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Abstract

Patient fall is: "an event which results in a person coming to lower level or rest suddenly
on the ground ". Fall events which lead to death are considered one of the top ten reportable
sentinel events in health care organizations. Health care organizations should develop an
effective fall preventive program due to increasing of fall events and cost to treat fall injuries
in hospitals. This study demonstrated an effective implementation of quality tools to reduce
Patient falls morbidity and mortality risks.
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Methods:

FOCUS PDCA
Action plan

Cause &effect (fish bone analysis)

Flow chart

Check list

Results: Number of patient fall decreased after implementation of assessment tools and increase Patient and
family education about fall prevention

Conclusion: Patient safety comes first. The aim of patient safety standards as fall prevention is to prevent
additional harm to patients in health care organizations. Implementation of policy and procedures for fall
prevention keep patient falls down low.
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INTRODUCTION

Patient falls measure for hospital compliance with patient safety standards .

In the united States ,each year 700.000 to 1.000.000 patient exposed to falls in hospitals ,many of this
falls lead to serious injuries which increase hospital costs .(Ganz, Huang, &Saliba, 2013)

There are many risk factors for falls age, physical status and medical conditions which lead to
weakness. (The Joint Commision, 2020)

US hospitals falls rate is 3.53 % per 1000 patients days (Bouldin et al .(2013)

Hospital cost for falls injuries exceeds $30.000 and these events are preventable, SO according to
international and national studies which indicate the increase of patient fall events and its
results, we must develop an effective fall preventive program according to quality standards.
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AIM OF THE STUDY

The following intended outcomes will be fulfilled by the endof this research:
-Establishment of quality standards tools to prevent patient fall events.

-Application of awareness campaign in ELTADAMON hospital to ensure patient safety.

-Improve coordination of all hospital staff for fall risk reduction activities.

Methodology

Quality tools used (TQM TOOLYS):

Cause &effect diagram (fish bone analysis)
Flow chart

Action plan

Check list

® FOCUS-PDCA
Action plan to reduce patient fall risks

It should be clear.

It should be realistic.

It should doable.

Has timeline (starting and ending time).
It must be complete.

Flow chart :

e Allow all health care team to flow sequence of events in the process of services .
e Show unexpected complexity ,problems areas

e Compares and contrasts the actual VS the idea flow to identify improvement
opportunist.

e Allow teams to come to an agreement

e Identifies location where additional data are needed

e Servese as training aid for understanding and completing the process.

Measuring Progress Checklist
This Checklist can be used to monitor progress fall prevention efforts.

the checklist should be completed by The Implementation Team leader
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This tool can be used to ensure that there is not skipped any essential steps in fall prevention
efforts.

Results

This study included many quality tools to have solution for decreasing fall risk

Fish bone analysis :(figure 1)

physicians(d
Nurses( don’t assess risk

mber of past falls

Poox maintenance
Technjcians(on maintenance)
factors Housekeepers(ndt trained)

Patients(no compNance)

No policies
&procedures
No assessment
For falls risks

SMOOTH SURFACES
Refracted stairs Number of beds Broken bells
Light Number of wheel chairs chair brakes
Handrail Number of bracelts beds without sides

FISHBONE(CAUSE&EFFCTS DIAGRAM)

FISHBONE(CAUSE&EFFCTS DIAGRAM) indicates root causes of patient falls:
-Patient non —compliance with instructions
-Nurses don’t make assessment for patient falls risks
-Physicians don’t supervise assessment.

Technicians don’t maintain (chair wheels/beds/chair brakes).

-Lack of training of Housekeepers
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e Methods:
There are no policies and procedures for assessment patient fall risks or there is no
implementation for policies

Measurement

Number of past fall for each patient

Training about fall risk factors

Machine: broken bells ,chair brakes, beds without sides

Material :number of bed without sides ,number of wheel chair , number of bracelets
Environment :smooth surfaces ,light ,refracted stairs

Flow chart : (figure 2)
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Figure(2):Flow chart indicates patient flow at hospitals
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In patient with no risk or history of fall and patients with low risk fall take universal
precaution plus taking medical care

Patient with medium or high risk of fall, risk factor must be identified and must take universal
precaution till discharge.

Action plan

We can decrease patient fall by
Continuous training for health care staff
Using AHRQ definition to report falls
Using fall risk assessment tools

Analysis outcome data to monitor policies and procedures
:(table 1)

Checklist:

Monitoring patient fall by monitoring items in the checklist

:(table2)
Discussion

This study demonstrated an effective implementation of quality tools to reduce Patient falls
morbidity and mortality risks.

Falls are common among inpatients so Inpatient fall prevention programs must be applied and
updated to reduce falls.

This study indicates that the risk of prevent fall depends on the patient’s susceptibility
and environmental hazards.

Screening can determine whether a person has a low or high risk of falls and assessment of risk
can inform the development of prevention strategies. Currently the National Standards require
that all patients have a documented falls risk screen on admission to hospital and on transfer
between settings.

In inpatient we use MORSE tool to screening our patient
In outpatient:

Tools include

MORSE FALLRISK SCALE

«Schmid Assessment

STRATIFY SCALE
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In children
MORSE FALL SCALE FOR KIDS
HUMTY DUMTY METHODS

- Another studies support our study and implement fall prevention programs.

Northwestern Memorial Hospital (Chicago), a 725 academic medical centers, recently updated
the fall prevention program to simplify its approach to fall prevention. All patients are
screened for higher than standard fall risk on admission every 24 hours.

Recommendation of standard interventions and good practice for all patients. The training
for all managers provided information, materials, and job aids for staff to facilitate good
implementation.

A reduced number (36 to 13) of interventions means fall prevention, and important safety
measures were to be involved into the patients' plan of care.
The JOINT COMMISSION JOURNAL ON QUALITY AND SAFETY

-Several studies show that we can decrease relative risk for falls by as much as30% by using
multicomponent programs to prevent falls in inpatients.

The updated review is to increase the benefits and achieve acute care settings of fall
prevention Programs and to identify factors associated with successful implementation of the
programs. The conclusions of the existing meta-analysis supported two new, randomized,
controlled trials. We did not systematically examined harms, but potential harms included
increased use of restraints and decreased efforts to mobilize patients successful
implementation were associated with the following themes:( leadership support, engagement
of staff in program design, guidance of the prevention program by a multidisciplinary
committee, testing interventions, use of information technology systems to provide data, staff
education and training, and changes in attitudes about fall prevention).

Conclusion
From the results of this research it is included that:-
-Patient safety comes first.

-The goal of patient safety programes is to prevent additional harm to patients while they are
hospitalizedlike fall prevention

-Implementation of policy and procedures for fall prevention keep patient falls down low.

-Assessment of risk can inform the development of prevention strategies and Screening can
determine if a person has a low or high risk of falls and -By applying quality tools in this study
and determination of root causes can decrease the patient fall risk.
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We can learn more about factors contributing to falls, byimprove communication and learning
about fall risk within and across units using increase reporting of assisted falls and decrease
rate of injurious falls.

Recommendation
From the results of this research it is recommended that:

e IT should implement patient fall prevention policy & procedures.

It should put valid and reliable tools.

It should Train staff to use risk assessment tools.

It should assess and screen all patients.

It should increase Patient and family education about fall prevention.

e It should improve communication between pharmacy and medical wards for
receiving the medication & giving advice for the best time to give medication.

e It should encourage reporting for all health care providers

e It should analyze the cause of incident (fall) to be done by the Quality nurse.

e Itshould increase Training and education for nurses in nursing education
department.

e It should develop education & training session for house keeper
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(Table 1) indicate action plan to prevent patient fall risks
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( Table 3)Measuring Progress Checklist

yes no N/A COMMENTS
observation

Measuring fall rates

definition of fall and injurious fall is
known by staff

Inhance rewards culture reporting of
falls

Fall rates are collected and analyzied

monitoringfall ratesevery 3month,
preferably monthly

Measuring key processes of care

ALL PATIENT SCREENED

ALL INPATIENT SCREENED

All patients areassessed for fall risk
within 24 hours of admission

Development and implementation of
care plan addressing every deficit on
fall risk assessment
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Table 4)EOCUS — PDCA

ut Plan To Do Actions

tool used is Gantt Chart

Solution Method Target Time frame Responsible Resource
Implementation of | Meeting, 100°%3 Mursing
fall down Lectures, Director
reduction or Observati on,
prevention policy Checking
& procedures Assessment

Form
Housekeeping Lectures, 1002 Housekeeping
Training workshops Supervisor
Warning signs Purchase 100°%43 Propertv
supply Control
Patient & familv Lectures 1002 Patient &
education _Posters, Familvy

Workshops Educati on
Develop policy & 100°%3 Pharmacy
procedures for Director
follow up patient
medi cat on(for
patient at risk of
falls)

Do TheImprovement ,Collect & Analyze Data

Policy & procedures for fall prevention is done & implemented
Warning signs now available

Training for housekeeper done

Policy for follow up medications for patient at high-risk to fall done
Improvement in reporting svstem (now we are under reportng)

L = " I

Check For The Results

1. Monitoring for implementation of the policy for fall prevention and patient assessment
2. Last month no report for patient falls down

3. Encourage the reporting

4. Thefloor is drv now after cleaning

Act { Make Aw areness For New Modified Process, Revise Policies

¢ Encourage reporting for all health care providers

¢ Analyze the cause of incident (fall) to be done by the Quality nurse.
¢ Auditing the policy to be done by the Quality nurse.

¢ Training and education for nurses in nursing education department.

¢ Check the competencies related to patient fall prevention scale and management by nursing

education department.
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