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Background Improve Phase Outcome

« Falls with injury are classified as a never event by FY12 FY13 FY14 FY15 FY16

CMS. Falls can account for devastating and debilitating
injury for the hospitalized senior adult leading to Implementation
Falls
(number)

Increased LOS and an increase In health care costs 38 30 30 27 29
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1:1 education

with family

e Discuss all
falls In
leadership

Fall Rate 4,18 3.22 3.39 2.64  2.88

following standards accountable
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of care on 3 Lacks for lack of

and strive for continuous improvement
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: Morse scale >45 e Intentional huddles
« Utilizing Lean Process Excellence and the PDCA to patient « Educate staff on Hourly completed 40
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RCA on each fall commode If safety actions Fall
student nurses - - . . 20 -
_ patient gait are in place. champions
Education on unstable o .
Goal fall prevention _ » Pharmacist is responsible
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o "Alarm fatigue" as it will not be changes and direct the work group
o Sludentnurses the same for « As the group is now in the control phase of the project we
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