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Introduction

Neurological patients admitted to an acute care facility are This study focused on acutely ill patients on a neuroscience Evidence-based research indicated that visual signs placed The program was fully implemented April 1, 2009. After

al an Increased risk for falls due to decreased mobility and telemetry unit with a nurse to patient ratio of 5:1. Patients in a patient's room were an effective tool to educate and implementation of the fall risk classification program, there

impaired cognilive function. According to reports published with conditions such as seizure disorders, acute ischemic involve patients and families in fall prevention. The unit was an overall reduction in the total number of patient falls.

by the Centers for Disease Gontrol and Prevention in 2007, stroke, intracranial hemorrhage, spinal surgery, and other council also identified that each patient had individualized Prior to implementation of the program, the goal was to

falls are the third most common cause of un!ntent|onal acute neurological disorders, have issues with gait instability, risk factors and the current classification system did not decrease the total number of falls by 25%. The total number

death across all age groups and are Ihe leading cause cognitive impairment, pain control, and fine and gross motor accurately represent each patient’s fall potential. Fall signs of falls for fiscal year 2009 prior to beginning the program

among people sixty-five years and older. Research has skills. This patient population receives several types of were developed classifying patients into one of the following was 24. After implementation of the program, the total

shown that one ouit of every three people over the age of medications that may place them at increased risk for falls categories: number of falls for the second half of the fiscal year was eight

sixty-five will fall each year, with falls being the leading including benzodiazepines, narcotics, antiepileptic drugs, T resulting in a 33% decrease in the number of falls.

cause of Ty, hospitalization, d nd death for SENIors. anticoagulants, and antihypertensives. Equipment utilized T ) : :

Patients within an acute care setting are at a greater risk with these patients including IV pumps, telemetry monitoring sk ke k St Neuroscience Unit Falls

for falls due to an unfamiliar environment, medications, and and sequential compression devices are also barriers to safe rma. || BedFaltaam ow g it Following Implementation

his or her illness or symptoms. Patient falls are the sixth vatient ambulation y o T  ru § :

leading cause of sentinel events in the hospital setting; ' " it s = !

with that comes the enormous cost to the healthcare BEDFALLMONITOR | 1o Biesi 'I"Il S . ) S 2, 6

system. By 2020, the cost of fall injuries is expected to be . _ 2100- 07 o Fall barm O S S 42

$54.9 billion. Due to the prevalence and negative HIGHPaﬁemﬁmmDF““?ri“’d HEHERE HIGH . 2 4 i /\

outcomes associated with falls, the Joint Commission has | | PALLS Contsd |‘ BEDREST . g 3 ' / \.

made fall reduction and resultant injury from falls a national In January 2009, the unit council met to formulate a plan for el o o ~ | scmvimes 5 2 \7 4 4

patient safety goal. reducing patient falls. All members were requested to 'I” » (TR - ) o , oo 2 \v
perform literature searches regarding patient falls, different ies > I—II‘ TTENDING S ) | | | | | |

fall prevention programs, and methods for fall prevention. T R e I£I soravonron | TSN Apr09  May-09  Jun-09  Ju09  Aug09  Sep-09
During the 2009 fiscal year the neuroscience unit observed The council examined the current fall prevention policy and s 7 ekt araltmm @

an increasing trend in the number of inpatient falls. Based procedure and bed fall monitoring equipment.  Visual Implications for Practice

o D s . .
on a standard of 29 falls during fiscal year 2008, the hospital inspections were performed In each patient room to assess b Z?t'”ents C-at‘tego?ze-d h?sflow %JO: fagiogerepp'? Cef Orl A comprehensive approach to fall prevention is an effective
set a standard to reduce patient falls on the neuroscience equipment and physical barriers. The council also reviewed eoiar moni>y 8 mon Tom > - PAIST @ way to reduce the overall number of patient falls. Each
Crit by 259 ¢ , statistics concerning unit-specific falls to recognize any moderate and high risk for faIIsland patlgnts on bedrest were fent admitted t t hosoital has individualized
y 25% to a goal of 22 falls for fiscal ye_zar 2009. After commonalites or frends to be placed on the bedfall monitor at all times. pa lent admitted to an acute cgre osplla as individua !ze
the secon.d quarter of FY 2009, the unit had already ' ® Signs were placed on the door to each patient's room risks for. .faII§. Neurologlcal pat.|eln.ts have unique
e;ceeded its benchmarK with a total number of 24 falls. At — allowing for all members of the interdisciplinary team who characteristics mcreagmg the|r. susceptibility for faIIs.l A key
this rate of falls, the un|tl wpuld be at an approximate total entered the room to understand that patients fall risk. The aspgctlto faII. prevention is the mvolyement of the pat|ent. apd
number qf falls qf 50! This |ssu§ was tall<en to the members | | | same sign was placed directly in front of the patient on the family in .avo’lda.nce of falls along with agcuratgly. cgtegorlzmg
of the unit council to develop an intervention and plan to help Upgn review, |.t was noted that the current fall prevention wall at the foot of the bed to engage him or her in fal gach patlentslrlsk: Involyement of the |ntgrd|SC|pI|naw t.eam
reduce the total number of falls. policy and fall risk scale combined all patients into one of two orevention. in fall prevention 'S. crucial |ncIud|.ng nursing gtaff, ancillary
_ . categorlgs, at I:IS!( or nqt at risk fqr falls. lSmce.a ® Staff were educated on the different ways to categorize staff, transport servllces., and phys!cal( occgpahon.al therapy.
Neurpsmence Unlt. Falls neuroscience Iulmt is comprlged oflglvanety of patients with patients based on their risk factors. Signs were placed in Thg key to plrevenltlon IS communlcatlon .WIth all involved in
.8 Prior to Implementation different cognitive ar!d physmal ablll’ges that may be altered prominent areas throughout the nurse’s station to assist patient care, including the patient and family.
g 7 or changed at any tlme, llt. was decided that fall prevention nurses in determining a patient's fall risk category.
= ¢ A KN Shomd become nore I'ndIVIduallzed. lt WaS' also'found that ° Nursing Staﬁ was inStrUCted to re_evaluate a patient’s fa” Englander, F., Hodson, T.J., & Terregrossa, R.A. (1996). Economic dimensions of slip and fall
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