NURSING PROCEDURE FOR FALL RISK PREVENTION
 

 

Falls are the most common injury sustained by hospitalized patients.  They are a major cause of injury and death among the elderly and debilitated patients.  Environmental, physical, and psychological factors contribute to patient falls and the ensuing injuries.  Falls are preventable occurrences that injure patients, prolong hospitalizations, and significantly increase healthcare costs.  The implementation and adherence to an effective fall prevention program negates many of these incidences of injury and additional costs.  The goal of the fall prevention program is to identify the patient who is at risk to fall, institute proactive efforts to reduce the occurrence of fall- related incidents, and provide a safe environment.
 
Definition

        Any untoward event in which the patient comes to rest unintentionally on the floor.
        Personal judgement is needed to capture the full range of possibilities.
 

Equipment

-     NMCP form 505/2, History Part 4
-         NAVMEDCEN PTSVA 6550/1, 24 hour Nursing Assessment Record
 
Implementation

 
Procedure

        All patients will be assessed for potential to fall on the History Part IV, NMCP 505/2 form.    
        Following admission, all patients will be assessed for fall risk at the beginning of every nurse's shift and the fall risk level will be documented on the 24-hour Nursing Assessment Record, NMCP form 6550/1. 
        Based on the assessment, the nursing staff will assign the appropriate fall risk level and institute a fall prevention protocol using the Fall Risk Assessment tool.
        Additionally, patients will be re-evaluated for fall potential whenever there is a change in status, a transfer to another unit, or as necessary.
 
Fall Risk Assessment 
Every patient admitted to Naval Medical Center Portsmouth is assessed for their risk to fall by the nursing staff utilizing the following criteria: 
        Following admission the Fall Risk Assessment Tool will be utilized to assign a fall risk level and identify the most appropriate fall prevention protocol.
        If the total score on the assessment tool is 1-2:  Initiate Fall Prevention Protocol I.
        If the total score on the assessment tool is 3-9:  Initiate Fall Prevention Protocol II.
        If the total score in the assessment tool is 10-19:  Initiate Fall Prevention Protocol III.
 

 

 

 

 

 

Fall Risk Assessment Tool

	Criteria
	Assigned Point Score

	History of previous falls in past 6 months
	2

	Neuromuscular dysfunction
	2

	Balance deficits/unsteady gait
	2

	Cognitive deficits, mental status changes
	2

	Wandering behavior
	1

	Psychotropics/sedatives, hypnotics/ diuretics/laxatives
	1

	Visual deficits
	1

	Auditory deficits
	1

	Bladder/bowel dysfunction
	1

	Medications affecting blood pressure, polypharmacy
	1

	Communication deficit, inability to ask for help
	1

	Mobility deficits, use of assistive devices 
	1

	History of seizures/tremors
	1

	Mechanical/Environmental Restraints-vest/wrist/IV/foley
	1

	Unfamiliar surroundings
	1

	TOTAL SCORE
	 


 

Score: 0-2 Level I      3-9 Level II    10-19 Level III
 

Fall Risk Level I Protocol

        Orient patient to surroundings.
        The patient's bed should be in the lowest position.
        Secure nursing staff call bell within easy reach.
        Respond to call bell promptly.
        Keep ambulatory assistive devices within easy reach, if applicable.
        Encourage all ambulatory patients to use skid proof footwear. 
        All personnel will be responsible for eliminating environmental hazards.
        Teach patient/family use non-mobile furniture for balance/support.
        At least two side rails in locked position while in bed, on stretcher, or unattended.
        Keep all wheels to beds and stretchers in the locked position.
 
Fall Risk Level II Protocol

All of the above plus:
        Instruct patient and/or family to ask for assistance for any patient activities.
        All items for patients' use should be in easy reach.
        Institute bowel/bladder routine, if applicable.
        Reassess for safe footwear.
        Reinforce use of assistive devices, if used.
        Reassess for a clutter-free, well-lit environment.
 

Fall Risk Level III Protocol

All of the above plus:
        Frequently reorient and repetitively reinforce use of call bell and ensure it is within reach.
        Initiate high fall risk identification including: sign over bed, notation in patient profile, and green patient wristband identification.
        Consider need for additional night lighting.
        Increase observation of patient as needed.
        Consider a room assignment closer to the nursing station.
        Assist patient with all activities.
        Notify medical officer for medication review, if applicable.
        Evaluate need for physical therapy, i.e. strength training and transfer alternatives.
        If supportive device needed, apply to provide safety for patient/others; if these are inadequate, may obtain staff watch in addition to applying supportive device.
        If supportive device not appropriate to diagnosis/condition of patient, obtain staff watch
 
Special Considerations

 
Facility-wide Environmental Assessment

Lighting

        Adequate lighting should be available in-patient rooms, bathrooms, and hallways.
        Lighting should be adequate on stairs and hallways.
        Light switches should be accessible to patient before entering the room and from the bed.
 

Patient Rooms

        Pathways from bed to bathroom should be unobstructed.
        Low-level furniture should be in patient's room.
        Floors must be clear and clutter-free.
        Chairs, nightstands, and over-bed tables should be secure and tip resistant.
        Furniture should not have sharp edges or corners.
 
Beds

        Maintain beds in the lowest position to assist in safe transfers and to reduce injury if there is a fall.
        Bed wheels should be in the locked position.
        Half side rails can assist patient transfers and serve as an enabler.
        Add gap protectors to siderails where appropriate to help prevent patient entrapment.
        The call bell should be easily accessible to the patient.
 

Bathroom

        Doors should be wide enough to allow easy wheelchair or walker passage.
        Tubs, showers, and floors should have non-skid surfaces, strips or mats.
        Grab bars should be securely attached to walls and low enough for easy reach around tubs showers and toilets.
        Elevate toilet seats where possible.
 

Seating

        All facility chairs should be in good repair.
        Check wheelchairs to ensure they lock properly.
        Remove wheelchair leg rests when appropriate to avoid patient entanglement.
        Add posture aids and cushion to facilitate proper seating and safe transfer.
 
Patient and Family Education
Cooperation and participation from the patient and family is essential to the success of the Fall Prevention Program.  The patient and the family should be instructed on the reason for the fall prevention protocol being implemented and how it relates to the patient's diagnosis or status.  Document all teaching, response to the teaching, and which family members were involved with the teaching on the interdisciplinary Patient/Family Education Record NMCP 6550/9.  The patient and family are provided the following education:
 

Patient Education

        Instruct patient on the use of the call bell system 
        Instruct patient to inform staff if (s)he feels dizzy, weak, or lightheaded.  Ask for assistance before getting out of bed if these conditions exist.
        Place bedside table close to patient to avoid having to reach for objects.
        Use the call light in the bathroom or at the bedside if help is needed to ambulate.
        Use proper footwear.  Avoid floppy slippers, bare feet, stockings, or loose shoes.
        Teach patient to sit or stand slowly prior to standing/ambulating to minimize dizziness related to orthostatic hypotension.
        Instruct patient not to lean on over bed tables or any furniture with wheels or a mobile base.
        Instruct patient to use grab bars.
        Instruct patient prior to initiating assistive devices.
 

Family Education

        Encourage the patient to wear non-skid slippers or socks
        Notify staff if there is a spill in the floor
        Inform staff if equipment is not functioning properly
        Leave pathways around the patient's bed clear and cluster free.
        Family education on environmental modifications the patient may require at home.
        Notify the primary nurse when the patient is left unattended.
        Instruct family in medication time/dose, side effects, and interactions.
 

 

 

 

 

Documentation

 
Fall Occurrence

If a fall occurs a comprehensive evaluation of the fall must be documented in the patient's record and on a Quality of Care Review form.  The nursing evaluation should include assessment of the patient's status, nature of the injury, and type of fall.  All fall occurrences will be followed by a systematic appraisal of intrinsic risk factors that may have contributed to the fall and assessment of possible changes in practice to prevent falls.
 

Nursing and direct care staff:

        Perform a physical assessment and take vital signs prior to moving the patient.  If any evidence of serious injury or any complaints of neck/back discomfort DO NOT MOVE THE PATIENT until evaluated by a physician.

        Once determined safe to move the patient, help the patient up into bed or a chair if appropriate.
        Call House Officer/Attending Physician to notify of fall and to assess the patient.
        Call Nursing Supervisor/ Team Leader to notify of patient's fall.
        Document the patient fall in the 24-hour nursing record.  If fall was witnessed, describe how it happened and any factors that contributed to the fall. 
        Notify the patient's family of the fall and the injury sustained.
        Complete a Quality Care Report and forward to the Team Leader.
 
Quality Care Reports

All Quality Care Reports generated by fall occurrences should include the following information in the narrative account:
        Time of fall/shift
        Location of fall/unit
        Location of injury and severity
        Treatments administered and referrals 
        Fall Risk Level of patient
 

Outcome Severity
        No injury
        Mild injury - includes injuries such as bruises, lacerations etc
        Significant injury- requires surgery, casting, orthopedic hardware and  possible rehabilitative services, head injury
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