Abstract:  Reducing Patient Falls

1.
Background and Significance:


Patient falls in the hospital have been identified as a national patient safety issue.  Like hospitals around the country, Saint Mary’s Mercy Medical Center (SMMMC) has struggled with the issue of reducing patient falls in the inpatient hospital setting.  Within the Psychiatric–Medical Unit (PMU) and our general acute care patient care units, we established a target of 3.2 patient falls per 1000 patient days.  The SMMMC rate reached an all time high during 2001 despite efforts to reduce patient falls.  

2.
Summary of Initiative:

 We have developed a variety of strategies to impact our fall rate.      Interventions have included hospital-wide and clinical unit specific activities.

· 2001 – Bed Alarms – heightened awareness and activation of bed alarms throughout inpatient areas 

· Retrofitting beds with 2-4-6 second delay alarms.  

· Moving patients at higher risk closer to nurse’s station.  

· Sitters instead of restraint.

· January, 2002 – OT Rehab started on PMU

· July, 2002 – Use of personal alarms initiated on PMU

· Implementation of Fall Risk Identification System on PMU

· Using color-coded wristbands and color-coded interventions established   

· Guidelines inserted into kardex to more easily identify patients at risk for falls and heighten staff awareness

· First Quarter 2003 – 20 falls on PMU.

· Second Quarter 2003 – 7 falls on PMU.

· It seems falls are trending downward on PMU (but need another quarter of data).

· Hospital target is 3.02 falls/1000 patient days.

· For the last 4 quarters, the rate has dropped to 2.65 falls/1000 patient days from 3.54 falls/patient days in the previous quarter, and 4.41 falls/1000patient days in the quarter prior to that.

· Hospital wide: the last 6 quarters, the fall rate has shown sustained incremental reduction.

3.
Application of Project to Patient Safety:

Increased patient falls have a direct relationship to increased morbidity, increased health care cost, and decreased patient satisfaction.

4.
Next Steps:

        Collect another quarter worth of fall data from PMU where personal alarms are utilized and a color coded system for identifying fall risk patients is in place. Implement these interventions throughout the hospital. Review the relationship between RN staffing and patient falls within the hospital.  Explore the potential to standardize the fall risk assessment tool across the community.  
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