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3. Culture change of the entire organization is

D
the key for success.

Definition 4. Visual cues are helpful for patients.
S E—— 5. Continuous education of staff and patients.
The Fall Committee conducted a literature review - -/
and sought suggestions from a diverse mix of ce

frontline staff . As a result, the committee revised Next Steps

the definition of a fall in our institution to better
reflect current evidence-based research.

2008

1. Patient assistance agreement.

2. EMR Dbest practice alert for fall risk
medications.

3. Yellow gowns in addition to yellow socks
for fall risk patients.

4. Awareness video for staff and patients.

5. Mandatory education for all staft.
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Fall- “Afall is a sudden unintended change in
position which results in the person coming to the
floor/ground. Assisted falls in the course of
physical/occupational therapy are excluded.”
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