The Kansas Department on Aging
Quality Practice Workgroup
Presents:

Quality Practice Guidelines For Falls Management

Through collaboration, our goal is to promote creative environments that improve the quality of care and services to
residents of Kansas Adult Care Homes. Utilizing the efforts of an ongoing work group, we seek to identify and develop
quality practice guidelines for complex care issues.
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Quality Practice Guidelines For Falls Management

Pre-admission Assessment performed
Interview resident and family (i.e. Life Style Factors, fall history)
Review pertinent medical documents (i.e. history and physical)
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Resident admitted

\

Inquire about fall history past 6-12 months,
evaluate the circumstances or behaviors
that have/might prompt a fall.

Obtain medical history from physician

Lifestyle Factors:

*MDS customary routine
*Inquire about alcohol use
*What is resident’s favorite chair?
*Night time sleep
*Behavior patterns
Fall Risk Assessment
Perform an environmental assessment

Admission Assessment
(completed within 24 hours)

Holistic nursing assessment:
*Measure vital signs
*Vision and hearing screen
*Cardiovascular
*Functional status
*Musculoskeletal (esp. feet)
*Medication review (including OTCs)
*Pain
*Continence
*Neurologic
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* Individualize to resident
* Modify environmental factors

Develop Initial Care Plan Upon Admission

Implement and communicate to staff immediately

+ |dentify and assist with toileting needs

» Manage pain (Pharmacological/non-pharmacological)
»  Support functional impairment (sensory and mobility)
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*  Nursing (RN/LPN/CMA/CNA)
-Review and validate holistic admission assessment

+ Pharmacy
-Medication review

+ PT/OT/Speech
-Assess mobility, transfer, gait, balance, fall screen
-Assess use of assistive and positioning devices
* Activity
-Review and confirm Lifestyle Factors
-Determine interests and preferences
» Maintenance and Housekeeping
-Review environmental factors

Interdisciplinary Team Evaluation
(MDS and RAPs by day 14/OBRA/Functional Capacity Screens)

» Dietary
-Nutritional status
-Likes/dislikes/allergies
-Eating patterns/snacks
-Herbal products
-Hydration status

+ Psychosocial
-Behavioral
-Depression screen
-Cognitive status evaluation
-Alcohol/drug abuse

Utilize Standardized Fall Risk Assessment
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Review and Revise Care Plan
Individualize to Resident

Incorporate identified fall risk assessment factors
Manage internal/external risk factors
Incorporate lifestyle factors
Modify environmental factors
Initiate gait, balance, and/or exercise programs
Provide appropriate assistive and/or positioning devices
Provide training on the proper use of walking aids
Use safe transfer procedures
Initiate bowel & bladder & toileting program
Monitor for changes in resident status
Heighten surveillance of resident with each change in status
Manage medications:

*Decrease number of medications, if possible

*Monitor for side effects those medications that may increase fall risks

*Heighten surveillance of resident with each change in medication regime
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Review and Revise Care Plan
Individualize to Resident
Incorporate identified fall risk assessment factors
Manage internal/external risk factors
Incorporate lifestyle factors
Modify environmental factors
Initiate gait/balance, and/or exercise programs
Review proper use of walking aids
Monitor for changes in resident status
Heighten surveillance of resident with each change in status
Review medications, modify if necessary
Heighten surveillance of resident with each change in medication regime
Initiate bowel & bladder & toileting program

MDS Assessments/Functional Capacity Screens
*Quarterly
«Annually (RAPS)
*With a change in status (RAPS)




Fall Occurs

Fall Occurrence Guidelines

Assessment of Resident and Environment
Consider the basic needs
Ask resident: What are you doing?
Where are you going?
What do you need?
Care and treatment of Resident

Alert staff of fall

Documentation in clinical record:

- Occurrence

- Resident assessment

- Care and treatment

- Notification of family, physician

- Care Plan revision - immediate action to
decrease future occurrence

Initiate investigation report

Follow-up assessment, monitoring, documentation
for actual and/or potential complications (i.e., vital
signs, neuro checks)

Notification of required individuals and/or state
agency (Refer to Neglect Decision Tree)

Interdisciplinary Post-Fall Review:

- Investigation
Possible contributing factors (i.e., resident
health status, environment, behaviors, etc.)
Therapy screen, pharmacy/medication
review
Was Care Plan followed?

- Recommended action to decrease potential for

future falls

Evaluate effectiveness of interventions
Ensure care plan is updated
Communicate revisions to staff

Monitor implementation

Quality Assurance

Process

- Review and complete Post-Fall
Review

- Implement Fall Occurrence Tool

- Maintain individual Resident
Fall Log

Evaluation

- Monthly report - number of falls,
severity of fall-related injuries

- Determine patterns/trends -
implement needed follow-up
action

Outcomes

- Decreased number of falls

- Decreased number and severity
of fall-related injuries






