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Background.:

Falls are an occurrence in all parts of a hospital, but In the
Emergency Department, they can happen all the time. “Between
700,000 and 1 million patients suffer a fall — an unplanned
descent to the floor with or without injury — in U.S. hospitals
each year, according to the Agency for Healthcare Research and
Quality” (Butcher, 2013). In the Emergency Department, there Is
a constant and face paced environment which can be over
stimulating for patients. Also, for the nurses caring for these
patient, there Is not always an important focus on falls since It Is
not a priority

Goal;

* Work with the nurses on the unit to determine problems
related to falls

» Research ways to prevent falls and work to implement them
on the unit

* Reduce the Incidence of falls on the unit
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* CNS- Central Nervous System meds include any medication that
affects the nervous system. Benzodiazepines, Narcotic pain meds,
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condition being treated and include meds like Lasix, bumex and
mannitol
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Implementation of Project:

» \Worked on the unit, observed the stigma of falls and the
nursing role related to fall prevention

* \Worked with the nurses on the Fall Committee for the
Emergency Department

* \Worked to make fall bracelets more readily available within
triage for when patients first arrive as well as within
nursing stations

* Presentation of final poster to nursing staff at RN Monthly
Staff Meeting.
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Nursing Role/Responsibilities:

» Use fall bracelets and fall score for each patient. Also
letting all individuals interacting with the patient their fall
risk

» Use of chair/bed alarms, side rails up, call bell in reach, bed
In the lowest position

» \Work to prevent falls and advocate for patient safety

Patient-Centered Care:

 Patients are at constant risk for falls when in the
Emergency Department
* Changing patient acuity and rapid paced environment
sometimes results in longer call bell response, there are
multiple monitors and lines attached to the patient
o This can cause the patient to move on their own
and get caught up, leading to a fall
» Patients that experience a fall while in the hospital
have an increased LOS of 627 days (Butcher, 2013).
* Hourly rounding on patients so that they feel

important and nurses are better able to cater to the
patient’s safety and general needs as well as meet

them (Hutchings et al., 2013).

Evaluation:

* Once the board was presented with the unit and then
discussed, we examined how the fall rate could be
affected.

* The last fall had been 35 days and most recently It IS
now 12

« With the addition of the board, the fall rate should
decrease

Conclusion:

All patients are at risk for falls whenever they come Into
the hospital and especially when they are In the
Emergency Department. Preventing falls 1s about first
seeing the risk factors in patients and make sure to
Identify them to everyone caring for that patient. With
collaborative efforts by medical personnel, the number of
days since a fall can be seen in do better over time.
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