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	530.914.914.015 FALLS PREVENTION/SAFER MOBILITY POLICY




POLICY:

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/substitute decision-maker’s (SDM’s) wishes and will focus on maintaining or improving patients’ mobility and independence. 

This policy does not pertain to antepartum, intrapartum, and postpartum patients admitted to the Maternal/Child Unit (2C) with the exception of post fall monitoring and documentation.

EXPECTED OUTCOMES:

Patients at risk for falls will be identified and appropriate interventions will be implemented to minimize the risk of falling. Patients’ ability to move safely should be maintained or improved.

Note:  The Falls Prevention/Safer Mobility Policy supports patient choice, which may include choosing to live with the risk of falling. It is recognized also that some risks cannot be eliminated, and that patients’ risk of falling can change without warning. 

DEFINITIONS:

Fall: When a person comes to rest on a lower level involuntarily. A fall may be witnessed or unwitnessed. 

Serious fall: A fall that results in severe discomfort and/or permanent impairment, or that requires major clinical intervention (e.g., head injury, fracture, transfer to acute care/ICU, surgery, etc.)

Moderate fall: A fall that results in some discomfort and/or temporary impairment, or moderate clinical interventions (sutures, treatment of minor burns, and/or head injury routine).

Minor fall: A fall that results in slight or no discomfort and minimal clinical interventions (e.g., assessment and/or first aid only).

Repeat falls: Two or more falls in the previous six months

PROCEDURE/GUIDELINES: 

The decision-making tree summarizes the process. (See Appendix A)

Risk Reduction

1. Nursing will assess all adult patients using the Falls Risk Assessment Tool (Appendix B)
 on admission to inpatient units, transfer, post fall, weekly, and as needed for risk of falling:

· All patients with a score of less than 4.5 will be considered low risk

· All patients with a score between 4.5 and 7.0 will be considered moderate risk

· All patients with a score greater than 7.0 OR WITH A FALL IN HOSPITAL WITHIN THE LAST 30 DAYS will be considered high risk
2. Nursing will implement visual identification of patients at risk:

· Discuss with patient/SDM the need for visual identification (i.e., identification sticker) of patients at risk 

· Make notation on Kardex

· Place appropriate coloured leaf on door of patient’s room, above patient’s bed (if patient in semi or ward room), and attached to walking aid or wheelchair

3. Nursing will initiate Falls Prevention/Safer Mobility Strategies/Interventions (see Appendix C).

Implement and evaluate strategies to reduce risk:

· Low risk implement Level I Strategies/Interventions 

· Moderate risk implement Level II Strategies/Interventions 

· High risk implement Level III Strategies/Interventions

4. Nursing will document the falls risk assessment and, in collaboration with the interdisciplinary health care team, the risk reduction plan and expected outcomes, the effectiveness of the strategies, and discussions with the patient/SDM regarding the proposed plan of care, in the health record.

When a Person Falls
1. Immediately assess patient post fall:

a) Ensure patient is safe and comfortable

b) Assess whether the fall was serious, moderate or minor and if this is a repeat fall

2. Implement appropriate injury management interventions:

a) Serious or moderate fall:  Contact attending/on-call physician immediately regarding patient assessment and treatment, determine with patient whether to contact SDM or family.

b) Minor fall: Notify attending physician within 24 hours, determine with patient whether to contact SDM or family. 

c) All falls: As soon as possible, discuss with patient/SDM fall and injury (if any), follow up, treatment, and any changes in prevention plan.

d)
Immediately post fall, document using a focus note with a focus of “Fall”. The focus note should include the following: time, place, details of fall, precipitating/related factors, any injuries, patient condition and care provided, when physician contacted, discussion with patient/SDM, follow-up, re-evaluation of care plan. Complete an incident report whenever a patient falls.

e)
Implement Post Fall Monitoring Intervention, which includes neuro assessment, vital signs, pain assessment, and skin assessment. Document assessments q8h x 6 (times six). 

f)
Repeat Falls Risk Assessment including date of fall 

3. Re-evaluate Falls Prevention/Safer Mobility Strategies/Interventions:

a) Treat patient as high risk until patient is determined no longer at high risk by the interdisciplinary team

b) Implement Level III Falls Prevention /Safer Mobility Strategies/interventions (see appendix C) or re-evaluate Level III strategies if already in place and document
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Appendix B: Falls Risk Assessment 

	Risk Factors Present


	Score

	Age 65-79
	0.5

	Age 80 and above
	1

	Mental status impaired

Memory loss, unable to follow instructions

Agitated, impulsive
	1

	History of falls in past 6 months
	1

	Tries to get out of bed/chair unsafely 

Impaired mobility/weakness

Poor judgment

Acute delirium (climbing over side rails)
	5

	Impaired mobility, balances or gait

Shuffling, small steps

Unsteady on feet

Furniture walking
	1

	Immobile: cannot initiate movement (cannot have impaired mobility at same time)
	-5

	Weakness/fatigue

Dizzy, no energy
	1

	Urinary problems
Frequency, urgency, nocturia, incontinence
	1

	Medications in 24 hours

Psychotropic, benzodiazepines, anti-psychotics, anesthetics
	1


Score

Low Risk: 
All patients with a score of less than 4.5 will be considered low risk
Moderate Risk: 
All patients with a score between 4.5 and 7.0 will be considered moderate risk
High risk: 
All patients with score greater than 7.0 or with a fall in hospital within the last 30 days will be considered high risk

Appendix C: Fall Prevention/Safer Mobility Strategies/Interventions

Level I: 
Basic Fall Prevention Strategies /Interventions: (all adult inpatients including patients with falls risk score of less than 4.5)

Level II: 
Moderate Fall Prevention Strategies/Interventions:  Moderate Symbol Yellow Leaf  (All inpatients with falls risk score 4.5-7.0)

Level III: 
Strict Fall Prevention Strategies/Interventions:  High Risk Symbol Red Leaf (all inpatients with a falls risk score greater than 7.0)

Level I Basic Fall Prevention Strategies/Interventions:

Modify environment including:

· Lighting (e.g., prevent glare and shadows)

· Obstacles and clutter

· All necessary items in reach

· Call bell in reach, adapted call bell if indicated

· Safe equipment

· Brakes on bed/commode/wheelchair

Maximize Mental Status:

· Orient patient to environment

Maximize Mobility:

· Provide opportunity for regular physical activity as indicated for patient (e.g., ambulation, ROM)

Modify clothing and footwear

· Proper footwear (e.g., non-skid)

· Proper fitting clothing

Check sensory aids:

· Eye glasses (e.g., in use and effective)

· Hearing aid (e.g., in use and in proper working order)

	Risk Factors
	Level II: Moderate Fall Prevention Strategies/Interventions
	 Level III: Strict Fall Prevention Strategies/Interventions

	History of Falls
	· Determine risk factors related to patient’s falls
	· See Level II strategies/interventions

	Altered Mental Status
	· Orient patient to environment

· Reorientation cues

· Calm, structured environment

· Involve relatives in care

· Review medications (see medication review)

· Monitor changes in mental status daily and observe for fluctuations throughout day

· Assess wake/sleep pattern
	· See Level II strategies/interventions

· High/low bed

· Move patient near nursing station

· Use of volunteers/family especially during high care times and shift change

· Bed/chair exit alarm (See
210.914.914.005 Least Restraint Policy)

· Advanced Practice Nurse (APN) Gerontology referral

· Increase patient observation to q 30 min

	Tries to Get Out of Bed/Chair Unsafely
	
	· Referral to Occupational Therapist (OT) regarding seating assessment and assistive devices

· Establish toileting routine

· Bed/chair exit alarms
(See 210.914.914.005 Least Restraint Policy)
· High/low bed

· Investigate reason/factors related to bed exiting



	Impaired Mobility/Balance or Gait


	Occupational Therapist (OT) Referral (MSH and as available at Uxbridge Site):

· Assess patient’s need for assistive devices

· OT may assist patient to improve ability to perform ADL safely by teaching new approaches to ADL

· Patient specific environmental modifications


	See Level II strategies



	
	Physiotherapist (PT) Referral:

· PT assessment of transfers, balance, and gait including need for assistive device(s); and, based on assessment, provision of safe/suitable equipment for hospital and education on use; explore equipment needs post discharge.

· Individual exercise program that improves ROM, balance, strength, flexibility, endurance, and coordination; referral to PT for long-term planning

· Provide opportunity for regular physical exercise


	

	Hypotension
	· Elevate head of bed to 30 degrees

· Sit patient at bedside with feet dangling for a few minutes prior to getting up

· Provide education for family/patient


	

	Weakness and fatigue
	· Investigate reason(s)

· Pace activity/conserve energy

· Use rest stops

· Use bedside commode

· Use assistive devices


	See Level II strategies

	Urinary Problems
	· Establish toileting routine

· Ensure patient with urgency has quick access to toilet/commode

· Non-restrictive clothing

· Assess need for raised toilet seat


	See Level II strategies

	Medication
	See attached information re related symptoms and target medications (Appendix D).
	Post fall strategies: 

Review recent, current, and past medication regimen. Check for target medications that have been recently initiated or increased in dosage.

See attached information re related symptoms and target medications (Appendix D).




APPENDIX D:  MEDICATIONS

Risk Assessment

Since the effect of medications is variable and patient specific, it is difficult to attribute a risk value to any specific medication or combination of medications.  Medications are more likely to be implicated in a fall if they have been recently initiated or increased in dosage.

Strategies Post Fall

Review the recent past and current medication regimen.  Check for target medications that have been recently initiated or increased in dosage.

	Related Symptom
	Target Medications

	Fainting, dizziness, orthostatic hypotension
	· Blood pressure and cardiac medications

· More frequently implicated – nitrates, vasodilators, and beta blockers

· Weaker associations – diuretics, digoxin, ophthalmic beta blockers, some antiarrhythmics (e.g., disopyramide)

· Lower risk – ACE inhibitors (e.g., ramipril, enalapril), calcium channel blockers (e.g., amiodipine, verapamil, nifedipine)

· Antipsychotics (e.g., haloperidol, risperidone, clozapine)

· Antiparkinsonian agents (e.g., Sinemet, Mirapex)

· Antidepressants

· Antidiabetic agents (potential for hypoglycemia)

Strategies

Monitor blood pressure and adjust medications in consultation with physician and pharmacist.

Educate patient about orthostatic hypotension.

Sit at bedside with feet dangling prior to rising.



	Drowsiness
	· Antihistamines, antiemetics

· Analgesics – opioids, NSAIDS (e.g., ibuprofen, naproxen)

· Cough medications with codeine or hydrocodone

· Antidepressants

· Antipsychotics

· Lithium (especially at initiation)

· Anticonvulsants

· Sedatives (e.g., benzodiazepines, chloral hydrate)

· Antiparkinsonian agents (Sinemet, Mirapex)

Strategies

Take medication at bedtime when possible.  Monitor for degree of adverse effect.  Assess benefit versus risk of medication.


� The screening tool is adapted from the Falls Risk Assessment Form and Intervention Tool (1996), Baycrest Centre for Geriatric care.
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