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Hospital Falls…Why Do We Care About Them?

 700,000 to a million individuals fall in U.S. hospitals every year.  
 Over one-third of hospital falls cause patient harm such as fractures and 

head trauma
 1 in 20 falls can result in serious injury
 Cost of a single serious fall-related injury estimated at 

$15,100 as of 2016.
 Organizations do not get paid for any fall-related expenses
 Death or severe injury from an inpatient fall is a “never event” based on 

Centers for Medicare and Medicaid Services guidelines

(AHRQ, 2019; The Joint Commission, 2015)
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Project Setting 

 245-bed Magnet Designated community hospital in Northern California
 Three acute care units
 Patients 18 years old and above
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Current Condition

(Reproduced from NorthBay Falls Report 2Q2020)
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Current Condition Cont.
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Current Condition Cont.
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SMART Outcome Goals

 The number of falls in the acute care units will decrease by 25% during the 
project implementation period compared to the number of falls from the 
previous quarter. 

 The number of toileting-related falls and unassisted falls in the acute care 
units will decrease by 25% during the implementation period compared to 
the previous quarter. 

This Photo by Unknown Author is licensed under 
CC BY-NC

http://www.scottbradley.name/goal-setting-worksheet-how-to-achieve-any-goal-you-have-set-for-yourself-following-this-proven-system/
https://creativecommons.org/licenses/by-nc/3.0/
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Current Fall Prevention Strategies 

 Fall risk assessment
 Purposeful hourly rounding
 Bed/chair alarm
 Video Monitoring
 No Pass Zone
 Patient education
 Fall contract
 Hand off communication
 Post fall huddle
 Promoting patient mobility

This Photo by Unknown Author 
is licensed under CC BY-NC-ND

https://www.propublica.org/article/a-patients-guide-how-to-stay-safe-in-a-hospital
https://creativecommons.org/licenses/by-nc-nd/3.0/
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Opportunities for Improvement

(1) Revising current hourly rounding process with specific emphasis on 
scheduled/proactive toileting
(2) Implementing a standardized mobility assessment tool
(3) Developing fall prevention and mobility education material for patients and 
family members
(5) Improving staff communication on patients’ fall risk factors                          
and fall prevention plans.

This Photo by Unknown Author is 
licensed under CC BY-NC

http://anestesiar.org/2014/hay-comparaciones-que-no-son-odiosas-el-grafico-de-quantiles
https://creativecommons.org/licenses/by-nc/3.0/
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Literature Review

 Compare and contrast various acute care fall prevention interventions, 
programs, and toolkits in U.S. hospitals

 Identify common fall contributing factors
 Review evidence-based fall prevention interventions and their relevance 

and significance to the organization’s current fall state
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Summary of Proposed Fall Prevention Strategies

Multicomponent Evidence-Based Fall Prevention Strategy

 Modifying the current purposeful hourly rounding and scheduled toileting process. 

 Implementing and educating staff on the use of a Banner Mobility Assessment Tool (BMAT) and 
promoting staff engagement in patient mobility.

 Replacing the Fall Contract with Fall TIPS (Tailoring Interventions for Patient Safety).

 Deploying a trained and designated Certified Nursing Assistant (CNA) or Registered Nurse as a 
Patient Safety and Mobility Rounder.



12Betty Irene Moore School of Nursing

Proposed Fall Prevention Strategy #1

• Reeducate/ Retrain Staff
• Replace Old Hourly Rounding Log
• Optimize the Resource Nurse Role
• Implement Scheduled/Proactive 

Toileting Process
• Utilize Rounding Checklist
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Proposed Fall Prevention Strategy #2

NO ONE TOILETS ALONE 
-Staff to remain with fall risk patients at all times during
toileting



14Betty Irene Moore School of Nursing

Proposed Fall Prevention Strategy #3

• Review data from Pilot 
Implementation

• Make necessary changes
• Nursing, PT and Lift Coach 

collaboration in providing 
staff training and education

• Ensure all able patients are 
OOB for meals and 
ambulating TID

• Specific activity orders
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Proposed Fall Prevention Strategy #5
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Implementation Process

 Model for Improvement framework from the Institute for Healthcare 
Improvement (IHI)

 IHI’s Framework for Spread
 Stakeholder buy-in
 Project approval
 Implementation challenges
 Future directions

This Photo by Unknown Author is licensed under CC 
BY-SA

https://teachonline.ca/tools-trends/designs-for-teaching-in-the-digital-age/its-all-about-design
https://creativecommons.org/licenses/by-sa/3.0/
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Questions

This Photo by Unknown Author is licensed under CC BY-NC

https://pngimg.com/download/38094
https://creativecommons.org/licenses/by-nc/3.0/
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