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Falls, falls and more falls —

Ealls’ Prevention Committee was; Veny.
frustiated

We' couldnt: get a liandle on all ouir patient
fialls

Small greup ofi team: members; el Eall
Commitiee

S0 We enlisted our Quality: Dept: terhelp by,
doeing an EMEA




=\

EA Defined:

EFallure Medes and Effects Analysis IS) proactive.
Ateam O expertis:Is convenedito;:

identiiy: every possikle fallure off a precess, to

C
[

etermine: the: petentiall effect of the fallure on
1e CUStemer of the precess (e.q., the patient)

C

etermine the fieguency. and Impact of the

poetential faltre:

lank: & prioritize the pessible calses of
faintres as well'as develep anad implement
preventative actions, With responsible
PErsens assigned to carry out these actions.




What prompted this EMEA?

Recent pateni fialls resulting 1 signiicant
mermidity Identriied the SNEpatient pepuiaen
as PeIngl at particuiar Hsk

RIS team met 1o Copsider the potential mpact
eff a fallure; tor communicate: fialls sk ofi

patientsi ey transiermed fiemacute ter SINE

The team was made uUp: off frentline experts:
staff nurses firom boeth acute and SNE, the
patient salety advoecates, and nursing
leadersiip.

he team was facilitated by Quality,
Improvement




What we discovered:

AS| e Precess areund determination: of
a patient's falls hskwas; fiowehaited
and Breken dewn, We: fiotnd eut that
there were multiple opportunities fiox
falltrre: off communication: of falls rsk as
the patient moved acress the
continuum

IHandofiifis of all' types Were considered...




We found out ALL handoffs were at risk --




Key finding:

Asclesellepk atfiallsthand e
communication at CPVICIndIcated that
tREre ISt ne systematic Way that a patients
fialls [skiIS BEIRg communicated:




TThe new: Eallsi Prevention proetocol was
a radical departure from the current
scoring system for Falls Risk:

he team cencluded that the existing| protecol
Was, confusingl and toe complicated. They.
decided to * blow Up:* the assessment pIece
Off the existing protocol and simplin/!

ALLLL patients are new: considered at mnsk for:
fialls, and a new: designatuon: of
Was created.

he pretocol contains a prevision o)
on; all patients

The Ealls Risk score was modified to make: It
more meaningful and focused on active
Intervention.




Table 1:
NOTE: ALL patients are at risk for falling;
Please use standard fall precautions for EVERY patient

Fall History
Eallfwithin Sfmenths befere admission (4 polnits)
Fall'during thisthespitalization (8! peInits)

Age

Revised falls
SGCore: £ g e

Mobility
(the pOSt fal IS Unsteady gait or weakiess), or Uses assistive device

(4 poinits)

algorlthm Elimination

Incentinence, Urgency, necturia, frequent urination (S polnits)

EIMains =
ognition
Conffusion, impaiked judgment, agitation (4 peinits)

U nChanged) Dizziness) (4" peinits)

Medication

Medications that increase risk oi falls (review current patient
medication list and compare tel Appendix A: Medications
Assoeciated wiith Falll Risk) (3 poinits)

TNotal Points:

For a Fall Risk Score of 5 or higher,
Initiate MANDATORY INTERVENTIONS described in
section B




Fall Risk Assessment

On Admission
When: patient transiers te diffierent level ofi care

Whenever there Isia change In condition: that
could Increase; the! risk off a fall

Post surgery: or post procedure

Onset off physical Impairment

|

a Clhiange In|cognitive status that coulaiincrease: falls
O

x [nitiating meadications that ceuld merease: fiall rsk

EVERY SHIFT!




KNOW THE SCORE!!!

Patient Safety, feam educated staiif

“Knoew: the' Score” Magnets fior roem| deors
and patient identifier beard

EUR Posters te remind stafii and raise
AWalreness




Roll euit ofi the new: Falls Campaign
IS scheduled for May 1, 2006







Document the Score:

EFor a EFall Risk: Score: lessthan 5, initiate

EeIF a Eall’ Risks Scere of 5 or RIGREr, Initiate
MANDATORY INTERVENTIONS




Standardized Fall Precautions

Onent patent 1o reen, call light,
ambulation devices

Clear reem; off clutter;, spills; physical
glelZzlfols

EduUcate patient and family:en fall
precautions




HIGH Risk Eall Precautions
MANDATOR Y1

Locate patient near nurses station
Initiate bed alarmriior patients With Impaired judgment

Stafff must remain Withr patient When ambulating i
patient has unsteady’ gaii

Lael patient deor and Whilte heand With “Knoew! the
score” Fall risk-warning sign

Include fall risk score in all hand-off communication




Other Suggested Interventions:

Adeguate lighting

Physicall ierapy consuii

=amily, memBer te; stay: With' patient
Patient mattress; en oo

Quiet music ter calm agitated patient
Meniter for erthestatic vital Signs




Fall Prevention Devices:

Seat beltalarm

Wedge cushien (buit watchi skinl)
20! tojor tiray

Bedside commoede

Eloor cushiens
Lapr cushiens




Communicate,

EdUcate: the patient

EdUcate: the family




STOP SIGN

A plrathon
____ Reapiratory _ Steamal
Blisading {on antcoaqukants)

COMMUMNBCATHOM: Lamguags Spokan
___ Hard of Hearing _ Hon-verbal
Eilind Nslawally iImpalred




Falls Prevention Committee
Refocused and invited new staff

MEMMBErS e participate

INTFTERIDISCIPLLINARY: — Stafifi nurse, Managers,
, Risk: Vianagement, Quality,
DEept, , Outpatient

Review Ealls data

Reguest Actien PlansHiemnuising units with
Increasediiialls

Revise and Update: Protecel
Educate stafif




I spite of all your hard work to
prevent the patient frem falling,

e Patient falls.

Wihat e yeurdo?




Management of: a Eall:

Change. ini Neuro Status/Cegnitien
Orthestatic Vital signs

Pain

Bruises, lacerations

2. Assist patient back e bed Iif apprepriate
3. Netuify physician
4., Notiify family




HEAD CT and NEURO Checks are
indicated If:

Patient has a headache pest fall
Patient1s vomiting

Patient s intexicated (drugs: or alcohnol)

Patient has short tenm memony. deficits
Immediately’ befoere: or after the fall.




HEAD CT and NEURO Checks are
ndicated It (Cont):

Patient: las: physicall evidence: of traumna
aleve the clavicle

Patient hadl a withessed! selzure

Patient: iasrany’ episode ofi less) of
CONSCIOUSAESS

Patient has or had any: alteratieniin mental
status at the time ofi er after the fall
(feeling dazed, disoriented or confiused)




Data - SNF

SNF TOTAL
REPORTED FALLS/SIGNIFICANT FALLS PER 1000 PATIENT DAYS
2006 - 1Q2009

*SNF Benchmark: 6.0 per 1000 Patient Days
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e=g== atient Falls per 1000 Patient Days === Sjgnificant Patient Falls per 1000 Patient Days  =====Benchmark = ———=CalNOC Mean Unit Ave.forlast 3yrs.




Data - ACUTE

ACUTE OVERALL
REPORTED FALLS/SIGNIFICANT FALLS PER 1000 PATIENT DAYS
2006 - 1Q2009

*New Acute Benchmark: 4.0 per 1000 Patient Days
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Acute Unit

T Unit PACIFIC

REPORTED FALLS & SIGNIFICANT FALLS PER 1000 PATIENT DAYS

4Q2005 - 1Q2008

*New Acute Benchmark: 4.0 per 1000 Patient

202008°

=== P atient Falls per 1000 Patient Days
——— CalNOC Mean Unit Ave.for last 3yrs.

—— Significant Patient Falls per 1000 Patient Days === Benchmark

—¥— NewBenchmark




SUEEEss Stony

ALZHEIMER'S UNIT
REPORTED FALLS & SIGNIFICANT FALLS PER 1000 PATIENT DAYS
2004 - 1Q2008
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e=g==P atient Falls per 1000 Patient Days === Significant Patient Falls per 1000 Patient Days




KEY POINTS to prevent falls:

ASSess: every: patient fiex fall risk:
® 0N admission

x \Whenever a change In patient status

IHIghest predictior eira fallfisra prier fiall

Invelve multidisciplinany teamiin reviewing falls
Engage: stafi

Use hed alarmms




THANK YOU VERY MUCH!




