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	Responder Info
	Answer
	Attachment(s)*
 

	Sandra Parsons 
DOCUMENT MANAGEMENT SPECIALIST
PROFESSIONAL PRACTICE
596 Davis Drive, Newmarket, ON, L3Y 2P9
T: (905) 895-4521 ext. 2435
Email: sparsons@southlakeregional.org
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	Hi Melissa – our standard of care states 24 hours…..regards, Sandra

	


	Rebecca Law, RN, BScN, CNeph(C)
Clinical Practice Leader
In-Centre Hemodialysis – CP2, T4  & Satellite Sites
Scarborough Health Network
C: 647-200-3880| T:416-431-8200 x2293
Email: rlaw@shn.ca
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	Typically we allow 24 hours upon initial admission for the falls assessment to be completed. I have attached our Policy for Falls Prevention and Management for Adults. 

	






	
Grace Sutherland, RN, BScN, MN
Almonte General Hospital 
[image: ]Informatics Coordinator/Clinical Educator
613-256-2500, ext 2507
gsutherland@agh-fvm.com










	We are part of a network that uses Cerner for charting and the Morse Fall Risk tool is generated automatically as part of the admission assessment.  It is expected to be done within a few hours of arrival to the unit.  The Morse Fall Risk tool is expected to be completed again 48 hours later and on the continuing complex care unit it is completed weekly.  
I have attached our Fall Risk Reduction policy.  

	


	Hartley, Heather <HHartley@qhc.on.ca>

	

	



	Sarah Jorgensen RN, BA, BScN, MSc
Clinical Educator – Critical Care Unit and Medical Cardiology (C5)
Brant Community Healthcare System
200 Terrace Hill Street
Brantford, ON
N3R 1G9
Telephone: (519)751-5544 ext. 4275
Email: sarah.jorgensen@bchsys.org


	Please see attached our Fall and Fall Risk Assessment policy.

	


	Kelly Verhoeve RN BScN
Manager Professional Development
Professional Practice Facilitator & Accreditation Coordinator
Woodstock Hospital

	Please find our policy attached for Falls assessment

	


	George Fieber RN
Nursing Practice Leader
Thunder Bay Regional Health Sciences Centre
Office: (807) 684-6691
Cell   : (807) 629-0889
"Practice is the best of all instructors"- Syrus

	I am attaching our policy. Expectation is Morse Falls assessment with 24 hrs of admission and then daily.



	


	Sue Bow

Critical Care Educator
Pembroke Regional Hospital
613-732-2811 Ext 6644


	We do a fall risk assessment on arrival in ER- part of the triage process.It is part of the eCTAS

Upon admission-here is our policy

	


	Karen Davies <Karen.Davies@stegh.on.ca>
	There is no timeline allocated on the policy however admission information (which this is a part of) is to be completed within 24 hours of admission. STEGH uses the electronic powerform in Cerner and the risk assessment is completed upon admission to a unit.  

Policy states…..All patients must be assessed for risk of falls upon admission; upon unit transfer; with significant change in clinical status and post fall.

	

	Cathy Goacher
Director, Professional Practice
Halton Healthcare
3001 Hospital Gate
Oakville, ON
L6M 0L8
905-845-2571 ext. 6801

	Here is our Falls Management Policy which I hope you find helpful. It includes the information you’re looking for regarding time to completion.

	


	Corinne Savignac, R.N., BScN, 
Nurse Clinician General Internal Medicine
705-523-7100
Extension 3315
Health Sciences North | Horizon Santé-Nord
41 Ramsey Lake Road 
Sudbury, Ontario P3E 5J1 
 E-mail: csavignac@hsnsudbury.ca
[image: http://intranet/portal/Portals/35/HSN_logo.jpg]

	Here is our policy – it is to be done on admission.

	


	Daphne Flatt, MEd., BSc. (OT), OT Reg. (Ont.)
Collaborative Practice Leader – Rehabilitation Sciences
North York General Hospital
Status Only Lecturer, Dept. of Occupational Science & Occupational Therapy, University of Toronto
(416)756-6667
Daphne.Flatt@nygh.on.ca
[image: cid:image007.png@01D6508D.EC8C0B20]

	Our Falls Prevention Program is applicable to multiple areas of admission (ED, outpatient clinics, inpatient units), with the frequency  of assessment noted below – specific hours are not attached since timing varies by area of care.

Frequency of Falls Risk Assessment 
● On admission/registration/triage. 
● On transfers between in-patient units. 
● Following any change in status, condition, or after a fall. 


	

	Jessica Schlegel <JRSchlegel@osmh.on.ca>
	Hi Melissa, I have attached our standard of care we just revised in the past year to condense a few documents into 1. For our Inpatient units the risk assessment needs to be completed within 4hours of admission.

	


	Paula Shing PT, MScCH
Manager, Academic Practice, Health Disciplines
Status-Only Appointment Lecturer:
Department of Physical Therapy
University of Toronto

T 416-461-8252 x 2145  F 416-461-2089
paula.shing@sinaihealth.ca
sinaihealth.ca
1 Bridgepoint Drive, Toronto, ON  M4M 2B5
[image: SH-BAH_RGB_300]

	Fall Assessment to be completed within 24 hours of Admission (we used an Adapted MORSE Assessment) 
Falls plan of care to be completed within 72 hours of MORSE Assessment Completion

Both are built into our electronic  health record


	

	Ellen Wiley, RN, BScN
Clinical Educator,
Staff Development,
Woodstock, Ontario
310 Juliana Drive,
Woodstock, ON
P. (519) 421-4233 ext. 2117
F. (519) 421-4236
 

	What is the timeline allocated within your facility for completion of an initial falls assessment upon admission (i.e. 4 hrs, 24 hrs etc.)?
Our admission documentation, including fall risk assessment, behavior safety, pressure ulcer risk, vital signs, and a head to toe assessment, at minimum,  are all to be completed within 4 hours of in- patient admission. 
 

	

	Mathur, Amanda <MathurA@sah.on.ca>
	Our policy outlines within 1 hour of admission to inpatient units. We are working on a process for screening ED outpatients at triage. We have moved to an electronic documentation system where Falls assessment is populated as part of nursing standards of care. This shows up on a “worklist” with a time clock and displays as overdue if not completed. We are working on an auditing process to review how often these are overdue but since moving to electronic assessments this has helped to ensure more timely completion. I’ve attached our most recent falls policy.

	


	Selina Fleming MN, BScN, RN 
HPHA Educator
Huron Perth Healthcare Alliance
Phone: 519.272.8210 x2325
Clinton Public Hospital - St. Marys Memorial Hospital - Seaforth Community Hospital - Stratford General Hospital



	I’ve attached our Falls prevention policy above. Our policy states that the Morse Fall Risk Assessment will be completed on all admitted patients (except newborns and non-ambulatory infants) as part of the Nursing Admission Assessment in the Safety section. The Nursing admission assessment is completed at the time of the admission (it’s the initial head to toe).  Unfortunately, our policy doesn’t include a more specific timeframe (i.e; within 4 hours, etc).
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\/ SOUTHLAKE

Home > Policies & Procedures > Clinical Documents > Interdisciplinary Clinical Manual > Fall Risk Reduction -
Adult Inpatients

Disclaimer: the information contained in this document is for educational purposes only. Any
PRINTED version of this document is only accurate up to the date of printing. Always refer to the
Policies and Procedures Intranet site for the most current versions of documents in effect.

STANDARD OF |Manual: Section: Interdisciplinary Code No.: I |[Old Code No.: I
CARE Clinical Clinical F024 F24
Title: Fall Risk Reduction - Adult Inpatients Original Effective Date: Oct
14, 2008

Review/Revised
Effective Date: Feb 05, 2020

Next Review Date: Feb 01,
2023

Cross Index: I Authoring Committee/Program/Dept:

FO04 Professional Practice Approved By: SLT

Expected Outcome(s):

e All adult in-patients will be assessed for falls risk within 24 hours of admission, daily, upon
unit transfer, significant change in status, post fall, and at interprofessional
team's discretion;

e All patients found to be at high risk of falls will have fall risk identifiers put in place.

e All adult in-patients will have Universal Fall Risk Interventions implemented, individuals
identified to be at greater risk for falls will have individualized interventions implemented.

For paediatric patients, refer to the Falls Assessment for Paediatric Inpatients - Humpty Dumpty
Tool standard of care.

For Birthing Unit, Post Partum and Critical Care patients, see Special Considerations section
below.

Definitions

e Fall - an unexpected downward change in position, in which the potential for injury exists
or in which an actual injury occurs.

e Significant Change in Status - if a patient’s condition changes that affects the presence
or elimination of any of the 6 fall risk factors used for fall risk identification, then the
patient should be reassessed.

e Falls Risk Assessment - the Falls Risk Assessment is an assessment and intervention
tool that identifies patients who are at higher risk for falls and provides recommendations
for risk reduction interventions. A positive indicator in history of recent falls or impaired
mobility automatically places a patient in the ‘high risk’ category. A positive indicator in
any category identifies an increased risk of falling. The greater the number of falls risk
categories indicated, the greater the risk for falls and the need to implement
Individualized Interventions. The nurse will use assessment skills and clinical judgment to
determine the presence and degree of falls risk and interventions. All members of
the interprofessional team are responsible for the implementation of the interventions in
accordance with their scope of practice.

Responsibility:

http://southlake/print.aspx 7/20/2020
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e It is the responsibility of the admitting/attending nurse to complete the Fall
Risk Assessment in collaboration with the interprofessional team as needed within 24
hours of admission.

e All members of the interprofessional team will assist in identifying a change in patient
status or beneficial team intervention to be implemented.

Action:

Upon admission or transfer to the unit, the interprofessional team will initiate Fall Risk
Reduction Universal Interventions.

Nursing Role: Assess patient for risk for falls utilizing the electronic Falls Risk Assessment
Profile (or Fall Risk Assessment Profile #SL0027 during downtime) within 24 hours of admission,
or unit transfer, or if there is a significant change in medical status, or if the patient experiences
a fall as soon as possible.

Interprofessional Team Role:

e All patients who have an automatic indicator for high falls risk (history of recent falls or
impaired mobility), as well as patients with indicators in other risk factors based on
interprofessional team judgment will have the following 'high risk for falls’ identifiers put
in place:

O Yellow Falls Risk Arm Band
O Falls Logo Sign or white board with falls logo sign with appropriate interventions
checked for staff, patient and family awareness

When a patient is identified as high risk for falls, an icon is activated on the MPV
(McKesson Patient Viewer) Board.

e Patients who are identified as being at high risk for falls will have appropriate
individualized interventions implemented, such as but not limited to: yellow non slip
socks, low-high bed. All members of the interprofessional team are responsible for the
implementation of the interventions in accordance with their scope of practice.

e Collaborate with the interprofessional team regarding appropriate
individualized interventions.

e Identify targeted interventions, referring to Additional Individualized Interventions, if
needed. Post the Picture of Toilet on the bathroom door for patients with language
barriers.

e Communicate assessment findings to the patient/Substitute Decision Maker (SDM).
Collaborate with patient and family with teaching of fall prevention strategies. Respect
their autonomy and dignity which may include choosing to live with risk.

O Provide the ‘Reducing the Risk of Falls — In Hospital (SL2578) handout.
O Review the Fall Risk Profile and areas of risk each shift.

For reference, please follow the Fall Risk Reduction Decision Tree.

If a patient is re-evaluated and shifts from high to normal risk of falls, then the high risk
identifiers would be removed by a team member and the patient would receive universal falls
interventions.

If a patient falls while an inpatient, follow the Falls - Inpatients - Follow Up Assessment standard
of care.

Documentation:

e Document the following in the EMR or on the proper downtime form:
O Assessment findings
O Falls risk identifiers (if needed)
O Interventions implemented
O Effectiveness of interventions

Special Considerations:

e Review the history and revise categories of fall risk using the Fall Risk Profile on Meditech
or the separate Fall Risk Profile form during downtime.

http://southlake/print.aspx 7/20/2020
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Critical Care Patients:

e Follow the Critical Care Modified Falls Risk Reduction Program.

Birthing Unit and Post Partum Adult Patients:

e Complete the Falls Risk Obstetrical Screening Tool (FROST) in Meditech under the “"MC
OBS Falls Assessment (FROST)"” intervention (during downtime, complete the FROST
form #SL2437).

e A falls assessment is completed:

O On admission,
O With change in status or condition (i.e. patient received epidural),
O Upon transfer to the Post Partum unit,
O With first ambulation,
O Post fall, and
O Every 7 days for antenatal inpatients
References:

e Preventing Falls and Reducing Injury from Falls (4th edition, 2017) RNAO

Appendices:

Fall Risk Reduction Universal Interventions for all adult inpatients
Additional Individualized Interventions

Picture of Toilet

Fall Risk Reduction Decision Tree

Critical Care Modified Falls Risk Reduction Program

Copyright ©1997 - 2020 Southlake Regional Health Centre

http://southlake/print.aspx 7/20/2020






image3.png




image4.png




image5.emf
SHN-ADMIN-RM-00 7- (Falls Injury Prevention and Management for Adults).pdf


SHN-ADMIN-RM-007- (Falls Injury Prevention and Management for Adults).pdf
SH N Practice Standards Manual

SCARBOROUGH
HEALTH NETWORK

Category: Clinical Policy Number: SHN-ADMIN-RM-007

Subject: Falls Injury Prevention and Date: 2019/10
Management for Adults

Issued By: Chief Nursing Executive Revision Date (s): 2022/10

Approved By: Professional Advisory Committee Page Page 1 of 22

Rescinded Policies: RVHS - ADMIN- RM-200 and TSH - 2.10.038
Harmonized: Yes [ No

NOTE: APRINTED COPY OF THIS DOCUMENT MAY NOT REFLECT THE CURRENT, ELECTRONIC VERSION ON SHN INTRANET. ANY
COPIES APPEARING IN PAPER FORM SHOULD ALWAYS BE CHECKED AGAINST THE ELECTRONIC VERSION PRIOR TO USE.

PURPOSE:

To provide a standardized interprofessional collaborative approach, inclusive of the adult patient
and family/caregivers, to increase safety and mitigate injuries resulting from falls through the use
of evidence-informed practice.

Assessment and care of patients at risk for falls is a complex and multi-factorial clinical issue.
This policy and procedure represents the standard and does not replace healthcare
professional’s clinical knowledge, skills and judgment.

POLICY STATEMENT:
All staff play an active role in falls prevention and will undertake a collaborative approach within
the interprofessional team, patients and families to provide a safe environment.

Patient safety is a priority at SHN while patient’s autonomy, dignity, perspectives and decision
making regarding their individual risks are important and will be respected.

All adult patients will be assessed for risk of falls upon outpatient visits, admission to hospital,
transfer, with changes in condition, and post falls to determine the ongoing need for falls
prevention precautions.

Universal precautions are applied for all patients. Moderate and high risk patients are identified
and placed on individualized fall prevention strategies.

DEFINITIONS:
Witnessed fall- Unintentional change in position where the patient ends up on the floor, ground,
or other lower level.

Near fall- A loss of balance that does not result in a fall or other injury. This event can include a
person who slips, stumbles or trips but is able to regain control prior to falling by any means.

Assisted fall- An unintentional change in position, where the patient ends up on the floor with
the support of another person.

Unwitnessed fall- Occurs when the fall is not observed by another person and the client is
found on the floor, ground or other lower level.

Critical incident- Defined as any unintended event that occurs when a patient receives
treatment in the hospital; that results in death, or serious disability, serious injury or serious
harm to the patient, and; does not result primarily from the patient’s underlying medical
condition or from a known risk inherent in providing treatment.
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Degrees of Harm:
Reportable circumstance - A situation that has the potential for harm but does not involve a

patient.

Near miss (good catch) - An incident that has potential for harm is intercepted or corrected prior
to reaching an individual.

None apparent - An incident occurred that reached the individual. Outcome is not symptomatic
or no symptoms are detected and no treatment is required.

Mild - Outcome is symptomatic, symptoms are mild, loss of function or harm is minimal or
intermediate but short term and no or minimal intervention (for example, extra observation, and
investigation, review or minor treatment such as simple dressing or application of ice) is
required.

Moderate - Outcome is symptomatic, requiring intervention (for example, suturing, application
of steri strips, splinting, additional therapeutic treatment) or increased length of stay, or causing
minor permanent, long term harm or loss of function.

Severe - Outcome is symptomatic, requiring life-saving intervention or major surgical/medical
intervention, casting or traction, or shortening life expectancy or causing major permanent long
term harm or loss of function.

Death - On balance of possibilities, the incident was considered to have played a role in the
patient’s death.

*Based on National System for Incident Reporting (NSIR) — through Canadian Institute for Health
Information (CIHI)

PROCEDURE:
Inpatients
Universal fall precautions will be applied for all adult patients (Appendix A).

Staff will engage patients and families on their role in preventing falls by discussing prevention
strategies and providing the falls prevention brochure (Appendix B). Brochures are available in
English, Traditional Chinese, Simple Chinese and Tamil.

A falls risk assessment will be completed and documented in the patient record on admission,
upon transfer to an inpatient unit, after a fall or significant change in patient status and/or as per
specific unit expectations. The Morse Fall Risk Assessment Tool will be used at the Centenary
site and the Schmid Fall Risk Assessment Tool will be used at the Birchmount and General
sites.
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Falls injury prevention and management is an interprofessional team responsibility and each
discipline, within their scope of practice is responsible for contributing to the individualized
patient plan of care, e.g., PT, OT, pharmacist and nurse collaborating to address a patient’s
specific ambulation, transfer and gait concerns.

Individualized fall prevention strategies will be implemented for all moderate to high risk patients
(Appendix A) that will include appropriate high risk standardized falls identifiers (e.qg., falls
sticker on the patient’s chart and Kardex).

All patients with a fall within the last 6 months will be considered high risk.

All patients on a Clinical Institute Withdrawal Assessment for Alcohol (CIWA) protocol will be
considered high risk.

All patients scoring as High Fall Risk will be clearly identified by wearing a purple high falls risk
ID wrist band.

Patients are to wear sturdy non-slip foot wear, or staff to implement the non-slip socks that are
available on the unit.

Communicate falls risk status during care plan meetings, bullet rounds, and transfer of
accountability, (e.g., change of shift, change of assignment, transfer off unit for tests/procedures
and change of unit/department).

Communicate with the team, patient and family, any concerns identified that may increase a
patients risk for falls.

The interprofessional team, in consultation with patient /family will select and implement
appropriate strategies.

The interprofessional team is accountable to document the effectiveness of the falls prevention
strategies, and any discussion regarding plan of care in the progress note.

All falls or near misses will be promptly reported and recorded in the incident reporting system
and patient health record.

Outpatients

All ambulatory or outpatients will undergo a falls risk screening process (Appendix C). The
patient will either register at a self-registration kiosk or directly through the patient
registration/clinic/department.
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The following questions will be asked:

e Have you had a fall, slip or trip in the last 6 months?
e Are you worried about falling?
e Have you experienced any problems with thinking or memory?

For patients visiting a clinic on a weekly or more frequent basis all three questions will be asked
on the initial visit and for all subsequent visits the following question will be asked:

¢ Have you had a fall, slip or trip since your last visit?

If a patient answers ‘yes’ or ‘unknown’ to any of the questions, admitting/registration staff must:

Place the purple high falls risk armband on.

Place the falls sticker on the patient’s chart, requisition, or face sheet.

Provide patient with falls prevention brochure (see Appendix B).

Provide or call for any needed assistance (e.g., call for patient escort/assistance,

wheelchair).

Call the receiving department when a patient is identified as a high falls risk.

e The department/unit staff receiving a patient identified as a fall risk will:

o Apply a purple high falls risk armband and/or the High Falls Risk sticker is placed
on patient’s chart/requisition.

o Communicate to other team members when patient is identified as high risk for
falls.

o Provide education to patients and families about ways to reduce falls while in the
department.

WHEN AN INPATIENT OR OUTPATIENT FALLS:

1. If a health care practioner is not present stay with and support the patient, apply first aid
as appropriate and activate any required resources (e.g., EMS).
2. If a health care practioner is present immediately assess:

a. Mental status changes/responsiveness

b. Location of possible injuries

c. Neurovitals

d. Vital signs including postural blood pressure (sitting/standing BP then 3 minutes
later standing BP with manual cuff) if patient able to stand

Blood glucose (if diabetic)

Medications given that may contribute to a fall (e.g., antipsychotics, sedatives,
benzodiazepines, antihypertensives, antidepressants, narcotics)

g. Ambulatory status and use of aids

o
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3. Provide ongoing monitoring for injuries not evident at the time of the fall (changes in
mental status / level of consciousness, joint range of motion, swelling, bruising, weight
bearing status, etc.)

4. Montitor for injuries that may manifest in a way that is not indicative of the typical injury

(e.g., urinary retention can be caused by a fracture hip)

5. Determine the incident severity level using the parameters in the chart below and
whether this is a repeat fall.

Fall Severity

No Harm / ¢ No loss of Mod.erate Harm Injuries require intervention (skin tears,
None consciousness :Not!fy MRP open lacerations, sutures)
f\l\?c?t;reSnE)M « Patient denies hitting f:n(z;[;fy(\?vli?r':ﬂ or Patient states they hit their head but no
o farr?ily their head patie?/ﬂ’s consent) evidence of injury on initial assessment
(with patient’s | ® No apparent injuries on Significant pain stated requiring ongoing
consent) first examination As soon as patient analgesics for relief

has been

assessed
Mild Harm ¢ Minor hematomas and Severe Harm Injuries require significant attention (loss of
*Notify SDM small lacerations *Notify manager or consciousness, bone deformity, head
?v:/iftﬁrglg’:ient’s e Mild pain easily treated r'\;:?zr;ager on call, trauma or suspicion of head trauma)
consent) with analgesics *SDM or family Suspgcted fracture .
*Notify MRP (with patient’s Requires further medical management
within 12 consent) and/or diagnostic imaging
hours

As soon as patient
has been
assessed

e Injury that results in significant impairment

for the patient

6. Notify Most Responsible Practitioner (MRP) using the SBAR tool: report vital signs,
neurovitals, and assessment findings. Orders are to be considered for diagnostics and/or
treatment. To obtain timely result reporting, diagnostic tests are to be entered in Order
Entry as Urgent or STAT. It is important to communicate if the patient has a head injury
and is on anticoagulants so that a CT of the head is performed. Current medications and
their doses (e.g., multiple medications of any type, psychotropic medications) are
reviewed by the MRP to minimize risk of further falls.

7. Implement post fall monitoring interventions.

a. For a witnessed fall without head injury monitor:

i. Vital signs, oxygen saturation, neurological, musculoskeletal, skin, wound

and pain assessment
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ii. Q30 minutes x 4, then Q1 hour x 4, then routine or according to
physician order
b. For an unwitnessed fall, witnessed fall with head injury, or a fall in patient on any
therapeutic anticoagulant (excludes VTE prophylaxis), or anti-platelet(s) and
thrombolytics (e.g., dalteparin, dabigatran, rivaroxaban, apixaban, ASA,
clopidogrel, aggrenox, heparin, warfarin, tissue plasminogen activator (TPA),
tenecteplase (TNK), enoxaparin) monitor:
i. Vital signs, oxygen saturation, neurological, musculoskeletal, skin, wound
and pain assessment
ii. Progressive monitoring as long as stable - Q15 minutes x 4, then Q1
hour x 4, then Q4 hours x 8, then routine or according to physician order
The nurse in consultation with members of the Interprofessional team and
patient /SDM /family will select and implement strategies for patients post
fall.

8. The nurse and/or members of the interprofessional team are to document in the
progress note the time of fall, contributing factors for the fall, assessment and findings,
interventions and discussions with the MRP, family and SDM.

9. Team to conduct a post fall huddle to debrief the incident (Appendix D and E). Manager
to review the SAFE/IRIS file and discuss with the team how to prevent further falls.

10. A SAFE or IRIS report must be completed for near misses, and all falls regardless of
degree of injury.

COMPETENCY GUIDELINES:

Educational opportunities are available during orientation to hospital, professional practices
education calendar falls prevention month, and Patient Safety Week’s educational events.
Training and education content will be aligned to support adherence to Accreditation Canada
standards.

PATIENT AND FAMILY EDUCATION GUIDELINES:
Provide Falls Prevention Brochure to patients and families: available in English, Tamil,
Mandarin, and Cantonese.

EQUIPMENT:
The content below is available to raise awareness of falls risk and reduce injury from falls.
e Falls Bedside and Door Logo - Appendix F
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Falls Risk Stickers

Purple High Falls Risk Armband

Falls Prevention Brochure - Appendix B
Preventing Falls Poster - Appendix G
Safe Footwear Poster - Appendix H
Bed Safety Poster - Appendix |

Safety Begins With You Poster - Appendix J
Floor mats

Hip protectors - Appendix K

Exit alarm beds

Chair exit alarm pads

Low beds

Low stretchers

High back chairs

Fall Prevention Toolkit

Non-slip socks

DOCUMENTATION:

Incident reporting system
Patient health record
Care Plan/Kardex/electronic white board

REFERENCES:
Accreditation Canada Required Organizational Practices (ROP) Handbook 2019 — Version 14.
Falls Prevention.

Canadian Patient Safety Institute. (2011). Safety Competencies.

Registered Nursing Association of Ontario. (2017). Best Practice Guidelines: Preventing Falls
and Reducing Injury from Falls. 4™ ed. Toronto. Available: www.rnao.org/bestpractices

Safer Health Care Now (2015) Reducing Falls and Injuries from Falls.
IHI Falls Analysis Tool

Acknowledgement is given to the Professional Practice Network of Ontario (PPNO) respondents
who shared their feedback on falls measurement and accountability frameworks.

Acknowledgement is given to Baycrest Centre for Geriatric Care, Toronto, for some contents.

REVIEWED BY:
Risk Management 2018/03, 2019/07
Patient Relations 2018/03
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Patient and Family Advisory Council 2018/04
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Nurse Practitioner Committee 2018/03

Allied Health Committee 2018/03

Diagnostic Imaging 2018/03

Laboratory Services 2018/03

Drugs and Therapeutics (DTC) 2018/06

APPROVED BY:

Fall Prevention Committee 2018/03

Clinical Policy Working Group 2018/04

Allied Health Professional Practice Committee 2018/05
Nursing Professional Practice Committee 2018/05
Professional Advisory Committee 2019/09
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Appendix A
Fall Prevention Interventions

UNIVERSAL INTERVENTIONS FOR ALL PATIENTS
¢ Orientate patient to unit environment and routines
e Review falls brochure with patient/family/SDM
e Assess for responsive behaviors (using words, gestures, or actions to express
something of importance)
e Monitor for signs and symptoms of delirium using Confusion Assessment Method (CAM)
o Ensure bed is in the lowest position and brakes are engaged
Minimize use of side rails to the upper rails only (document rationale in patient record if
lower side rails are used) (Appendix H)
Ensure adequate lighting/night light
Ensure use of hearing aids/glasses as required
Ensure call bell is within reach, is working, and appropriate for the patient
Ensure walking aids are within reach as required
Purposeful rounding every 1 hour to address the 5 “Ps” (potty, position, pain, personal
belongings and protection)
Ensure there are no barriers to ambulation/transfers (remove clutter)
Lock brakes on all wheeled equipment
Encourage the patient to ambulate as soon/often as possible
If mobility is a potential concern post mobility instructions in the room
Wipe up spills immediately
Assess for need and remove catheter/IV as soon as possible
Remind patients who require assistance to call for help before getting out of bed
Ensure proper footwear is in use
Ensure assistive devices are the correct height and used appropriately

INTERVENTIONS FOR PATIENTS AT MODERATE RISK FOR FALLS
Apply purple falls risk wrist band on patient
Meet with patient/family or SDM to discuss strategies that were in use before
hospitalization that have been effective
Apply falls sticker on Kardex/chart, magnet on white board
Falls risk signage above bed and in doorway as appropriate
Discuss with the MRP the need for Vitamin D supplementation
Move patient close to the nursing station
Increase rounding frequency
Use a bed/chair alarm
Determine reasons for past falls
Consider a Geriatrician/Psychiatry referral for behavioural, cognitive issues
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Use of raised toilet seat/commode

Commode at the bedside

Orthostatic vital signs BID x 3 days

Evaluate medications that may contribute to falls

Request pharmacist to complete a medication review

Request Physiotherapy referral as required

Request Occupational Therapy referral as required

Request Central East Local Health Integration Network Home and Community Care
referral as required

Consider GAIN referral for patients 65 years or older

Consider referral to a community falls clinic (e.g., Providence, Care First, TransCare)

INTERVENTIONS FOR PATIENTS AT HIGH RISK FOR FALLS

e Assess need for family/sitter to stay with patient
Assess need and appropriateness for hip protectors (see Appendix J - Hip Protector
Algorithm)

e Floor mats/mattress on floor

e Least restraint as last resort - refer to policy R-0004-A (Centenary) and 2.10.042 and
5.70.001 (Birchmount and General)

e Contact Falls Prevention Committee to activate a consult with a clinical expert for review
of care plan, strategies and support

Guide to Risk and Precautions

Moderate Risk

yr ] ™
* Universal
Precautions

=

- Moderate ¢ :Vl'?deratte
Interventions nterventions

- V. ==

S

* Universal
Precautions

* Universal
Precautions

=

* High Risk
Interventions
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Tips For Patients,
Families And Visitors

Bring in personal items that you
will need, such as eyeglasses,
hearing aids, walking aids and
slippers or shoes that have a well
fitted closed toe, closed heel, and
non-slip soles.

Make sure your personal items,
water, tissues and telephone are
within reach.

Remember to use the call bell and
ask for help if needed before
getting out of your chair or bed.
Participate in your care by doing
activities that have been
recommended by the healthcare
team, such as sitting up for meals.
Follow the healthcare team’s
recommendations about fransfers
and assistance with ambulation -
you need to stay safe too!

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

Discuss with staff if you wish to
stay with a family member who is
at risk of falling, confused, anxious
or does not speak or understand
English.

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

Form 300028 {July 2019)

Appendix B

Falls Prevention Brochure

Scarborough
Health Network
Hospitals

Birchmount hospital

3030 Birchmount Road
Scarborough, ON M1W 3W3
416-495-2400

Centenary hospital

2867 Ellesmere Road
Scarborough, ON M1E 4B9
416-284-8131

General hospital

3050 Lawrence Avenue East
Scarborough, ON M1P 2V5
416-438-2911

-} @SHNcares

SHN.ca

Falls Prevention
At Scarborough

Health Network

SHN

SCARBOROUGH
HEALTH NETWORK
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Know The Facts

Falls are the leading cause of injuries
among seniors in Canada. In fact,
falling accounts for more than half of
all injuries that are experienced by
seniors.

Injuries from falls can be very serious
and affect many parts of your
lifestyle. That is why it is important for
everyone to know what the risks are
that can lead to falling, and what to
do to prevent falls.

Know Your Risk

There are many factors that can
increase your risk of falling:

o Being older than age 65

o Having vision problems

o Ahistory of falls or near misses

o Having a fear of falling

» Being weak or having poor balance
o Dehydration or poor nutrition

o Being incontinent

o Having a cognitive impairment

o Limited activity

o Feeling dizzy or weak

+ Medical conditions such as stroke,
or Parkinson's

o Having pain
o Having a previous fracture

Know What You Can Do
To Prevent Falls

o Use your cane or walker as
recommended by your healthcare
team.

o Wear slippers or shoes that have a
wellfitted, closed toe, closed heel
and non-slip soles.

o Do not wear clothing that drags on
the floor.

o Sttat the side of the bed fora few
minutes before you get up.

o Move slowly and carefully when
you get up from the chair using the
amrest for support.

o Wear your glasses or hearing aid.

+ Do not use your bedside table for
support as they have wheels and
can roll away from you.

o Make sure the brakes on your
wheelchair or rollator walker are
locked before sitting or standing.

o Be sure that your call bell and
other items that you use are within
reach.

+ Do not use your cell phone or other
mobile devices while walking or
getting around.

o Know your limitations - if there is
something you are not able to do
or need, please ask for help.

More Tips To Prevent
Falls

o Please let staff know if anything is
spilled so it can be cleaned up
quickly.

o Pay close attention to oxygen
tubing and catheters that can
cause tripping hazards.

o Practice the exercises given to you
by your therapist.

+ Help to keep your room clutter
free; consider sending belongings
home that you do not need while in
the hospital.

Please Let Us Know If
You Fall Or Slip For Any
Reason

Open communication allows your
healthcare team to understand and
appreciate what happened.

Scarhorough Health Network reviews
all falls and near misses regardless of
whether there is an injury in order to
prevent future falls from happening.
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Appendix C

Outpatient Falls Risk Screening

Outpatient Screening Falls Risk
PATIENT REGISTRATION
KIOSK

l

Patient Answers

l

==FALLS RISK SCREENING==

Have you had a fall, slip or trip
in the last 6 months?

Are you worried about falling?

Are there any problems with
thinking or memory?

—>NO

J

Outpatient Screening Falls Risk
PATIENT REGISTRATION

CLINIC/DEPARTMENT

Meditech Used

¥

Patient proceeds
to scheduled
Clinic/Department

Clinic Staff Ask Patient Clinic Staff
\Z \
==FALLS RISK SCREENING== Enter Risk

Screening into
department or
unit specific

Are you worried about software
falling?

Have you had a fall, slip or
trip in the last 6 months?

Are there any problems
with thinking or memory?

Meditech Not Used

v

INSTRUCTIONS TO
ADMITTING/REGISTRATION/CLINIC STAFF
If patient answered “yes” to any of these questions or

“unknown”:

*Place the purple fallsarmband on the patient’s wrist
*Place the falls sticker on the patients chart

*Provide patient with safety falls prevention brochure
*Provide any needed assistance (wheelchair, Staxi-
chair, helping hand), call nursing or patient transport

for support

If a patient visits on a —>NO
weekly basis, subsequent \l/
risk screening can be
decreased to:
Patient
Have you had a fall, slip or proceeds
trip since your last visit?
—>NO
‘ Patient Proceeds ’
v
Vv Yes/Unknown
Yes/Unknown l/

INSTRUCTIONS TO ADMITTING/REGISTRATION/CLINIC
STAFF
If patient answered “yes” to any of these questions or

“unknown”:

*Place the purple falls armband on the patient’s wrist
*Place the falls sticker on the patients chart

*Provide patient with safety falls prevention brochure
*Provide any needed assistance (wheelchair, Staxi-chair,
helping hand), call nursing or patient transport for

support
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Appendix D
Post Fall Huddle Guidance Tool

Huddle Instructions

+» Gather the team as soon as possible to discuss the event

+ Provide the team a brief description of the fall

+» Share with the team why the patient, family, and/or caregiver think they fell (as
appropriate)

+ Discuss with the team the contributing factors that proceeded the fall. Examples include:

» Mental status factors — delirium, dementia, confusion, disorientation, agitation,
depression, patient’s cognitive ability

> Patient factors - instructions not followed, incontinence, current medical
condition

» Communication factors - communication limitations (verbal, language), sensory

>

Impairment (vision, hearing, neuropathy)
Medication factors — medications in use that contribute to fall risk
(antihypertensives, benzodiazepines, anticonvulsants, narcotics, anticoagulants,
antipsychotics), recent changes in medications
Mobility factors - limited mobility, impaired balance, dizziness or vertigo,
inappropriate footwear, inadequate or inappropriate use of assistive devices
» Environmental factors — personal items or equipment out of reach, poor
lighting, wet floor, clutter, bed height, bed rails (more than 2 upper rails in use),
brakes not on equipment or bed
+ ldentify the preventative measures in place prior to the fall (e.g., bed exit alarm,
appropriate footwear, prompted toileting)
+ Brainstorm what can be done to prevent another fall and how best to implement the new
strategies

A\

Communication
+ Inform the most responsible practitioner of the fall details and results of the post fall
assessment
»  Mild harm within 12 hours
» Moderate or severe harm as soon as patient has been assessed
+ Inform the team and manager that a fall happened and any change in falls risk and fall
prevention strategies (notify the Manager, Manager on Call, or shift Manager if fall injury
is severe harm)
Inform the family of the fall details, the results of the assessment, and additional
prevention strategies added. Ask for their input for additional strategies
Update the team during shift change and at bullet rounds
» Update the allied health team members and ask for support as appropriate (e.g.,
medication review, gait assessment)

X/
0‘0

X3

¢

DS
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R/

% Manager to review fall incident and interventions with the team to prevent further

falls/injury

Documentation

R/
0’0

Y/
0'0

Y/
0'0

Y/
0'0

Y/
0'0

Complete a Falls Risk Assessment

Document in patient record the incident details including results of the post-fall head-
to-toe assessment

Document in patient record the time and details of notification to the most responsible
practitioner

Document in patient record the time that disclosure to patient and/or family was made,
treatment provided, education provided to patient and family, and the review of
additional changes or interventions put in place

Enter the incident in IRIS (Incident Reporting and Improvement System) or SAFE
(Safety and Accountability For Everyone)

Update the Care Plan/Kardex to reflect any change in falls risk, note the date of the
fall, and the additional prevention strategies added post fall

Update the patient room board and huddle board with any change in falls risk status
and fall prevention measures
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Document incident,

assessment, post fall
care, and follow up as

A———
\ | per policy. Enter the

FALL ‘,‘-) event in IRIS/SAFE.
Complete Post Fall

N

Appendix E

Escalation of Interventions Post Fall

|

Determine factors :
=P that contributed = Reassess Falls Risk =
to the fall

Incorporate all universal
and mod/high risk
strategies as appropriate
based on level of risk

Collaborate with the patient/
family/SDM and the
interprofessional team to create
an individualized plan of care

—

Document preventative
measures on the care plan and
communicate plan to the
patient/family/SDM.
Interprofessional team
communicates strategies
through huddles, team care

planning conferences, family

Huddle Template and
huddle with the team

Manager sends
completed forms to
the Falls Prevention

Committee

b

Document incident,
assessment, post fall

meetings and at bullet rounds.

/\‘;

Notify unit leadership of
the fall and preventative
measures put in place

Document preventative

measures on the care plan and |

communicate injury reduction

care, and follow up as
per policy. Enter the
event in [RIS/SAFE.
Complete Post Fall

Huddle Template and

Determine factors
=P that contributed = Reassess Falls Risk =P

to the fall

Reassess preventative measures.
Strengthen and/or add further
measures with an heightened focus
on injury reduction

strategy plan to the patient/

Hold Care Plan meetin
b family/SDM. Interprofessional

with Interprofessional
team, patient and

family/SOM through huddles, team care

v'Repeat\ ! huddle with the team

| with every |
fall

Nt

Y

Manager sends
completed forms to
the Falls Prevention

Committee

e A

e \ Continue with
NO FURTHER FALLS — established plan
\—/ of care

meetings and at bullet rounds.

b

a4

|
Notify unit leadership of
the fall and
preventative measures
put in place

= team communicates strategies |

planning conferences, family |
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Appendix F

Falls Bedside and Door Logo

Form #300019
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Appendix G

Preventing Falls Poster

PREVENTI
FALLS recucemier
Falls are the leading cause

of injuries among seniors in
Canada. In fact, falls account

for more than half of all injuries
among seniors.”

Injuries from falls can be very
serious and affect many parts
of your lifestyle—including your
independence or where you
may need to live.

It's important for everyone to
know what the risks are that can
lead to falling, and know what
to do to prevent falls.

* www.veterans.ge.ca/eng/services/health/promotion/falisp/factsheets

KNOW YOUR RISK

* Over the age of 65
* Vision problems

* A history of falls

® Fear of falling

* Previous fracture

* Weakness or poor balance

* Medications that can change your

level of alertness

e Poor nutrition

e Cognitive impairment

e Limited activity

e Dizziness

* Recent procedure that may cause
dizziness, weakness

e Certain medical conditions
(such as osteoporosis, stroke,
Parkinson’s, etc.)

* Pain

Form # 300029

KNOW HOW TO PREVENT FALLS

* Use walking aids and assistive devices as recommended
* Wear comfortable, well-fitting footwear that is non-slip
* Make sure your glasses and hearing aids are in place

* Do not use your cell phone or other mobile devices while
walking or getting around

e Know your limitations — if there is a task you're not able to
complete, ask someone for assistance

* Take your time — don’t rush

e Stay active to improve your overall health, endurance
and balance

* Get assistance to use the restroom as needed

* Don’t forget to apply the brakes on wheeled devices

e Check your environment for tripping hazards, spills,
poor lighting

* Have your pharmacist or doctor periodically review
your current medications

* If you have had a previous fall or if any of these conditions
affect you, speak to your health-care practitioner.

(February 2018)
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Appendix H

Safe Footwear Poster

SAFE FOOTWEAR
Put your best foot forward!

While you are staying as a patient at the hospital, it's important
for you to wear footwear that allows you to move around safely
and prevents you from falling. Footwear should be flat, with
non-slip bottoms, and enclose the entire foot. For your safety,
we also ask you not to walk barefoot around the hospital.
Non-skid socks are available, please ask your nurse.

Safe What you What not
footwear... should wear to wear

Ensures
you won't
lose your
balance

Flat bottoms No high heels

Provides
stability so
you won't
slip or slide

Rubber, non-slip No slippery
bottoms bottoms

Stays
comfortably
on your feet
so you won't

trip or stumble Fully encloses No bulky, loose or
your foot open-back shoes

#2055 (February 2018)
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Appendix |
Bed Safety Poster

BED SAFETY

Your hospital bed is designed to support your care as a patient.
To keep you safe and avoid the risk of falls resulting in injury, the
lower bed rails should be down and the bed in the lowest position.
If you have any questions, please speak with your health-care team.

Do not put up the lower bed rails

D

Leave the lower bed rails dowvwn

-
>

-y

Leave the bed in its lowest position o
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Safety Begins With You Poster

SAFETY BEGINS WITH YOU.

Safety starts with you
B Please ask questions
B Take part in every decision

Armband
B Keep it or

Falls

B Wear safe, non-slippery shoes or slippers

B Keep what you need close

1 Keep your room tidy

B Make sure nothing is in your way when you walk

Everyone has a part to play
B Everyone must wash his/her hands

B Read isolation signs carefully, and
follow the instructions

1 Ask for help if you do not understand

Tell us about you

B Please give us your history

1 Tell us about your allergies and
medications

You can help us keep you safe!
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Hip Protector Decision Tree

fracture
o smoker

Is Patient

o overthe age of 60
o has maternal history of hip

+ 0steoporosis

o postural instability

o inability to rise from chair
without using hands

Appendix K

—Yes—

Does Patient Have
o severe dementia
* Dilateral hip replacements
* obesity
* unmanageable incontinence
o pressure injury wounds over
the greater trochanter

No

Yes
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TITLE: Fall Risk Reduction and Post Fall Assessment

Manual/Policy #: Patient Resident Services II-F-1 Division: AGH/ FVYM

Original Issue: February 2012 Issued by: Leadership Team
g;ﬁ\éiggﬂewed October 17 2014 Qs:proved \él;lgatient/Resident Services and
Iliifltie[\)/\tlaéz: March 2019 CR:;?SI’Sences FVM Restraint Protocols VII F 10.08

1. POLICY STATEMENT:

Fall prevention and fall risk assessment is everyone’s responsibility. Each patient/resident
must be assessed on admission, on a regular schedule, with any change in condition or after a
fall for potential risk of falling in order to take a preventative approach. Staff should use the tool
specific to their area. Discussions regarding the acceptable level of risk must be based on
individual assessment with input from the patient, family and the interdisciplinary team.

The Health Care Provider responding to a fall is expected to attend to the immediate needs of
the patient/resident, put universal fall risk interventions in place to prevent/reduce recurrence of
the fall and document all facts related to the event on the patient or resident’s health record.
Notify the attending physician, the patient/resident’'s emergency contact and the Admin on Call
after immediate patient care is complete. In addition, the Health Care Provider is expected to
complete an incident report using the PRIMS web-based incident management system.
Individualized interventions may also be required.

2. SCOPE:

This policy applies to all Health Care Providers in the prevention and management of falls at
Almonte General Hospital (AGH) and Fairview Manor (FVM). The inter-professional team will
promote safety for all admitted and day stay patients/residents through on-going risk
assessment and implementation of universal fall risk interventions.

3. GUIDING PRINCIPLES:

3.1 Our patients/residents will have an increased quality of life and maintain their mobility with a
falls prevention approach to care. Fall risk assessment is important as it provides direction
for the multiple interventions which have been shown to reduce a person’s risk of falling.
Commonly identified fall risk factors for elderly patients in health care settings include
confusion, medication use, hearing deficits, cognitive impairment, previous stroke, previous
falls, delirium, and acute diseases. Risk screening is an effective method for identifying fall-
prone individuals.

3.2 A competent adult has the right to take risks. Some falls cannot be prevented and in these
cases the goal is to minimize fall injury and reduce the number of falls.

This material has been prepared solely for use at the Almonte General Hospital (AGH), Fairview Manor (FVM) and Lanark County
Paramedic Services (LCPS). AGH/FVM/LCPS accepts no responsibility for use of this material by any person or organization not
associated with AGH/FVM/LCPS. No part of this document may be reproduced in any form for publication without permission of
AGH/FVM/LCPS. .
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3.3 The AGH/FVM administration support the use of Universal falls risk interventions (Appendix
A) guided by the acronym S.A.F.E. (Safe environment; Assist with mobility; Fall-risk
reduction; Engage client and family) (Safer Healthcare Now!,June 2013 — measures revised
April 2015).

3.4 The Quality and Improvement Risk Management (QIRM) Committee shall regularly review
core measures including the fall rate, the percentage of falls causing injury, the percentage
of patients/residents with a fall assessment following a fall or change in condition and
restraint use.

4. DEFINITIONS:

4.1 Fall: “an event which results in a person coming to rest inadvertently on the ground or

floor or other lower level.” (World Health Organization [WHO], 2016). An “unintentional
change in position” where the person may come to rest at a lower level is also
considered a fall (Health Quality Ontario Long-Term Care Falls, 2015)
Unwitnessed Fall: An unwitnessed fall occurs in the absence of a reliable witness
that can describe the circumstances of the fall.
Witnessed Fall: occurs where there is a reliable witness to describe the
circumstances of the fall including whether or not the patient struck his/her head
as a result of the fall.
Assisted Fall: occurs in the presence of a person who assists the faller to rest on
a lower level.
Near Fall: Occurs when the patient starts to fall due to a slip or loss of balance
but is able to recover, are caught or were eased to a lower level.

4.2 Inter-professional Team: may include the nurse, physician, physiotherapist, occupational

therapist, pharmacist and others as designated.

5. PROCEDURE:

5.1 The Morse Fall Risk Scale (as found in the Adult Admission Assessment) shall be done

in the Electronic Medical Record (EMR) as a mandatory part of the assessment of all
admitted AGH non-obstetrical patients. Other members of the interdisciplinary team may
be required to complete assessments and assist with appropriate universal fall risk
interventions. On CCC and Med/Surg staff receives visual cues regarding moderate to
high fall risk patients/residents on the digital whiteboard.

Obstetrical patients shall be assessed postnatal using the “Obstetrical Falls Risk
Assessment” (as found in Cerner powerforms) in the EMR.

Fairview Manor shall perform the falls risk assessment in Mede-care within 24 hours of
admission, quarterly and with any change in clinical status. Other interdisciplinary risk
assessment tools may be used in conjunction with the risk assessment. A person in
FVM with a high Falls Risk is identified on the High Risk Flag Sheet and the falls risk
assessment is updated weekly.

The Patient handbook is to be provided to admitted patients and/or their family to review
the fall prevention information for patients at high risk for a fall. Review safe mobilization
and appropriate transfer techniques with the patient and family. Provide individualized
education to family and caregivers as needed. Repeat policies that may impact fall risk
such as least restraint or no restraint practices.

This material has been prepared solely for use at the Almonte General Hospital (AGH), Fairview Manor (FVM) and Lanark County
Paramedic Services (LCPS). AGH/FVM/LCPS accepts no responsibility for use of this material by any person or organization not
associated with AGH/FVM/LCPS. No part of this document may be reproduced in any form for publication without permission of
AGH/FVM/LCPS. .
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5.2 Falls Risk Prevention

It is important to communicate the results of the fall risk assessment to the client, family
and interdisciplinary health care team.
Universal fall risk interventions will be implemented and individualized to the
patient/resident’s specific risk factors.
The interdisciplinary team will participate in rounds to discuss interventions. Rounds will
include post fall assessments to discuss contributing factors.
Nursing should review the fall risk assessment and implemented fall risk interventions at
the beginning of every shift.
Ensure that interventions are documented in the nursing careset and/or in the progress
notes.
Provide the patient and family with education on the universal fall risk interventions.
All Outpatient and Inpatients in AGH with a high fall risk will be identified by a green arm
band. Patients in AGH will be asked 2 screening questions by the registration
clerk/triage nurse/OBS nurse to identify risk:

1) Have you fallen in the past 12 months?

2) Are you presenting with an injury as the result of a fall?
If the patient answers yes to either question, they are considered a fall risk.
Any in-patient with a Morse Fall Risk Assessment that puts them at a moderate or high
risk of falls will have a green armband applied. Obstetrical patients who score high for
the risk of falls will have a green arm band applied. Nursing and Allied Health can use
clinical judgement to apply the green arm band to any individual they feel is at risk of a
fall. If an Inpatient or Outpatient becomes agitated and refuses to wear the green arm
band, a green dot will be placed on the chart to indicate falls risk.

Outpatients attending AGH Physiotherapy & Rehabilitation Centre and AGH Day
Hospital Program will be screened for fall prevention as appropriate. Those identified as
a fall risk will not be required to wear an arm band or have a dot placed on their chart
due to the nature of their relationship with staff and the close supervision provided while
they are in the rehabilitation department.

All residents of FVM are considered a falls risk and will not be required to wear an arm
band.

Nursing is to ensure that an accurate Best Possible medication History (BPMH) is
completed on admission. The BPMH should be reviewed for medications which
increase fall risk including: antidepressants, antipsychotics, sedative hypnotics, opioids.
Patients taking more than 5 medications also have increased fall risk. A pharmacist
referral for medication review is recommended.

5.3 There are key messages to provide to health care providers:

In patient/Residents
e Always screen for fall risk on admission
e Continued assessment is required if there is a change in condition, if the
patient/resident experiences a fall or on transfer to another unit
Ambulatory Care
e Ensure that self-screening of fall risk and fall risk reduction strategies are
available for patients in ambulatory care

This material has been prepared solely for use at the Almonte General Hospital (AGH), Fairview Manor (FVM) and Lanark County
Paramedic Services (LCPS). AGH/FVM/LCPS accepts no responsibility for use of this material by any person or organization not
associated with AGH/FVM/LCPS. No part of this document may be reproduced in any form for publication without permission of
AGH/FVM/LCPS. .
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o Members of the outpatient team will identify and correct fall hazards in their
environment.
e Implement universal fall risk interventions as appropriate.
5.4 Staff Education
Staff will be oriented to the Falls Risk Assessment, universal fall risk interventions and
post fall assessment during orientation to the unit.
The Falls Risk Assessment and Post Fall Intervention Policy should be reviewed by all
members of the interdisciplinary team annually.
Staff is encouraged to complete the RNAO Falls Prevention Building the Foundations for
Patient Safety Self-Learning Package available at https://rnao.ca/sites/rnao-
ca/files/Falls_Prevention -
Building the Foundations for Patient Safety. A Self Learning Package.pdf

5.5 In the Event of a Fall
Call for assistance and stay with the patient until a preliminary assessment for injury can
be completed. If there is a suspicion of spinal injury or long bone deformity the
patient/resident should not be moved.
If the patient gets up on their own initiative assist them to a bed or chair and complete a
full assessment.

o The assessment should include a history of the event including whether the event
was witnessed or unwitnessed, possible head injury or seizure activity, an
examination for visible injuries such as bleeding, deformities or a decreased range of
motion.

e The patient should have a full set of Vital signs including blood pressure, heart rate,
respiratory rate, oxygen saturation, temperature and blood sugar level. The
patient/resident should be monitored for signs of shock. Assess for pain and initiate
first aid including covering wounds.

e In AGH use the Cerner “Post Fall Monitoring” powerform and follow the post fall
assessments.

¢ In FVM chart the fall on the Fall Tracking Tool and monitor using the Head Injury
Assessment Tool if the fall was unwitnessed or there has been a head injury.

Frequency of Post Fall Assessment
If fall unwitnessed or if head injury suspected, assess neurological status with BP, HR,
RR, oxygen saturation, pupil size and GCS with frequency as follows:

Frequency Duration
Every 15 minutes X 4 then 1 hour
Every 30 minutes X 4 then 2 hours
Every 60 minutes X 4 then 4 hours
Every 4 hours X 24 24 hours

Reassess frequency after this time

If fall was witnessed or without head injury assess BP, HR, RR, oxygen saturation:

Frequency Duration
Every hour X4 4 hours
Every 2 hours X6 12 hours
Every 4 hours X 8 (or as directed by physician

This material has been prepared solely for use at the Almonte General Hospital (AGH), Fairview Manor (FVM) and Lanark County
Paramedic Services (LCPS). AGH/FVM/LCPS accepts no responsibility for use of this material by any person or organization not
associated with AGH/FVM/LCPS. No part of this document may be reproduced in any form for publication without permission of
AGH/FVM/LCPS. .

4 of 7



https://rnao.ca/sites/rnao-ca/files/Falls_Prevention_-_Building_the_Foundations_for_Patient_Safety._A_Self_Learning_Package.pdf

https://rnao.ca/sites/rnao-ca/files/Falls_Prevention_-_Building_the_Foundations_for_Patient_Safety._A_Self_Learning_Package.pdf

https://rnao.ca/sites/rnao-ca/files/Falls_Prevention_-_Building_the_Foundations_for_Patient_Safety._A_Self_Learning_Package.pdf



‘{3\\'\“5}’ff()/_ P -
s : " LANARK
C()lHNT\’/

: y/
\ PARAMEDIC /

SERVICE

pmonte o,

Notify the physician immediately if there is any change in observations including a drop
of >2 points on the Glasgow Coma Scale. Continued monitoring is essential post fall as
injury may not become apparent until 24-48 hours later.

Communication

Contact the most responsible physician or the physician on call.

Notify the manager or Admin on Call

Ensure that the closest family member or emergency contact is contacted and made aware
of the fall.

The date and time of the fall, any assessment findings, contributing factors, interventions and
outcomes shall be documented in the respective Progress notes.

Update the Fall Risk assessment and Universal fall risk interventions as needed.

Provide individualized patient teaching with the patient and family regarding the fall risk
interventions.

Complete the Patient Incident Report in PRIMS.

Fall Incident reports will be reviewed by the manager. The manager will work with the
patient, family and staff to identify action plans that will reduce the risk.

6. REFERENCES:

Carleton Place and District Memorial Hospital, Nursing Department (May 2016). Fall Prevention
Nursing Policy NS-f-104

Health Quality Ontario (November 2015). Health Quality Ontario Long-Term Care Falls

Queensway Carleton Hospital, Safe Mobility Committee (05/2015). Post Fall Assessment and
Intervention Nursing Policy Number 11-f-101

Queensway Carleton Hospital, Skin Care Committee (Oct, 2015). Falls Risk Assessment,
Prevention & Intervention Nursing Policy Number 11-f-100

Registered Nurses Association of Ontario (Sept, 2017) Nursing Best Practice Guideline:
Preventing Falls and Reducing Injury from Falls (4™ Ed). Retrieved from:
https://rnao.ca/sites/rnao-ca/files/bpg/FALL_PREVENTION_WEB_1207-17.pdf

Safer Healthcare Now! (June 2013, Measures revised April 2015). Reducing Falls and Injuries
from Falls: Getting Started Kit. Retrieved from:
http:/www.patientsafetyinstitute.ca/en/toolsResources/Documents/Interventions/Reducing%20F
alls%20and%20Injury%20from%20Falls/Falls%20Getting%20Started%20Kit. pdf

7. APPENDICES (If applicable):
Appendix A - Universal Falls Risk Interventions

Evaluation

This policy will be reviewed every 3 years.

This material has been prepared solely for use at the Almonte General Hospital (AGH), Fairview Manor (FVM) and Lanark County
Paramedic Services (LCPS). AGH/FVM/LCPS accepts no responsibility for use of this material by any person or organization not
associated with AGH/FVM/LCPS. No part of this document may be reproduced in any form for publication without permission of
AGH/FVM/LCPS. .
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Appendix A

Universal Falls Risk Interventions are implemented for All In-Patients/Residents

For patients/residents identified at risk for falls, additional individualized interventions will be implemented

after assessment.

Environmental

Make sure the person is familiar with the envionment

Provide instruction on using the call bell

Ensure personal effects are within reach

Perform hourly checks and every 2 hour repositioning with
documentation

Use appropriate lighting in the patient/resident room and bathroom
Keep the bed height as low as possible

Lock brakes on equipment such as beds, walkers and commodes at all
times, even when not in use.

Try to keep patient/resident areas free from clutter including loose
carpets or mats

Use color on edges or height variations on the floor to assist with
depth perception

Reduce or control sharp edges on bedside furniture

Maintain non-slip services in patient/resident showers

Wipe up spills as soon as possible

Reduce disruptive noises as much as possible

Mobility

Establish the baseline level of mobility/ambulation

Mobilize when possible following a mobility plan

Ensure that mobility aids have appropriate tips

If no cognitive impairment, ensure that mobility aids are within reach
and in good working order.

Encourage patients/residents to wait several seconds after moving
from a lying to a sitting position and dangle before sitting or walking
Provide a resting place for patients to sit when they are performing
self-care

Provide 1 or 2 side rails up for positioning as requested by the
patient/resident

Is the bed check system on for high risk patient’'s when appropriate
The patient/resident should be wearing comfortable,supportive, non-
slip footwear with a low heel when out of bed

Ensure patients/residents do not wear clothing that restricts movement
or is too loose at the ankles

See Next page

This material has been prepared solely for use at the Almonte General Hospital (AGH), Fairview Manor (FVM) and Lanark County
Paramedic Services (LCPS). AGH/FVM/LCPS accepts no responsibility for use of this material by any person or organization not
associated with AGH/FVM/LCPS. No part of this document may be reproduced in any form for publication without permission of

AGH/FVMI/LCPS. .
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Universal Falls Risk Interventions (con’t)

Use clear communication to educate the patient/resident and family
regarding falls prevention and provide written information; use an
interpreter if necessary

Do not rush the patient/resident

Ensure that sensory aids such as glasses or hearing aids have been

Cognition checked recently and are used
o Assess mental status daily for delirium, dementia or depression
e Strategies such as verbal cueing or picture boards may be needed
e Provide behaviour therapy as required and review during rounds
¢ Promote a regular bladder routine
Ensure that the patient has a regular bowel routine to help reduce
Toileting bladder incontinence

Mobilize the patient/resident to the commode or toilet if they are able

Medications and Pain
Management

Review the patient/resident’s medication profile with particular attention
to medications which may contribute to fall risk (i.e. sedatives,
benzodiazepines, antipsychotics, narcotics, antihypertensives,
antidepressants, antihistamines)

Assess regularly for pain and review the need for round the clock
opposed to prn

Offer prn analgesia, especially before a planned activity

Ensure that infections are treated appropriately

Review for required supplementation when there are disease
processes such as osteoporosis or arthritis

Communication

Interdisciplinary rounds will provide a continued assessment of a
patient/resident’s fall risk status

This material has been prepared solely for use at the Almonte General Hospital (AGH), Fairview Manor (FVM) and Lanark County
Paramedic Services (LCPS). AGH/FVM/LCPS accepts no responsibility for use of this material by any person or organization not
associated with AGH/FVM/LCPS. No part of this document may be reproduced in any form for publication without permission of

AGH/FVMI/LCPS. .
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Disclaimer: Any printed copy of this policy is only as accurate as of the date it was printed: it may not reflect
subsequent revisions. Refer to the electronic version of the policy on the Intranet under the Policy and Procedure
Manual for the most current policy.

Title: Patient — Fall Prevention and Post- Policy No: 3.18.8
Fall Management Original Issue March 15, 2011
Date:
Manual: Clinical Last Review / June 2017
Revision Date:
Department: | Quality & Patient Safety Policy Lead: Director, Quality
Patient Safety and
Interprofessional
Practice
Approved Nursing Practice Committee
By: Interprofessional Practice Committee

1. POLICY STATEMENT

This policy and procedure outlines the expectation that all admitted patients at Quinte Healthcare
Corporation (QHC) will be assessed for potential risk of falling. The risk of falls is elevated in
the hospital setting as the hospital environment is different than the home environment. The
inherent risk for falls is increased in the hospital setting due to the new environment, physiologic
factors such as illness, medication use, toileting needs and equipment. Strategies to reduce
patients’ risk of falling are considered for all patients, and dependent on the risk assessment
scoring, additional interventions and care planning are revised to meet the patients’ needs.

The purpose of this policy and procedure is to enhance patient safety and minimize risk through
the prevention of falls and through appropriate interventions should a patient fall occur. Patients
who do experience a fall at QHC will be assessed and provided with care and interventions
following evidence based practice. Standard Fall precautions are the minimum standard of care
for falls prevention. These practices are outlined in the following procedure.

The Falls Prevention and Management Program have the following goals:
To reduce the incidence and severity of falls

To identify patients for potential risk of falling

To raise awareness that falls are predictable and many injuries are preventable

To educate all staff in falls prevention and management

To promote and support best practice falls prevention strategies

To develop standardized tools, forms and reports for falls management

To educate patients and families in fall prevention strategies

To evaluate trends and causes of falls as part of a continuous improvement process

N O~ LDDRE
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2. DEFINITIONS

Fall
A fall is an event that results in a person coming to rest inadvertently on the ground or
floor or other lower level, with or without injury (Registered Nurses Association of
Ontario, 2011).
This would include:
e Unwitnessed falls where the patient is unable to explain the events and there is
evidence to support that a fall has occurred; and
e Near falls, where the patient is eased to the ground or floor or other lower level by
staff or family members (Nova Scotia Health, 2006. Falls Assessment Framework)
Fall Injury

A fall injury is defined as an injury that results from a fall, which may or may not require
treatment. The injury can be temporary or permanent and vary in the severity of harm.

Patient falls can be classified 4 ways:

1. Anticipated Physiological Falls — falls that are related to the patient’s diagnosis,
characteristics or medications that may predict their likelihood of falling. These are the
falls that can be identified with the use of the falls assessment tool.

2. Unanticipated Physiological Falls — No obvious risk factors identified on assessment;
fall may be related to conditions that were not anticipated, such as syncope or medication
reaction.

3. Accidental Falls — These falls are often due to environmental factors. This type of fall is
prevented through environmental strategies that should be in place for all patients and
staff.

4. Developmental Falls — Falls that are due to the child’s growth and development; usually
occur as children are learning to walk, run and pivot.

3. FALLS RISK ASSESSMENT TOOLS
The following fall risk assessment tools are approved for use at QHC
1. Morse Fall Risk Assessment Tool
2. Paediatric Screening Fall Risk Assessment Tool
3. Obstetrical Fall Risk Assessment Tool

Page 2 of 8 3.18.8 Patient — Fall Prevention and Post-Fall Management





4. PROCEDURE

A. Falls Risk Assessment

1.

The Morse Fall Risk Assessment (or other population appropriate tool) will be
completed on all admitted patients (except newborns) as part of the Nursing
Admission.

All patients will be assessed for fall risk on admission, on transfer from one patient
care unit to another, after a fall or near miss (almost a fall), and when there has been a
change in patient condition (Appendix A - MORSE Fall Risk Assessment Tool).

All paediatric patients will be assessed for fall risk on admission, after a fall or near
fall, and with any change in patient condition or medications (Appendix B -
Paediatric Falls Assessment Screening Tool).

All obstetrical patients will be assessed for fall risk on admission to the unit, transfer
from L & D post-delivery, prior to first ambulation, daily, PRN and after a fall
(Appendix C - Obstetrical Falls Risk Assessment Tool).

A score will be calculated indicating category of risk for the patient. The score and
category of risk will be populated on the Admin Data Screen as a result of completing
the fall risk assessment tool.

Categories of risk are standard risk (score 0-24), moderate risk (score 25-50) and high
risk (score is 51 or greater) OR low risk (score <5) or high risk (score > 5) for
paediatric and obstetrical patients.

Standard fall precautions will be implemented for ALL patients. Standard fall
precautions include call bell within reach at all times, bed in lowest position,
orientation to surroundings, clutter-free room, recommend proper footwear, ensuring
personal items and telephone are within patient’s reach and ensuring brakes/locks are
in place on movable furniture/aids (Appendix D - Falls Prevention and Management
Standard Falls Precautions).

Review, implement and document most appropriate interventions that apply for the
category of risk identified for the patient. Incorporate and document individualized
falls prevention strategies and interventions in the patient’s plan of care.

Place Fall Prevention sign above patient’s bed and entrance point to patient room for
patients identified at moderate or high fall risk (Appendix F - Fall Prevention Poster
and Appendix G - Paediatric Fall Prevention Poster).

10. Apply a yellow (pre-printed) Fall Risk bracelet to the wrist of patients identified in

Page 3 of 8
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11.

12.

13.

14.

15.

16.

B. Pos
1.
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For patients identified at moderate and high risk a bed exit alarm or chair alarm or
non-skid socks when used can be an effective method in the prevention or reduction
of falls (where available).

Provide the patient/family with the QHC Falls Prevention Patient/Family Handout
(Appendix K - order #040321). Paediatric patients should receive the Paediatric
Patient/Family Education Falls Prevention Handout (Appendix J). Discuss fall
assessment and review interventions with the patient/family.

Use appropriate transfer techniques to move a patient and minimize risk of staff
injury.

Communicate patient’s risk status during shift report and document in all fall screens.

Fall prevention interventions must be reassessed and documented every shift using
the Falls Prevention intervention screen.

When a patient is moved within the hospital for diagnostics or procedures (example:
OR, DI) the sending staff will notify the receiving staff that the patient has been
assessed to be at risk for falling.

t Fall Assessment and Protocol (Appendix E - Post Fall Interventions)
After a fall has occurred, the nurse will ensure that the patient is in a safe place and
any items of immediate danger have been removed from the environment.

The nurse will complete an initial assessment of the patient and assist the patient to
his/her bed or a safe environment, as appropriate.

The nurse will document his/her findings and assessment using the Post Fall
Assessment screen on the patient chart. The nurse will notify the most responsible
physician (MRP) or his/her delegate immediately if the patient condition warrants. If
there is no change in the patient’s condition the nurse will notify the most responsible
physician or his/her delegate in a timely manner (ideally within 12 hours of the
patient fall). Note: Special Considerations include the following (but are not limited
to):

o |f the patient was on a cardiac monitor review alarms prior to and during
the event and continue cardiac monitoring at the previous level until
otherwise ordered by the MRP or his/her delegate

e If the patient has been taking IV, Subcutaneous or Oral
anticoagulants within 48 hours prior to the fall, the MRP or his/her
delegate must be called immediately and asked if specific
investigations may be indicated such as: INR/PTT, CBC within 8
hours of, and 16 hours post event, CT of head, temporary
discontinuation or reduction of anticoagulant dosage

e The MRP will be notified immediately when the patient is a neonate
or paediatric
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4. Professional responsibilities require appropriate notification to the MRP or delegate
of any significant changes in the patient’s condition. At the time of notification, the
most appropriate registered staff will gather all relevant information from the care
team members and utilize the SBAR (Situation/Background/Assessment/
Recommendations) tool to provide the MRP/delegate with concise, adequate detail
inclusive of actions already taken to assist the physician in making the best decision
for the care of the patient. Documentation of these notifications needs to be clear and
objective.

5. If the patient has struck their head OR the fall was unwitnessed, vital signs and a
neurological assessment (including Glasgow Coma Scale and pupils) will be
completed and documented at the time of the fall within the Post Fall Assessment
screen, and as follows:

e Every fifteen minutes for the first hour post fall
e Every thirty minutes for the next two hours
e Every four hours for the remainder of the 24 hour period

6. If the patient fall was witnessed, and there is no head injury, and the patient is not at
increased risk of bleeding, vital signs and a neurological assessment will be
completed and documented at the time of the fall within the Post Fall Assessment
screen, and as follows:

e Every hour for four hours, then
e Every four hours x 2, then
e As previously ordered

7. Neurological assessment findings that vary from pre-fall assessment should be
reported promptly to the MRP or his/her delegate.
¢ Potential signs of increasing intracranial pressure after a head injury
include:
e Decreased respirations

e Slowing bounding pulse

e Widening pulse pressure

e Increased restlessness/excitability following a period of calm

e Decreasing level of consciousness

e Unrelenting headache which increase in intensity

e Vomiting — especially projectile

e Abnormal pupil size and /or changes in pupil reaction

e Leakage of clear fluid from nose or ear (cerebrospinal fluid)
8. Assess for any musculoskeletal and/or integumentary changes.
9. If patient is diabetic, consider hypoglycemia.

10. Notify the team leader/unit manager or designate immediately of a fall.
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11.

12.

13.

14.

15.

16.

17.

The nurse will continue to monitor patient for changes in baseline assessment and
behaviour accordingly or as ordered by the MRP or his/her delegate.

Conduct a Post-fall huddle.

Complete a new Fall Risk Assessment.

Ensure the patient’s family is informed and discuss any contributing factors
leading to the fall. The nurse and/or physician will inform patient’s family or
substitute decision maker of significant clinical injury which requires further

investigations or treatment as a result of the fall.

For all neonatal or paediatric patient falls the child’s parent(s), guardian or
substitute decision maker must be notified immediately (within 30 minutes).

The nurse will document all actions, assessments and communication as per QHC
documentation policy (use foci note “FALLS” for all documentation regarding the
event) including details of the fall and outcome.

Complete an event report using the QHC Cares event reporting system.

C. Post Fall Huddle
A post fall huddle is a conversation that occurs as soon as possible following a fall or
near miss fall.

Purpose: to identify conditions that led to the fall or near miss fall. It allows for feedback
and brainstorming from all staff, patient and family to decrease the potential of a
recurrent fall.

1.
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All available staff attend Post Fall Huddle (can include manager, clinical staff,
allied health, pharmacy, HSR, PSW, physician, team leader, in-charge, patient
and family).

A Post Fall Huddle should take place as soon as possible after fall at bedside or
site of fall.

A Post Fall huddle will include immediate assessment of conditions that led to fall
and any new interventions necessary to prevent recurrence of fall.

The Post Fall Huddle should include completion of QHC Cares Event report and a
new Falls Risk assessment.

If family is not available at the time of the fall, ensure they are informed about
factors leading to fall.
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1. POLICY

This policy and procedure outlines the expectation that all Emergency Patients at Quinte
Healthcare Corporation (QHC) who are 16 years of age or older will be assessed for
potential risk of falling. All patients under the age of 16 years of age will be considered at
risk for falls based on their phase of growth and development.

The risk of falls is elevated in the hospital setting due to the environment, physiologic
factors such as illness or medical condition, medication use, and equipment. Strategies to
reduce patients’ risk of falling are considered for all patients.

The purpose of this policy and procedure is to enhance patient safety through the
assessment and identification of risk factors that can increase the potential for falling and
through the implementation of interventions that assist in the mitigation of a fall and
decrease the likelihood of injury if a fall occurs.

Patients who do experience a fall at QHC will be assessed and provided with care and
interventions following evidence based practice. Standard falls precautions are the
minimum standard of care in a falls prevention program. These practices are outlined in
the following procedure.

Page 1 of 6 3.7.5 Emergency — Fall Prevention and Post-Fall Management





The Falls Prevention and Management Program have the following goals:

1. To reduce the incidence and severity of falls

2. To identify patients for potential risk of falling

3. To raise awareness that falls are predictable and many injuries are preventable

4. To educate all staff in falls prevention and management

5. To promote and support best practice falls prevention strategies

6. To use a standardized tool, forms and reports for falls management

7. To educate patients and families in fall prevention strategies

8. To evaluate trends and causes of falls as part of a continuous improvement process

2. DEFINITIONS
Fall A fall is an event that results in a person coming to rest

inadvertently on the ground or floor or other lower level, with or
without injury (Registered Nurses Association of Ontario, 2011).
This would include:

e Unwitnessed falls where the patient is unable to explain the
events and there is evidence to support that a fall has
occurred; and

o Near falls, where the patient is eased to the ground or floor or
other lower level by staff or family members
(Nova Scotia Health, 2006. Falls Assessment Framework)

Fall Injury A fall injury is defined as an injury that results from a fall, which

may or may not require treatment. The injury can be temporary or
permanent and vary in the severity of harm.

Patient falls can be classified 4 ways:

1. Anticipated Physiological Falls — falls that are related to the patient’s diagnosis,
characteristics or medications that may predict their likelihood of falling. These are
the falls that can be identified with the use of the falls assessment tool.

2. Unanticipated Physiological Falls — No obvious risk factors identified on
assessment; fall may be related to conditions that were not anticipated, such as
syncope or medication reaction.

3. Accidental Falls (Single mechanical fall) — These falls are often due to
environmental factors and result in a person slipping, tripping or having a fall by
accident. This type of fall is prevented through environmental strategies that should
be in place for all patients and staff.

4. Developmental Falls — Falls that are due to the child’s growth and development;
usually occur as children are learning to walk, run and pivot.

ED Falls Risk Assessment Tool
The following fall risk assessment tool is approved for use at QHC
1. ED Fall Risk Assessment Tool (Adapted from public domain, Memorial
Hospital ED, Colorado Springs, CO).
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3. PROCEDURE

A. Falls Risk Assessment
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1.

2.

10.

11.

12.

13.

14.

15.

16.

The ED Fall Risk Assessment will be completed on all adult patients (16
years of age and over) presenting to the Emergency Department.

All patients will be assessed for falls risk following triage or within 60
minutes of triage, after a fall or near miss (almost a fall), and when there has
been a change in patient condition (Appendix A — ED Fall Risk Assessment
Tool).

A score will be calculated indicating category of risk for the patient. The
department tracker will highlight the room number in black when patient is
determined as a high risk for falls.

Categories of risk are low risk (score 1 — 2 points), moderate risk (score 3 —
4 points) and high risk (score 5 points or more).

Standard fall precautions will be implemented for ALL patients. Standard
fall precautions include call bell within reach at all times, stretcher/bed in
lowest position, orientation to surroundings, clutter-free room, recommend
proper footwear, ensuring personal items are within patient’s reach and
ensuring brakes/locks are in place on movable furniture/aids (Appendix B -
Falls Prevention and Management Standard Falls Precautions).
Parents/caregivers of paediatric patients will be instructed not to leave
young children unsupervised in order to assist in ensuring their safety.
Implement any additional interventions most appropriate to risk identified
for the patient. Document interventions implemented on the Fall Prevention
Intervention screen in EDIS.

Place Fall Prevention sign above the stretcher for patients identified as high
fall risk (Appendix C- Fall Prevention Poster).

Apply a yellow (pre-printed) Fall Risk bracelet to the wrist of patients
identified as being a high fall risk.

For patients identified at moderate and high risk a chair alarm or non-skid
socks when used can be an effective method in the prevention or reduction
of falls (where available).

Discuss fall assessment and review interventions with the patient/family.
Provide the patient/family with the Falls Prevention in the ER Handout
(Appendix E — Paediatric Handout or Appendix F — Adult Handout).

Use appropriate transfer techniques to move a patient and minimize risk of
staff injury.

Communicate patient’s risk status during shift report and document in all
fall screens.

Fall prevention interventions will be reassessed and documented every 12
hours on the Falls Prevention intervention screen.

When a patient is moved within the hospital for diagnostics or procedures
(example: OR, DI) the sending staff will notify the receiving staff that the
patient has been assessed to be at risk for falling.
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B. Post Fall Assessment and Protocol (Appendix D — Post Fall Assessment and
Intervention)

1. After a fall has occurred, the nurse will ensure that the patient is in a safe
place and any items of immediate danger have been removed from the
environment.

2. The nurse will complete an initial assessment of the patient and assist the
patient to a safe environment, as appropriate.

3. The nurse will document his/her findings and assessment using the Post Fall
Assessment screen on the patient chart. The nurse will notify the most
responsible physician (MRP) or his/her delegate immediately if the patient
condition warrants. If there is no change in the patient’s condition the nurse
will notify the most responsible physician or his/her delegate in a timely
manner (ideally within 1 hour of the patient fall). Note: Special
Considerations include the following (but are not limited to):

e If the patient was on a cardiac monitor review alarms prior to and
during the event and continue cardiac monitoring at the previous
level until otherwise ordered by the MRP or his/her delegate

e If the patient has been taking IV, Subcutaneous or Oral
anticoagulants within 48 hours prior to the fall, the MRP or
his/her delegate must be called immediately and asked if specific
investigations may be indicated such as: INR/PTT, CBC within 8
hours of, and 16 hours post event, CT of head, temporary
discontinuation or reduction of anticoagulant dosage

4. Professional responsibilities require appropriate notification to the MRP or
delegate of any significant changes in the patient’s condition. At the time of
notification, the most appropriate registered staff will gather all relevant
information from the care team members to provide the MRP/delegate with
concise, adequate detail inclusive of actions already taken to assist the
physician in making the best decision for the care of the patient.
Documentation of these notifications needs to be clear and objective.

5. If the patient has struck their head OR the fall was unwitnessed, vital signs
and a neurological assessment (including Glasgow Coma Scale and pupils)
will be completed and documented at the time of the fall within the Post Fall
Assessment screen, and as follows:

e Every fifteen minutes for the first hour post fall

e Every thirty minutes for the next two hours

e Every four hours for the remainder of a 24 hour period

6. If the patient fall was witnessed, and there is no head injury, and the patient
Is not at increased risk of bleeding, vital signs and a neurological assessment
will be completed and documented at the time of the fall within the Post Fall
Assessment screen, and as follows:

e Every hour for four hours, then

e Every four hours x 2, then

e As previously ordered
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7.

10.
11.

12.
13.
14.

15.

16.

Neurological assessment findings that vary from pre-fall assessment should
be reported promptly to the MRP or his/her delegate.
Potential signs of increasing intracranial pressure after a head injury

include:
e Decreased respirations
¢ Slowing bounding pulse
e Widening pulse pressure
e Increased restlessness/excitability following a period of calm
e Decreasing level of consciousness

Unrelenting headache which increase in intensity

e Vomiting — especially projectile

e Abnormal pupil size and /or changes in pupil reaction

e Leakage of clear fluid from nose or ear (cerebrospinal fluid)
Assess for any musculoskeletal and/or integumentary changes.
If patient is diabetic, consider hypoglycemia.
Notify the team leader/unit manager or designate immediately of a fall.
The nurse will continue to monitor patient for changes in baseline
assessment and behaviour accordingly or as ordered by the MRP or his/her
delegate.
Conduct a Post-fall huddle.
Complete a new Fall Risk Assessment.
Ensure the patient’s family is informed and discuss any contributing factors
leading to the fall. The nurse and/or physician will inform patient’s family
or substitute decision maker of significant clinical injury which requires
further investigations or treatment as a result of the fall.
The nurse will document all actions, assessments and communication as per
QHC documentation policy including details of the fall and outcome.
Complete an event report using the QHC Cares event reporting system.

C. Post Fall Huddle
A post fall huddle is a conversation that occurs as soon as possible following a fall
or near miss fall.

Purpose: to identify conditions that led to the fall or near miss fall. It allows for
feedback and brainstorming from all staff, patient and family to decrease the
potential of a recurrent fall.
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1.

2.

All available staff attend Post Fall Huddle (can include manager, clinical
staff, HSR, physician, team leader, in-charge, patient and family).

A Post Fall Huddle should take place as soon as possible after fall at bedside
or site of fall.

A Post Fall huddle will include immediate assessment of conditions that led
to fall and any new interventions necessary to prevent recurrence of fall.
The Post Fall Huddle should include completion of QHC Cares Event report
and a new Falls Risk assessment.

If family is not available at the time of the fall, ensure they are informed
about factors leading to fall.
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PURPOSE:

The Brant Community Healthcare System (BCHS) is committed to promoting safe
practices to ensure patient safety. Guidelines to support the Interdisciplinary Care
Team'’s responsibilities in the identification, planning, monitoring and evaluation of
universal fall risk interventions will be outlined.

POLICY STATEMENT:

Falls prevention and risk assessment is a shared responsibility within healthcare. All
patients admitted to BCHS will be assessed for fall risk by qualified members of the
Interdisciplinary Care Team utilizing the approved BCHS falls risk assessment tool. For
all outpatients presenting to the Ambulatory Care Unit and Day Surgery, general fall
prevention strategies shall be implemented based on the service provided, as
appropriate to the environment and based on the individual healthcare provider’s clinical
judgement. Patients will be oriented to falls prevention strategies and provided with falls
prevention education on admission to all clinical units as well as when presenting as an
outpatient to the Ambulatory Care Unit and Day Surgery. Staff will be responsible for
communicating patients fall risk level during all transitions of care. Patients identified as
high risk will be identified utilizing the appropriate falls signage and documentation.
Based on the BCHS definitions of falls, all falls (regardless of patient outcome) must be
reported using the BCHS online risk management reporting system.

All staff will receive fall prevention education consistent with role competencies.

DEFINITION (S):

Fall

An unanticipated change in body position in a downward motion or against an object that
may or may not result in a physical injury.

Near Fall
The sudden loss of balance that does not result in a fall or other injury. This can include
a person who slips, stumbles, or trips but is able to regain control prior to falling.

Unwitnessed Fall
Occurs when a patient is found on the floor and neither the patient nor anyone else
knows how she or he got there.

PROCEDURE:

INPATIENT ADULTS INCLUDING THOSE IN THE EMERGENCY DEPARTMENT,
AMBULATORY CARE UNIT, DAY SURGERY, OBSTETRICS

A. Assessment

The Interdisciplinary Care Team will ensure that:

DISCLAIMER: This isa CONTROLLED document. The most current version is in
electronic format on the BCHS intranet site. Any documents appearing in paper form
are NOT controlled.
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o All patients, 14 years of age and older, receive a Hendrich Il Falls Risk
Assessment™ (with the exception of pediatric patients and the Ambulatory Care
Unit):
= immediately on admission and/or presentation to an appointment within the

Ambulatory Care Unit where the patient will be receiving sedation,
= after any fall, and
= when there is any change in patient clinical status.

e For all obstetrical patients, a change in clinical status includes receiving an epidural
and delivery.

Clinical judgement has a role in determining falls risk. Staff are encouraged to use their

clinical judgement to augment the results of the Hendrich Il Falls Risk Assessment™ and

implement additional falls prevention interventions as required.

INPATIENT PAEDIATRICS
A. Assessment
The Interdisciplinary Team will ensure that:
¢ All pediatric patients, 13 years of age and younger, will receive a Humpty Dumpty
Fall Risk Assessment™:
= on admission,
= following any change in patient clinical status, and
= after any fall.
Clinical judgement has a role in determining falls risk. Staff are encouraged to use their
clinical judgement to augment the results of the Humpty Dumpty Fall Risk Assessment™
and implement additional falls prevention interventions as required.

OUTPATIENT PAEDIATRIC

A. Assessment at time of registration

e Upon registration, all paediatric outpatients, 13 years of age and younger, shall be
screened for their fall risk using Humpty Dumpty Fall Risk Assessment™.

e Itis the responsibility of the receiving healthcare provider to further assess the
patient as required.

¢ All patients receiving procedural sedation or anesthesia shall be considered at a high
risk for falls.

ALL PATIENT POPULATIONS

A. Interventions

Interventions will vary based on the clinical care area from which the falls risk
assessment is being completed. For example, interventions that are applicable to the
inpatient population will differ from those implemented for the Ambulatory Care
population, the Obstetrical population, and the paediatric population. A list of

DISCLAIMER: This isa CONTROLLED document. The most current version is in
electronic format on the BCHS intranet site. Any documents appearing in paper form
are NOT controlled.
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interventions can be located within the appropriate falls risk assessment tool, either
electronic or paper.

The Interdisciplinary Care Team will ensure that:

¢ All patients receive the Falls Prevention Brochure.

e The patient, family and/or substitute decision maker’s questions or requests for
further information shall be addressed.

e Patient education is provided surrounding fall prevention strategies as appropriate.

e Based on the risk level, the suitable intervention set will be identified and
implemented. All interventions will be documented on the appropriate available
documentation tools.

e There is a safe environment, with minimal hazards.

In addition, units with inpatients should collaborate with the Interdisciplinary Care Team
to identify additional interventions that may be required as part of the patient’s care plan,
including but not limited to:

¢ Nurses shall complete the Hendrich Il Falls Risk Assessment™, initiate the plan of
care, and routinely evaluate the defined plan based on patient care needs.

e The registered dietician is available for consult to assess patients for appropriate
nutritional interventions to maximize bone health (i.e. calcium and vitamin D intake,
nutritional status and weight).

e The physiotherapist assesses the patient for appropriate interventions to decrease
risk of fall and increase the patient’s ability to mobilize safely (i.e. strengthening)
including balance, mobility assessment, and use of assistive devices (e.g. walkers,
canes).

e The occupational therapist assesses cognition, promotes functional activities and
facilitates the appropriate use of assistive devices (e.g. transfer poles, wheelchairs).

e The pharmacist is available for consultation to assist in the identification of
polypharmacy and medications that may increase the risk of fall (e.g.
benzodiazepines, anticonvulsants). They can conduct a medication review and
make recommendations to decrease any potential or real side effects (e.g. dizziness,
unsteady gait) that may increase risk of fall.

¢ All Clinical Units ensure that fall and fall-related injury prevention is a standard of
care and fall trends, as well as fall prevention outcomes, are shared with the Team.

B. In the Event of a Fall

Call for assistance and stay with the patient until a preliminary assessment for injury can
be completed. If there is suspicion of spinal injury or long bone deformity the patient
should not be moved.

Following immediate care of the patient:

DISCLAIMER: This isa CONTROLLED document. The most current version is in
electronic format on the BCHS intranet site. Any documents appearing in paper form
are NOT controlled.
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Assess patient for any injuries

Assess neurological vital signs (i.e. Glasgow Coma Scale (GCS))

Obtain all details of the fall, as possible, from the patient, family or others

Notify most responsible physician (MRP) of the fall and patient’s current status
Implement any additional fall prevention interventions

Communicate the fall and any changes in the care plan with the Interdisciplinary
Care Team at huddle, rounds and as part of Transfer of Accountability (TOA).

Frequency of Post Fall Assessment

For any patient that has experienced a fall with or without head injury, assess vital signs
(BP, HR, RR, oxygen saturation). For any patient who has experienced a withessed fall
with a head injury or an unwitnessed fall, in addition to vital signs, the assessment of
pupil size and GCS will be completed.

Frequency Duration
Every hour (g1h) X 4 then 4 hours
Every 2 hours (g2h) X 6 then 12 hours
Every 4 hours (q4h) X 8 (or as directed by MRP)

Notify the MRP immediately if there is any change in observations including a drop of
greater than 2 points on the GCS. Continued monitoring is essential post fall as injury
may not become apparent until 24-48 hours later.

C. Documentation

All members of the Interdisciplinary Care Team document consistent with their role to

ensure that:

e The patient’s level of risk and all interventions implemented are noted appropriately
in electronic documentation or paper documentation where electronic documentation
is not available.

Documentation in the Event of a Fall

e Complete the Post-Fall Assessment which includes the Hendrich Il Falls Risk
Assessment™.

¢ Document any additional fall prevention interventions that have been implemented.

¢ Document any injuries in the Physical Assessment intervention to ensure ongoing
assessment of injuries.

e If there are serious injuries (e.g. fracture or head injury) a DAR note is indicated.

o Assessments and interventions are noted appropriately in electronic documentation
or paper documentation where electronic documentation is not available.

e Document the fall in the online risk management system Risk Pro.

DISCLAIMER: This isa CONTROLLED document. The most current version is in
electronic format on the BCHS intranet site. Any documents appearing in paper form
are NOT controlled.
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D. Communication

Patient risk is significantly increased if fall risk is not communicated at transition (e.g.

TOA) points. Fall risk will be communicated at transition points using the following

modalities:

e Electronic documentation via status board.

e Paper documentation via the nursing notes where electronic documentation is not
available.

o Verbally at every transition inclusive of patient transport (e.g. internally or externally).

e Appropriate use of sighage consistent with the fall risk level and fall prevention
interventions.

¢ Inthe event of a fall, withessed or unwitnessed, family, next of kin and/or substitute
decision maker shall be informed.

E. Continuous Quality Improvement

All members of the Interdisciplinary Care Team will ensure:

¢ Routine tracking, monitoring and evaluation of patient fall trends are reviewed.

¢ That specific fall prevention improvement recommendations are forwarded to Quality
and Risk Management.

RELATED PRACTICES AND / OR LEGISLATIONS:
N/A

REFERENCES:
Accreditation Canada. (2014). Required Organizational Practice, Falls Prevention
Strategy.

Accreditation Canada. (2017). Required Organizational Practice. Falls Prevention and
Injury Reduction.

Almonte General Hospital. (2018). Fall risk reduction and post fall assessment.
Unpublished internal document.

Continuing Nursing Education Series. (2009). Pediatric falls: State of the science.
Pediatric Nursing, 35(4), 227-232.

Cooper, C.L., & Nolt, J.N. (2007). Development of an evidence-based pediatric fall
prevention fall program. Journal of Nursing Care Quality, 22(2), 107-112.
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UNIT 5: SAFETY AND COMFORT
Subiject: Fall Risk Prevention, Assessment and Care- Inpatients
Approval: NAC — June 27, 2019 Date: November 19, 2002
Review, Revision Date:
May 2019
Level: Interdependent

Specific to:  All Staff

Purpose:

Woodstock Hospital is committed to providing safe quality patient care. This includes
providing an environment that supports and encourages independence and safe
mobilization through fall prevention strategies. The organization has adopted Universal
Fall Precautions (Appendix A), that applies to all areas within the hospital. A
collaborative approach is used to prevent falls and injuries (related to falls) from
occurring.

The effectiveness of the falls prevention program will be evaluated through
departmental audits, environmental checklists, and falls data obtained from the WH
Safety Event Reporting System (SERS). Audits will be completed on a scheduled basis,
and results reported to Quality Council and the Patient Safety Committee.

Background:

Any patient coming to the hospital for care or service is at greater risk of falling and
injuring themselves as they find themselves in an unfamiliar environment while also
adjusting to changes in their physical or cognitive functioning. Although most falls occur
with patients 65 years of age and older, falls can occur in any care setting or area with
individuals of ALL ages.

Practice Guidelines:

1. The electronic Fall Risk Assessment — Morse is to be completed for all in-patients on
admission using the electronic screening tool and through AdHoc charting when a
reassessment is required. The Fall Risk reassessment is to be completed throughout
the course of the patient’s stay in hospital.

This document is published as part of an electronic document repository.
The user is responsible for referencing the most recently published electronic version.
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apop

All patients on admission

Any patient with a change in condition

Any patient when an actual fall is experienced

All patients deemed to be at risk, based on the clinical judgement of the care
provider

2. On admission, a task will be fired to CareCompass from the Electronic Health Record
(EHR)

3. For ALL patients the following Universal Fall Precautions may be implemented in
order to reduce the risk of falls:

a.
b
C.
d.
e
f.

g.

Operational call bell within reach

. Orientation to unit, room and bathroom, call bell system

Bed at lowest level, brakes on
Ensure secure, non-slip footwear

. Keep patients personal belongings within reach

Walking aids, commode, urinal, equipment accessible (on patient’s strongest
side)
Assess need for safe, frequent toileting

h. Ensure patient’s environment is safe (ie. rooms and hallways uncluttered,

pathway to bathroom is clear and well lit, spills are cleaned up promptly, room
temperature and lighting is appropriate)
‘Preventing Patient Falls Patient Education Handout’ given to patient and family

4. The following interventions are to be completed for any patient who scores High
(greater than 45) on the Morse Fall Risk Assessment:

a.
b.

~® Qoo
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o

Inform patient and family of fall risk status

Apply the High Risk Falls Sticker on the ICP and white card in front of patient
chart

Post High Risk Fall sign at patient’s bedside

Apply the yellow “Call Don’t Fall” arm band to the patient’s wrist

Inform patient to call for assistance with mobilization, as appropriate
Ensure the patient and family is given the “Preventing Patient Falls Patient
Education Handout”

Ensure other Allied Health Services are informed of patient risk of falls (eg.
Diagnostic Imaging, physiotherapy, occupational therapy, pharmacy)
Review patient’s medications with the MRP and or Pharmacist

Activate chair and bed exit alarms, as appropriate

Place patient in a high-low Carroll bed (when possible)

Consider the utilization of a fall mat at the side of the bed

Consider moving patient to close proximity of the care station

. Utilize volunteer support and or family support to sit with the patient, if available

If restraints are used, follow practice guidelines in Clinical Practice Manual - Unit
5 - Use of Restraints
Documentation of education to family, nursing interventions

This document is published as part of an electronic document repository.
The user is responsible for referencing the most recently published electronic version.
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5. All patients admitted 18 years of age and younger (excluding newborns), will be
screened for falls risk, utilizing the Humpty Dumpty screening tool

a. On admission, a task will be fired to CareCompass from the Electronic
Health Record (EHR)

b. If patient is a high risk for falls, complete the following interventions:
i. Inform parents or guardians of fall risk status

ii. Apply the High Risk Falls Sticker on the ICP and white card in front
of patient chart

lii. Post High Risk Fall sign at patient’s bedside

iv. Complete the Humpty Dumpty High Risk Interventions noted in the
EPR

c. If patient is low risk for falls, complete the Universal Fall Risk interventions
noted in the EPR

d. After any fall or change in condition, the screening tool can be utilized
through the AdHoc function

When A Fall Occurs:

Following a fall, contact the family (SDM) and MRP (or on-call physician) if there is a
significant injury and need for medical assessment.

If the fall occurs on a night shift and there is not a significant injury, staff may use
judgment and notify the physician and family (SDM) in the morning.

Complete the screening electronically using the Morse Fall Risk Assessment-
powerform, available through the electronic Adhoc folder.

Documentation of a fall:

1. Allfalls or near falls are entered into the Safety Event Reporting System (SERS)
to ensure all relevant data is entered (eg. time the fall occurred, location, any
contributory factors, any safety precautions that were already in place such as
bed exit alarm and fall mat)

2. Document the fall on the ICP

3. Document the fall and any follow up interventions in the progress notes

4. As applicable, utilize Quality Improvement communication tools (eg. Fall Safety
Cross, Front Line Improving Performance, Huddle board) to increase staff
awareness of the incidence of falls and fall prevention interventions utilized

This document is published as part of an electronic document repository.
The user is responsible for referencing the most recently published electronic version.
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Appendix A: Universal Falls Precautions
Safe Environment

Bottom bed rails down unless assessed otherwise; document number of side rails
Bed in low position

Bed and chair brakes are on

Personal belongings in reach

Rooms and hallways uncluttered, pathway to bathroom is clear and well lit
Ensure spills are cleaned up promptly

Ensure room lighting is appropriate

Assist with mobility

Regular mobilization

Safe, regular toileting

Transfer and or mobility assist is documented
Glasses, hearing and mobility aids within reach

Fall Risk Reduction

Call bell within reach

Moderate to High-risk fall patients identified with yellow “Call Don’t Fall” arm band
Bed and or stretcher in lowest position

Proper footwear available and in use

Engage Patient and Family

Discuss risk factors with patient and or family
Teach patient to transfer safely and properly
Provide fall prevention educational information
Thoroughly orientate patient to surroundings

This document is published as part of an electronic document repository.
The user is responsible for referencing the most recently published electronic version.
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Thunder Bay Regional Health Sciences Centre

Policies, Procedures, Standard Operating Practices No. SAF-1-25

Title: Falls Prevention, In-Patients X Policy [] Procedure [ ] SOP
Category: Patient Care services Distribution: In-patient Care Areas
Dept/Prog/Service: Patient Care - Safety
Approved: Exec. VP, Patient Services & Chief Nursing Approval Date: Mar. 2, 2011
Executive Reviewed/Revised Date: May 2, 2017
Signature: Next Review Date: May 2, 2020
Cross Reference: (CS-PTED-PCS-11) “Am | at Risk for a Fall”, (SAF-1-06) Restraint, Use of
1. PURPOSE
Provides an outline of steps required for assessment of fall risk, implementation of universal and patient
specific fall safety interventions, post fall care and documentation.
2. POLICY STATEMENT
Thunder Bay Regional Health Sciences Centre (the Hospital) is committed to patient and family centred
care and promotes a safe environment through fall risk assessments and the implementation of
universal fall safety interventions and patient specific fall safety interventions to reduce the risk for falls.
3. SCOPE
This policy applies to all in-patients with the exception of infants 0-4 weeks of age and less than 45
weeks corrected gestational age.
4. DEFINITIONS
Fall: An abrupt, uncontrolled, downward change in position, affected by physiological, psychological,
and or environmental factors in which the potential for injury exists or in which an actual injury occurs.
Morse Fall Scale/Paediatric Fall Risk Assessment: A validated fall risk assessment tool that predicts
the likelihood that a patient will fall.
5. PROCEDURE

5.1 Assessment

5.1.1 Review the patient’s history and baseline functioning including history of falls and change in
mobility.

5.1.2 Use the “Fall Prevention Decision Tree” (Appendix 1) as a guide.

5.1.3 For adult patients, complete the “Morse Fall Scale” (Appendix 2) within 24 hours of admission,
on each day shift, after a fall and when there is a significant change in the patient’s condition.

5.1.4 Ensure that an orange arm bracelet is/has been applied on patient who scores high risk for a
fall based on the Morse Fall Scale/Paediatric Fall Risk Assessment score.

5.1.5 For patients who score high risk, ensure that additional staff is available to assist with
transfers.

5.1.6 If paediatric in-patients, complete “Paediatric Fall Risk Assessment” (Appendix 3).

5.2 Implementation

5.2.1 Initiate “Universal Fall Safety Interventions” (Appendix 4) for all inpatients.

5.2.2 Implement “Patient Specific Fall Safety Interventions” (Appendix 5) for patients with a
moderate (25-45) or high (greater than 45) risk score on the Morse Fall Scale.

5.2.3 Consult Physiotherapy or Occupational Therapy for patients with a moderate (25-45) or high
(greater than 45) Risk Score for patient specific fall safety intervention strategies.

5.2.4 Implement “Pediatric Fall Prevention Interventions” (Appendix 6) for pediatric inpatients.

5.2.5 Provide the education pamphlet “Am | at Risk for a Fall? CS-PTED-PCS-11" to patients with a
moderate (25-45) or high (great than 45) Risk score.

5.2.6 Teach the patient and family strategies to reduce risk for falls with selected individualized

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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interventions.

5.2.7 Discuss fall prevention strategies at daily Multidisciplinary Rounds.

5.2.8 Upon discharge to home or other facility, communicate the fall risk to the patient’s family or
care provider.

5.3 Documentation

5.3.1 Complete “Morse Fall Scale” (Appendix 2)/Paediatric Fall Risk Assessment (Appendix 3)
within 24 hours of admission, on each day shift, after a fall and when there is a significant
change in the patient’s condition.

5.3.2 Document “Universal Fall Safety Interventions” and/or “Patient Specific Fall Safety
Interventions” on patient flowsheet every shift.

5.3.3 Document “Low Fall Risk, Moderate Fall Risk or High Fall Risk”, with most recent fall date (if
applicable), on Patient Care Plan (Kardex) and on shift summary.

5.3.4 Document “Patient Specific Fall Safety Interventions” implemented on the Morse Fall
Scale/Paediatric Fall Risk Assessment, Patient Care Plan (Kardex) and on White Board in
patient’s room.

5.3.5 Place “falling star” magnet on White board in patient’s room for patients with a moderate (25-
45 or high (greater than 45) Risk Score.

5.3.6 Indicate additional interventions implemented, post multidisciplinary rounds, on White Board in
patient’s room.

5.4 Post-Fall
5.4.1 Assess patient for injury.
5.4.2 Notify family and Most Responsible Physician (MRP).
5.4.3 Complete “Post Fall Assessment” (Appendix 7).
5.4.4 Complete appropriate clinical assessments (Appendix 8).
5.4.5 Complete an “Electronic Patient Safety Report”.
5.4.6 Repeat Morse Fall Scale (Appendix 2)/Paediatric Fall Risk Assessment (Appendix 3).
5.4.7 Document date and time of fall in Patient Care Plan (Kardex).

6. REFERENCES
Registered Nurses’ Association of Ontario. (2011). Prevention of Falls and Fall Injuries in Older Adults.
(Revised). Toronto, Canada: Registered Nurses’ Association of Ontario
The Ottawa Hospital. Fall Risk Reduction and Safety Program. 2009.
Policy SAF-1-06 - Restraint, Use of

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix 1: Fall Prevention Decision Tree
Patient Admitted

Complete the Morse Fall Scale (Appendix
2)/Paediatric Fall Risk Assessment(Appendix 3)
Within 24 hours of admission
On each day shift
After a fall
When significant change in patient condition

v

Implement Universal Fall Safety Interventions
(Appendix 4)

Identify Morse Fall Scale Risk
Level/Paediatric Fall Risk Assessment

Moderate (25-45) or
High (greater than 45)
Morse Fall Risk Score?

Paediatric Fall Score >5?

] ] ) ) Monitor & assess
Apply orange armband on patient wrist for high risk Maintain Universal Fall Safety
Implement Patient Specific Fall Safety Interventions Interventions (Appendix 4)
(Appendix 5)
Consultation with Physiotherapist / Occupational
Therapist is required
Provide “Am | at Risk for a Fall?” pamphlet

\ 4

/Document “Universal Fall Safety Interventions” and/or “Patient Specific Fall Safety Interventions” on \
patient flowsheet every shift.

Document “Low Fall Risk, Moderate Fall Risk or High Fall Risk”, with most recent fall date (if

applicable), on Patient Care Plan (Kardex) and in shift summary

Document “Patient Specific Fall Safety Interventions” implemented on the Morse Fall Scale/Paediatric

Fall Risk Assessment, Patient Care Plan (Kardex) and on White Board in patient’s room.

Q each patient/family fall prevention strategies. /

[ Patient fall? ]
v
Y
\ / Assess patient for injury. \

Notify family and Most Responsible Physician (MRP).

fMonitor & assess

Complete Morse Fall Scale/Paediatric Complete “Post Fall Assessment” (Appendix 7).
Fall Risk Assessment each day shift Complete appropriate clinical assessments
Identify Morse Fall Scale Risk/Paediatric |« (Appendix 8).

Fall Risk Assessment Level Complete “Electronic Safety Report”.
Implement Universal Fall Safety Repeat Morse Fall Scale/Paediatric Fall Risk Assessment

Klnterventions (Anpendix 4). / K Document date of fall in Patient Care Plan (Kardex).

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix 2: Morse Fall Scale

MORSE Fall Scale

History of Falling |} Yes {ZNo
Secondary Diagnosis () Yes {2 No
: i~ Bed Rest / Nurse Assist ) Crutches / Cane / Walker
Ambulatory Aid {3 Furniture {2 None
IV or IV Access i) Yes {2 No
- : ) Norm/Bed Rest/Wheelchair O Weak
Gait / Transferring ) Impaired

i~ Orientated to Own Ability ) Forgets Limitations
Forgets limitations includes overestimates or forgets limitations.

) Yes

Protocol Reviewed | FClick on View Protocol at the bottom of the screen to view information
regarding completing this assessment and appropriate safety measures for
the patient's risk level.

0 - 24 = Low Risk - Universal Fall Safety Interventions

MORSE Total Score |25 - 44 = Moderate Risk - Universal Fall Safety Interventions

45 and Higher = High Risk - Maintain Universal Fall Safety Interventions
and Implement Patient Specific Fall Interventions as applicable.

Mental Status

Scoring

Risk Level | |
Safety Measures
Universal Fall i Yes
Safety 2 No
Interventions Comment | |

Implemented View protocol to review Universal Fall Safety Interventions.

[ 1 Pharmacist Med Review [] Freq Toileting/Routine  [] Ambulation Assistance

[]Re-orientate Patient  [] Family Presence [JPT/ OT Consult
Additional Safety | [ Patient Moved Closer [ Commode with Brakes [ Manual Wheelchair
Measures [ Low-wheeled Walker [ MNon-skid Slippers/Socks [1Bath Seat/Bench
[ Bed in Lowest Position [ Personal Items In Reach [ Fall Risk Bracelet On
(1 Fall Leaf On wWall (1 Eed or Chair Alert [ Falling Star Magnet

Patient Specific
Fall Interventions
Other Fall
Prevention | |
| Strategies

O Close Observation [ Constant Observation (] Implement Least Restraint

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.





Falls Prevention, In-Patients Page 5 of 10
SAF-1-25

Appendix 3: Pediatric Fall Risk Assessment

Fall Risk
Age 1 -8 Months 9 Months - 5 Years
g 6 Years or Older
Altered Mental 2 Yes < No i i i i i I
Status Altered Mental Status includes Confusion, Disorientation, Agitation,
Impulsivity, Poor Cognition, Mental Retardation Developmentally Delayed
) Yes ) Mo

Medications which increase risk are Sedatives, Hypnotics, Barbiturates,
Phenothiazines, Anti-depressants, Laxatives, Diuretics, Marcotics

Does NOT apply to non-ambulatory patients whose bladder control does not
require out of bed transfer

Does NOT apply to those patients in ICU under continuous pharmacological
parlayzation

Medications Which
Increase Risk

i Yes Mo
Incontinence, Does not aply to non-ambulatory patients whose bladder control does not
Mocturia, Frequency require out of bed transfer.
or Urgency Does not apply when developmentally appropriate, 1. 2. a baby or when

toilet training has not been achieved.

Prior Fall During
Same Hospital Visit 2 Yes ¥ No

Age & Years or >

with Fall History 1 Yes 2 Mo
in the Past & Maonths
?fnerﬁggﬁi? ) Yes Mo
Imbalance or M= Does not apply to non-ambulatory patients whose bladder control does not
Gait require out of bed transfer.
Risk for Seizures
or Having Seizures O Yes 0 No
Equipment - IV
Pole, Tubing, O Yes i O N_D
Walker, Wheelchair, Enter ¥Yes only if patient ambulatory.
Monitors
Physical Disability i) Yes ) No
That Pre;dllrsapinloses t0  Enter Yes only if not entered in a previous category.
Specific Patient QYES B ) No i i i
Conditions Which l.e.Menningitis,Hypotension,Hypoglycemia,Reflux using Wedge,Use of Infant

Might Increase Risk | Seat.

Total Score | |

i Low Risk i High Risk

Fall Risk Level Score of 0 - 4 is Low Risk, Score = or = 5 is High Risk
"Adapted with permission from
Mationwide Children's Hospital”

Safety Measures

) Yes
Standard Safety i3 No
Measures Implemented | Comment |

View protocol to review standard safety measures.

[ Follow Low Risk Protocol (] Apply Fall Risk Arm Band

O vellow Insert on Chart [ Check Q1h

[ Assess Elimination Q2H [ Assess for Commode/Bedpan
High Risk Safety [1 Assist/Protective Device [ Patient Moved Closer

Measures Implemented | [] Assess Need for 1:1 [ Evaluate Medication Times

Assistive or protective devices include caged crib, Optima bed, low rising
bed, gait belt, groin posey.
Consider changing medication times (i.e. Lasix in AM instead of PM)

Other Fall
Prevention [ |
Strategies

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix 4: Universal Fall Safety Interventions (Low Risk Patients)

Universal Fall Safety Interventions are recommended for all in-patients. For those individual patients who
have been assessed and identified as needing additional safety interventions, refer to Patient Specific Fall
Safety Interventions as appropriate.

Impaired Mental Status: Confusion/Agitation:

Perform daily assessment of mental status assessing for delirium, dementia, and depression.
Develop consistent daily plan of care.

Provide consistency in staffing where possible.

Monitor for infections or other acute illnesses.

Encourage patient’s highest tolerated activity level on a daily basis.

Reduce multiple stimuli (e.g. provide quiet environment), if possible.

Impaired Mobility/Altered Elimination Pattern:

Review history of falls prior to admission; review current chart for any falls while in hospital.
Establish or follow a mobility plan.

Provide appropriate assistive devices (raised toilet seat, walker, cane) at all times as determined by
Physiotherapist/Occupational Therapist (may require raised toilet seat, walker, cane)

-ensure assistive devices are in good working order

-lock brakes on all equipment prior to using

Encourage ambulation and provide cuing and assistance to bathroom as needed.

Provide 1-2 bed side rails up for positioning.

Encourage properly fitted footwear with non-skid soles and assist with use.

Encourage patients to sit safely during self-care routine.

Assess pattern of elimination: reduce fluid intake after dinner; assist to toilet prior to sleep; place commode
at bedside if appropriate, bedpan, urinal at bedside.

Provide constant light at night in bathroom.

Provide low bed and or bed exit alarms when available for patients at high risk for falls.

Keep bed height at lowest possible position to ensure safety with transfers.

Use electronic lifts (e.g., Hoyer Lift) or other transferring devices when available for transferring or
repositioning the patient.

Communication/Sensory/Perceptual Alteration:

Ensure use and proper function of hearing aids and eye wear.

Use clear, concise communication strategies.

Provide verbal cues for ambulating and transfers.

Evaluate patient’s ability to understand and perform instructions, document in patient’s chart.
Provide an orientation to the unit and bathroom.

Encourage family member participation and/or translator to assist with language barriers.

Medication/Environment/Hypotension/Weakness/Other:

Review medication profile to assess those which may contribute to the patient fall risk; consult with pharmacy
regarding alternative options available.

Assess for pain and provide analgesics as needed.

Orientate patient and family to the environment: bathroom, call bell.

Ensure call bell is within easy reach and use special call bells for patients with impaired motor skills.

Place telephone, personal effects and assistive devices within arm’s reach.

Use appropriate lighting in patient’s room at night instructing patients to pause when moving from a light area to
a dark area allowing their eyes to adjust to the change.

Wipe up spills immediately and ensure pathways are clear (e.g., to bathroom).

Encourage patients to call for assistance prior to getting up.

Encourage patients to wait several seconds after moving from a lying to a sitting position.

Raise head of bed prior to sitting patient at the side of the bed.

Educate the patient and family on risks of moving too quickly.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix 5: Patient Specific Fall Safety Interventions (Moderate and High Risk Patients)

For moderate and high risk patients who have been assessed and identified as needing additional safety
measures, select interventions as appropriate on the Morse Fall Scale/Paediatric Fall Risk Assessment.

Consult with Physiotherapy or Occupational Therapy.
Consult Interprofessional team as appropriate: Social Work, Pharmacy.

Impaired Mental Status: Confusion/Agitation:

Encourage family members, volunteers to remain with patient.

Place in room near nursing station, minimize number of room changes.

Provide increased observation and assistance during periods of peak activity and at night as this can be a
high fall risk time.

Place bed in lowest position; leave at least one side rail down.

Use bed exit alarms when possible.

Consult manager regarding need to implement close/constant observation.

Impaired Mobility/Altered Elimination Pattern:

Provide regular toileting routine (if incontinent toilet Q2hrs and progress).

Provide and offer toileting assistance at night with hourly checks if patient is awake as this can be a high fall
risk time.

Mobilize at least 3 times daily walking to bathroom, within room then progress as appropriate.
Encourage patient to be up in chair for meals.

Provide wheelchair mobility and encourage foot propelling as appropriate.

Suggest consideration of non-skid fall prevention socks if appropriate footwear is not in hospital (can be
purchased in Seasons Gift Shop).

Use electronic lifts (e.g. Hoyer Lift) or other transferring devices when available for transferring or
repositioning patients.

Communication/ Sensory/Perceptual Alteration:

Use hearing aids as appropriate.

Consider referral to Speech Language Pathologist for assessment and interventions.

Educate the patient and family with education pamphlet “Am | At Risk for a Fall?” CS-PTED-PCS-11.

Environment:

Provide “Am | At Risk For a Fall” CS-PTED-PCS-11 education pamphlet to patient and family; document
under “Other Fall Prevention Strategies” on Morse Fall Scale/Paediatric Fall Risk Assessment.

Assess need for increased number of side rails, note patient requirements on Patient Care Plan (Kardex).
Educate patient and family that use of 4 rails could be considered a restraint and possibly contribute to
greater injury in a potential fall TBRHSC Policy SAF-1-06 - Restraint, Use of.

Use monitoring devices (e.g. bed exit alarm).

Use safe wandering bracelet system (on 1A, 2A, 2B units only).

Medication/Hypotension/Weakness/Other:

Monitor BP lying and standing when appropriate to assess for orthostatic hypotension.
Report greater than or equal to 20mmHg drop between lying and standing.
Encourage patient to sit at side of bed and count to ten before rising.

Convert IV access to saline lock as soon as possible to prevent tripping over tubing.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix 6: Pediatric Fall Prevention Interventions
Low Risk Standard Patient Safety Protocol (Fall Risk Score from O - 4)

Orientation to room

Encourage Rooming-In

Bed in low position, breaks on, locked out

Side rails up

Nonskid footwear available

Assess elimination needs; assist if needed

Call bell in reach; assure patient able to use it

Personal items within reach

Environment clear of hazards (TV cart, Bed side table, bags, shoes, chairs, etc)
Adequate lighting

No toys in the crib in which the child could crawl upon
Patient and family given education on fall prevention
Document fall prevention teaching/education/interventions

High Risk Patient Safety Protocol (Fall Risk Score is greater than 5)

Follow the Low Risk Standard Patient Safety Protocol

Identify patient with Orange Arm Band, orange name insert patient chart

Check patient minimum every 1 hour

Assess elimination needs every 2 hours; assist as heeded, commode or bedpan
Assistive or protective device if needed (Low rising bed, gait belt, etc)

Consider moving patient closer to nurses' station

Assess need for close/constant observation

Evaluate medication administration times (i.e., Lasix in AM instead of PM)

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix 7: Post Fall Assessment

ODCccurrance
Time Of Fall L 1
() Bathroom ) Bedroom () Corridor
Location at Time of |} Sun Room O Physiotherapy Gym ) Hospital Grounds
Fall ) Patient Room
) Other | |
) Ambulating ) Transferring ) Lying - Standing
Activity When Fall ) Sitting - Standing _ Standing - Sitting ) Bathing/Showering
Occurred 2 Physio/OT Activity O Recreational Activity & Toileting
1 Other | |
) Yes
Was Fall Witnessed | No
Comment | |
O Yes
Signs Of Injury 2 No
Comment | |
O Yes
Did Patient Hit Head | No
Comment | |
Was Fall Risk
Assessment 8}:'%5
Completed Prior To
Fall Comment | |
- [ Proper Footwear [] Seat Belt On [] Side Rails Up
S R L [] Brakes Applied ] Transfer Belt Used [] Restraints Applied

TiTTEE R [ call Bell Within Reach [ Anti-slip Devices Used [ 1:1 Supervision

Safety Precautions | |

Comment
[ Medical Condition [J Cognitive Impairment
O Impulsiveness [ Agitation
Precipitating/ [ Disregarded Instructions [] Disregard Safety Precaut.
Contributing Factors | [ Confusion [ Disoriented
[ Dizzyness/Light Headed [] Intoxicated
[0 sedated [0 Communication Problem
Interventions
[ Lab Tests Ordered [ x-rRay Ordered
Interventions [J CT Scan Ordered [ Medications Ordered
[ Further Assessment Needed
) Yes
Physician Notified I No
Comment | |
) Yes
Family Motified ) No
Comment | |
Morse Fall Scale ) Yes

Assessment Done ) Mo

Physical Assessment | Yes
Daone ) Mo

Pain Assessment Done | Yes 2 No O NJA - No cfo Pain

Further Information ||
Temperature

Temperature || | (26.4 - 37.7 degrees C)
Pulse
Pulse Rate | | (50 - 100 bpm)
Rhythm ) Regular > Irregular
Respirations
Respiratory Rate [ | (12 -20)
02 Sat by Pulse
Oximetry l | (95 - 100 %)
[J Room Air [ Nasal Cannula [] Mask ] venturi Mask
Oxygen Delivery [J Mon-Rebreather [J Rebreather [ Trach mask [JTent
Method [ T-Piece [0 ambu Bag [ eipap O crapr
[ Mechanical Ventilator [ Humidified Air
Flow Rate [ | L/min
% Oxvaen [ | (om)
Blood Pressure - Occurrence #1
Systolic [ | (100 - 140 mm Hg)
Diastaolic [ | (60 - 100 mm Hg)
Mean [ | (mm Hg)

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix 8: Clinical Assessments

Textf Mext Azzoc
Intervention Ord Status sSrc Freguency History Scheduled *  Prtcl Data
Maorse Fall Scale =2 ) A MNEW v
Post Fall Azzezzment A MEW
Meuro Vitalz / MEWS A MEW ¢
Pain Azzezzment A MEW ¢
Fhysical &ssessment TERHSC| &) A MEW ¥

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in

any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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           FALLS RISK ASSESSMENT, PREVENTION & INTERVENTION





POLICY:



The Pembroke Regional Hospital (PRH) recognizes that falls in hospital represent adverse events for our patients.  An interdisciplinary approach to fall prevention includes early identification of patients at risk for falls and early implementation of strategies to reduce the incidence of falls in hospital.  Members of the Interdisciplinary Team work collaboratively to identify clients at risk for falls and implement measures to reduce the risk of falls for our clients.



All inpatient Medical, Surgical, Intensive Care, Rehab and Acute Mental Health clients will undergo a fall risk assessment on admission, using the Morse Falls Scale Screening Tool (see links to view “Morse Fall Scale”). 



In the ED, a fall risk assessment will be completed on all patients over the age of 65 and on patients deemed high risk on nursing assessment, using the Morse Falls Scale Screening Tool..



All adult inpatients that are at risk of falling will be identified, and a plan of care will be implemented to minimize risk of falling while respecting patient autonomy and dignity.  Interventions to reduce risk will respect the patient’s or substitute decision makers wishes and will focus on maintaining or improving patient’s mobility and independence.  



NOTE: This policy does not pertain to antepartum, intrapartum, and postpartum patients admitted to the Maternal Child Unit (see links to view “Obstetrical Fall Risk Assessment and Prevention Program” Policy).



 PURPOSE:

· Identify patients at risk for falls

· Initiate preventative approaches

· Provide appropriate strategies and interventions for the patient after a fall

· Monitor and evaluate patient outcomes

· Provide learning opportunities



DEFINITIONS:



Fall: An event which results in a person coming to rest inadvertently on the ground or floor or other lower level. 



History of Falls: Two or more falls reported in the previous six months.



Unwitnessed Fall: Occurs in absence of a reliable witness that can describe the circumstances of the fall.



Witnessed Fall: Occurs where there is a reliable witness to describe the circumstances of the fall, including whether or not the patient struck his/her head as a result of the fall.



Near Fall:  Is a slip, trip, stumble or loss of balance where the individual starts to fall but is able to recover and remain upright or is steadied by staff or eased to the floor by staff. 











Repeat Falls: Two or more falls during hospital stay 



The Morse Fall Scale:  A validated screening tool used to assess a patient’s likelihood of falling.  

· Morse Score of 0-24 represents low risk for falls and/or falls-related injury 

· Morse score of 25-44 represents moderate risk for falls and falls-related injury

· Morse score of 45 or greater represents high risk for falls and /or falls-related injury





PROCEDURE/GUIDELINES:



A. Fall Risk Assessment 

On admission all admitted Medical, Surgical, Intensive Care, Rehab and Acute Mental Health patients will be screened using the Morse Fall Scale by patient’s nurse.



All inpatient rehab patients will be assessed using the interdisciplinary assessment.   



All Medical, Rehabilitation, Surgical, Intensive Care and Acute Mental Health patients will be re-screened with the Morse Fall Scale.  

· With any change in condition 

· With any transfer to another inpatient unit

· After every fall 

· When patient’s condition improves (decreases from high fall risk to moderate or low fall risk). 



The Interdisciplinary Team will implement appropriate fall prevention strategies according to level of risk.



When a patient is identified as high fall risk, the responsible nurse will attach a yellow bracelet to the patient’s wrist, place high fall risk sign at the bedside and document on the kardex. 



B:  Strategies to Mitigate Risk of Falling



1. For patients at low risk for falls (Morse Fall Risk 0-24) staff will implement fall risk strategies as noted in Appendix 1: (Basic falls Prevention Strategies). 



2. For patients at moderate risk (Morse Fall Risk Score 25-44) staff will implement strategies in Appendix 1, and add strategies from Appendix 2, (Moderate Fall Prevention Strategies).  



3. For patients at high risk for falls (Morse Fall Risk Score 45 or higher) staff will implement strategies in Appendix 1 and Appendix 2, and add strategies in Appendix 3. Where a patient’s screens high risk for fall the responsible nurse, will attach a yellow bracelet to the client’s wrist, document this on the Kardex and place a high fall risk sign at bedside.











4. All patients at high fall risk require a referral to Physiotherapy (PT) for mobility assessment. The Responsible Nurse will complete the PT referral, “High Fall Risk” indicating Morse Fall Scale.



5. The Nurse and PT will ensure that the patient, caregivers, family and staff involved in the patient’s care are aware of risk and of precautions required for the individual patient’s needs. 



6. The Nurse and PT will alert the team that there is a client at risk for falls and document discussion at safety huddles.





C. Physiotherapy Mobility Assessment



1. Prompted by the fall risk screening, the PT will complete a Fall Risk Mobility Assessment within 48 hours of receiving the referral (see links to view “Fall Risk Mobility Assessment”). 



2. The PT will assess bed mobility, lying to sitting transfers, sitting to standing and bed to chair transfers, and ambulation as appropriate. 

  

3. The PT will provide the patient with appropriate mobility equipment and tag with patient’s name. 



4.  The PT will notify the patient’s nurse with the Mobility recommendations and the patient’s nurse will update the patient’s Kardex under “Activity”.



5. The PT will place an updated mobility pictogram depicting transfer/ambulation recommendations on the wall in the patient’s room.



6. The PT and Nurse will explain and reinforce  mobility recommendations to patient and /or substitute decision maker. 



7. In cases where a high fall risk score is reduced to low risk or moderate risk on re-assessment, the nurse will remove the wrist bracelet, update the Kardex and remove the high fall risk signage at bedside.  



Post Fall Management:



The responsible nurse will immediately assess the patient post fall: 

· Assess for injuries and treat accordingly

· Inform attending physician as soon as possible

· Contact Substitute Decision Maker, if indicated

· Monitor the patient for 48 hours using the post fall 48-hour monitoring report for all falls that are unwitnessed, a fall in which the head is struck, and all patients taking anti-coagulants. 

· Implement a post fall huddle with staff on the unit to inform all staff of the fall. 







· At the huddle discuss the probable causes of the fall and discuss interventions to ensure the patient is safe in their environment.  

· Complete Post Fall Huddle Review (see link to “Post Fall Huddle”). 

· Complete incident report in the Risk Incident Management System (RIMS)

· Document the event in the interdisciplinary notes

· Repeat Morse Fall Scale and consider PT Referral

· Provide patients with information for fall prevention after fall and upon discharge from hospital

· Update the fall risk designation, if appropriate





REFERENCES: 



Deep River and District Hospital Nursing Policy and Procedure Manual:  Fall Prevention Program:  October 2012



JM Morse RM SJ. “Development of a Scale to Identify the Fall-prone Patient”. Can J aging 1989, 8, 366-7



Markham Stouffville Hospital, Falls Prevention/Safer Mobility Policy, 21/09/05.



Queensway Carleton Hospital:  Falls Risk Assessment, Prevention and Intervention:  Nursing Policy & Procedure:  May 2007.  



Registered Nurses’ Association of Ontario. (2005). Prevention of Falls and Fall Injuries in the Older Adult. (Revised). Toronto, Canada: Registered Nurses’ Association of Ontario.



Safer Healthcare Now! (2013). Reducing Falls and Injury from Falls. Safer Healthcare Now! Getting Started Kit. [On-line]. Available: www.saferhealthcarenow.ca/en/interventions/fallsault.aspx



















































Appendix 1

Basic Fall Prevention Strategies (Morse Score 0-24)



1. Orientate the patient to surroundings and staff.

2. Provide adequate lighting to promote safe ambulation during the day and night (illuminate night lights at night).

3. Remove obstacles in the room that obstruct key pathways. 

4. Ensure eye glasses and hearing aids are available and in use.

5. Encourage patient to wear non-skid shoes.

6. Exercise: ambulate 3x daily.

7. Up for meals 3x daily.

8. Call bell within easy reach (patient’s stronger side) and ensure patient can use appropriately.

9. Answer the call bell promptly.

10. Teach the patient how to get out of bed safely and properly.

11. Ensure brakes on all equipment.

12. Ensure bed height is appropriate for the client.

13. Ensure bed is in lowest position and wheels are locked.

14. Provide physically safe environment (e.g. eliminate spills, clutter, electrical cords, obstructed walkways, and unnecessary equipment).

15. Place personal care items and telephone within arms length.

16. Keep 2-3 side rails up.

17. Instruct the patient in the use of grab bars in the bathroom by the toilet and tub.

18. Visual signage (pictogram) at patient bedside indicating fall risk level and educate client and family about their fall risk level. 

19. Remove foley catheter as soon as possible.





Appendix 2

Moderate Fall Prevention Strategies:  (Morse Score 25-44)

(Include all interventions in Appendices 1)



1. Provide appropriate assistive devices at all times (e.g. commode, raised toilet seat, bed rail for transfers gait aid).

2. Ambulatory aids within easy reach.

3. Ensure all assistive devices are in good repair. 

4. Chair height appropriate, chair arms as required for safe transfers.

5. Orient patient and family to surroundings:  bed area, bathroom, nurse call system and clinical unit

6. Encourage use of call bell when assistance is required and prior to getting up if needed.

7. Before leaving the patient ask about toileting, ensure call bell within reach, personal items in reach, fluids in reach.

8. Foot wear adequate and worn when up:  slip reduction soles;   proper fit.

9. Establish, document and follow a mobility plan. Encourage regular exercise, seating for personal care as indicated.

10. Assess elimination pattern; fluid restriction as appropriate after supper, bedtime toileting routine, urinal/commode at bedside.

11. Ensure use of clear and concise communication strategies; verbal cueing, use of visual aids e.g. pictures. 

12. Evaluate patient and family understanding of communication and instructions.

13. Assess ongoing patient’s cognition, level of awareness, confusion and agitation.

14. Sleep hygiene measure implemented:  quiet environment, toileting, comfort measures, relaxation techniques.

15. Identify and eliminate environmental hazards:  cluttering obstructed walkways, wet flooring, inadequate lighting and glare, removal of furniture in disrepair.









16. Educate patient and family regarding Falls Prevention and provide literature as required.

17. Provide patient and family with list of community resources with the aim of to Falls Prevention.

18. Refer patients to Mobility and Falls Prevention programs upon discharge, as indicated by falls risk.

19. Visual signage (pictogram) at patient bedside indicating fall risk level and educate client and family about their fall risk level.





Appendix 3:  

Individualized Interventions

(Include all interventions in Appendices 1 and 2.)



1. Communication risk with each report and patient transfer.

2. Orthostatic BP x as indicated. 

3. Educate patient to change position slowly.

4. Bed alarm as indicated, ensure height of bed at lowest position. 

5. Chair alarm as indicated.

6. Toileting routine q ___ hours with assistance.

7. Commode at bedside ___ day ___ night.

8. Bathroom light on at night.

9. Educate patient and family, distribute pamphlets on fall prevention.

10. Medication review as indicated.

11. Assess for Delirium q shift: CAM.

12. Encourage family to visit and assist.

13. Consider room change to promote closer observation.

14. Restraint minimization.

15. Visual signage (pictogram) at bedside indicating fall risk level and educate client and family about their fall risk level.

16. Encourage use of hip protectors.

17. Consider referral to:

· OT for Cognitive Assessment as indicated

· Pharmacy

18. Apply yellow bracelet to patient’s wrist. 
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		Falls Prevention and Post Fall Management Policy 







Falls and fall related injuries have a significant impact on the individual, organizations providing health care services and the health care system overall; it is known that the average acute length of stay for a fall-related injury is 80% longer and falls in older adults often result in moderate to severe injuries (i.e. hip fractures and head injuries with residual deficits) 1 



Purpose 

The purpose of this policy is to:

1. Effectively and consistently identify and support patients who are at falls risk as early as possible;

2. Provide a safe environment for all patients;

3. Decrease the number /rate of falls and injury from falls;

4. Define appropriate care activities / interventions associated with both falls risk and harm levels; 

5. Prevent / minimize harm from falls and promote patient safety;

6. Outline  individual and team accountabilities for daily monitoring, tracking and analysis, in addition to identifying opportunities for improvement; 

7. Ensure that patients and families are aware of and engaged in the falls program including their role and accountabilities.



Scope 

This policy applies to all staff, volunteers and physicians of Halton Healthcare who become aware of a patient related fall risk or incident. This includes all members of the interprofessional team, including nursing, physiotherapy, occupational therapy, speech language pathology, discharge planning, social work, porters and pharmacists, chaplain, child and youth counsellors, recreational therapists, to name a few. 



Policy 

1. Falls risk assessment and prevention is an inter-professional process and each discipline, within their scope of practice, is responsible for contributing to the patient’s individualized care plan.

2. Clinical teams are accountable for working together to prevent falls, including daily monitoring in forums such as bullet rounds, quality huddles, as well as use of tools such as safety crosses. 

3. Patients with the exclusion of Maternal Child must be assessed for their fall risk using the Morse Fall Risk tool or other tool as adopted by the specific program/department, as follows:  See Appendix A  - Morse Fall Assessment

		I. within 12 hours of admission to their unit -

		- by a Nurse



		II. *Rehabilitation, CCC and CTC within 48 hours of admission to their unit

		-by a Nurse



		III. with any significant change in patient condition (improvement or worsening) -

		- by Nurse or Allied Health



		IV. following a fall or near miss fall -

		- by a Nurse or Allied Health



		V. on transfer to a new setting/area –

VI. following transport between sites

VII. post invasive procedure

		- by a Nurse

- by a Nurse

- by a Nurse





		*Patients admitted to Rehabilitation, CCC or CTC units will be deemed at risk for the first 48 hours.  Upon the 48 hours the Morse tool will be completed and interventions applied as appropriate.





4. All patients admitted to the Maternal Child Program (Birthing Suites, Post-Partum, Paediatrics and Special Care Nursery are considered at high risk for falling and will have universal interventions initiated and maintained.  In addition to the universal falls interventions, patients in the Maternal Child Program have additional high risk interventions specific to this patient demographic.  Please refer to Appendix B

5. All ambulatory areas will have a documented and coordinated approach for falls prevention and management that is implemented, evaluated and approved by the corporate Falls Quality of Care Committee (Ref - ROP, Accreditation Canada, revised 2017).

6. Bed rails are not to be used as a fall prevention strategy.

7. Patients requiring assistance to the washroom/toilet are not to be left unattended.

8. For un-witnessed falls where a head injury is suspected or known, a head CT is strongly considered.

9. Notify the physician regarding the patient’s history, vital signs, suspicion or evidence of injury and if the patient is on anticoagulant therapy.

10. The following precautions / interventions must be implemented as outlined below: 

	See Appendix C– Decision Tree and Appendix D– Interventions Checklist for printing if needed



		a. Interventions -

		Universal

		All High Risk

		Post Fall



		· Familiarize/orient patient to room and equipment

		x

		x

		x



		· Engage/educate patient & family in prevention strategies

		x

		x

		x



		· Call bell, sensory aids, other needed devices/personal items in reach

		x

		x

		x



		· Clear path to washroom

		x

		x

		x



		· Non-skid footwear

		x

		x

		x



		· Bed in lowest position

		x

		x

		x



		· Brakes and locks secured on beds, stretchers, chairs, commodes

		x

		x

		x



		· Adequate lighting including functioning nightlight

		x

		x

		x



		· Purposeful Q1h rounding including scheduled and purposeful/regular toileting, where this initiative is implemented

		x

		x

		x



		· Consistent communication – see  #10 below

		

		

		



		· Emphasis on mobilizing patient

		x

		x

		x



		· Lifts and repositioning aids used appropriately as per Minimal Lift and Safe Patient Handling policy 

		x

		x

		x



		· Referral/consult physiotherapist, occupational therapist as appropriate

		

		x

		x



		· Referral/consult pharmacist, dietitian as appropriate

		

		x

		x



		· Referral to Psycho-Geriatric services if needed

		

		x

		x



		· Med Rec completed on admission and at all transition points

		

		

		



		· Provide brochure ‘Working Together to Prevent Falls’ - See Appendix E

		

		x

		x



		· Medication review / teaching (see Appendix F – Medications Contributing to Increased Risk of Falls))

		x

		x

		x



		· Visual cues – use wristband and signage / yellow magnet

		

		x

		x



		· Bed / chair alarm and/or floor mat 

		

		x

		x



		· Consider increased supervision / line-of-site

		

		x

		x



		· Provide diversional activities 

		

		x

		x



		

		

		

		



		b. Post-Fall Interventions (all patients considered HIGH RISK)

		

		

		



		· Complete head-to-toe assessment for patient’s pre-fall baseline before moving patient (use lift as appropriate)

		

		

		x



		· Assess / monitor for injury and any changes from immediate post fall baseline - behavioural, physiological and neurological changes

		

		

		x



		· Monitor for behavioural changes and Vital Signs q1h x 4, then if stable q4h x 24 hours; BP and HR supine, then repeat after 2 minutes standing, if able,  x 1 

· If head injury known/suspected, include neuro vital signs (GCS) as ordered

		

		

		x



		· Notify Most Responsible Physician immediately using the Adult Inpatient Post Fall Management Order Set (H4185). See Appendix G

		

		

		x



		· Advise if suspected head injury (witnessed/un-witnessed) and inform if taking anticoagulants/anti-platelets and/or has history of known coagulopathy (alcoholism, liver disease, bleeding disorders or active chemotherapy). Suggest CT head be considered.

		

		

		



		· If patient has been taking IV, SC or oral anticoagulants within 48h prior to the fall - MRP or delegate must be asked if specific investigations may be indicated, such as:  a)INR/PTT, CBC within 8 hours and repeat at 16h;  b) CT Head;  c) temporary discontinuation or reduction of anticoagulant dosage 

		

		

		



		· Notify family/SDM immediately unless otherwise agreed upon by patient/family-SDM

		

		

		x



		· Consider fall prevention bed such as low bed / integrated exit alarm as available and other resources as required. See Appendix H for Recommended Products to Assist in Falls Prevention

		

		

		x



		· Referral / consult to Physio and Occupational Therapists, Pharmacist, Dietitian and CCAC for discharge planning as determined during the post-fall huddle; and update patient care plan/Kardex

		

		

		x



		· Document a focus note including action taken, assessment findings and communication

		

		

		x



		· Conduct post-fall huddle as soon as possible/within the shift 

		

		

		x



		· Repeat Morse assessment in full 

		

		

		x



		· Submit incident report using the Incident Reporting System (IRS) – see #11 below

		

		

		x

















11. Communication about falls risk and patient status must occur as follows:

i. During all transition points/handoffs (e.g. shift report)

ii. During any transport external to departments / sites

iii. At interprofessional daily rounds, where they are scheduled

iv. Quality huddles

v. In Focus Notes and Patient Care Plan/Kardex 



12. Enter incident in the Incident Reporting System (IRS). See Appendix I for description of harm levels.

13. The clinical team and organization will monitor and trend patient falls and near misses, utilizing the Incident Reporting System (IRS). 

Quality Monitoring:  

1. The Incident Reporting System provides electronic notification alerts and reports to managers who will share and discuss the reports with the team.

2. Quality and Patient Relations Department will ensure availability of reports (and as requested) for program/department leadership teams that identify falls data to support identification of trends and monitoring of improvement strategies.

3. Falls incidents and harm level analysis are reviewed by each program/department’s leadership for identification of the need for system-wide analysis/interventions. These recommendations are reviewed at the corporate Quality of Care Committee.



Definitions 

Fall – Is defined as an event that results in a person coming to rest inadvertently on the ground or floor or other lower level with or without injury2 WHO   

Un-witnessed Fall – This is where the patient is unable to explain the events and there is evidence to support that a fall has occurred. 

Near Miss Fall – A sudden loss of balance that does not result in a fall or injury. This can include a person who slips, stumbles or trips but is able to regain control prior to falling with or without assistance as well as near falls where the patient is eased to the floor by staff or family members3. 



Related Documents

Least Restraint Policy and Procedure

Wandering/Elopement – Identifying and Managing Patients at Risk

Minimal Lift and Safe Patient Handling

Incident Management Policy and Procedure



Key Words 

slip, trip, restraint, mobility, fall, rounds, huddle, injury, harm





Signed by	_________________________

Title		_________________________



Appendices 

Appendix A – Quick Tips for Falls Prevention – The MORSE

Appendix B – Falls Prevention Maternal/Child Program Interventions

Appendix C – Decision Tree for Falls Risk Assessment and Prevention

Appendix D – Interventions Checklist

Appendix E – Falls Prevention Sheet

Appendix F – Medications Contributing to Increased Risk of Falling

Appendix G – Adult Inpatient Post fall Management Order Set

Appendix H – Recommended Products to Assist in Falls Prevention

Appendix I – Harm/Damage Levels – Definitions
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		A/ Universal – All Patients

	Familiarize/orient patient to room and equipment

	Engage/educate patient & family in prevention strategies

	Engage/educate patient & family in prevention strategies

	Call bell, sensory aids, other needed devices/personal items 	in reach

	Clear path to washroom

	Non-skid footwear

	Bed in lowest position

	Brakes & locks secured on beds, stretchers, chairs, 	commodes

	Adequate lighting including functioning nightlight

	Purposeful Q1h rounding including scheduled and 	purposeful & regular toileting-where this initiative is 	implemented

	Emphasis on mobilizing patient

	Lifts and repositioning aids used appropriately as per 	Minimal lift and safe patient handling policy

	Medication review/teaching(see Appendix E – 	Medications contributing to increased Risk of Falls)

	Consistent communication – see # 9 in Policy

	Med Rec completed on admission & all transition points

		B/  All HIGH Risk Patients (Morse > 45)

Continue with ALL Universal interventions and ADD:

	Referral/consult physiotherapist, 	occupational 	therapist

	Referral/consult pharmacist, dietitian

	Referral to Psycho-Geriatric services if 	needed

	Provide Working Together to Prevent Falls 	Brochure (See Appendix D)

	Visual cues – use wristband and Signage

	Bed/Chair alarm and/or floor mat (see 	Appendix F, recommended products to 	assist in Falls Prevention)

	Consider increased supervision / line-of-site

	Provide diversional activities



		C/  Post Fall Interventions (ALL Patients considered HIGH RISK) – 

Continue with A/ & B/ above plus:

	Complete head-to-toe assessment for baseline prior to moving patient following a fall (use lift as appropriate)

	Assess / monitor for injury and any changes from immediate post fall baseline- behavioural, physiological and 	neurological changes

	Monitor for behavioural changes and Vital Signs q 1h x 4, then if stable q 4h x 24 hours

	If head injury known/suspected, include neuro vital signs (GCS) as ordered

	Notify Most Responsible Physician as soon as possible -

· Advise if suspected head injury (witnessed or un-witnessed) and inform if taking anticoagulants/anti-platelets and /or has history of known coagulopathy (alcoholism, liver disease, bleeding disorders or active chemotherapy) Suggest CT head be considered.

· If patient has been taking IV, SC or oral anticoagulants within 48h prior to the fall – MRP or delegate must be asked if specific investigations may be indicated, such as: a) INR/PTT, CBC within 8 hours &/or 16 h post fall b) CT Head, c) temporary discontinuation or reduction of anticoagulant dosage

	Notify family/SDM as soon as possible

	Consider fall prevention bed such as low bed / integrated exit alarm as available (see Appendix F for 	Recommended Products to Assist in Falls Prevention)

	Referral / consult to Physio and Occupational Therapists, Pharmacist, Dietitian and CCAC for discharge 	planning

	Update patients individual care plan / Kardex

	Document a focus note including action taken, assessment findings and communication

	Conduct post-fall huddle as soon as possible

	Repeat Morse assessment – complete in full

	Submit incident report using IRS 





Appendix D  				Interventions Checklist



Appendix E  				Falls Prevention Sheet

[image: ]

Appendix F  			Medications Contributing to Increased Risk of Falling



Desired or Side Effects by Drug Classification



		Anti-convulsants 

· Confusion

· Drowsiness

· Poor balance

· Altered co-ordination

· Unsteady walking



		Diuretics

· Urinary urgency/frequency

· Postural hypotension (dizziness/light headedness)





		Anti-depressants

· Drowsiness

· Less co-ordination

· Poor balance

· Unsteady walking

· Confusion

· Blurred vision (tricyclics)

· Orthostatic hypotension



		Narcotics 

· Drowsiness

· Poor balance

· Less co-ordination

· Altered perception

· Unsteady mobility





		Anti-hypertensives

· Postural hypotension (dizziness/light-headedness)

	*** leading to:

· altered perception

·  less co-ordination

· unsteady mobility

· poor balance (usually for the 1st week or so of treatment)



		Antipsychotics

· Poor balance

· Unsteady walking

· Altered perception

· Drowsiness

· postural hypotension (dizziness, light headedness)

· Dry eye - difficulty seeing

· Stiffness (short term)

· Parkinsonism (long term)





		Anti-nauseants (vestibular suppressants)

· Poor balance

· Unsteady walking

· Stiffness

· Drowsiness

· Parkinsonism



		Sedatives / Benzodiazepines

· Unsteady mobility

· Poor balance

· Altered perception

· Less co-ordination

· Drowsiness











Appendix G  			Adult Inpatient Post Fall Management Order Set

[image: ]

Appendix H  			Recommended Products to Assist in Falls Prevention



Alarm Units	

· Keep Safe Essential

· Keep Safe Deluxe

· Sitter Elite

Sensors

· Bed/Stretcher pads

· Chair pads

· Chair seat belts



Accessories

· Brackets

· Magnet string clip



Floor cushions

Socks with grips

Positioning 

Transfer gait belts

Diversional activity aprons

Signage and Magnets [image: ]
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See link below for full details.



Catalogue of Recommended Products to Assist in Falls Prevention

Appendix I  				Harm/Damage Levels – Definitions



		Harm Level

		Definition

		Fall-related Examples



		Reportable Circumstance

(Level 00)

		Does not involve personal injury or near miss but relates to a process / environmental risk e.g. Poor lighting noted in a stairwell, or incorrect narcotic count, or high traffic door without a window

		Area where potential fall / trip hazard exists in the building e.g. icy patch,  curb edge not well defined



		Near Miss

(Level 0)

		Circumstances had potential to cause physical or psychological injury, unexpected death, or significant property damage, but did not occur / or reach patient due to chance, corrective action and/or timely intervention

		Loss of balance or slip/trip that does not result in a fall or injury; patient able to regain control (with/without help) 



		No Harm 

(Level 1)

		Incident results in NO harm or damage. Patient outcome is not symptomatic or no symptoms are detected and no treatment is required.



		No initial evidence of injury at time of fall. Does not need first aid or diagnostics.



		Minor Harm

(Level 2)

		Patient outcome/situation is symptomatic, symptoms are mild, loss of function or harm is minimal or intermediate but short term and no or minimal intervention is required (e.g. extra observation, investigation, or minor treatment).

		Injury appears evident and requires minor intervention e.g. CT head, limb elevation, close monitoring e.g. Neuro vital signs



		Moderate Harm

 (Level 3)

		Patient outcome/situation is symptomatic, requiring intervention (e.g. additional operative procedure or therapeutic treatment) or an increased LOS, or causes minor permanent, long-term of loss of function.

		Any non-major limb fracture, strain or tear that does not require major surgery



		Serious Harm 

(Level 4)

		Patient outcome/situation is symptomatic, requiring life-saving intervention or major surgical/medical intervention, or shortening life expectancy or causing major permanent, long-term harm or loss of function.

		Fractured limb requiring surgery or conservative medical management (increase LOS, pain, transfer to ICU, etc); Neuro trauma (subdural hematoma)



		Death

(Level 5)

		On balance of probabilities, the incident is/was considered to have played a role in the patient’s death.
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PURPOSE

To define the minimum standard of care relevant to the prevention of falls for all inpatient areas with the
goal of decreasing the number of falls as well as reducing the level of harm that may reach the patient as a
result of a fall.

NOTE:

The following areas are excluded from this standard of care:
e NEO Kids and Family Program
e Mental Health and Addictions Program
¢ Qutpatient service areas
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STANDARD OF CARE

Fall Risk Assessment

Using the Generic - Fall Plan of Care all inpatients are assessed
and identified for fall risk using the Morse Fall Scale Assessment
on admission, upon transfer to a different unit, upon a change in
condition (i.e. change in cognition) and after a fall.

A Morse score of 25-50 identifies the patient as LOW risk for falls.
A Morse score of = 51 identifies the patient as HIGH risk for falls.

When a change in fall status occurs, update the Patient Data
Profile and apply the appropriate signage.

m of Care rventam (Dheck cach tht apply)

.....

Universal Fall Prevention Interventions

Universal fall prevention interventions will be applicable to all adult inpatients deemed LOW and HIGH risk

for a fall. (Appendix A)

Communication of Fall Risk and Fall Plan of Care

1. If a patient is identified as HIGH risk for falls, complete the
High Risk section of the Generic - Fall Plan of Care and
place it in the chart behind the Patient Data Profile.

NOTE: Ensure that an order is obtained for Physiotherapist and
Occupational Therapist referral.

BITHSE: Fall Scale Anecmament

stervertns (Ueck each that apphy )

o we

2. Discuss the HIGH risk for fall status and review universal fall
precautions with the patient/family/substitute decision maker.
Confirm that education was completed by initialing on the
Generic - Fall Plan of Care.

Controlled document for internal use only, any document appearing in paper form should be checked against the online version prior to use.
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Communication of Fall and Fall Plan of Care

1. If a patient has fallen, immediately take steps to
assess the patient and implement appropriate care.

2. Document the fall and applicable follow-up in the
Interdisciplinary Patient Progress Record.

3. Complete the Post-Fall section of the Generic - Fall
Plan of Care and place it in the chart behind the Patient
Data Profile. Update the Patient Data Profile.

ot s b b et 11, -

I s

4. Enter the event in the CRMS Reporter Portal. Provide
details that will assist in understanding all factors that
may have contributed to the fall.

w1 (Incident/Event
Reporting)

5. Place the YELLOW fall symbol either on the wall above
the head of the bed, or on the patient's communication
white board and/or as per unit standard.

This large symbol alerts staff that the patient experienced a
fall during this admission.

6. Place a YELLOW fall risk symbol on the spine of the
patient chart.

When transporting these patients for tests/procedures, this
small symbol alerts receiving departments that the patient
experienced a fall during this admission.

Controlled document for internal use only, any document appearing in paper form should be checked against the online version prior to use.
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Discuss post-fall status and review universal fall

precautions with the patient/family/substitute decision

maker. Confirm that education was completed by ). ;
initialing on the Generic - Fall Plan of Care. @ :

EDUCATION AND TRAINING

Definitions

1.

2.
3

Fall: An event that results in a person coming to rest inadvertently on the ground or floor or other lower
surface with or without injury.

Fall Plan of Care: HSN tool to document the plan of care for high risk and post-fall patients.

Good Catch: The event did not reach the patient because of a timely intervention or good fortune (i.e.
the patient was going to fall, but staff caught the patient and eased them gently to the ground, or into a
chair/bed).

High Risk Fall Prevention Strategies: Interventions designed to prevent falls for populations who are at
higher risk because of a specific risk factor or set of risk factors.

Morse Fall Scale: Systematic, reliable tool used to assess the risk for falls in patients.

Universal Fall Prevention Interventions: Fall prevention interventions that should be used for all
patients, regardless of risk status, to prevent the occurrence of falls.

References and Related Documents
Boushon B, Nielsen G, Quigley P, Rutheford P, Taylor J, Shannon D, Rita S. How-to Guide: Reducing
Patient Injuries from Falls. Cambridge, MA: Institute for Healthcare Improvement; 2012.

LHIN Collaborative. (2011). Integrated provincial falls prevention framework and toolkit. Queen’s Printer.

Registered Nurses’ Association of Ontario. (2017). Prevention of falls and fall injuries in the older adult.
(revised). Toronto, Canada: Registered Nurses’ Association of Ontario.

Safer Healthcare Now. (2010). Reducing falls and injuries from falls: Getting started kit.
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APPENDIX A

Universal Fall Prevention Interventions

Environment

Ensure bed/chair is appropriate height and patient’s feet can touch the floor
Have easy access to call bell, glasses, TV control, telephone
Encourage use of appropriate footwear and properly fitting clothing
Ensure brakes on equipment are operational and in use

Place IV equipment at top of bed when being used PRN

Ensure proper lighting, minimize glare

Have nightlights operational and in use

Maintain straight paths to bathroom (keep chair next to bed)
Remove equipment not in use

Ensure clean, dry floors

Bathroom garbage under sink, no basins on floor

Ensure patient rounding hourly

Consider offering toileting if patient is awake

Physical Status

Ensure patients wear shoes/non-skid socks at all times

Ensure any recommended gait aids are at the appropriate height and are in use
Ensure gait aids are returned to the original user

Ensure glasses/hearing aids are in use or close by (on top of night table)
Ensure urinal is within reach

Cognition

Simplify tasks

Use clear, concise communication
Provide consistency in staff and routine
Increase light at twilight

Follow Least Restraint Guidelines

Medications

Review medication list for drugs which may predispose the patient for falls

Education
Ensure education has been provided to the patient and family regarding universal precautions to

prevent falls

Controlled document for internal use only, any document appearing in paper form should be checked against the online version prior to use.
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This policy and procedure will replace the following documents:

Falls Prevention Ambulatory Care & Outpatient Clinics

Post Fall Management

In-Patient Falls Prevention Risk Assessment, Individualized Care Plan Strategies & Universal Precautions

Purpose:
To create a safe environment that supports patient independence by implementing comprehensive, proven best

practice falls prevention and management strategies. To guide practice that is evidence-informed in the care of a
patient who has experienced a fall in hospital and to reduce the risk of subsequent falls.

Definitions:
Fall: An event which results in a person coming to rest inadvertently on the ground or floor or other lower level

Unwitnessed Fall: A fall that occurs in the absence of a reliable witness who can describe the circumstances.

Witnessed Fall: A fall that occurs in the presence of a reliable witness to describe the circumstances, including
whether or not patient struck their head as a result of the fall.

Assisted Fall: A fall that occurs in the presence of a person who assists the faller to rest on a lower level.

Special Considerations:
e The following populations are considered at risk of falls due to the inherent risks of the population and or
illness/condition:
1. All adult patients visiting the Dialysis Clinic
2. All adult patients visiting the Diabetes Education Centre
3. All pediatric patients visiting the Outpatient Clinic setting
These populations who are inherently at risk of falls will not require a yellow wrist band but will require falls
prevention interventions.
e Patients visiting outpatient care for procedures that require moderate sedation or anesthesia have
increased risk of falls.
e Rehab patients have inherent risk based upon their physical needs.
e The falls risk in the above patient populations, and others, may be transient (due to our procedures) or
pre-existing (due to risks patients have at baseline).
e Watch for any signs of unsteady gait or immediate risk for falls (i.e. dizziness, difficulties standing up if
previously noticed).

Policy
Universal Falls Precautions
Universal Falls Precautions are in place for all patients. These include the following;
e Falls prevention information available throughout the organization
Patient transport chairs
Clutter-free floors
Availability of height adjustable step stools to exam tables or stretchers
A clear, hazard free environment with suitable storage of unused equipment and furniture
Bed/stretcher in low position; brakes on.
Monitoring of risk for falls

Obstetric/Paediatric/NICU Specific Falls Precautions
e All newborns are to be transported via bassinet or isolette
e Precautions are part of the routine screening practice caring for newborns and infants (less than 30 days of
age) and as such do not require a separate falls risk assessment

Disclaimer Message: Printed copies must be validated with electronic version.
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Post-Surgical Specific Falls Precautions
e Assess sensory and motor function for all patients who have had epidural or spinal anaesthesia to
determine appropriateness to ambulate.
e Instruct all patients to call for assistance prior to ambulation for the first time up

Risk Assessment and Responsibilities

All staff, credentialed staff and volunteers will demonstrate an awareness of and participate in falls prevention
strategies. Everyone has a responsibility to respond to a person who has fallen. All clinical staff that assess risk are
responsible for communication and documentation

PATIENT SPECIFIC FALLS PREVENTION PROCESS
Outpatient Falls Prevention Process:
1.0 Perform Falls Risk Assessment
e All adult patients registering for Ambulatory Care or Outpatient Clinics will be assessed for individual falls
risk upon registration by the Centralized Patient Scheduling & Registration Clerk
e At this time “at risk patients” will be banded with a yellow wristband.

2.0 Prevention and Interventions
1. Upon registering a patient for ambulatory care or outpatient appointment, ask the following questions:
a. Have you had a fall in the past 12 months?
b. Do you have a fear of falling or are you unsteady on your feet?
2. 1If patient answers “yes” to any of the 2 questions:
a. Apply Falls Risk yellow wrist band.
b. Offer Fall Prevention information (see Appendix A and Appendix B or use the Government of
Canada website links under References).
c. Offer assistance to the patient as needed, (e.g. instruct the patient to ask for assistance as
needed; offer volunteer support for help with transport; etc.).
e Communicate the risk of falls to all team members during transfer of care.

Inpatient Falls Prevention Process:
1.0 Perform Falls Risk Assessment
e Within 4 hours of admission nurses will document falls risk screening tool (embedded in the adult
admission assessment or on paper for units not using EMR) in collaboration with patient/family.
e Nursing Staff completes the Paediatric Falls Risk Screening Tool on admission on all patients under the
age of 18 (Appendix 4)
e Educate patient/family about falls risk and specific individualized care strategies (Appendix 7, also available
for printing on Cerner in Document In Plan)

2.0 Implement Universal Falls Precautions and Interventions

e Initiate “"SAFE"” universal falls precautions (as per Falls Risk Screening Tool) on all adult in-patients
(Appendix 1 for areas with paper documentation)

e Post "SAFE” universal falls precaution poster in each patient’s room (Appendix 2)

e Develop individualized care plan strategies and communicate to interprofessional team (For care areas
using EMR, initiate Morse Fall Risk Interventions PowerPlan)

e Engage and educate patient, family and interprofessional team in observing universal falls precautions and
interventions (Appendix 7)

e All staff that assess and implement prevention and interventions are responsible for documentation and
communicating with the interprofessional team, patients and their family members.

e Document care plan strategies every shift and assess the effectiveness of the power plan

Reassessment of Falls Risk
Reassessment of falls risk to be completed following:
e A significant status change,
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e After a fall has occurred

e At minimum weekly.
Assess the effectiveness and implement any necessary changes to the intervention strategies
Educate patient and family about changes to falls risk and interventions using verbal communication and patient’s
whiteboard

POST FALL MANAGEMENT

Falls outside on hospital property
e For patients/visitors who have fallen outside on hospital property and are injured or require medical
assistance and cannot get up on their own, staff are to call 911 and provide care until EMS arrives.

® Please refer to the Response to a Medical Emergency on Hospital Property

Falls in an ambulatory care or outpatient clinic:

Assessment is completed by a health professional in the clinic the patient is registered under.

If no obvious injury found, the option is given to the patient to go to the Emergency Department for assessment.
If injury is found, patient is accompanied to the Emergency Department by a health professional for further
assessment. A report is given to the receiving staff in the Emergency Department.

Document the event in the patient’s chart.

Notify supervisor/manager and complete an incident report.

If appropriate, conduct a post fall huddle with the interdisciplinary team to identify cause(s) and prevention
strategies.

Inpatient Falls
Conduct physical assessment of patient and address immediate treatment needs.

Conduct assessment of physical environment for risk factors.

Notify Most Responsible Provider immediately following patient and environment assessments.
Notify family or substitute decision maker.

Initiate post fall monitoring careset in care areas using EMR.

Complete falls risk screening tool re-assessment.

Implement post fall care set strategies and update PowerPlan to include high risk interventions.
Communicate changes to care strategies to patient, family and interdisciplinary team.

Report fall in the OSMH Incident Reporting tool.

Participate in post falls debrief and share learnings.

Documentation when an inpatient falls:
The Post Fall Checklist (Appendix 6) may be used as a guide. Documentation may include but is not limited to the
following information:
a) Patient’s (or witness’) account of what happened
b) Circumstances - location, activity, time of day, significant symptoms
c) Medication changes, sedating medication or narcotics in the last 24 hours
d) Footwear
e) Sensory impairment
f) Cognition prior to fall
g) Alert alarms in use at time of fall
h) Side rails in use at time of fall
i) Equipment, mobility aids involved
j) Time of last purposeful rounding

Frequency of Post Fall Assessment for units not currently using EMR
Areas that are still using paper documentation please use this to guide your care after a fall has occurred with your
patients. Otherwise all areas using EMR are expected to load the Post-Falls Careset in Cerner.
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a) If fall unwitnessed or with head injury or increased bleeding risk (patient is on anti-platelet/anti-thrombotic
agents OR therapeutic anticoagulation OR has a disease process that increases the risk of bleeding OR INR >1.5
OR platelets < 100 x 10°/L), assess neurological status and BP, HR, RR and oxygen saturation as follows:

Frequency
Every 15 minutes x 4 then
Every 60 minutes x 4 then
Every 4 hours x 8 then reassess

b) If fall without head injury and without increased bleeding risk assess BP, HR, RR, oxygen saturation. Frequency
of vitals, head to toe assessments, and neurological assessment will be based on physician orders and as required.
Utilize the following format until orders retrieved from physician:

Frequency
Every 30 minutes x4 then
Every hour x 4
Every 4 hours x 8 or per medical order

Associated Documents:

OSMH Clinical Documentation

OSMH Disclosure of Harmful Incidents and/or Apology for Patient Safety
OSMH Incident Management Framework — Patients, Families & Visitors
OSMH Adult Falls Risk Screening Tool — Appendix 1

OSMH Universal Falls Precaution Poster (Adult In patient) — Appendix 2
OSMH Adult In-Patient Bed Rail Use Decision Tree/Aid Appendix 3

OSMH Paediatric Falls Risk Screening Tool — Appendix 4

OSMH Paediatric “At Risk for Fall” Poster — Appendix 5

OSMH Post Falls Checklist - Appendix 6

RNAO Health Education Fact sheet: Reduce Your Risk for Falls — Appendix 7
OSMH Adult In-Patient Bed Rail Use

Informatics Quick Guide for Power Plans Found in EMR Resources on Intranet
Response to a Medical Emergency on Hospital Property

Purposeful Patient Care Rounding Standard of Care

Transfer of Accountability for Patient Care Standard of Care

Associated Standards & Legislation:
Accreditation Canada Risk Assessment Required Organizational Practice 2019
Falls Prevention Strategy Guidelines and Tests for Compliance

References:

RNAO (2005). Nursing Best Practice Guideline Prevention of Falls and Fall Injuries in the Older Adult. Toronto,
Ontario: Registered Nurses Association of Ontario retrieved July 5, 2019, from http://rnao.ca/sites/rnao-
ca/files/Prevention of Falls and Fall Injuries in the Older Adult.pdf.

Government of Canada. (2016). How to lower your fall risk. Retrieved from the Public Health Agency of Canada
website July 5, 2019. https://www.canada.ca/en/public-health/services/publications/healthy-living/how-lower-
your-fall-risk.html

Government of Canada. (2016). You CAN prevent falls! Retrieved from the Public Health Agency of Canada website
July 5, 2019. https://www.canada.ca/en/public-health/services/publications/healthy-living/how-lower-your-fall-
risk.html
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Safer Healthcare Now (June 2013). Reducing Falls and Injuries form Falls Getting Started Kit
https://tools.patientsafetyinstitute.ca/Communities/falls/Shared%20Documents/Getting%20Started%20Kit%2020
13/Falls%?20Prevention%20Injury%20Reduction%20GSK%20EN%20June%202013.pdf Retrieved August 2019.
canadian Patient Safety Institute

RNAO Nursing Best Practice Guidelines Program (January 2007). Accessed July 5, 2019
Falls Prevention Building the Foundations for Patient Safety- Self-Learning Package

Hospital Bed Safety Workgroup - Food and Drug Administration (1999). Accessed July 9, 2019
Clinical Guidance for the Assessment and Implementation of Bed Rails in Hospitals, Long Term Care Facilities and
Home Care Settings

Partnership for Patient Care — Healthcare Improvement Foundation (2007). Accessed July 9, 2019
Failure Modes and Effects Analysis, Falls Prevention
ECRI Institute, www.ecri.org

RNAO's Long-Term Care Best Practices Initiative Team. (2015). Resources for long-term care homes: Falls and
injury prevention. Registered Nurses Association of Ontario. Toronto, ON. www.rnao.ca/bpg/guidelines/prevention-
falls-and-fall-injuries-older-adult

Safer Healthcare Now! Reducing Falls and Injuries from Falls: Getting Started Toolkit
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Patient Identification

Fall Risk is based upon Fall Risk Factors and it is more than a Total Score.

Determine Fall Risk Factors and Target Interventions to Reduce Risks

Complete on all patients at admission, weekly, with change of condition; on transfer to a new unit, and after
a fall. Only use this form in areas where EMR is not used.

Morse Fall Risk o Adg:es_lon Review Date: | Review Date: | Review Date:
= :
Assessment Tool S
. . NO| O
History of Falling YES| 25
. . NO| O
Secondary Diagnosis YES| 15
g None/bedrest/nurse assist 0
©o
> g |Crutches/cane/walker 15
£
< Furniture 30
NO| O
IV or IV access YES| 20
Normal/bedrest/wheelchair 0
.c"_—u‘
0] Weak 10
Impaired 20
« 8 |Knows own limits 0
C —
o
= O |Overestimates or forgets limits| 15
Total
Initial
Risk Level Morse Falls Scale Score Interventions
Low Risk 0to 24 Low Risk - Universal Falls Precautions
Medium Risk 25-50 Low and Medium Risk Interventions
High Risk 50+ Low, Medium and High Risk Interventions
Reference: RNAO BPG Falls Prevention 2011, The National Centre for Patient Safety: Morse Fall Scale 1989
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Patient Identification

Morse Fall Risk Interventions:
Low Risk 0-24 Universal Falls Risk Precautions Implemented for all patients
O Toileting Regularly
0 Bed is at lowest position
Dgt.e: O Brakes are on all moveable patient equipment
Initial: O Necessary items within reach
Date: O Environment free from tripping hazards
ate: . . .
Initial- O Use of appropriate footwear with good tread for ambulation
O Use of upper side rails only
Medium risk 25-45 All Low Risk Interventions plus:
Date: O Re-orient confused patients
Initial: O Educate family/patient in safe mobility
O Provide patient fall risk handout
P?{Fei O Refer to appropriate member of team (SW, PT, CCAC, OT,MD)
nitial:
High Risk 45 + (all All Low and Medium Risk Interventions plus:
above plus) O Flip to High Risk Poster in patient room
Consider requesting pharmacy review if patient taking more than 9
medications
Date: O Pharmacy consult
Initial: Consider the use of bed alarms if available or alternatives
O Bedalarm
Date: O 60 minute checks (hourly observation)
Initial:______ | Consider 1:1 observation
O Patient in an easily observable area
O Recruit family to sit with patient
O Night light left on
O Orthostatic vital signs
Require OT assessment of the home prior to discharge
Date: If patient still high risk on Discharge/Transfer, should be assessed by
Initial: Interdisciplinary team for Fall Prevention.

* Asterix indicates documentation in progress note
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KEEPING SAFE FROM FALLS
UNIVERSAL FALL PRECAUTIONS

Safe environment
Pathways clear of clutter and tripping hazards
Bed in low position (brakes locked)
Appropriate lighting
At least one bedrail down unless assessed otherwise

Assist with mobility
Mobilize as appropriate
Safe and regular toileting
Document transfer/mobility status
Ambulating device close to patient (brakes on)
Glasses, hearing and mobility aides within patients reach

Fall risk reduction
Call bell within patient’s reach at all times
Non slip, properly fitted footwear available and in use
Personal items within patient’s reach

E ngage patient and family
Discuss risk factors with patient and family
Include patient and family in fall prevention plan
Educate patient and family to ask for help

ALL Patients are at risk EVERYONE has a role in fall prevention adapted

from Fraser Health Authority Universal Falls Poster
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KEEPING SAFE FROM FALLS
High Falls Risk Interventions to

be implemented

Universal Fall Precautions:

Safe environment

Pathways clear of clutter and tripping hazards

Bed in low position (brakes locked)

Appropriate lighting

At least one bedrail down unless assessed otherwise

Assist with mobility

Mobilize as appropriate

Safe and regular toileting

Document transfer/mobility status

Ambulating device close to patient (brakes on)

Glasses, hearing and mobility aides within patients reach

I all risk reduction

Call bell within patient’s reach at all times
Non slip, properly fitted footwear available and in use
Personal items within patient’s reach

ngage patient and family
Discuss risk factors with patient and family
Include patient and family in fall prevention plan
Educate patient and family to ask for help

ALL Patients are at risk EVERYONE has a role in fall prevention

Adapted from Fraser Health Authority Universal Falls Poster
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Bed Rail Decision Tree/Aid (Adult In-Patients)

Risk Assessment Tool to aid in making the best decision for each adult inpatient patient regarding the
appropriate use of bed rails. Use professional judgement in the consideration of risks and benefits for
individual patients. Most decisions about bedrails are a balance of completing risks.

Instructions for Use: Identify patient’s current level of mobility (horizontal top row), identify patient’s
mental status (first vertical row). The intersection of the mobility and mental status provides the
recommendation for bed rail use in this circumstance.

Assumption: Assumes a four rail bed system is in use

Mobility

Patient is immobile Patient mobilizes with Patient can mobilize
(never leaves bed or is assistance Without help from
lift dependent staff

Patient is Conduct further risk
confused and assessment using guide
disoriented below

Patient is Conduct further risk
drowsy assessment using guide
below

Patient is Discuss risks &
oriented & benefits with patient
able to weigh and abide by patient’s

risks/benefits decision.

Patient is N/A
unconscious

If bed rails are not used, how likely is
it that the patient will come to harm?
Ask the following questions:
e How likely is it that the patient will
fall out of bed?
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Paediatric Falls Risk Screening Tool

To be competed on admission for all Paediatric patients:

Score |

1. Fall: within 6-months? Yes, Patient had a fall that is outside of age appropriate 2
development.

2. Cognitive State? Yes, Patient is agitated, developmentally and cognitively delayed, 1
not aware of limitations, alterations in oxygenation.

3. Mobility? Yes, Patient needs supervision or assistance when mobilizing. 2

4. Impaired Balance? Yes, Patient has unsteady gait, syncope/dizziness. 1

5. Age? Yes, Patient is less than 4 years of age. 1

6. Toileting? Yes, Patient is in increased need of toileting and/or independent 1
with frequency.

7. Environmental Factors  Yes, hazards such as furniture/cords/IV tubing/monitor 1
leads/footwear/clothing.

8. Medication Usage Multiple use of sedatives/hypnotics/barbituates/narcotics 1
laxatives/antidepressants

Risk Score / Level: 3 or more = High Risk

Falls Risk Status: (circle one)

~ A
High Risk Not at risk
v v
Complete Intervention Chart below Ongoing assessment
Standard safety measures.
Date / Time Intervention Initial

“Alert” sign above bed and documented on Kardex.
Family/caregiver present & aware of risk for fall.

Assist with ambulation, and/or educate to ask for assistance in getting
out of bed.
Call bell near patient.

Remove unnecessary or reposition tubing, cables, cords etc.
Family/caregiver aware of safe use of stroller/chairs/crib side rails.
Paediatrician/ MRP notified that patient at risk of falls and discussion of
possible interventions / consults

More frequent toileting, with supervision.

Room free of clutter (toys, equipment, furniture etc.)

Night light in the room.

Developmentally place patient in appropriate bed. (under 2 should be in
a crib)

Dome applied to crib

OT / PT consult

I
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[[] Pharmacy consult
[[] Non-skid footwear supplied
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At Risk for Fall

1. Assist or supervise ambulation.

2. Remove or reposition tubing, cables, cords, etc.
3. Room free of clutter — clear pathway.

4. Appropriate bed for age.

5. Avoid bed sharing during sleep.

6. Night light on.

7. Offer non-skid footwear.
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Patient Name: Date/Time of Fall:

Name/Date/Time of Completion of This Post Fall Checklist:

Questions Yes No Comments/Answers

Was this fall observed? If yes,
by whom (Name)?

Was Fall Risk Assessment (e.g.
Morse Fall Risk Scale)
completed upon admission? If
yes, what was the score?

When was the last Fall Risk
Assessment (e.g. Morse Fall
Risk Scale) completed and
what was the score?

Was there a visual
identification of risk of falls?
(e.g. yellow arm band, SAFE
signage)

Environment/Equipment

Was the room clear of
obstacles like bedside table,
objects on floor at the time of
the fall?

Was lighting adequate?

Was floor dry?

Was call bell in reach?

Were brakes on
(bed/chair/etc.)?

Was bed alarm on?

Were bedrails down?

Was bed in lowest position?

Was other equipment involved
(mobility
aid/commode/wheelchair/etc.)?
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Post Falls Checklist APPENDIX 6

Patient Yes No

When was patient last checked?

Did we ask the patient what
happened? What was the
response?

What footwear was on?

What was the patient’s
nutritional status prior to fall?

What was the patient’s activity
at time of fall?

Was a restraint in place at time
of fall?

What was the patient’s
cognition prior to the fall?

Were narcotics or sedating
medications administered in the
last 24 hours prior to the fall?

Was the patient using aids
he/she uses at home (hearing
aids, glasses, cane, etc.)?

All falls will be reported using the incident reporting system as soon as possible (refer to Incident Management
Policy).

Falls will be investigated as per the incident management policy approach and this should include patient and
family engagement where possible.
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RNAO: Health Education Fact Sheet: Reduce Your Risk for Falls

Did you know that in Canada, falls are the sixth leading cause of death among older adults?
Here are some more facts that might surprise you:

One in three older adults fall each year.

Over one in three of those who fall develops serious injuries.

Forty percent of admissions to nursing homes are the result of a fall.
Falling is also the leading cause of injury-related admissions in hospitals for people over 65 years of age.

Why do your chances of falling increases as you age?

Some people experience changes to their vision, unsteady gait and poor balance. Others are affected by health problems like
arthritis, osteoporosis, Parkinson’s disease, and side effects from taking multiple medications. These are only some of the many
potential risk factors.

What can you do?

Rise slowly from a bed or chair to avoid any sudden drop in blood pressure. Ask for assistance when needed.

Watch for slippery surfaces when outdoors especially in the winter.

Reduce hazards in your home.

Watch for pets, cords, and secure mats, scatter rugs and area rugs, using double-sided tape.

Make sure that you have appropriate lighting in your home.

Install appropriately placed grab bars for all toilets, showers and tubs, and non-slip surfaces on all bathtubs and showers.
Chair-based exercises, stretching and walking are examples of exercises to improve your strength and balance.
Before starting on an exercise program, consult with a health care professional (your doctor or nurse).

Wear appropriate footwear (non-skid rubber soled and low heels) and avoid wearing only socks on tile or wood floors.
Use gait aids prescribed for you such as a walker or cane for ambulation.

If you are at risk of falling, wear hip protectors to reduce your risk of injury.

Be informed about bone health (prevention and treatment of osteoporosis). If you think that you may be at risk of osteoporosis, see
your doctor and ask to be tested. If the result of your test shows that you are experiencing bone loss, medication to help
maintain/improve bone strength may be prescribed for you.

What is the government doing about preventing falls in the older adult?

In 2001, the Ontario Provincial government passed a bill called the Patient Restraints Minimization Act. Under this Act, health care
facilities are required by the government to use alternative methods to prevent falls. Now, most health care facilities have some
form of a falls prevention program.

A good falls prevention program may include:

An initial and on-going assessment of the individual to find out the risk or likelihood for falling.

Regular review of medications to decrease any potential or real side effects (e.g. dizziness, unsteady gait) that may
increase the risk of falling.

e  Proper assessment by the Occupational Therapist and/or Physiotherapist to ensure appropriate prescription of assistive
devices (walkers, canes, or wheelchairs).

Helping individuals exercise and strengthen their muscles.
Creating a safe environment with minimal hazards.

Post fall follow-up to ensure appropriate treatment and evaluation to prevent further falls.

Ideally, falls prevention programs should be individualized for each person. Talk to your nurse, doctor or other health care provider
to find out about the falls prevention program in your health care setting.

Where else can you go for more information?

If you or a family member/friend have access to a computer, visit the Health Canada website at www.hc-sc.gc.ca for additional
information on how to prevent falls.
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Policy:


Sault Area Hospital is committed to providing a safe environment for all patients, including employing a falls prevention strategy that implements best practices and incorporates a multifaceted approach to avoid falls and reduce the severity of injury if a fall does occur.  The strategy includes:

· Assessing all patients for falls risk and implementing universal fall precautions as part of the standard of care for all patients (inpatients and outpatients) 

· Identifying factors that put patients at a greater risk for falls and implementing additional tailored interventions to reduce the risk of falls and severity of injury from falls

· Documenting all falls within the patient record using the Post Fall Assessment form and conducting a post-fall huddle to determine the root cause of patient falls and to inform plan of care

· Completing an incident report for all falls in the incident reporting system

· Assessing all patients post fall for signs of injury and providing care as needed

· Communicating falls risk on all appropriate tools and during all transfers of accountability (TOA)


· Providing higher risk patients and families with tailored education/information to reduce their risk for falls and fall-related injuries encouraging autonomy and independence

· Evaluating the effectiveness of falls prevention precautions and education and using the results to make improvements where needed


All patients will be assessed for their risk for falls using the appropriate screening tool:


a. At the time of their first assessment by a regulated staff member in outpatient departments (i.e. triage nurse in the emergency department) 

b. Within one hour of admission to inpatient units and as outlined in the specific  standards of care (see table 1)


c. Upon transfer to another unit


d. With any significant change in patient condition


e. After any fall


The most responsible nurse/staff will communicate to the patient / SDM:

· the reason for assessment of the risk for falls on admission and ongoing 

· the patient’s risk for falls as determined by falls risk assessment tool

· precautions implemented to reduce their risk for falls


The nurse will involve the patient and family in any individualized care planning process to reduce the risk of falls.  Patients / SDM who decline to have specific interventions implemented will sign a Refusal To Receive Medical Investigation/Treatment/Safety Devices or to Remain in Hospital Form (Form #12268).  


Definitions:


Fall: is “an event that results in a person coming to rest inadvertently on the ground or floor or other lower level, with or without injury” (World Health Organization [WHO], 2016). The fall may be a witnessed fall (presence of a reliable witness) or an unwitnessed fall, or may be assisted by someone who assists the faller to rest on a lower level. 


Post Fall Huddle: A conversation that occurs as soon as possible following a fall or near fall with the purpose of identifying conditions that led to the fall. For any patient who experiences a “near miss” or actual fall, the Manager/Supervisor if available or AR nurse will lead a post fall huddle to identify conditions that led to the fall, gather input from all relevant staff, the patient and their family to identify the root cause of the fall and to decrease the likelihood of a recurrent fall (Form #15819).  

Serious Fall-Related Injury: any impact-related injury due to a fall requiring medical attention, including an MD/NP visit, a visit to the ED, admission to the hospital or fall-related death.


Procedure:

1. Screening of all patients will occur using the following fall risk assessment tool applicable to the patient population: 


a) Morse Falls Risk Assessment Tool will be used for adult inpatients (non-obstetrical) (Form #15760) 

b) Modified Falls Risk Assessment Tool will be used for adult outpatients (excluding obstetrical and ED triage patients) (Form #15820) 

c) Humpty Dumpty Scale will be used for all pediatric patients (Form #15762) 

d) Falls Risk Obstetrical Screening Tool (FROST) will be used for all obstetrical patients (Form #15827) 

e) Emergency Department (ED) Triage nursing staff will follow recommended prompts for falls screening of all ED outpatients at triage

2. Inpatients: The most responsible nurse will assess all inpatients for the risk for falls on admission and as required (based on unit standard of care) using the appropriate risk assessment tool and be re-assessed at minimum, based on the relevant Standards of Care, at the following frequency:  


Table 1.


		Patient population / area

		Frequency of assessment



		Medical

		Q shift 





		Surgical 

		



		Admitted patients in ED

		



		ICU

		



		Pediatric 

		



		Rehab / Complex Continuing Care 

		Q 7 days 



		Mental Health

		Q 28 days





3. Outpatients: The most responsible nurse or other regulated staff member will assess all outpatients for the risk of falls as soon as possible upon presentation to the unit. In the case of outpatient areas where the patient is not under the care of a nurse the most responsible healthcare worker (i.e. physiotherapist, occupational therapist) will conduct the falls risk assessment using the appropriate tool and document in the health record; in ED staff will follow prompts at triage for falls risk screening, all other outpatient areas will utilize Modified Falls Risk Assessment Tool (Form #15820). 

4. For all patients, regardless of admission status, assessed at a low risk for falls, universal fall precautions will be implemented and explained to the patient and family (See Appendix A & B).  


5. For all patients assessed at a higher risk for falls (moderate or high), in addition to universal fall precautions, additional fall interventions will be implemented as appropriate and explained to the patient and family (See Appendix A & B).


6. Communicating Falls Risk: Falls risk will be documented in the patient health record and other relevant communication tools (i.e. TOA tool, whiteboard etc). Visual identification of high risk patients will include applying a purple-coloured Fall Risk patient ID bracelet to all patients with the exception of serial outpatients. A Fall Risk sticker will be placed in the patient chart for all serial outpatients identified as high falls risk. Additionally all outpatients deemed high risk for falls must have a purple-colored Fall Risk bracelet applied when transferring to another care area.  


7. If ongoing assessment identifies that the patient is no longer a high risk for falls, the nurse/ assigned staff will revise the required interventions in the patient’s plan of care and remove any high falls risk visual identifiers (i.e. replace the patient ID bracelet, remove the Fall Risk sticker, up-date the whiteboard). 


After any patient fall, staff will: 

1. Conduct a physical examination to assess the type and severity of injury, obtain vital signs and provide appropriate care if able or refer for further assessment and care if needed.

2. Notify the patient’s MRP of the fall, advise of the patient’s current status and obtain any further treatment orders. For non-admitted patients presenting to outpatient appointments where the patient is not under the care of a nurse and/or MD/NP, staff will refer for care as required.

3. Notify the Manager or Supervisor / delegate of the patient fall; refer to the Critical Incident Management policy for criteria to notify the Manager on-call.

4. Notify the patient’s family/SDM of the fall and current status (with patient consent).


5. Conduct a post-fall huddle with the team to determine the factors contributing to the fall and any additional fall prevention interventions required to ensure ongoing safety. The Manager/Supervisor (if available) or AR/nurse will lead the post fall huddle. Details of the Post Fall Huddle will be included in the incident report (See Form# 15819).


6. Consider referrals to allied health members (PT, OT, RD, SW and pharmacist) as appropriate. 

7. Provide patient education/information on preventing falls including “Suggestions to Avoid Falls” handout (Form #14740).

8. Update the appropriate falls risk assessment tool and document / implement additional interventions as identified. Once an adult patient has fallen they will remain a higher falls risk for the duration of their present hospitalization.

9. Document the details of the fall, patient condition, and follow up actions in the Post Fall Assessment electronically where available or using the paper tool (Form# 15761).  


10. Complete an incident report for any patient who suffers a fall (near miss or actual), in accordance with the Occurrence Reporting policy. 
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Appendix A:  Inpatient Fall Prevention Interventions 

[image: image1.emf]Problem (Focus) Interventions 


LOW Risk 


<25   


(Universal)


MODERATE 


25-45     


Risk


HIGH      


>45        


Risk


Post fall


Orientate patient/family to unit environment and equipment    


Encourage non-skid footwear be used    


Assist with ambulation and transfers at all times as needed    


Ensure rails up when transporting patient    


Ensure proper functioning and use of hearing aids and eyewear    


Hourly rounding    


Apply Purple "Fall Risk" arm band to patient's wrist   


Post a "Fall Risk" indication on patient whiteboard at bedside   


Consider referral/consultation with Physiotherapist/Occupational Therapy as 


appropriate


  


Consider referral/consultation with Dietician/Pharmacist as appropriate  


Encourage family members/volunteers to stay with patient  


Provide increased frequency of observation and assistance during periods of peak 


activity and at night


 


Monitor patient for postural hypotension (BP lying and standing) as ordered  


Ensure frequent contact with patient to offer assistance    


Instruct patient on how to use the call bell and to use it when they need to get up    


Respond to call bells as soon as possible    


Instruct patient to change positions slowly, sit briefly, then stand before walking    


Instruct patient and family in side effect of medication prior to administration    


Engage/instruct patient and family in fall prevention strategies    


Provide "Suggestions to Avoid Falls" handout to patient/family   


Communicate "Falls Risk" at shift change, unit huddles and/or when transferring 


patient to other care areas


  


Address cognitive impairment concerns (dementia/delirium) with care plan  


Provide adequate lighting in room at all times    


Ensure all electrical cords/tubing are tucked out of the way    


Ensure bed, wheelchairs, stretchers and commodes are locked and the bed is at the 


lowest height


   


Remove unnecessary furniture and equipment from room    


Keep floors non-slippery and clean up spills immediately    


Ensure the pathway to bathrooms and hallways are free from obstacles    


Keep equipment and furniture on the same side of the corridor    


Ensure patient does not step on any automated table pedal when getting off table    


Ensure step stools are sturdy and level - step stools should only be used if the 


table can't be lowered or patient requests


   


Remove any equipment that may roll if used as a support by the patient    


Increase frequency of assisted toileting if warranted   


Place patients in a suitable location on the unit (i.e. close to the nursing station)  


Reduce the number of patient transfers  


Ensure call bell, sensory aides, other needed devices/personal items in reach    


Ensure toileting facilities are within reasonable distance from the patient    


Reinforce proper use of assistive devices if applicable    


Keep side rails up temporarily to prevent sedated patients from rolling out of bed   


Assistive devices available as required (i.e. bath/shower chair, commode chair, 


handrails)


 


If patient attempting to climb over side rails, leave one down and place mat on 


floor beside bed if available


 


Use monitoring devices (i.e. bed alarm, tab alarm) as available  


LOW, MODERATE, HIGH, POST FALL


Patient/Safety


Communication


Environment


Equipment




Appendix B: Outpatient Falls Prevention Interventions

		Brief Fall Risk Interventions



		Problem (Focus)

		Interventions

		LOW Risk

		HIGH Risk 

		Post Fall



		Patient/Safety

		Orientate patient/family to unit environment

		

		

		



		

		Encourage non-skid footwear be used

		

		

		



		

		Assist with ambulation and transfers at all times as needed

		

		

		



		

		Stretcher rails raised when in transport 

		

		

		



		

		Ensure proper functioning and use of hearing aids and visual aids 

		

		

		



		

		General Observation (hourly rounding) to ensure call bell and other needed devices in reach

		

		

		



		

		Monitor patient for side effects of medication(s) that contribute to falls risk

		

		

		



		

		Identify patient as a falls risk

		 

		

		



		

		Apply “Fall Risk” sticker to patient chart and purple "Fall Risk" wristband to patient if transferring to another department

		 

		

		



		

		Encourage family members/volunteers to stay with patient

		 

		

		



		

		Assess need for 1:1 observation

		 

		

		



		Communication

		Ensure frequent contact with patient to offer assistance

		

		

		



		

		Instruct patient to use call bell when they need to get up

		

		

		



		

		Respond to call bells as soon as possible

		

		

		



		

		Instruct patient to change positions slowly, sit briefly and stand before walking

		

		

		



		

		Confirm patient's mobility status prior to initiating a move/transfer

		

		

		



		

		Instruct patient and family in side effect of medication prior to administration

		

		

		



		

		Engage/instruct patient and family in fall prevention strategies and provide “Suggestions to Avoid Falls” handout to patient/family

		 

		

		



		

		Communicate "Falls Risk" at TOA, unit rounds and to other team members

		 

		

		



		

		Consider referral/consultation with PT/OT/RD/Pharmacist as appropriate

		 

		

		



		Environment

		Ensure adequate lighting in room at all times

		

		

		



		

		Ensure pathway to bathrooms and hallways are free from obstacles and remove unnecessary furniture and equipment

		

		

		



		

		Ensure all electrical cords/tubing are tucked out of the way

		

		

		



		

		Keep floors non-slippery and wipe spills promptly

		

		

		



		

		Implement care plan for safe patient lifts and transfers

		

		

		



		

		Place patient in suitable location on the unit (i.e. close to nursing station)

		 

		

		



		Equipment

		Ensure call bell, sensory aides, other needed personal items within easy reach

		

		

		



		

		Reinforce proper use of assistive devices as applicable

		

		

		



		

		Ensure bed, wheelchairs, stretchers and commodes are locked and bed at lowest height

		

		

		



		

		Ensure toileting facilities are within reasonable distance 

		

		

		



		

		Ensure patients who require the assistance of more than one person to transfer go to appointments using appropriate equipment i.e. stretcher when going to DI

		

		

		



		

		Use monitoring devices (i.e. bed alarms, tab alarms) as available

		

		

		
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Purpose:

The Huron Perth Healthcare Alliance is committed to providing quality patient care and a safe clinical environment. Falls are one of the most common adverse events in Canadian healthcare. They cause a significant burden to patients related to injury, debility, decreased quality of life and increased risk of mortality. They also contribute to an increased length of stay in hospital which negatively impacts patient access and flow. Falls are the cause of most hip fractures among seniors, and 20% die within a year of the fracture.

All employees (clinical and non-clinical), physicians, volunteers and students are expected to exercise vigilance to identify patients and visitors who appear to be at risk of falling at any point of contact within the facility.

The purpose of the HPHA Falls Prevention Program is to:

· Plan patient care with consideration to an individual's need for dignity, independence and freedom

· Identify patients who are at risk for falls

· Reduce the potential for falls and/or injury

· Reduce the number of actual falls and injury

· Mitigate risk through early identification of falls risk and ensuring timely implementation of the appropriate interventions.

· Integrate patients and family members into the falls prevention strategy

Definition:

A fall is any event which results in a person coming to rest inadvertently on the ground or floor or other lower level, with or without injury.

Standard:

All inpatients (except newborns and non-ambulatory infants) and outpatients, including but not limited to the chemo unit, dialysis unit and day surgery, will have an assessment of their risk for falls:

· On admission (includes admitted patients in ER)

· Following any change in status or orders that increases or improves the patient's complexity

· Upon any change in psychosocial assessment indicating cognitive decline

· Upon transfer from one patient care unit to another within the Alliance

· [bookmark: _GoBack]Following a fall (repeat the Morse Falls Risk Assessment if the previous score was low to moderate risk)

Procedure (In-Patients):

1. The Morse Fall Risk Assessment will be completed on all admitted patients (except newborns and non-ambulatory infants) as part of the Nursing Admission Assessment in the Safety section.

2. The Confusion Assessment Method (CAM ) will be completed as well on all admitted adult patients as part of the Nursing Admission Assessment. Patients who have a CAM score indicating delirium will have high-risk falls management strategies implemented.

3. Patients found to be at low risk (Morse Score 0-24) or moderate risk (Morse Score 25-44) will be managed through the Universal Falls Management Strategies.

4. Patients who are found to be at high risk (Morse Score = or greater than 45) will have High Risk Falls Management Strategies implemented. This intervention screen will be reviewed and updated each shift.

5. Patients with an ALC (LTC), Rehab or CCC designation will have the Morse Fall Risk Assessment repeated every 7 days during their hospital stay and the high risk interventions will be updated as necessary.

6. Patients found to be a High Risk for falls will be automatically noted on the nurses' assignment sheet generated through Meditech.

7. The patient and family are to be educated on the importance of following their individualized falls prevention strategies, including:

· Wearing a yellow Fall Risk bracelet during their hospital stay.

· Posting of the HPHA Falls Risk sign at their bedside and on any mobility aids such as walkers and wheelchairs.

· Consideration of referral to Physiotherapy and/or Occupational Therapy for further screening.

8. With movement within the hospital (e.g. OR, DI), sending staff will notify receiving staff that the patient has been assessed to be at high risk for falls.

9. Any change in Fall Risk status must be communicated at the change of shift nursing report as part of Transfer of Accountability (TOA).

10. In the event of a fall while an inpatient, the Nurse will:

· Complete an immediate head-to-toe assessment, vital signs check and implement ongoing monitoring as needed (Glasgow Coma Scale as indicated)

· Notify the Most Responsible Physician (MRP)

· Notify the Team Leader for the unit on which the fall occurred

· Notify the family/Substitute Decision Maker (SDM)

· Repeat the Morse Fall Scale

· Repeat CAM if an acute change in mental status and/or behaviour is noted

· Update the PI screen

· Document the fall in Meditech Patient Care notes

· Document the occurrence in the Occurrence Management Program (RL 6); refer to the Safety Incident Reporting Policy

· The team will review the care/treatment plan, document necessary modifications and assess the environment to eliminate/reduce further falls-related risk factors. If fall is related to equipment failure, the equipment will be tagged, taken out of use and a work order will be completed

The Team Leader on the unit will conduct an extensive review of the falls incident, including a review of all documentation to determine if all appropriate interventions were in place. Upon identification of any non-compliance with the HPHA Falls Prevention Protocol, they will follow-up with appropriate staff at the earliest opportunity, to reinforce the importance of adhering to the protocol.

11. The Falls Prevention Brochure will be provided to patients identified to be at moderate or high risk for falling at the time of admission to any inpatient unit. The brochure will also be supplied to all outpatient clinics, including but not limited to the Ortho Clinic, Surgical Pre-Admit Clinics, the Dialysis Unit, the Chemotherapy Unit, Mental Health Clinics and the ER for their use according to patient needs. During the patient's stay at the hospital, if the risk status changes from low-risk to moderate or high-risk, the brochure will be provided to the patient/family.

Procedure (Outpatients):

1. For outpatients, Universal Falls Management Strategies will be applied as appropriate to the setting. The Outpatient Fall Risk Screen is a visual check of the patient when moving (transferring/walking) by the most responsible health care professional. If the healthcare professional detects a falls risk concern, the following 4 questions are to be asked:

1. Have you had a fall in the past 3 months?

2. Do you need help to move around safely?

3. Do you feel dizzy or lightheaded?

4. Do you have any foot conditions that affect your balance and/or ability to walk?

Outpatients who answer positively to any of the above questions are found to be at high risk and will have individualized High Risk Falls Management Strategies to reduce patient risk during visit/procedure (example: inform patient/family of concern with fall risk - provide Falls Prevention Brochure; Yellow Fall Risk bracelet if being seen by more than one practitioner/department, offer wheelchair for transportation). A referral to the Community Care Access Centre (CCAC) may be recommended.

Universal Falls Management Strategies

· Assign bed that enables exiting toward stronger side.

· Approach patients with weakness from unaffected side. (Consider other strategies for management of patients who have suffered a stroke and have neglect)

· Transfer patients with weakness towards stronger side.

· Assess balance and coordination before assisting with transfer and mobility activities.

· Consider referral to other services: Internal Medicine, Psychiatry, Social Work, Physiotherapy, Occupational Therapy, pharmacy, dietitian and CCAC.

· Assess bowel and bladder self-management and elimination patterns. Establish a toileting routine when there are issues with frequency, urgency and/or incontinence, and for patients on diuretics.

· Instruct patient on use of grab bars in bathroom.

· Ensure availability of glasses, hearing aids and other communication devices in close proximity to patient.

· Assess potential for or existence of orthostatic hypotension/syncope and implement the appropriate compensatory strategies.

· Assess for medications and/or secondary diagnoses that may impair balance, mobility and/or cognition, and implement the appropriate compensatory strategies.

· Provide patient with the pamphlet “Medications and the Risk of Falling"”.

· Consider consulting Pharmacist if patient on multiple high-risk medications.

· Discuss medication times/dosages, side effects etc.

· Assess mental status (confusion, delirium, disorientation, dementia).

· Assess for nutrition risk and request assessment from a Registered Dietitian for nutrition intervention if patient is at high nutrition risk.

· Assess for appropriate footwear, and provide non-slip socks if indicated.

· Clear environment of all tripping hazards.

· Wipe-up any spills immediately.

· Educate and engage patient and family in aspects of falls prevention strategies while in hospital.

· Instruct all patients in the use of assistive devices (crutches, walker, reacher, etc) prior to providing the equipment.

· Ensure mobility aids are readily available to the patient.

· Lock movable equipment before transferring patient and when not in use.

· Continue ambulation care plans (as per Physiotherapy) at all times, including weekends and statutory holidays.

· Observe the patient and their environment through routine safety checks, including hourly rounding. Consider referral to CCAC if home-based needs are evident

High Risk Falls Management Strategies

In addition to the Universal Falls Management Strategies:

· Use bed and/or chair alarms

· Use low bed and leave in the lowest position when appropriate (e.g. patients of shorter stature, patients identified as being at risk for safe transfers, patients with memory loss who forget to ring the call bell for assistance).

· Ensure alarms at exits are activated where available as necessary.

· Place yellow Fall Risk bracelet on patient.

· Post Falls Risk sign at bedside and on wheelchairs and walkers.

· Add “High Risk for Falls” to PI screen.

· Update PI screen for all implemented falls prevention interventions.

· Assess for use of side rails or other potential restraint devices (as per HPHA Least Restraints Policy).

· Evaluate and treat for pain

· Consider use of low pressure call bells

· Engage the patient and their family and volunteers to increase time spent with patient

Quality Assurance:

1. Completion of annual e-learning module plus quiz by all staff.

2. Inclusion of Falls Prevention Program in orientation of all new staff.

3. Leaders will ensure staff complete e-learning module.

4. Monthly audits by Unit Team Leader to ensure compliance with falls prevention policy interventions
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