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Title: Falls Reduction / Injury Prevention Program 





Number: # 13.23

Type: Administrative / Risk Management 


POLICY: 

The RQHR LTC Falls Reduction / Injury Prevention Program will be implemented at WBSCH to reduce falls / prevent injury.  
A fall is defined as, “any unintentional change in position where the resident ends up on the on the ground, floor or onto the next lower surface (i.e.: onto a bed, chair)” (MDS 2.0 J4).  The fall may be witnessed, reported by the resident or an observer or identified when a resident is found on the floor or ground. … Falls are not a result of an overwhelming external force (i.e.: a resident pushes another resident).     

Guiding Principles for Fall Reduction / Injury Prevention 

· Falls are predictable and preventable
· Fall prevention strategies will improve the Resident Experience and Improve Resident Safety

· Actions must be evidence based, recognizing that activities and initiatives to minimize the risk for falls and fall-related injuries will be diverse and suited to the particular resident setting 
· Fall prevention and injury reduction is everyone’s responsibility  

The WBSCH Falls Reduction / Injury Prevention Program is to be implemented for all LTC residents within 72 hours of admission; when there is a significant change in the resident’s clinical condition / TLR; and in conjunction with the Admission and Annual Care Conference(s).   

The Falls Reduction / Injury Prevention Program is composed of 5 risk factors that the RQHR has identified as a “best practice” approach in the assessment for falls risk:

1. FALLS Matrix – Mobility (TLR) & Cognition (CPS) review.  Mobility and cognition are known to be significant for fall risk.  Mobility is determined by the resident’s assessed TLR (mobility) and cognition is determined by the resident’s assessed MDS Cognitive Performance Scale (CPS)

· MDS Cognitive Performance Scale (CPS) is found on the PointClickCare “DASH”.  CPS is used to determine the resident’s short term memory, ability to make decisions, ability to be understood, and organize daily self-care activities:

· CPS score 0 – intact

· CPS score 1 – borderline intact

· CPS score 2 – mild cognitive impairment

· CPS score 3 – moderate cognitive impairment

· CPS score 4 – moderate to severe cognitive impairment

· CPS score 5 – severe cognitive impairment

· CPS score 6 – very severe cognitive impairment      

2. Medication Review – reviewed to identify any risk factors that would influence mobility and / or cognition, putting the resident at risk for a fall 
3. Clinical Review – reviewed to identify any clinical indicators that would influence mobility and / or cognition, putting the resident at risk for a fall 
4. Environmental Audit - reviewed to identify any hazards in the environment that increase the resident’s risk for falling 
5. Toileting risk - reviewed to identify any risks factors rated to toileting that increase the resident’s risk for falling
PROCEDURE: 
ADMISSION

The Falls Reduction / Injury Prevention Program document is to be completed within 72 hours of admission; when there is a significant change in the resident’s clinical condition / TLR; and in conjunction with the Annual Care Conference.

The Falls Reduction / Injury Prevention Program document is to be completed with input from the members of the Care Team.  The completed document is to remain as part of the permanent health record.  
Care plan actions / safety strategies identified in the Falls Reduction / Injury Prevention Program are to be documented in the Care Plan.
The Falls Reduction / Injury Prevention Program is to be reviewed at the resident’s Admission and Annual Care Conference(s).     

FOLLOWING A RESIDENT’S FALL  
Following a resident’s falls, the Nurse will complete a thorough head to toe nursing assessment to identify any injuries sustained, prior to moving the resident.  The Nurse will be alert and monitor for signs and symptoms of potential fractures, head injury / subdural haematoma (PEARL), or other internal injuries.  
The Nurse’s assessment is documented on the:

· RQHR confidential occurrence report (section C) 
· PointClickCare progress notes (see WBSCH policy #13.1).
· Type – Falls 
· RQHR – Post Falls Assessment 

· Vitals to be completed Q4H x 24 hours, then Q – SHIFT X 48 HOURS FOLLOWING FALL
· Known or Suspected Head Trauma – Vital signs, GCS and strengths required q15min for first hour, then q1hr x 4 hours, then q4hr x 24 hours, then q8hr x 24 hours

· Utilize the Falls Algorithm to assist in decision making post fall 
The Post Falls Huddle document must be completed:

· Following a resident’s fall

· In conjunction with a confidential occurrence report form 

· By the care team on duty (e.g. SCA, LPN, RN/RPN, Recreation, RCC)

· By end of shift 

· The Post Falls Huddle document is attached to the confidential occurrence report form and forwarded to the Manager
· Within 48 hours, the Manager will ensure:

· monitoring for injury completed

· the falls prevention / injury reduction strategies have been implemented

· family / NOK was notified
All residents that have sustained a fall shall have:  

· A Falls Alert identified on their picture care plan 

· Evidence of falls prevention /injury reduction strategies documented in his/her care plan.  
· Family / Next of Kin (NOK) notified 
NOTIFICATION OF FAMILY / NOK FOLLOWING A FALL / INJURY  
Family / NOK must be notified of all resident falls.  If the resident has sustained an injury, the family / NOK must be notified immediately.  If the resident is not injured, notification of family can be delayed to occur during normal waking hours.

All incidents of Falls will be reviewed with the family / NOK at the Admission and Annual Care Conference(s). 
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RAI-MDS 3.0, Section J Defining Falls (google)
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