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I. PURPOSE:
To establish policy, responsibility, and procedure for the identification and management of patients who are at risk for falling or who have fallen.
II. POLICY:
Rice Hospital will provide a safe environment for all patients. The Falls Prevention Program/Interventions will be instituted on patients assessed as at risk for injury secondary to falls.
III. DEFINITIONS:

Restraint -

Any method of physically restricting a person(s freedom of movement, physical activity, or normal access to his or her body.

Pediatric Patient - 
For purposes of this policy, a pediatric patient is greater than 3 years of age.
IV. RESPONSIBILITY: 

Registered Nurse - responsible for the assessment, reassessment, and implementation.
All Clinical Staff - responsible for ongoing implementation. 

Outpatient - All licensed staff responsible for assessment, reassessment and implementation.

V. PROCEDURE:

A
Falls Admission Assessment:

V. Inpatient areas: All admissions (except children under 3 years of age).

V. ACD and ESD: All arrivals as appropriate to the reason the patient is needing the episode of care. 

V. Outpatient Departments: All initial visits for reoccurring patients.  

V. Falls Reassessment:

1. 
Inpatient areas: Occurs every 24 hours (except OB and Peds, unless patient has been identified at Risk for Falls), at anytime a patient condition changes putting them at increased risk of falling during hospitalization or an actual fall has occurred. 
2.
ACD and ESD: Anytime a patient condition changes putting them at increased risk of falling during episode of care or an actual fall has occurred. 
3. 
Outpatient Departments: Occurs at anytime a patient condition changes putting them at increased risk of falling during a visit, an actual fall has occurred, and/or on a scheduled basis per individual outpatient department specific policy. 

V. Assessment/Reassessment Risk Criteria: 

The following is a list of criteria that may place a patient at an increased risk of

falling. Assessment/reassessment is done by using this criteria as a tool to

help guide the decision if a patient is at risk for falls or not at risk for falls. A patient may have multiple risk criteria items identified, but not assessed as at risk for falls. For example a patient receiving an epidural would have the following risk criteria identified: sensory deficit and epidural, but still be able to use the call light appropriately, ask for help and follow directions. This patient would not be assessed as at risk for falls. 

V. General:

V. Elderly - greater than 65 years old (not OB)

V. History of fall in the last year

V. Post - op less than 48 hours

V. Physical:

V. Dizziness, weakness, or fatigue




b. 
Unsteady gait

c. 
Joint difficulties

d. 
Paralysis




e.
Sensory deficit 

f.
Seizure disorder

g.
Vision or hearing impairment

h.
Syncope, orthostatic hypotension

i.
Nocturia, urgency, incontinence

j.
Diarrhea

k.
Attached to equipment such as EKG leads, SCD(s, foley catheter, 

IV(s, oxygen, chest tubes, etc....

l.
Air Mattress Overlay in use. 

V. Mental Status:

V. Confused, disoriented

V. Impaired memory or judgment
V. Inability to follow direction (appropriate for age)

V. Unable to use the call light for needs/assistance (age appropriate)

V. Depressed

V. Medication:

V. Diuretic

V. Drug increasing GI motility

V. Drug decreasing thought process

V. Drug decreasing B/P

V. Sedatives

V. Narcotics

V. Epidurals

V. Bowel prep

V. Hypoglycemic Agent

V. Ambulation Devices:
V. Cane, walker, crutches, wheelchair

V. Needs assist with ambulation

V. Needs assist with transfer

V. The Falls Prevention Program/Interventions will be implemented and maintained if the patient is assessed as at risk for injury. Inpatient units will initiate the Nursing Diagnosis Standard At Risk for Injury. ACD and ESD will implement Falls Prevention Interventions. Outpatient areas: Refer to individual outpatient department policies for intervention plan.

1.
Instruct patient and family on Falls Prevention Program (all departments)

2.
Allow patient to ventilate fears/express feelings. (all departments)

3.
Reduce or eliminate contributing factors. Keep room clutter free.(all departments)

4.
Place orange ID band on patient wrist.

5.
Place orange dot on patient white washboard in room (RII places on Nursing Worksheet, ACD on Nursing Kardex & ESD on Patient Clipboard).

6.
Place Falling Star sign outside patient room.(RII places orange stickers on the outside of the patient room).

7.
Apply interventions as appropriate:

a.
Identify frequency of patient observation/rounding every 


________ minutes document on care plan. Involve family.

b.
Provide patient with exercise and ambulation as a frequency that fits patients need every _________ minutes and document on care plan. Involve family.
c.
Perform medication evaluations. 
d.
Assess patient pain management control.

e.
Orientation/Re-orientation to surroundings

f.
Remind patient as often as possible to ask for assistance. Encourage patient to (Call, don(t fall(.  
g.
Have patient demonstrate location and use of call light every shift am and pm and PRN.

h.
Offer relaxation techniques, such as guided imagery or music.

i.
Offer diversional activities, such as reading or folding washcloths.

j.
Keep assistive devices within reach at all times.

k.
Keep needed objects accessible at all times and within easy reach (functional side of patient).
l.
Bed in low position
m.
Secure locks on wheels of lockable equipment such as the bed, commode, gerichair and wheelchair.

n.
Keep bathroom light on at night with door partly open.

o.
Identify frequency of assisting patient to the bathroom each 

shift every ________ minutes and document on the care plan. Involve family. 
p.
Identify frequency of assisting the patient with hydration and nutrition every ________ minutes and document on the care plan. Involve family. 

q.
Encourage use of family companions or attendant care. (Policy CC-75)

r.
Ensure properly fitting shoes/slippers with non-skid surfaces.

s.
Consider placement of patient near Patient Support Areas.

t.
Use a bed with bed exit alarm.

u.
Consider use of falls prevention monitors if applicable, such as tab alarms and seated chair alarms.

v.
Inform patient/family of potential risk of patient migration when entering, occupying or exiting an air mattress overlay 

w.
Patient restraints (Strict adherence to the restraint P&P TX-56).

E.
Actual Fall Event – Post Event Action Plan:


1.
All patients who haven fallen are assessed for and documented in Affinity:
a.
Vital Signs



b.
Pain



c. 
Headache



d.
Level of Consciousness



e.
Nausea/Vomiting



f.
Extremity Motion



These assessments are done every 15 minutes until the physician directs 




assessments otherwise. 


2
Injury Status: “No apparent Injury” or “Injury” and document in Affinity.



3. 
Contact the physician and document in Affinity.


4. 
Contact the family and document in Affinity. 


5. 
Complete a Falls Reassessment (RN) and document in Affinity.


6. 
Communication/Handoffs:


a.
Complete the “Actual Fall Event” sticker with the date and time of the fall and place on the front of the patient chart. 



b.
Indicate actual fall events in written and verbal handoffs/reports with other healthcare team members.

F.
When a patient is no longer assessed at risk for injury or discharged, the Falls Prevention Program/Interventions is/are discontinued.
G.
Documentation:

1.
ACD and all Inpatient Nursing Departments - Affinity.

2.
ESD - Nursing Record

3.
Outpatient Departments - Per outpatient department policies.

VI.
REFERENCES:

Hospital Safety Manual - Patient Safety

P&P TX - 56


Nursing P&P TX - 10 - Charting

P&P CC - 75

Radiation Oncology Assessment/Reassessment Policy

Rice Institute Outpatient (RIO) Assessment/Reassessment Policy

Rice Diabetes and Nutrition Center (RDNC) Assessment/Reassessment Policy

Cardiovascular Health and Rehabilitation (CVHR) Assessment/Reassessment Policy

Dialysis Assessment/Reassessment Policy

Respiratory Therapy Assessment/Reassessment Policy

Rice Rehabilitation Center Falls Prevention Program Policy

VII.
DISTRIBUTION: All inpatient and outpatient Clinical Departments & Education.
VIII. 
MAINKEEPER: Care Management

IX.
KEYWORDS: Falls, Falls Prevention, Safety Falls Prevention 
