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Falls Risk Guide
RN/LPN
Falls

The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) 2005 National Patient Safety Goals requires hospitals to assess and periodically reassess each patient's risk for falling.  At Methodist Hospital the total number of reported falls in 2005 was 197 and it is increasing every year, Out of these 80 had reported injuries, 3 had root cause analysis (RCA) completed and 1 was a reportable event. Through RCA we identified that our current falls assessment tool did not accurately capture patients at risk for falls, therefore we had missed opportunities to prevent falls. Further more we did not have many visuals alerting staff that the patient is a falls risk and the visible interventions that correspond with that specific risk. 


According to a study supported by the Agency for Healthcare Research and Quality , many falls in hospital  happen when the patient is alone or involved in elimination-related activities (for example, walking to or from the bathroom or bedside commode, reaching for toilet tissue, or exiting a soiled bed).

Researchers at the Washington University School of Medicine in St. Louis interviewed all patients at one hospital who fell over a 13-week period and/or their family members and nurses. They also reviewed adverse event reports and medical records to identify the circumstances and patient characteristics involved in the first fall of the 183 patients who fell during the study period. The results of their study revealed that the average age of patients who fell was 63.4 years, but ages ranged from 17 to 96 years. Their study showed that 85% of falls occur in the patient's room, 79 % of falls occurred when the patients were not assisted, 59 % during the evening/overnight and 19 % while walking. Nearly half (44 percent) of patients were confused or disoriented at the time they fell. 

In 81% of the patients general muscle weakness was very prevalent, 39% had diabetes, 36% had urinary frequency and 38% had lower extremity problems. Most   of the patients who fell were on sedatives that could have contributed to a fall. Falls due to elimination-related activities increased the risk of fall-related injury; the patient was left alone after being assisted to the bathroom or commode. Many patients who fell did not use assistive devices that they regularly used at home. 

Falls in the hospital affect nearly everyone and falls prevention programs are necessary to prevent hospital falls and reduce fall injury rates.
Falls Prevention Process
· The Falls Risk Tool is incorporated into the computer flow sheet charting that the nurse does for each patient assessment.  The nurse will obtain a falls risk score for their patients using this evidence based tool created by John Hopkins Hospital.  This score is the result of several factors such as falls history, cognition, mobility, medications, and patient care equipment that place a patient a risk for a fall.  A patient will be an automatic low risk for the following conditions:  paralysis or complete immobilization.  The nurse does not have to complete the rest of the falls risk tool for that patient, but needs to make sure that the low risk fall interventions are in place.  Also a patient is an automatic high risk for the following conditions:  history of more than one fall within 6 months before admission or patient has experienced a fall during this hospitalization.  The nurse does not have to complete the rest of the numeric section of the falls tool in this case but needs to make sure that the FALLS RISK band, red falling star sign, falls sticker, and high risk interventions are in place.  For all patients, complete the falls risk tool on admission, every 24 hours, after a fall, post procedure, transfer to another unit, and change in clinical condition which could increase the patient’s fall risk.   
· Obtain a Falls Risk Score based on your Assessment/Observation: 
* Low Risk 0-5
* Moderate Risk 6 - 13
     * High Risk > 13 
· Apply ORANGE falls risk arm band if the patient is a Falls Risk

· Post  “YELLOW” falling star visual if patient is a “MODERATE FALLS RISK” ( storage of these signs is individual for each unit so find out where these are stored on your unit)
· Post  “RED” falling star visual if patient is  a“ HIGH FALLS RISK”  (storage of these signs is individual for each unit so find out where these are stored on your unit)
· Make sure the “FALLS RISK” sticker is on the patient’s chart & KARDEX (this is usually done by the HUC on your unit). 
· Follow the Falls Risk Interventions posted in patient room and review these interventions with the NA assigned to that falls risk patient.

· If the doctor has not entered a fall risk order for the patient, the nurse needs to enter this order in COE. 

· Make sure to call the patient’s MD and quality track any patient falls.  Also, document incident in the progress note of the patient’s chart.   The nurse should also notify the patient’s family after a fall.
· Document a post-fall assessment 8-24 hours after the fall.  Make sure to address the patient’s physiological and mental status.

· The posey sitter is an electronic device that can be used to assist with observation of patients.  These units have also helped with the decrease in use of patient restraints and helped decrease the likelihood of patient falls.  These units can be used in both the patient’s bed and chair.  The nurse can order a posey sitter unit from CSR (these units are called Falls alarm under the CSR order screen).  The sensor pads used to connect to the units are located in each unit’s storeroom.  Operating directions for the posey sitter are included with each unit.

Management of Falls
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Complete a falls risk tool on all patients at: 

· admission, 
· every 24 hours

· after a fall, post procedure
·  upon transfer to another unit, 
· change in clinical condition which could increase fall risk, 
· PRN
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FALLS RISK INTERVENTIONS
	LOW FALLS RISK
	MODERATE FALL RISK
	HIGH FALL RISK

	Fall risk score = 0-5 points
	Fall risk score = 6-13 points
	Fall risk score = > 13 points

	Maintain safe unit environment :

· Remove excess equipment/supplies/ furniture from rooms & hallways.
· Coil and secure excess electrical and telephone wires.
· Clean all spills in patient room or in hallway immediately. 

· Place a signage to indicate wet floor danger.

Follow the following safety interventions:

· Orient the patient to surroundings, including bathroom location, use of call light.

· Keep bed in lowest position during use unless impractical (when doing a procedure on a patient)

· Keep the top 2 side rails up

· Secure locks on beds, stretcher & wheel chair.

· Keep floors clutter/obstacle free (especially the path between bed and bathroom/commode).

· Place call light & frequently needed objects within patient reach.

· Answer call light promptly.

· Encourage patient/family to call for assistance as needed. 

· Assure adequate lightening especially at night.

· Use proper fitting non-skid footwear. 
	Maintain safe unit environment :

· Remove excess equipment/supplies/ furniture from rooms & hallways.
· Coil and secure excess electrical and telephone wires
· Clean all spills in patient room or in hallway immediately. 

· Place a signage to indicate wet floor danger.

Institute flagging system:

1. Apply falls risk arm band

2. Falling star (yellow)outside the door

3. Falls risk sticker on the medical record.

Follow low falls risk interventions plus:

Monitor & assist patient in following daily schedules:

· Supervise/assist bedside sitting, personal hygiene and toileting as appropriate.

· Reorient confused patient as necessary.

· Establish elimination schedule and use of bedside commode if appropriate.
Evaluate need for:

· Pt consult if patient has a history of falls and /or mobility impairment.  

· OT consult
 
	Maintain safe unit environment :

· Remove excess equipment/supplies/ furniture from rooms & hallways.
· Coil and secure excess electrical and telephone wires
· Clean all spills in patient room or in hallway immediately. 

· Place a signage to indicate wet floor danger.

Institute flagging system:

1. Apply falls risk arm band

2. Falling star (red) outside the door

3. Falls risk sticker on the medical record.

Follow low & moderate falls risk interventions plus:

· REMAIN WITH PATIENT WHILE TOILETING

· Observe q 60 minutes unless patient is on activated bed or chair alarm.
· When necessary transport throughout hospital with assistance of staff or trained care givers. Consider bedside procedure. 
Evaluate need for following measure going from less restrictive to more restrictive:

· Moving patient to room with best visual access to nursing station.

· Activated bed/chair alarm.

· 24 hour supervision/sitter

· Physical restraint- only with authorized prescriber order. 
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	OUTCOMES
	INTERVENTIONS

	1.  Patients will be assessed/observed for falls risk on admission and daily

	 1. Recognize risk factors for falls:

· History of falls

· Muscle weakness

· Gait deficit

· Balance deficit

· Use of assistive device

· Visual deficit

· Arthritis

· Impaired ADL

· Cognitive impairment

· Delirium 

· Dementia

· Parkinson’s disease

· Impaired mobility
· Patient care equipment

· Medication

 2. Falls Risk Score:
· 0 - 5  Low Risk

· 6 -  13 Moderate Risk

· >13 High Risk      
3. Identify patients at falls risk.

· Assess patients for falls

· Complete the falls risk score based on risk factors on admission
· Apply Falls Risk Band on Patients at Moderate or High Risk
· Place Falling Star visual outside the door

                                     * Yellow for moderate risk 

                                     *Red for high risk

· Place falls risk sticker on patients chart

· Initiate the interventions  based on the level of risk 



	2.  Patients at risk for falls will receive appropriate intervention.
	Interventions for all patients
· Keep the call light within reach – assure patient is able to use

· Keep bed in low position/ brakes locked

· Side rails in position

· Non-slip footwear / assess  gait  - assist if  needed

· Assistance with elimination

Maintain safe unit environment :

· Remove excess equipment/supplies/ furniture from rooms & hallways.
· Coil and secure excess electrical and telephone wires.
· Clean all spills in patient room or in hallway immediately. 

· Place a signage to indicate wet floor danger.

Low Risk 0 - 5

· Orient the patient to surroundings, including bathroom location, use of call light.

· Keep bed in lowest position during use unless impractical (when doing a procedure on a patient)

· Keep the top 2 side rails up.  
· Secure locks on beds, stretcher & wheel chair.

· Keep floors clutter/obstacle free (especially the path between bed and bathroom/commode).

· Place call light & frequently needed objects within patient reach.

· Answer call light promptly.

· Encourage patient/family to call for assistance as needed. 

· Assure adequate lightening especially at night.

· Use proper fitting non-skid footwear.

2. Moderate Risk 6- 13.  Above interventions plus
     Monitor & assist patient in following daily schedules:

· Supervise/assist bedside sitting, personal hygiene and toileting as appropriate.

· Reorient confused patient as necessary.

· Establish elimination schedules and use of bedside commode if appropriate.

· PT / OT consult if patient has history of falls and /or mobility impairment. 
3. High Risk >13.  Above interventions plus
    Follow low & moderate falls risk interventions plus:
· REMAIN WITH PATIENT WHILE TOILETING

· Observe q 60 minutes unless patient is on activated bed or chair alarm.
· When necessary transport throughout hospital with assistance of staff or trained care givers. 

· Consider bedside procedure. 
· Notify receiving area of high fall risk. 
Evaluate need for following measure going from less restrictive to more restrictive:

· Moving patient to room with best visual access to nursing station.
· Activated bed/chair alarm

· 24 hour supervision/sitter

· Physical restraint-only with authorized prescriber  order.
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Example of Falls flowsheet listed in last word. 

Falls Prevention Process

PLEASE SIGN THIS SHEET AND RETURN TO YOUR NURSE MANAGER /ASSOCIATE NURSE MANAGER/ ASSISTANT NURSE MANAGER. 
1. Complete Falls Risk Tool on all patients on admission, daily & PRN

2. Obtain a Falls Risk Score based on your Assessment/ Observation: 

· Low Risk 0-5
· Moderate Risk 6 - 13
· High Risk > 13
3. Apply ORANGE falls risk arm band if the patient is a Falls Risk

4. Post  “YELLOW” falling star visual if patient “MODERATE FALLS RISK”
5. Post  “RED” falling star visual if patient is “ HIGH FALLS RISK”
6. Make sure a “FALLS RISK” sticker is on the patient’s chart & KARDEX
7. Follow the Falls Risk Interventions posted in patient room

I have read the enclosed Falls risk self-learning packet and understand my role in helping to prevent falls for patients.
Name: ________________________________________

Employee ID #____________________________

Unit____________________________

Date______________________________
FALLS RISK QUIZ

Please circle the correct answer.

1. A patient with a falls risk score of 6-13 indicates a 

a) Low falls risk

b) Moderate falls risk

c) High falls risk

2. The nurse should complete a falls risk assessment every 

a) 4 hours

b) 8 hours

c) 24 hours

3. If a patient is paralyzed or completely immobilized, they are a(n)

a) Automatic low falls risk

b) Automatic moderate falls risk

c) Automatic high falls risk

4. A yellow falling star sign indicates

a) Low falls risk

b) Moderate falls risk

c) High falls risk

5. A red falling star sign indicates

a) Low falls risk

b) Moderate falls risk

c) High falls risk

6. After a patient falls, the nurse should 

a) Scold the patient

b) Do nothing

c) Call the patient’s MD, complete a quality tracking report, and document the incident in a progress note in the patient’s chart.

7. Post-fall documentation should be done in a progress note in the patient’s chart

a) 6-8 hours after a fall

b) 8-24 hours after a fall

c) not at all
8. The intervention of remaining with a patient while toileting is a 

a) Low risk intervention

b) Moderate risk intervention

c) High risk intervention

9. An orange falls risk arm band, yellow or red falling star, and falls risk sticker on the patient’s chart and kardex are needed for all patients who are 

a) Low/moderate falls risk

b) Moderate/high falls risk

c) Low/high falls risk

10. What electronic unit can be ordered from CSR to help assist with observation of a patient, decrease use of restraints, and decrease the likelihood of a fall?

a) Posey sitter

b) Posey restraint

c) Posey hugger

Answers to the Falls Risk Quiz

1. b-  low falls risk scores are 0-5, moderate falls risk scores are 6-13, and high falls risk scores are >13.

2. c-  Scores are to be completed on admission, every 24 hours, after a fall, post procedure, transfer to another unit, and any change in patient’s condition.

3. a-  If a patient is paralyzed or completely immobilized, the patient is an automatic low falls risk.  There is no automatic moderate falls risk.  If a patient has a history of more than one fall within 6 months before admission or patient has experienced a fall during this hospitalization, the patient is an automatic high falls risk.  Remember, the nurse does not have to complete the numerical part of the tool if the patient is deemed an automatic low or high falls risk.

4. b- Moderate falls risk patients are to have a yellow falling star sign on their room door.

5. c- High falls risk patients are to have a red falling star sign on their room door.

6. c- With every fall, the nurse needs to call the patient’s MD, complete a quality tracking report, and document the incident in a progress note of the patient’s chart.

7. b- Post fall documentation need to take place 8-24 hours after the fall.  This documentation should be completed in a progress note in the patient’s chart.  The nurse should address the patient’s physiological and mental status.

8. c-  see the list of interventions listed on the FALLS RISK INTERVENTIONS chart.

9. b- Moderate and high falls risk patients require these actions.  

10. a- The posey sitter is the electronic device used to help assist with observation of a patient, decrease use of restraints, and decrease likelihood of a fall.

Follow high risk management plan 


(Red)





High Risk


(Score > 13)





Follow moderate risk management plan (Yellow)





Follow low risk management plan


(White)





Moderate Risk


(Score 6 - 13)





Low Risk


(Score 0-5)





Assessment


History


Medications


Mobility


Cognition


Patient Care Equipment





Obtain Falls Risk Score
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