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Abstract Results and FIndings Limitations/Next Steps

Recent BSN-RN graduates at a community hospital focused on <&

. . ated to fall _ o Nursing Staff Compliance - Family/Patient .;'a ’ ' .- - Limitations
nursing stait engagement related 1o fall prevention activities. Education | The ability to provide education to all staff members on the unit
Evidence based practice, principles of High Reliabllity

iIncluding PRN and night shift team members was limited.
Organizations, Change Theory and the lowa Model of Some patients were unable to be educated on fall risk due to level of
Implementation were utilized to improve understanding of tall consciousness and mental status and were not included in the data.
assessment and prevention measures and ultimately improve fall There were limited opportunities to collect the data to analyze how
compliant nursing staff was to the established expectations.
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Introduction and Background " bwsfoms '

Next Steps
Research provides abundant studies on how to implement fall Nursing Staff Compliance - Bed Alarms * Expand the educational presentations, compliance audits, and
prevention programs and the impact of falls, but little on how to w @ rewards to PRN and night nursing staff
E o . .
engage nursing staff and “hardwire” or sustain fall prevention 8w MEDSTAFRYI\goOi\aIsTg?Cz)MERgATEglgAATLACENTER * Implement fall prevention interventions throughout the remainder of
© 70 .
strategies long term. Residency nurses implemented 35w A : the hospital
o9 16 . . T (« ”
interventions to enhance staff understanding of patient risk, I y » Added signage for units listing number of “Falls Free Days” and
O + . .
examine root causes for process and system failures, and g & o N /\ current unit fall rate as compared to previous year
promote open communication among healthcare team members. g 1° 5 //\ / = merms
Residency nurses observed resistance of staff to engage in the o 1 " DamPoints 5 : — C()nCI LISIONS
revised fall prevention program on the adult acute care units and z | | |
olemented strategies (o improve staff engagement T T S T » Engaging nursing staff on two acute care units lead to a decrease
P J P 999 | Nursing Staff Compliance - Identifying Patient il In falls in comparison with other units in the hospital
Fall Risk on Whiteboard
\Yi eth OdS o " N TEBEAR VIENTEEERY MERIEA L EENER > Increasing fall prevention sustainability activities such as
S, FY 2015 & 2016 FALLS DATA COMPARISON Improving awareness of the issue, engaging staff, patients, and
Utilizing hospital fall outcome data it became apparent that after g . : intermediate Care Unit families, and rewarding staff for positive changes, lead to overall
N - 60 60 ..
the hospital revised and retrained nursing staff on the fall R H\ﬂ/f R positive outcomes
O Q w I = =|MC 2015 " " "
assessment & prevention practices compliance was increased, 0 3, 5 Bl » Rewarding staff for compliance and sustained performance had a
= i - - |
but not sustained. Residency nurses noted several factors that cg” E positive efiect on staff engagement and the hardwiring process
inhibited compliance including time and resource constraints, lack § R 2 3 4 5 : ./_ 7“? AN / » Through the use of the lowa Model Implementation Strategies for
L S N N___/ . . . .
of availability of fall prevention equipment, lack of patient Sata Pointe Evu_:ler!qe Based _Prqctlce, Change Theory anq prmupl_es of High
L . _ _ Months Reliability Organization a framework was designed to improve
participation, family interference, lack of nursing staff education Continued efforts to enhance sustainability will include clinical performance as well as patient and staff engagement.
and the perception that the practices were additional work. - " - MEDSTAR MONTGOMERY MEDICAL CENTER . . .
PEFEED P ongoing recognition and rewards of nursing staff found FY 2015 & 2016 FALLS DATA COMPARISON > A peer to peer approach to hardwiring clinical best practice
carrying out best practices, reminders during bedside Medical Surgical Orthopedic (4E) facilitated adoption of revised fall assessment and preventive
To improve staff compliance, engagement and sustainability fall handoffs, rounds and staff meetings. 7 . measures.
prevention presentations were delivered to hospital leadership . I\ o
and unit staff. Presentations included current fall outcome data as 5 / \ N B f
well as unit goals and expectations. Staff were expected to = 2 . \\ Re erences
include the patient falls score (MORSE fall scale) on oom #:‘}3{7 Déy:thanuy Date:2/7[20k e W _\/_ 1. Cangany M, Back D, Hamilton-Kelly T, Altman M, Lacey S. (2015). Bedside
communication white boards. use bed and chair alarms. and Nu ) Pa e ‘ _— Nursing Leading the Way for Falls Prevention: An Evidence-Basedd
! ! 1S0: [ALTIC [“V-l\ﬁjr Approach. Critical Care Nurse, 35 (2), 82-84.
educate patients and families about fall prevention. Nursing staff Tech \.Dﬂi a C m&‘ “‘-\"‘ ‘3: 2. Kalisch BJ, Tschannen D, Lee KH. (2012). Missed Nursing Care, Staffing,
were audited for compliance in these three areas over a period of et b Rk ot The two acute care units working to engage . ﬁﬂ?ﬁ;ﬁj}%ﬂtéﬂ% Jgg{ggt'ir?; Thugség%tiigo?yuilm;ngwlghfl;llzﬁned
. [ @W' 3 . - . . .
one month. Compliant staff members were rewarded and Charge Nurse: 1€ 50 %.7382 \:;33(1?/ J nurSlng.Staff and hardwire assessn.men.t and Change. Nursing Management, 20 (1), 32-37.
recognized for meeting these expectations. \AANAN preventive measures saw a reduction in fall 4. NICHE Lim, F., Bulb, L. (2015) Clinical Improvement Model-Falls
otz Goal/Plan: = oule . rates when compared to previous year. Reduction and Management
N Transparency -\ pan\ oG ulc | | 5. Titler MG, Steelman VJ, Budreau G, Buckwalter KC, Goode CJ. (2001).
. _penbula Interventions enhanced staff understanding of The lowa Model of Evidence-Based Practice to Promote Quality Care.
107 Pa;ﬂ::;;:rsily ) moﬂ\‘_o‘- h patient riSk, examined root causes for process Critical Care Nursing Clinics of North America, 13(4), 497-509.

Including the Patient Voice in all we do

Human Factors Ty design. Impossible to do the wrong H R O I\/I d I
thing. Obvious to do the right thing. O e

Integ ration Simulation/Innovation

and system fallures and promoted open
communication among healthcare providers

Reliability

Reha b|||ty Core Values & Vertical Integration
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