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Harborview Medical CenterHarborview Medical Center

�� Harborview Medical Center is owned by King County, Harborview Medical Center is owned by King County, 
governed by the Harborview Board of Trustees, and governed by the Harborview Board of Trustees, and 
managed under contract by the University of Washingtonmanaged under contract by the University of Washington
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Harborview Medical CenterHarborview Medical Center

�� Licensed bedsLicensed beds 413413
�� Employees Employees 4,4324,432
�� Physicians Physicians 1,2161,216
�� Admissions Admissions 19,42419,424
�� ED visitsED visits 65,51565,515
�� Clinic visitsClinic visits 224,769 224,769 
�� Surgery cases Surgery cases 13,45513,455

$187 million in charity care in 2010$187 million in charity care in 2010
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WAMI RegionWAMI Region

�� Only LevelOnly Level I adult and pediatric trauma I adult and pediatric trauma 
and burn center in regionand burn center in region
�� Washington, Alaska, Montana and Idaho. Washington, Alaska, Montana and Idaho. 
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Mission PopulationMission Population

�� Persons incarcerated in the King County JailPersons incarcerated in the King County Jail
�� Mentally ill patients, particularly those treated Mentally ill patients, particularly those treated 

involuntarilyinvoluntarily
�� Persons with sexually transmitted diseasesPersons with sexually transmitted diseases
�� Substance abusersSubstance abusers
�� Indigents without thirdIndigents without third--party coverageparty coverage
�� NonNon--English speaking poorEnglish speaking poor
�� TraumaTrauma
�� Burn treatmentBurn treatment
�� Specialized emergency careSpecialized emergency care
�� Victims of domestic violenceVictims of domestic violence
�� Victims of sexual assault Victims of sexual assault 
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IssueIssue

�� Falls are a leading cause of injury in Falls are a leading cause of injury in 
hospitalized patientshospitalized patients

�� Has historically been a single discipline Has historically been a single discipline 
approach to preventionapproach to prevention

�� Fall Risk assessment tools are not good Fall Risk assessment tools are not good 
predictors of fall riskpredictors of fall risk
�� Studies indicate clinical judgment is Studies indicate clinical judgment is 

equivalent to tools equivalent to tools –– neither is predictiveneither is predictive
•• Webster, Courtney, et al, Journal of Clinical Epidemiology, Feb Webster, Courtney, et al, Journal of Clinical Epidemiology, Feb 20092009
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NPSF/AHA Fellowship ProjectNPSF/AHA Fellowship Project

�� 12 month Patient Safety Leadership 12 month Patient Safety Leadership 
Fellowship Fellowship 
�� action learning project focused on action learning project focused on 

multidisciplinary approach to falls prevention multidisciplinary approach to falls prevention 
and reduction of harm from in hospital fallsand reduction of harm from in hospital falls
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Falls TaskforceFalls Taskforce

�� Subset of hospital wide falls committeeSubset of hospital wide falls committee
�� MD MD -- GeriatricianGeriatrician

�� Patient Safety OfficerPatient Safety Officer

�� Nurse ManagerNurse Manager

�� Nurse EducatorNurse Educator

�� Neurosciences Clinical Nurse SpecialistNeurosciences Clinical Nurse Specialist

�� PharmacistPharmacist
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HypothesisHypothesis

�� A multidisciplinary falls assessment and A multidisciplinary falls assessment and 
intervention will reduce the incidence of intervention will reduce the incidence of 
falls and harm from falls in inpatients at falls and harm from falls in inpatients at 
high riskhigh risk
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Pilot ProgramPilot Program

�� A six month pilot on a medicine/geriatric A six month pilot on a medicine/geriatric 
unit unit 
�� All members of the healthcare team including All members of the healthcare team including 

patient and familypatient and family

�� Focus:Focus:
•• Identify patients at risk for fallsIdentify patients at risk for falls

•• Identify those patients at increased risk for harm if Identify those patients at increased risk for harm if 
they did fallthey did fall

•• Develop communication plan on fall riskDevelop communication plan on fall risk



Confidential Confidential –– QI QI 

Clinical ObjectivesClinical Objectives

�� Decrease falls in CY 2011 by 20%Decrease falls in CY 2011 by 20%

�� Decrease incidence of repeat falls by 50%Decrease incidence of repeat falls by 50%

�� Decrease severe injuries from falls to < 1/monthDecrease severe injuries from falls to < 1/month

�� Develop a systematic approach to assessment Develop a systematic approach to assessment 
and interventionand intervention
�� Involve all disciplinesInvolve all disciplines

�� BundleBundle

�� Lower threshold for identifying pts at riskLower threshold for identifying pts at risk

�� Involve family/patientInvolve family/patient
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Implementation planImplementation plan

�� A multidisciplinary approach, using Team STEPPS A multidisciplinary approach, using Team STEPPS 
conceptsconcepts
�� Develop a Develop a ““stop the linestop the line”” mentalitymentality

�� Build the belief among staff that injuries from falls can be Build the belief among staff that injuries from falls can be 
eliminatedeliminated

�� Incorporate fall assessment discussion in daily rounds Incorporate fall assessment discussion in daily rounds 
�� Develop an order form for patients at risk for fallsDevelop an order form for patients at risk for falls
�� Use small tests of change to understand what changes Use small tests of change to understand what changes 

make a difference to reducing harm from falls and how to make a difference to reducing harm from falls and how to 
improve implementation before spreading to additional improve implementation before spreading to additional 
units units 

�� Implement the Falls bundle for those patients identified Implement the Falls bundle for those patients identified 
at risk for fallsat risk for falls

�� Hourly roundingHourly rounding
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�� Review medications for fall risk and adjust as indicated Review medications for fall risk and adjust as indicated 
�� Develop a delirium prevention protocolDevelop a delirium prevention protocol
�� Post falls data monthly on all care units Post falls data monthly on all care units –– be transparentbe transparent
�� Consistently use a valid falls risk assessment tool and Consistently use a valid falls risk assessment tool and 

track compliance track compliance -- MFSMFS
�� Consistently communicate individualized information Consistently communicate individualized information 

about patients at risk for injury from falls to all caregivers about patients at risk for injury from falls to all caregivers 
and hospital staff and hospital staff 

�� Consistently communicate in handoffs those patients Consistently communicate in handoffs those patients 
with a history of fallswith a history of falls

�� Monthly reviews of falls with staffMonthly reviews of falls with staff

Implementation planImplementation plan
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Education PlanEducation Plan

�� Presented overview/issues and plan to multiple Presented overview/issues and plan to multiple 
venues including:venues including:
�� Acute Care CouncilAcute Care Council

�� Grand Rounds for MedicineGrand Rounds for Medicine

�� Organizational Improvement CommitteeOrganizational Improvement Committee

�� Patient Safety CommitteePatient Safety Committee

�� Patient Care ServicesPatient Care Services

�� Medical Staff MeetingsMedical Staff Meetings

�� Medical Executive BoardMedical Executive Board

�� Online Education Online Education –– all staff and physiciansall staff and physicians
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Education PlanEducation Plan

�� Intensive reviews for each fallIntensive reviews for each fall
�� Reviewed each fall with the staffReviewed each fall with the staff
�� M & M for falls with harm with medical staffM & M for falls with harm with medical staff

�� Task force MD and PSO presented at resident Task force MD and PSO presented at resident 
meetingsmeetings

�� MD and pharmacist worked with pharmacy staff MD and pharmacist worked with pharmacy staff 
�� Rounding on unit during pilotRounding on unit during pilot
�� Provided daily feedback to all staffProvided daily feedback to all staff
�� Screen Savers on all terminalsScreen Savers on all terminals
�� Educate all staff on visual cuesEducate all staff on visual cues
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Communicate fall risk to all providers

Visual Fall Alerts Yellow armbands and blankets, Falling Stars & Fall Plan on 
white board, Discuss fall/ harm risk and prevention plan at hand-off.

Audible Alerts/Assess Mobility

Bed exit alarms or sitter select and assess ability to easily get out of bed/chair

Reduce Harm/Review Medications

Low Beds, Floor Mats and increased observation ie chart in room, patient at 
front desk, sitter, consider revising medications

Educate Patient and family/Evaluate for Delirium

Provide written and verbal information, use teach back, document fall 
prevention education in the detailed assessment, assess patient’s level of 
awareness and screen for delirium.

Standardize Intentional rounding

Focus on the 4 P’s: prompted toileting, positioning, pain & placement of items 
(call light & personal items such as eyeglasses)
To get involved or make suggestions about Fall Prevention initiatives 

e-mail: fallhmc@uw.edu

HMC CARES about  Fall Prevention
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PoseyPosey®® fall prevention fall prevention ““yellowyellow””
productsproducts

•Yellow blankets and 

socks now stocked in 

the acute care areas 

•Yellow arm bands and 

other symbols can be 

used as alerts



Falls Order FormFalls Order Form
FALL PREVENTION ORDERSFALL PREVENTION ORDERSFALL PREVENTION ORDERSFALL PREVENTION ORDERS 

INTERVENE ON INTERVENE ON INTERVENE ON INTERVENE ON MODIFIABLE FALL RISK FACTORSMODIFIABLE FALL RISK FACTORSMODIFIABLE FALL RISK FACTORSMODIFIABLE FALL RISK FACTORS    

Postural dizzinessPostural dizzinessPostural dizzinessPostural dizziness  
☐  Check orthostatic vital signs x1 
☐  Check HCT 
☐  Out of bed with nursing assistance only 
☐  Encourage po fluids 
☐  Medication review and dose reduction or elimination (MD discuss with pharmacist as needed): 
____________________________________________________________________________________________ 
 

Difficulty getting out of bed, OR history of Difficulty getting out of bed, OR history of Difficulty getting out of bed, OR history of Difficulty getting out of bed, OR history of prior fallsprior fallsprior fallsprior falls        
☐  Dangle at edge of bed qshift with nursing assistance  
☐  OOB to chair for meals with nursing assistance 
☐  Ambulate with nursing ____ times daily 
☐  Vitamin D (cholecalciferol) 1,000 IU po once daily 
☐  PT referral for  ___muscle strengthening  ___gait retraining  ___assistive device (MD fill out Inpatient 

Rehab Consult Form H2464) 
____________________________________________________________________________________________ 
 

Altered mental status (dementia, delirium) Altered mental status (dementia, delirium) Altered mental status (dementia, delirium) Altered mental status (dementia, delirium)  
☐  OOB to chair for meals 
☐  Ambulate with nursing ____ times daily 
☐  Schedule sleeping medication: Trazodone 25 mg po 2 hours prior to bedtime 
☐  Medication review and dose reduction or elimination (MD discuss with pharmacist as needed): 
_____________________________________________________________________________________________ 

OBTAIN ADDITIONAL RECOMMENDATIONS ON ROBTAIN ADDITIONAL RECOMMENDATIONS ON ROBTAIN ADDITIONAL RECOMMENDATIONS ON ROBTAIN ADDITIONAL RECOMMENDATIONS ON REDUCING FALL RISKEDUCING FALL RISKEDUCING FALL RISKEDUCING FALL RISK FOR PATIENTS AGED 65+ FOR PATIENTS AGED 65+ FOR PATIENTS AGED 65+ FOR PATIENTS AGED 65+    
☐  Geriatric Medicine consult (MD call hot pager 540-4337) 
    

ADDRESS RISK OF FALLING AT TIME OF TRANSFER BETWEEN CARE SETTINGSADDRESS RISK OF FALLING AT TIME OF TRANSFER BETWEEN CARE SETTINGSADDRESS RISK OF FALLING AT TIME OF TRANSFER BETWEEN CARE SETTINGSADDRESS RISK OF FALLING AT TIME OF TRANSFER BETWEEN CARE SETTINGS    
☐  Refer to HMC Fall Prevention Clinic (call 206-744-5825; leave message if after-hours) 
☐  Refer to HMC Physical Therapy Fall Prevention Program (MD fill out Outpatient Rehab Therapy 

Referral Form H1394) 
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TransparencyTransparency

�� Tied to annual evaluations for managersTied to annual evaluations for managers

�� Dashboard shows fall rates by unit and by Dashboard shows fall rates by unit and by 
serviceservice

�� Rates presented at board of trustees Rates presented at board of trustees 
meetingsmeetings



Intensive ReviewsIntensive Reviews

�� A thorough review of patients who had an inA thorough review of patients who had an in--
hospital fallhospital fall
�� Not a post fall debriefNot a post fall debrief

�� Chart review followed by discussion of patient and Chart review followed by discussion of patient and 
possible interventions for future preventionpossible interventions for future prevention

�� OutcomesOutcomes
�� Better use of bed alarms Better use of bed alarms –– simple fixsimple fix

�� Better communicationBetter communication

�� Establish awarenessEstablish awareness



Patient ExamplePatient Example

�� Patient admitted on 6/5 for alcoholic pacreatitis.Patient admitted on 6/5 for alcoholic pacreatitis.

�� Fell twiceFell twice

�� Hx of ETOH abuse, but not on CIWAHx of ETOH abuse, but not on CIWA

�� Using walker/wheelchair to get aroundUsing walker/wheelchair to get around

�� Frequent reminders to ask for assistance  Frequent reminders to ask for assistance  

�� Ambulated to nurses station and fellAmbulated to nurses station and fell

�� Impulsive behavior at time of fallsImpulsive behavior at time of falls

QI - Confidential
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Results to DateResults to Date

�� Greater than 30% reduction in the number of Greater than 30% reduction in the number of 
falls on pilot unitfalls on pilot unit

�� Falls with severe harm are <1/monthFalls with severe harm are <1/month
•• Six falls hospital wide with severe harm in 12 Six falls hospital wide with severe harm in 12 

monthsmonths

•• Zero falls with major harm on pilot unit in 12 Zero falls with major harm on pilot unit in 12 
monthsmonths

�� The incidence of repeatThe incidence of repeat--falls reduced by a falls reduced by a 
third third 
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Reason for Success to DateReason for Success to Date

�� Sense of urgencySense of urgency

�� Executive supportExecutive support

�� Physician supportPhysician support

�� Outside agency involvementOutside agency involvement

�� Multidisciplinary task force Multidisciplinary task force 
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BarriersBarriers

�� Communication post fallCommunication post fall
�� FamilyFamily
�� StaffStaff

�� Continued push back on multidisciplinary Continued push back on multidisciplinary 
approachapproach

�� Consistent use of order formConsistent use of order form
�� Consistently including nurses in daily roundingConsistently including nurses in daily rounding
�� Difficult to implement hourly rounding on a Difficult to implement hourly rounding on a 

consistent basisconsistent basis
�� Ability to sustain programAbility to sustain program
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Future directionsFuture directions

�� A consistent approach to post fall management: A consistent approach to post fall management: 
Debrief, call to family and patient handling & Debrief, call to family and patient handling & 
assessment assessment 

�� Hearing from providers they need more information on Hearing from providers they need more information on 
what to do if a patient fallswhat to do if a patient falls

�� Identifying high harm groups (antiIdentifying high harm groups (anti--coagulated, coagulated, 
craniotomy & older adult) and continued focus craniotomy & older adult) and continued focus 
on tailoring fall prevention to prevent harmon tailoring fall prevention to prevent harm

�� IT involvementIT involvement
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Post Fall Assessment ORCA Note Template 

Section 1 – To be completed by RN 

1) Admitting Dx: (can this be pulled?) 

2) Date and time of fall: (date and time box) 

3) Brief Description of Fall: (free text) 

4) Location: bed, bathroom, hallway, other (freetext) 

5) Nursing Assessment: 

Y      N    Witnessed or assisted fall 

Y      N    Did patient hit head? 

Y      N    Lost of  consciousness? 

Y      N    Patient is alert 

Y      N    New lacerations? 

               If yes, where: (free text) 

Y      N    Evidence of new skeletal injury? 

              If yes, where: (free text) 

Y      N    New complaint of pain? 

              If yes, where: (free text) 

6) Date and time provider called: 

7) Date and time Family called: 

N/A: patient declined or called family 

 

Section 2- To be completed by provider 

          Date and time patient assessed: (date and time box) 

             Y      N     Laceration   Assessment: (free text) closure 

           Y      N     Suspected  cervical spine injury (new numbness of extremities or new neck pain, pain          

on palpation of spine). Consider or Order: cervical collar and immobilization, C-spine 

series. 

             Y      N    Concern for intracranial bleed (on anticoagulation therapy, coagulopathy, new focal 

neuro findings) order: CT head, increased neuro checks) Consider or Order: 

             Y      N    Suspected skeletal injury (chest wall pain, positive sterna compression, decreased ROM, 

cannot bear weight) Consider or order radiology exams 

        Family notified: (Time and Date):                               N/A pt declined: 

        Annotation (free text): 

Section 3 Interventions: 

Medication review- stop or decrease: Narcotics, sedatives, anti-cholinergics, sedative/hypnotics 

Decrease tethering: discontinue Foley, Saline Lock IV, discontinue SCD’s, discontinue telemetry 

ORDERS: Fall prevention orders, Delirium Order set, PT-inpatient, PT outpatient, Fall prevention clinic 

 



Confidential Confidential –– QI QI 

Next StepsNext Steps

�� Developed the business planDeveloped the business plan
�� A chart review of every fall in 12 months A chart review of every fall in 12 months 

requiring diagnostics has been completedrequiring diagnostics has been completed
�� Assign a cost to each fall reviewed based on Assign a cost to each fall reviewed based on 

exams, results, and increased LOSexams, results, and increased LOS

�� Continue spreading to entire hospitalContinue spreading to entire hospital
�� Continue to develop program and revise Continue to develop program and revise 

as neededas needed
�� Develop CME credit for MDsDevelop CME credit for MDs
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SummarySummary

�� Program has been well received by Program has been well received by 
providers providers 

�� The bundle and order form continues to The bundle and order form continues to 
evolve evolve 

�� Multidisciplinary task force has been Multidisciplinary task force has been 
instrumental in early successesinstrumental in early successes

�� An increased awareness has significantly An increased awareness has significantly 
contributed to a decrease in falls and falls contributed to a decrease in falls and falls 
with harmwith harm



Thank YouThank You

Questions?Questions?


