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Purpose
To outline the nursing management of the patient 18 years of age and older with increased risk of falling as identified by fall risk score of 2 points or greater.

Supportive Data
Identification of inpatients that may be at risk for accidental fall during hospitalization is necessary.  All inpatients are assessed for fall risk daily at the time of the RN assessment and re-assessed if orientation or alertness deteriorates and/or a fall occurs.

Although a fall risk score is assessed at the time of RN assessment, inpatients identified as at risk for fall at any time during hospitalization will remain on the Fall Prevention/Reduction Protocol for the duration of hospitalization unless documented otherwise by an RN or a physician.  Any patient experiencing an accidental fall will remain on the Fall Prevention/Reduction Protocol for the remainder of the admission.

Assessment
1. Assess the patient’s fall risk score at the time of initial RN inpatient assessment and reassess if patient orientation or alertness changes.

2. Monitor gait, balance and fatigue with ambulation.

3. Monitor closely after change in medications for possible side effects:

· Sedation

· Hypotension

· Impaired balance

· Impaired elimination

· Impaired reaction time

Fall Reduction Interventions
1.
Post large colored magnet on the door frame of patients assessed appropriate for the fall protocol and label chart as “High Risk for Falls” using the bright yellow label. 

2.
Discuss high risk for fall status with patient an/or family upon initial score of 2 (two) points or greater.

3.
Review “Tips to Prevent Falls” (Addendum A) teaching sheet with patient and family.

4. Maintain bed in low position with 3 siderails up when not in attendance.

5. Maintain chair and bed in locked position at all times.

6. Re-orient to surroundings and environment as needed.

7. Monitor patient and environment for safety every hour.

8. Place call lights and frequently used items within reach.  Utilize night light in patient room.

9. Offer bedpan, urinal, or assistance to bathroom at mealtime, at bedtime, upon awakening, and every 2-3 hours throughout the shift (unless asleep).

10. Provide non-skid slippers for patients without footwear.

11. Obtain walker, cane, or wheelchair from home if patient has needed assistive devices prior to admission.  Assist with/ supervise transfers and ambulation.

12. Consider placement of room in an  area of high visibility and close to the nursing station for close monitoring.

13. Discuss benefits of continuous supervision with family as appropriate.

14. Communicate high-risk fall status at shift report and upon patient transfer to another unit or department for tests or procedures.  

15. Consider placing patient on bed with three-zone alarm system or the patient portable bed/chair alarm.

16. Use a stop sign placed next to the bed or in the bathroom on the back of the door to help remind patient to call for help.

17. On Med/Surg unit, clip patient emergency nurse call cord to patient gown or stay with patient during toileting.

18. When a fall occurs, a PT referral is to be completed by the primary nurse.

Documentation:
1.
Potential for injury is assessed every shift and documented on the nursing care plan flow sheet.

2.
Notification of high-risk fall status to patient and/or family upon initial score of 2 points or greater.

3.
Teaching to patient and/or family using “Tips to Prevent Falls” education materials and documented on the patient education flow sheet.

4.
Enter “high risk for injury related to fall risk” to the plan of care, with initiation of the Fall Prevention/Reduction Protocol on the plan of care.
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Tips to Prevent Falls

We would like your stay at St. Joseph’s Medical Center to be as safe as possible. To decrease you chance of experiencing an accidental fall during this hospitalization, please review the following tips: 

Tips for patients: 

· Do not hesitate to call a nurse for assistance when you need to get out of bed if you have been instructed to or if you are feeling weak or dizzy.  (Some medications may have side effects that make you feel weak or dizzy.)

· Sit at the side of the bed for a few minutes before you get up.  

· If you use a walker, cane, or wheelchair at home, let the nurse know or bring in yours to use while hospitalized.  Keep these devices within reach and remember to use them.

· Wear properly fitting shoes or slippers when up. 

· Pay close attention to any tubing, such as oxygen, catheters, etc. that may interfere with walking. 

· The siderail at the bottom of the bed towards the door will be kept down unless you request that it be kept up.  Please do not attempt to climb over or through the rails.  Call the nurse for assistance.

· Do not use bedside tables for support as they have wheels and could roll away from you. 

· Notify the nurse of any spills or wet areas on the floor so they may be cleaned up quickly.

· A bed alarm may be used to remind you to call for help when getting out of bed.

Tips for family members or visitors on reverse side


Tips to Prevent Falls

We would like patients to be as safe as possible while at St. Joseph’s Medical Center.  To decrease the chance of an accidental fall during this patient’s hospital stay, please review the following tips:

Tips for family members or visitors:

· Before you leave the room, we ask that you make sure the nurse call light and the bed stand is within reach of the patient.  (Items such as the phone and Kleenex should also be in reach.)

· Some medications may have side effects that produce weakness or dizziness.  If you notice these symptoms please notify the nurse.

· Consider staying with your family member if they are at a high risk for falling or confused.

· Notify the nurse before leaving a confused or disoriented patient, so appropriate safety measures can be taken. 

· Reinforce to the patient the need to ask the nurse for help when getting up. 

Tips for patients on the reverse side
