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I. Abstract

This manuscript is designed to promote and improve healthcare safety, quality,
efficiency, and lower medical costs for hospitals and patients. Falls, fall injuries, and their
devastating consequences are rising, yet falls are preventable even among senior patients.

Search Engines and Key Terms

SciWheel was used to save the literature and eliminate duplications. Key terms were
used in the Boolean strings: elderly fall prevention, senior fall safety, in-hospital fall prevention,
falls in the aging, and fall prevention tools. The CINAHL Plus yielded 58. PubMed search
yielded 121. And Google Scholar yielded 32. The total of all three searches was 211. Thirteen
duplicates were eliminated by SciWheel, leaving 198 articles. Excluded were 168 articles about
machines, articles about patients less than 65 years old, and articles not about hospital patients,
leaving 30 articles. SQUIRE 2.0 was used in organizing this manuscript (Ogrinc et al., 2016).

Falls are America's leading cause of injury among the elderly, according to the National
Center for Injury Prevention and Control (2020). Falls, fall injuries, and their devastating
consequences are rising, yet falls are preventable events (Alamgir, Muazzam, & Nasrullah,
2011). Annually, there are seven hundred thousand to a million falls in U.S. hospitals that cause
pain, suffering, deaths, and enormous healthcare cost. ( Johnston & Magnan, 2019). Decreased
balance can lead to falls that produce in-hospital patient pain, suffering, disability, increased
mortality, and morbidity (National Center for Injury Prevention and Control, 2020). The
combined direct and indirect cost of fall injuries in 2010 among the elderly was an
overwhelming $50 billion and is expected to increase substantially by 2040 (Lohman et al.,
2017). A significant portion of these spiraling upward costs was shared by local hospitals and

patients.



Joint Commission (2015) stated that lack of adherence to hospital-approved fall risk
prevention protocols was a main contributor to causing hospital patient falls. The Shift Change
Fall Safety Checklist was designed to reduce this problem (Johnston & Magnan, 2019). In some
cases, it can also help improve communication by addressing the hearing and vision needs of the
patients.

Introduction: Problem

Joint Commission (2015) studied in-hospital falls across the nation and stated that one of
the most common causes of in-hospital falls was due to the lack of adherence to hospital-
approved fall risk prevention protocols, as was noted in their Sentinel Event Alert Issue No. 55.
Inefficient communication between staff and patients was also noted as needing improvement
(Joint Commission, 2015). Prevalence studies of in-hospital fall rates have shown that falls
extend from 3.1 to 11.5 falls per 1,000 bed-days; the hospital units with the most falls include the
medical-surgical units, neurosurgery, and neurology units (Bouldin et al., 2014). Most hospitals
have between 3 to 5 falls per 1,000 bed days per month (Agency for Healthcare Research and
Quality [AHRQ], 2013). The Shift Change Fall Safety Checklist (Johnston & Magnan, 2019)
could help reduce falls by even one fall per 1,000 bed-days and offer a significant improvement
in healthcare among patients 65 and older.

A common contributing factor that increases in-hospital falls is the lack of nursing staff's
adherence to approved fall risk prevention protocols, often caused by unintentional omissions,
also called slips (Kalisch, & Xie, 2014). Nurses and nursing assistants often work under stress,
making it easy to forget to do specific tasks that they meant to do. Just as checklists are used by

airplane pilots preparing to takeoff, nurses can make sure nothing is omitted by using checklists



(Gawande, 2011). The Shift Change Fall Safety Checklist would not take up time during the
shift. It is to be completed in the 15 minutes before or 15 minutes after the hour of shift changes.
Available Knowledge

Many fall assessment tools are available, addressing a variety of interventions being used
by hospitals (Magnani et al., 2021; Meekes et al., 2021; Strini et al., 2021). While comparing the
Wilson-Sims Falls Risk Assessment (WSFRAT) used in many psychiatric facilities, the MFS as
described by the AHRQ (2013), and the Stopping Elderly Accidents, Deaths, and Injuries
(STEADI) fall prevention algorithm (CDC, 2020), only the STEADI addressed a more accurate
stratification of all areas needed in fall prevention (Lohman et al., 2017). The STEADI algorithm
recommends a combination of different tools to address three assessment areas.
(See the STEADI Algorithm — Figure 1.)

According to Strini et al. (2021), the MFS is easy and quick for hospital staff and
administrators. Still, the MFS lacks assessment of certain evidence-based factors needed to fully
evaluate fall risks, such as the sensory deficits in hearing and vision. Additionally, the MFS does
not allow for the evaluation of patients on specific drugs that cause dizziness leading to
imbalances that cause falls (Strini et al., 2021). This lack of thorough assessment can lead to
increased patient falls. However, this can be compensated by adding noted items to the Shift
Change Fall Safety Checklist to help fall proof the patient’s assessment.

(See the Morse Fall Scale — Figure 2.)
(See the Shift Change Falls Safety Checklist — Figure 3.)

A sensory assessment is critical in fall prevention (Gopinath et al., 2016; Yang, 2021). If
a hearing deficit has not been assessed on the fall risk assessment self-report tool like the MFS, it

will not be addressed in the patient's care plan or interventions. An intervention stating that the



patient needs his hearing aids put in or needs a written communication will be omitted, causing
miscommunication. The patient may have left their hearing aid at home in a rush to get to the
hospital. Two or three days may pass before all the patient's nursing staff knows to write the
patient notes or help the patient get their hearing aids from home as an intervention. Therefore,
the patient’s hearing needs are not addressed if sensory deficits were not listed on the initial
assessment tool. Further, newly prescribed pain medications often lead to imbalances that cause
falls (Kuschel, Laflamme, & Mdller, 2015; Silva, Costa, & Reis, 2019). If such new
prescriptions of narcotics are not assessed, this contributes to the problem of fall risks (Joint
Commission, 2015).

Rationale

Falls are multifactorial; therefore, using only one tool to evaluate patient fall risks on
admission cannot give a complete picture (Lusardi et al., 2017; Taylor et al., 2019). First, a
patient’s medical history with any history of falls is needed. Secondly, a self-report, such as the
MFS, is needed to address such as feelings of dizziness or imbalance. Then thirdly, a
performance evaluation like Timed-Up & Go is needed for a full fall risk diagnosis, as defined by
Lusardi et al. (2017). STEADI addresses all three assessments in one algorithm (Strini et al.,
2021: Taylor et al., 2019).

Many seniors lack core muscle strength in their low back, abdomen, and upper thighs to
maintain the balance needed to stand from a seated position well enough without pulling up on
furniture (Granacher et al., 2013; Patti et al., 2021). In three minutes or less, the Timed Up and
Go performance evaluation can allow nurses to detect this problem well enough to assess when a
person will need a walker to prevent falls (Lohman et al., 2017). A performance evaluation that

nurses can use would allow nurses to more quickly get walkers ordered for patients who need



one to get from the bed to the restroom late at night when many falls happen in hospitals.
Otherwise, patients would have to wait for the physical therapist to have time in their schedule to
do a more extended thirty-five-minute evaluation before the walker could be ordered. This wait
could leave patients without a walker for a few more days allowing time for a fall. STEADI
additionally offers other interventions that may help to avoid falls (Lohman et al., 2017).

Some patients may tell the nurse during the self-report that they really need a walker and
may therefore not need a performance evaluation like STEADI. Hospitalized patients may not be
aware that certain neurological illnesses can cause imbalances that lead to falls (Homann et al.,
2013). Practitioners, caregivers, and family members often have done little to warn seniors of the
dangers of falls or train them on fall prevention (Mamani et al., 2019). Therefore, many older
patients do not realize that they are at risk of falls that may cause serious injuries, much less are
they aware of how some falls could lead to death (Vincenzo et al., 2022).

The Shift Change Fall Safety Checklists can serve a two-fold purpose in reducing patient
falls. First, this Checklist can help nurses and nursing assistants adhere to the whole bundle of
hospital fall risk prevention protocols more consistently. Additionally, this Checklist can be used
to add sensory deficit assessments that may not have been addressed in the initial assessment tool
like the MFS. Since no tool is everything needed, having more than one assessment tool has the
advantage of covering a broader view of patient needs (Strini et al., 2021).

Each shift, using the Checklist, would allow the patients to be assessed for medications
like narcotics or tranquilizers that may cause dizziness that leads to falls. During shift change,
these new medications would be brought to the on-coming nurse’s attention by the Checklist.
New narcotics prescriptions are not always stated during nursing shift reports but would be noted

on the Shift Change Fall Safety Checklist. In addition to noting the list of fall prevention



protocols, a short assessment can be added to the bottom of the Shift Change Fall Safety
Checklist, noting hearing and vision assessment. The MFS does not record hearing or vision
deficits or medications that may cause dizziness. However, the Fall Safety Checklist would show
the oncoming nurse any hearing or vision deficits of their patients to help foster more effective
communication. Further, the off-going nurse would let the oncoming nurse know that the patient
has hearing aids or glasses kept in a specific place, which is not always mentioned in the report.
Further, each shift, the oncoming nurse would know of new medications their patient has started
that may lead to a fall and if the patient needs to have hearing aids put in or glasses put on to
improve communication.
Specific Aim

This quality improvement project aims to reduce patient falls by helping nursing staff
increase patient safety by boosting the usage of evidence-based fall risk prevention protocols
among community-dwelling inpatients > 65 years of age. In addition, the Checklist would help
nursing staff to become more consistent in their use of hospital fall prevention protocols, and, in
some cases, it may also be used to improve communication.

Methods Context

The Donabedian conceptual model and framework were applied (Ayanian & Markel,
2016). Donabedian is a classical framework for health care improvement. Donabedian Theory
has three main levels. The nursing staff represents the first level called structure. The second
level, called process, is represented by the nursing staff using the Shift Change Fall Safety
Checklist. The third level is the outcome represented by the process leading to an improved
outcome of reducing falls by at least one fall per 1,000 bed-days per month (Ayanian & Markel,

2016).



All patients in this study have qualified for the Acute Care for the Elderly (ACE) unit,
which focuses on reducing the functional decline of the elderly and reducing their anxieties from
hospitalization. Because the senior population has already grown exponentially, the ACE
overflow unit is where this quality improvement project pilot study occurred. Included were
community-dwelling inpatients > 65 years old who scored at risk for falls on the MFS. Other
patients included were those who started on a narcotic or tranquilizer. Excluded were patients
who did not score at risk on the MFS; patients from nursing homes or other facilities; and bed-
ridden patients who were too immobile to fall. Current standards of care include an initial
assessment with the MFS (AHRQ, 2013) to determine which patients are at risk for falls. Items
on the hospital-approved fall risk protocols to be listed as items on the Shift Change Fall Safety
Checklist include patient education; family education; nursing staff awareness; nursing assistant
awareness; signage on the door; precaution wristband; the bed in low position; bed alarm
correctly set; non-skid yellow precaution socks on; call light in reach; personal items in reach.
Description of the Interventions

The Shift Change Falls Safety Checklist containing the hospital-approved fall risk
prevention protocols will be completed by the oncoming nurse or nurse assistant during the
thirty-minute shift change reporting period based on what they found at the beginning of their
shift. At the bottom of the listed fall risk prevention protocols, needed evidence-based items not
addressed on the initial MFS assessment will be added. The only data to be collected by the
Implementation Team member assigned to supply the Shift Change Fall Safety Checkilist to the
unit is that which was completed by the oncoming nursing staff during the thirty minutes of shift
change reporting.

(See the Shift Change Fall Safety Checklist Flow Chart - Figure 4.)



Interventions by Steps
Step 1: Retrospective Review of Fall Statistics- One member of the Implementation Team will
review the statistics of falls on the unit for the past six months to determine the average number
of falls per 1,000 patient bed-days for each month. For the month of this pilot project, the goal is
to reduce falls per 1,000 patient bed-days by at least 1.0. This retrospective review starts two
weeks before the month of full implementation. This takes place from Sept. 19" to 23™, 2022.
Step 2: Staff Training - Another member of the Implementation Team will provide an
explanation of the how, when, and who should be using the Shift Change Fall Safety Checklist.
Those patients who scored on the MFS as being at risk for falls will have the Shift Change Safety
Checklist completed by the oncoming nurse or nursing assistant during the thirty minutes period
of the shift change before they accept their patients. Other patients who begin medications that
may make them drowsy or unable to have good balance should also be started on the Shift
Change Safety Checklist. Staff training takes place the week following the retrospective reviews.
This takes place from Sept. 26" to 30", 2022.
(See Staff Training Sheet — Figure 5.)
Step 3: Project Implementation — The evidence-based Shift Change Fall Safety Checklist will
begin once the Implementation Team member in charge of supplying and collecting the forms
has the forms in place on the unit. At least 90 patient checklists should be completed for this
project over four weeks. This starts Oct. 2" to 29", 2022 but may be extended.
Step 4: Post Implementation Follow-up — All of the nursing staff who completed the Shift
Change Fall Safety Checklist provide their feedback on the Staff Evaluation Form. The
Implementation Team will tabulate the data collected from the nurses and nursing assistants to

incorporate the suggestions from staff that would make the project run smoother.
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(See Staff Evaluation Form Figure 6).
Step 5: Post-implementation review of interventions If any intervention listed in the Fall
Safety Checklist was noted as not being completed, it is evaluated by the Implementation Team
to see if that intervention needs to be modified to be more effective.
(See Evaluation of Interventions Figure 7.)
This will take place from Oct. 30" through Nov. 51, 2022.
Step 6: Data analysis Pearson’s Correlation should be used to show a correlation between using
the Shift Change Fall Safety Checklist and a decrease in falls on the unit. The Nursing
Implementation Team should collect at least 90 checklists during the four weeks of October
2022. The hospital’s fall rate is expected to be reduced by at least one fall per 1,000 patient bed-
days (Johnston & Magnan, 2019). The staff survey evaluations should be reviewed by the
Nursing Implementation Team to employ staff suggestions as needed. The Shift Change Fall
Safety Checklist analysis and staff survey evaluations should be fully reviewed and completed
by the Nursing Implementation Team between Nov. 61 and 12, 2022. The Nursing
Implementation Team will review the results with their Faculty Chair and Project Manager.
Quantitative data will be collected from the Shift Change Fall Safety Checklist. Staff
Surveys will be collected as quantitative data also. Both sets of data will be tabulated by the
Nursing Implementation Team. The Shift Change Fall Safety Checklist will be tabulated in
percentages to show the interventions that were completed and not completed. The staff
evaluation suggestions will be collected and evaluated as qualitative data to consider how the
staff feels about this pilot project. The Nursing Implementation Team will report all data to the
Project Manager.

Ethical Considerations
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Data collected from observation of the oncoming nurse will only include the patient’s
initials. However, this still has to be protected based on the Health Insurance Portability and
Accountability Act (HIPPA) standards. Therefore, the patient’s initials must be de-identified
using a random code generator. The code key was kept by the Nursing Implementation Team
leader. A password-protected computer file was used to secure the data collected. Data collected
is then kept in a locked office. All the Shift Change Fall Safety Checklist forms can be put into
the hospital's computerized system for a sustainability plan that would allow this project to be
used in other hospital units.

V. Results
(See Flow Chart in Figure 4).

The standard unit for calculating hospital fall rates is expressed as falls per patient
occupied bed-days x 1,000 (AHRQ, 2012). The incident reports will show the number of falls in
a month for the hospital unit. As an example, the unit had five falls in a month. Use this number
to calculate the falls per bed-days. Find the number of beds that were occupied each day for a
particular month. Add up the number of total occupied beds for each day of the month. So if the
number is 901 patient bed-days. Divide the number of falls reported on incident reports by the
number of patient bed-days for the month. 5/901=0.00554. Multiply this, times 1,000, which
equals 5.549 or 5.5 falls per 1,000 bed-days (AHRQ, 2012).

Previous records of the fall rates for the hospital units should be available in hospital
records for each month. Pearson’s Correlations were used to measure the strength of linear
association between two variables (Sedgwick, 2012). Therefore, Pearson’s Correlations can be
used to show there is a correlation between using the Shift Change Fall Safety Checklist and the
reduction in patient falls as opposed to the number of falls when the Checklist was not being

used. It is expected that using the Checklist will reduce falls on the unit by at least one fall per
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1,000 patient bed-days. This reduction would save pain, suffering, and cost for both the patient
and the hospital.

VI. Discussion
Key findings relevant to the rationale

The impact of falls on the elderly is growing extensively across the world (Tanwar et al.,
2022). This problem also is increasing among hospital community-dwelling inpatients locally.
An average of 10,000 Americans are turning 65 daily in a population explosion, and the death
rate from falls among the elderly is increasing (Burns & Kakara, 2018). The management of
fragility fractures becomes more challenging among the elderly(Falaschi & Marsh, 2021). The
problem of falls becomes compounded for in-hospital elderly patients who are in an unfamiliar
environment (Lee et al., 2022). Yet, according to evidence-based research from Joint
Commission (2015), many in-hospital falls, even among the elderly, can be prevented, reducing
pain, suffering, and financial burdens for patients while reducing hospital costs as well.

Joint Commission (2015) stated that one of the top reasons for patient falls resulted from
a lack of adherence to hospital-approved fall risk prevention protocols. Better communication
between hospital staff and patients was also mentioned by Joint Commission as needing
improvement. The Shift Change Falls Safety Checklist can be used to improve the nursing staff's
adherence to fall-risk prevention hospital protocols and improve consistency in care. In some
cases, this can also improve communication between patients and staff by making the staff aware
of patient deficits in hearing and vision and providing certain interventions. Therefore, falls can
be decreased by at least one fall per 1,000 bed-days, reducing morbidity, reducing mortality, and

reducing high costs to patients and hospitals.
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Strengths of the project

This project is easily sustainable because the cost is very low. This project requires the
use of a printer, ink, paper, and salaries for the Nursing Implementation Team. This should cost
no more than around $5,000. The salary of the nurse manager’s time is about $2,000 and the
Implementation Team members are graduate assistants. In contrast, according to Joint
Commission (2015), the average cost of just one in-hospital fall with injury is $14,000.00. So,
the project is very cost-effective. If this project and all of its forms are uploaded to the hospital
computer system, it can be used throughout the hospital wherever it is needed in other hospital
units. This makes it very sustainable.

Reducing falls, as this quality improvement project is expected to do, should keep
patients from having longer hospital stays from fall injuries. It should decrease morbidity and
mortality of the elderly. It should reduce medical costs for patients. Additionally, it should
reduce needed staffing days as well as reduce hospital non-reimbursable costs.

Other Information

The National Institute on Aging, a component of the National Institutes of Health,
currently has a Funding Opportunity Title called Transition to Aging Research for Predoctoral
Students (F99/K00). The Announcement Type is a reissue of RFA-AG-22-026. This grant may
be used to address the need to reduce falls among in-hospital patients who are 65 or older (The
U. S. National Institute on Aging, n.d.). The amount to be requested is $5000.00. This should be
used for funding a securely locked cabinet for data storage, a laser printer, ink cartridges,
clipboards, staplers, pencils, pens, and a thank-you luncheon for both shifts of nurses who would
be completing the shift change checklist forms and other forms needed. In addition, in-kind
contributions from the hospital would include access to the hospital information technology

system for data storage and staff salaries of those involved. This pilot project expense of $5,000
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is minimal compared to the average non-reimbursable cost to the hospital of just one fall, which

amounts to $14,000 (Joint Commission, 2015).
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Stopping Elderly Accidents, Deaths, and Injuries (STEADI) Algorithm

Centers for Disease
Control and Prevention
National Center for Injury
Prevention and Control

STE A” Stopping Elderly Accidents,
2019 Deaths & Injuries

STEADI Algorithm for Fall Risk Screening, Assessment, and Intervention among Community-Dwelling Adults 65 years and older

START HERE

Available Fall Risk
Screening Tools:

¥
SCREENED NOT AT RISK

PREVENT future risk by recommending

effective prevention strategies.

» Educate patient on fall prevention
» Assess vitamin D intake

- If deficient, recommend daily
vitamin D supplement

»Refer to community exercise or fall
prevention program

* Reassess yearly, or any time patient
presents with an acute fall

Centers for Disease
Control and Prevention
National Center for Injury
Prevention and Control

3
SCREENED AT RISK

ASSESS patient’s modifiable
risk factors and fall history.

Common ways to assess fall risk
factors are listed below:

Evaluate gait, strength, & balance

Common assessments:
«Timed Up & Go * 4-Stage
*30-Second Chair Stand  Balance Test

Identify medications that increase fall risk
(e.g., Beers Criteria)

Ask about potential home hazards
(e.g., throw rugs, slippery tub floor)

Measure orthostatic blood pressure
(Lying and standing positions)

Check visual acuity
Common assessment tool:
+Snellen eye test

Assess feet/footwear

Assess vitamin D intake

Identify comorbidities
(e.g., depression, osteoporosis)

* Stay Independent: a 12-guestion tool [at risk if score 2 4]
- Important: If score < 4, ask if patient fell in the past year
(If YES < patient is at risk)

1 SCREEN for fall risk yearly, or any time patient presents with an acute fall.

*Three key questions for patients [at risk if YES to any question]
- Feels unsteady when standing or walking?
- Worries about falling?
- Has fallen in past year?
» If YES ask, “How many times?” “Were you injured?”

3 INTERVENE to reduce identified risk factors using effective strategies.

Reduce identified fall risk
+ Discuss patient and provider health goals

+ Develop an individualized patient care plan (see below)
Below are common interventions used to reduce fall risk:

Poor gait, strength, & balance observed

« Refer for physical therapy
*Refer to evidence-based exercise or fall prevention program (e.g., Tai Chi)

Medication(s) likely to increase fall risk
* Optimize medications by stopping, switching, or reducing dosage of medications that increase fall risk

Home hazards likely
+ Refer to occupational therapist to evaluate home safety

Orthostatic hypotension observed
» Stop, switch, or reduce the dose of medications that  « Establish appropriate blood pressure goal
increase fall risk +Encourage adequate hydration
* Educate about importance of exercises (e.9., foot pumps)  + Consider compression stockings

Visual impairment observed
+ Refer to ophthalmologist/optometrist
» Stop, switch, or reduce the dose of medication
affecting vision (e.g., anticholinergics)

« Consider benefits of cataract surgery
+Provide education on depth perception
and single vs. multifocal lenses

Feet/footwear issues identified

+ Provide education on shoe fit, traction,

. ! *Refer to podiatrist
insoles, and heel height

Vitamin D deficiency observed or likely
*Recommend daily vitamin D supplement

Comorbidities documented

+ Optimize treatment of conditions identified + Be mindful of medications that increase fall risk

e

FOLLOW UP with patient in 30-90 days.

Discuss ways to improve patient receptiveness to the care plan and address barrier(s)

(The STEADI Algorithm CDC, 2021)
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Figure 2
The MORSE Fall Scale

Morse Fall Scale

Item Item Score Patient Score

1. History of falling (immediate or previous) No 0
Yes 25

2. Secondary diagnosis (> 2 medical diagnoses in chart) No 0
Yes 15

3. Ambulatory aid

None/bedrest/nurse assist Crutches/cane/walker 0

Furniture 15
30

4. Intravenous therapy/heparin lock No 0
Yes 20

5. Gait

Normal/bedrest/wheelchair 0

Weak* 10

Impaired’ 20

6. Mental status

Oriented to own ability

Overestimates/forgets limitations 15

Total Score*: Tally the patient score and record.

<25: Low risk

25-45: Moderate risk

>45: High risk

* Weak gait: Short steps (may shuffle), stooped but able to lift head while walking, may seek support from fumniture
while walking, but with light touch (for reassurance).

T Impaired gait: Short steps with shuffle; may have difficulty arising from chair; head down; significantly impaired
balance, requiring furniture, support person, or walking aid to walk.

¥ Suggested scoring based on Morse JM, Black C, Oberle K, et al. A prospective study to identify the fall-prone
patient. Soc Sci Med 1989; 28(1):81-6. However, note that Morse herself said that the appropriate cut-points to
distinguish risk should be determined by each institution based on the risk profile of its patients. For details, see
Morse M, , Morse RM, Tylko SJ. Development of a scale to identify the fall-prone patient. Can J Aging
1989:8:366-7.

(The Morse Fall Scale AHRQ, 2013)
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Figure 3
The Shift Change Fall Safety Checklist

Shift Change Fall Safety Checklist

Staff Member Name: Nurse or Nursing Assistant (circle one)
Patient 1 Patient 2 Patient 3 Patient 4
Date:
Shift:
Room:
Patient Initials:

Hospital Fall Prevention Bundle Protocols Patient 1 Patient 2 Patient3 Patient4

Daily Shift Fall Assessment completed for this shift Yes | No Yes | No | Yes | No | Yes | No

Daily patient teaching regarding fall prevention

Visiting family teaching regarding fall prevention

Fall precaution sign outside of the patient’s door

Patient has skid-proof socks on

Patient’s call-light is within reach

Patient has personal items within reach

RN is Aware of Patient’s protocols

Patient’s bed and or chair alarms are correctly set

Patient has on the falls precaution wristband on

Items from STEADI below: e e e B N e

Hearing deficit

Patient needs hearing aids placed in?

Patient needs a written note?

Vision deficit

Patient needs glasses put on?

(Shift Change Fall Safety Checklist adapted from Using a Fall Prevention Checklist to Reduce
Hospital Falls: Results of a Quality Improvement Project. Johnston & Magnan, 2019)
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Figure 4
Shift Change Fall Safety Checklist Flow Chart

Keep track of
interventions not
completed for
NO— |
modification/further
study OR fix the
problem on shift
Patient
e 5 . Complete four
F;d[lt?l:t is eligible Patient is given checklist Keep track of ”D(‘kpg of deta
or admission to the Morse Fall started and all interventions e o
y N YES——» ) during Oct, 2022
the ACE Unit Scale and has a interventions done that are 'int}](‘rmmIH:L
fall risk are done working well ’ (i'lla
a

Fall statistics before
checklist use are
compared to fall

statistics during the

checklist use by nursing
staff

Pearson's Correlation
by using SPSSis
expected to show at
least 1 less fall per 1,000
bed-days as result of
the checklist

Note: Patients are qualified as eligible for the Acute Care for Elderly (ACE) unit first. This unit is
focused on the early prevention of functional decline among hospitalized older adults. When the ACE unit
needs more beds, the patients are admitted to the overflow unit for ACE patients. Next, patients who score
at-risk on the hospital's assessment tool, in this case, the Morse Fall Scale (MFS). These patients qualify
for the Shift Change Fall Safety Checklist use. Other patients at risk for dizziness or imbalances due to
medications can also be added.

If all interventions are completed each shift, tracking is kept. If some interventions are not completed,
attempts first will be made to fix the problem during that shift and then changed from uncompleted to
completed. If the uncompleted interventions are not completed by the end of the shift, they will be referred
for further study and modification.

After the four weeks, the data will be tabulated by the nursing implementation team. Pearson's Correlations
in SPSS program can be used to show a correlation between using the Checklist and decreased falls on
the unit. Using the Shift Change Fall Safety Checklist provides one way to reach the Triple Aim, help the
most people at the lowest cost for better outcomes. It also addressed two deficits pointed out in the Joint
Commission's Sentinel Event Alert Issue 55. These are the lack of adherence to protocols and the lack of
full-circle communication.
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Figure 5
Staff Training Sheet
Staff Training Sheet

The project is being implemented because Joint Commission noted in a Sentinel Event Alert in 2015 that falls
were happening due to the lack of adherence to fall prevention protocols at many hospitals. Therefore, the Shift
Change Fall Safety Checklist was created to promote consistency in fall prevention protocols. After reviewing
the teaching video, the 14 items of this checklist will be explained. This checklist is to be used by the on-coming
nurse or nursing assistant between 15 minutes before the hour and 15 minutes after the hour of shift change.
Below is a review of the 14 interventions covered in the Shift Change Fall Safety Checklist.

The Timed-Up-&-Go performance assessment allows nurses and nursing assistants to know when the patientis a
fall risk if the patient can not pass this test in three minutes or less. YouTube video demonstations on Zimed-Up-
&-Go Testing from the CDC STEADI program can be found online to be used during this training.

1. Fall risk — All patients who will need the checklist completed should have been given a risk score from the
Morse Fall Scale being used on the hospital unit.

2. Patient education — The patients who are monitored should be educated about their fall score and understand
what they are being expected to do, such as using the call light before getting up to go to the restroom.

3. Family education — Patient family members who visit the room should also have their relative’s fall risk score
explained in terms of what the patient has been asked to do and why.

4. RN aware — The RN should know the level of risk the patient scored on the Morse Fall Scale.

5. Nursing assistant aware — The nursing assistant should also know what level the patient scored on the Morse
Fall Scale, especially concerning how to set the be alarm correctly.

6. Sign on the door — The fall alert sign should be posted on the outside of the patient’s door.
7. Wristband — The patient should have his or her fall alert wristband on.

8. Bed in low position — The bed should stay in the lowest position, and if fall “landing pads™ are used, they
should be in place.

9. Bed alarm set correctly — Based on the Morse Fall Scale risk level, the bed/chair alarms are to be set.

10. Yellow socks on — Skid-proof socks should be on the patient with fall risks.

11. Call light in reach — The patient should have the call light close.

12. Personal items in reach — This should keep the items near the patient to prevent the patient from getting up.

13. Hearing deficit — The nurse and nursing assistant need to know if the patient needs written notes. If the patient
can not hear the nurse at the door post saying to use the call light, staff needs to know the patient needs a written
note or closer communication. The nurse needs to also know if the patient wears hearing aids that need to be put
on or need to be kept in a certain place at night.

14. Vision deficit — The nurse and nursing assistant need to know if the patient can see well enough to see the
call light button and do ADLs. The nurse needs to know if the patient wears glasses, if so, where are they to be
kept at night so they are not lost.
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Figure 6
Staff Evaluation of the Fall Safety Checklist

Staff Evaluation of the Fall Safety Checklist

Category %Yes %No

The checklist is easy to use.

It 1s a good safety check

It should be used by everyone.

Should include more than one patient per checklist

Should be used at each handoff

It should be used for every patient

It took too much time

RN to RN only

Nurse assistant to nurse assistant only

Do you feel it would help to have a gait belt at the bedside?

Other concerns for improvement:

(Staff Evaluation of the Fall Safety Checklist adapted from Using a Fall Prevention
Checklist to Reduce Hospital Falls: Results of a Quality Improvement Project. Johnston &
Magnan, 2019)

Figure 7
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Evaluations of the Interventions of the Shift Change Fall Safety Checklists

Protocol Criteria

% Done

% Not Done

% Not Applicable

Fall risk

Patient educated

Family educated

RN Aware

Nursing assistant aware

Signage on the door

Wristband

Bed in the low position

Bed alarm correctly set

Yellow socks

Call light within reach

Personal items in reach

Hearing noted

Vision noted

(Evaluation of the Interventions of the Fall Safety Checklist adapted from Using a Fall
Prevention Checklist to Reduce Hospital Falls: Results of a Quality Improvement Project.

Johnston & Magnan, 2019)
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