participants found it intimidating to be
observed by the lead nurse, this approach pro-
vided an opportunity for frontline staff to receive
more informed and personalized feedback re-
garding their response to a fall, which will likely
yield better retention of knowledge. This also
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provided opportunities for the identification of
additional staff learning needs and challenges
with equipment.

CONCLUSIONS
The use of simulation in health care has in-
creased exponentially as the method has been
shown to be of value for patient safety. While
they are typically provided in academic settings,
our evaluation demonstrate that they can be fea-
sibly designed and implemented in low-resource
clinical settings, such as nursing homes. The
results from this evaluation suggest simulation-
based training for fall prevention was positively
received by frontline staff in a nursing home
and many found the training to be valuable. Ex-
amining the nursing home workers’ perspectives
of this program has provided insight into how
simulation experiences can influence learners’
self-perceptions of confidence and their likeli-
hood to apply the knowledge gained in future
clinical practice.
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