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INTRODUCTION
A fall can be detrimental to an older person’s quality of life, and can affect a person’s level of independence and mortality.  Fractures or other injuries may result from falls and can have serious consequences on a person’s functioning.  Unintentional injuries, such a those caused by falls, are one of the leading causes of death in adults over age 65 (King and Tinetti, 1996).  In addition, the psychological effects of a fall can be severely limiting to one’s independence, thereby affecting the quality of life experienced by the person. 

For these reasons, it is important to understand the causes of falls, methods of assessment, and appropriate interventions that can be undertaken to prevent further falls.

DEFINITION:
A fall is considered “an event that results in a person coming to rest inadvertently on the ground or floor or other lower level.” (Registered Nurses Association of Ontario, 2002)  

According to the Institute for Healthcare Improvements, a fall also includes “patients assisted to the floor” and near falls.
OVERVIEW

The Falls Prevention Program is designed as a multidisciplinary approach to fall prevention on inpatient units.  The program aims to screen patients for fall risk, implement appropriate interventions and education, minimize fall risk factors and decrease the overall number of falls.

Patients will be assessed using the SPPICES tool, within 24 hours of admission.  Those considered at risk to fall will be identified so that appropriate interventions may be implemented.

The goals of the program include:

· Identification of patients at risk to fall

· Implementation of preventative measures to decrease falls

· Examination of circumstances surrounding a fall

· Education for staff regarding the Falls Prevention Program

· Increase in patient and family participation and awareness of falls and fall prevention

· Monitoring of  incidence, time and location of falls, severity of injury and overall effectiveness of the program

RISK FACTORS

FALL RISK FACTORS
Some common risk factors leading to falls include:
Intrinsic Factors:
· Age

· Balance or gait impairment

· Cognitive impairment

· Chronic or acute illness

· History of falls

· Medications

· Musculoskeletal disabilities

· Neurological disease

· Poor nutrition

· Sensory deficits

Extrinsic Factors:

· Clutter

· Electrical cords, loose rugs

· Height of seating

· Ill-fitting clothing

· Inappropriate footwear
· Polished or wet floors

· Poor lighting

· Uneven floor surfaces

· Unsteady furniture

· Use of assistive devices

PROCEDURE
PROCEDURE
A.  Initial Assessment (see Appendix A)
1. The RN or RPN admitting the patient completes the SPPICES assessment tool for all patients >65 years old.

2. The patient is assessed within 24 hours of admission.

3. The assessment is placed in the Kardex.

4. If the patient scores ≥ 3/6 on the Stability section, a referral is made to OT/PT, via voicemail.

5. If the patient is deemed not at risk to fall, they can be reassessed at a later date if a team member feels that the patient’s status has changed.

PROCEDURE 

B.  Interventions

If the patient is deemed at risk to fall:

1. The following indicators are used to alert staff that the patient is on the        Falls Prevention Program and is at risk to fall:

· A red star is placed on the whiteboard next to the patient’s bed.  

· A red sticker is placed on the binding of the patient’s chart, as well as next to the patient’s addressograph on the Kardex.  

· A red circle is placed next to the patient’s name on the whiteboard at the nurse’s station.  

2. Upon receiving referral, OT/PT assess the patient and identify if patient requires Universal interventions or High Risk interventions.
3. The High Risk intervention list, if indicated, is placed at the front of the chart and initiated immediately.

4. The team is notified at Rounds those patients who are active on the Falls Prevention Program. As well, interventions are to be reviewed and updated as appropriate.

5. The patient and/or family are notified of the risks of falling and provided with a Home Safety Checklist and Falls Prevention Pamphlet.

6. Additional fall prevention materials are provided as appropriate.

7. Follow-up community programs are recommended as appropriate.

PROCEDURE

C. If a patient had a fall in hospital

1. Complete an Incident Report

2. Notify OT/PT

3. SPLATT (optional)
INTERVENTIONS
COMMUNITY 

RESOURCES
COMMUNITY RESOURCES
Please see Appendix F for additional information
Seniors Health Centre:


Day Hospital……..…………………..
416-756-6050


POWER Program…………………….416-756-6050


Building Bridges to Better Bones……416-756-6624


Outreach……………………………...416-756-6050

In addition, Baycrest Centre for Geriatric Care and Sunnybrook and Women’s College Health Sciences Centre have RGP Outreach programs and Day Hospitals for people living in their catchment areas

Falls Prevention Programs/Falls Clinics:

Sunnybrook and Women’s College Health Sciences Centre
………………………………………………..416-480-6888

Markham Stouffville Hospital

………………………………………………..905-472-7387

* patient must live in the appropriate catchment area

CCAC (OT/PT/Dietician/PSW/SW)…………416-222-2241

Day Programs

Emergency Response Systems

Meals on Wheels

Wheel Trans

Assistive Devices Program

For additional phone numbers and/or resources, please speak with a member of the multidisciplinary team.
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MEASURES

REFERENCES
APPENDIX A
Assessment Tools
Please complete the following assessment of all patients >65 within 24 hours of admission

	
	SPPICES
	Screening parameters
	Follow-up plan

	S
	Stability/Falls
	·  History of falls in last 3 months

·  Visual/hearing impairment

·  Agitation (e.g. climbing out of bed)

·  Needs frequent toileting

·  1-2 person assistance to transfer 

·  Walks with 1 person or aids
	· Leave message for OT/PT for falls prevention program referral if ( 3/6



	P
	Polypharmacy
	· More than 6 medications 
	· Identify knowledge deficit and consider consult to pharmacist 

	P
	Pain
	·  Complaint of pain

·  Rate pain: 0-10 or VAS
	· Give PRN pain medications and evaluate

· Discuss with MD

	I
	Incontinence
	·  Presence of urinary incontinence

·  Catheter in situ
	· Initiate continence care decision tree and/or contact CNS/NP if new onset

· Remove catheter if possible

	C
	Confusion

(cognitive impairment)
	·  History of confusion (Dementia)

·  Sudden onset or exacerbation of confusion (Delirium)

·  Depression 
	· Inform MD of sudden onset of confusion

· Consult geriatrics for the management of behavioural issues

	E
	Eating and nutrition 
	·  Unintentional weight loss (>10lbs in 6 months)

·  Poor eating (< 2 meals/day and/or < 1/3 of each meal)
	· Leave message for Registered Dietician for referral

· Wt:___________kg

· Height:_____________cm

	S
	Skin breakdown
	· Presence of skin/wound problems

· Braden score ( 14
	· Document wounds and initiate wound care plan

· Refer to WISH team for complex or non-healing wounds


Signature: __________________________

Date: _______________
	
	SPPICES
	Follow-Up Outcomes

	S
	Stability/Falls
	·  Patient assessed by OT/PT                  date__________________

·  Patient placed on Falls Prevention  Program

Comments_______________________________________________



	P
	Polypharmacy
	· Patient assessed by ______________  date___________________

Comments________________________________________________

_________________________________________________________

 

	P
	Pain
	Comments________________________________________________

_________________________________________________________



	I
	Incontinence
	Comments________________________________________________

_________________________________________________________



	C
	Confusion
	Comments________________________________________________

_________________________________________________________



	E
	Eating and nutrition 
	·  Patient assessed by RD                        date__________________

Comments________________________________________________

_________________________________________________________



	S
	Skin breakdown
	· Wound care plan initiated                       date___________________

·  Patient seen by WISH team                  date___________________

Comments________________________________________________




SPLATT
S – symptoms at time of fall(s):

__________________________________________________________________________________________________________________________
P – previous number of fall(s):
__________________________________________________________________________________________________________________________

L – location of fall(s):

__________________________________________________________________________________________________________________________

A – activity at time of fall(s):

__________________________________________________________________________________________________________________________

T – time of fall(s) and time on ground:

__________________________________________________________________________________________________________________________

T – trauma or injury with fall(s) [physical, emotional]:

__________________________________________________________________________________________________________________________

COMMENTS:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
APPENDIX B
Program Materials
STOP!

IF YOU ARE AT RISK TO FALL:
· Keep hearing aids and glasses close by

· Keep call bell close by

· Move slowly

· Wear proper clothes 

(make sure your pants are not too long)

· Wear shoes that fit

· Remember your cane or walker

· Your feet should touch the floor when your are sitting up

ASK FOR ASSISTANCE!!
APPENDIX C

Balance Exercise Program
APPENDIX D

Incident Report
APPENDIX E

Restraint Policy
APPENDIX F

Community Resources

