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 Abstract  

i. Introduction  

Falls are a current issue affecting our senior citizens within the hospital setting. A fall 

may result in patient injuries, increased length of stay, and hospital costs. To prevent 

patient falls and fall-related injuries, hospitals have implemented fall bundles. The 

bundles consist of assessment tools to identify those at risk for a fall and the 

interventions that should be implemented to prevent them from falling. 

 

ii. Methods 

A quality improvement project was implemented based on the DMAIC Six Sigma 

concept model to assess if implementing a fall intervention checklist at shift change 

combined with a fall bundle already in place will be beneficial in preventing patient falls 

on a post-operative unit. 

 

iii. Results 

At the beginning of implementation, per the nursing quality measures, the goal was to 

have at most 2.76 falls per 1,000 patient days. Post implementation, this goal was 

exceeded, with more than three falls occurring because of implementing the fall 

prevention checklist. Each participant received a pre and post-test before and after the 

implementation of this project to assess their knowledge of fall risk factors and 

interventions. The participants' pre and post-test scores increased by 16.10%. 

 

iv. Conclusions    

Based on the results implementing a fall prevention checklist was ineffective in 

decreasing the number of patients who falls within the post-operative period.  
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Problem Description  

 A local problem that continued to occur specifically on post–operative units was patient 

falls. The National Database of Nursing Quality Indicators (NDNQI) defines a fall as “an 

unplanned descent to the floor with or without injury to the patient” (Johnson & Magnan, 2019, 

p. 43). More than half of post–operative patients are over the age of 65 (Santosa et al., 2020). 

The elderly population has an increased risk of falling postoperatively (Lam et al., 2016). Falls 

can have serious consequences; 30 – 50% of hospital falls result in some injury, with fractures 

occurring in 1 – 3%, often leading to inferior outcomes and significantly increased lengths of 

stay (Morris & O’Riordan, 2017).   

 Falls can be categorized into three categories: accidental falls, anticipated physiological 

falls, and unanticipated physiological falls (Dykes et al., 2018). Accidental falls can be prevented 

by implementing fall prevention interventions such as nonskid footwear, keeping the pathways 

clear, and keeping patients' call lights close to them. Underlying medical conditions cause 

anticipated physiological falls. Unanticipated physiological falls are caused by an underlying 

medical condition not diagnosed. An example would be a patient who just experienced their first 

seizure resulting in a fall. After they have been diagnosed with a seizure disorder, fall prevention 

interventions will be implemented.  

 Inpatient falls resulted in increased length of stay and health care costs (Stephen et al., 

2019). In 2008, the Centers for Medicare and Medicaid Services stopped reimbursing hospital-

acquired conditions that increased the patient’s length of stay. This resulted in hospitals having 

to cover the cost of hospital falls (Chu, 2017). In 2015 medical costs related to patient falls cost 

the United States $50 billion (Kisacik & Cigerci, 2019). Diagnostic imaging such as x-rays and 

magnetic resonance imaging to evaluate a patient after a fall has cost the United States up to 
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$160,000 (Baris et al., 2018). Because of a fall, some patients are discharged to a rehabilitation 

center instead of home, resulting in additional healthcare costs for the patient (Vonnes & Wolf, 

2017).  

 The result of a fall affects a person physically and mentally. When patients fall, they feel 

that they have lost their independence and must rely on others to meet their basic needs (While, 

2018). A qualitative study was conducted at the United Kingdom's Memory Assessment and Fall 

Prevention Services. The study assessed patients with mild cognitive impairment attitudes 

towards falls. Based on the study, patients feared falling again due to the risk of injury or 

inability to get up without assistance. Patients did not want to implement fall prevention 

interventions because they did not want others to think they could not do their activities of daily 

living on their own (Peach et al., 2017).  

 Nurses are an important part of their patient's medical team. When a patient falls, it 

affects the nurse mentally. When a patient falls, nurses are labeled as the "second victim" (King 

et al., 2018). A Grounded Dimensional analysis (GDA) study explored nurses’ experiences with 

patient falls and fall prevention interventions. Nurses reported feeling anxious, stressed, and 

guilty after their patients fell. While caring for a patient with a high fall risk, nurses feared they 

would get into trouble if their patient fell. Nurses reported in the study that while working on a 

high fall unit, they received messages from their senior nursing administrators daily, weekly, or 

monthly about preventing patient falls, which increased their anxiety and fears regarding patient 

falls.  

As one ages, our organ system declines. As our organ system declines, our metabolism 

slows, affecting how we metabolize anesthetic medications and opioids (Santosa et al., 2020). A 

study was conducted from January 1st, 2009, to December 31st, 2013, at Haulien Buddhist Tzu 
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Chi General Hospital in Taiwan that examined the average time of post-operative falls after 

anesthesia was administered (Lam et al., 2016.) Post-operative falls may increase due to residual 

pharmacological and neuromuscular blocking effects of anesthetics. Based on the study's results, 

the type of anesthesia administered affected the occurrence of in–hospital falls. Based on the 

results, patients who received regional anesthesia or a neurological block had a higher risk of 

falling during the first 24 hours of the post-operative period (Lam et al., 2016). The recovery of 

sensory and muscle control varies, which results in patients ambulating unassisted, leading to a 

fall.  

 This Quality Improvement project aimed to implement a fall prevention intervention 

checklist that nurses were to complete during their end-of-shift reports. As of October 2019, the 

goal was to have no more 2.76 patient falls per 1,000 patient days. Based on the data, the post-

operative unit did not reach this goal, with 4.98 falls per 1,000 patient days (Nursing Quality 

Measures, 2020). Each patient was assessed for fall risk factors to prevent patient falls, and the 

proper fall prevention interventions applicable to that patient were implemented.  

Available Knowledge 

PICOT Question: Among adult patients in the post–operative setting, would 

implementing a fall intervention checklist combined with the fall bundle already implemented be 

effective in decreasing patient falls compared to implementing the fall prevention bundle alone? 

The databases that were used for this evidence synthesis paper were the Cochrane Database of 

Systematic Reviews, the Nursing and Allied Health Database (ProQuest), and CINAHL 

Complete (EBSCO). The keywords that were searched were fall prevention, hospital fall 

interventions, the teach-back method, qualitative research articles, and patient safety. The 

delimiters were full text, peer-reviewed reports, English, and scholarly journals. There was a 
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total of 78,689 results. The results were narrowed down to articles that were less than 5 years 

old, peer-reviewed, and in scholarly journals. The titles, abstracts, and summaries were reviewed. 

Articles that did not apply to the purpose of this project or meet the criteria were not included. 

John Hopkins Evidence-Based Practice Model was utilized to appraise this paper's evidence 

level. (See Appendix A).  

Risk Factors  

 According to the World Health Organization (WHO), it is estimated that by 2050, there 

will be 2 billion people in the world over the age of 60 (Santosa et al., 2020). Physiological 

changes associated with aging and noncommunicable chronic diseases (NCDs), such as diabetes 

mellitus (DM) and obesity, increase the elderly risk of falling. Extrinsic and intrinsic factors 

contribute to episodes of falls. Extrinsic risk factors among the elderly include insufficient 

lighting, loose rugs, and unsafe environmental conditions such as a wet floor. Intrinsic risk 

factors include pharmacological and physiological agents such as acute disease, visual 

impairment, and impaired mobility.  

According to Shuman (2019), many older adults do not consider themselves a fall risk. 

This article aimed to review older adults' perceptions of themselves as a fall risk by educating 

them on fall risk factors. Nine adults participated in this study. They were 65 years old and older, 

considered a moderate to high risk for falls during their hospital stay, were discharged home, and 

could participate in the study 4 weeks after discharge. A common theme among the participants 

is that they were not educated at the time of their discharge on the potential fall risks they may 

face at home and how to protect themselves from falling. Several participants found the fall 

prevention brochures to be helpful and educational. This article was a level III non – 

experimental study.  
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Callis (2016) conducted a systematic literature review to identify risk factors for patient 

falls. The literature review was a Level II Quasi–Experimental Study. A total of 173 articles 

were reviewed from the years of 2009 to 2014. Eight patient risk factors for falls, such as mental 

alteration, frequent toileting, dizziness, depression, and musculoskeletal weakness, were 

identified. Twelve fall medication risk factors were identified, including diuretics, hypnotics, 

opioids, and benzodiazepines. According to the American Geriatrics Society (AGS) 

benzodiazepines are listed as one of the top medications that should be avoided in patients over 

65 because they may increase their risk of falling (Markota, 2016). Side effects of 

benzodiazepines included impaired vision, increased reaction time, and altered balance and gait 

(Markota, 2016). After the risk factors were reviewed, the Hendrich II Fall Risk Model and 

Morse Fall Scale assessment tools were reviewed to see if they assessed the twenty risk factors 

that were identified from the studies.  

Assessment Tools.  

  The Hendrich II Fall Risk Model and Morse Fall Scale assessment tools were reviewed 

to see if they assessed common risk factors that were identified to increase patients’ risk of 

falling (Callis, 2016). The Hendrich II Fall Risk Model was implemented in 2003 by Ann 

Hendrich to assess patients' mental status, behavior, depressive state, the medications they were 

currently taking while hospitalized, and their coordination (Han et al., 2017). If a patient had a 

score greater than five, they were considered at high risk for falls (Han et al., 2017). The Morse 

Fall Scale was created by Dr. Morse, a professor at the University of Pennsylvania, in 1989 to 

assess patients’ gait, mental status, if they used an ambulatory aid such as a walker, history of 

falling if they had an underline disease that would increase their risk of falling, etc. (Han et al., 

2017). The total score of the categories was 125 (Han et al., 2017). The higher the patient's score, 
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the higher their risk of falling (Han et al., 2017). In conclusion, the Hendrich II Fall Risk Model 

and the Morse Fall Scale did not cover all the identified fall risks.  

The Institute for Healthcare Improvement implemented The ABCS Fall Injury Risk 

screening tool to assist bedside nurses with screening their patients for falls (Dykes, 2018). A 

stand for age. Patients over the age of 85 had an increased risk of falls. B stands for bones. 

Patients with osteoporosis had an increased risk of a fracture if they fell. C stands for 

anticoagulation. Patients taking anticoagulants had an increased risk of a bleeding injury if they 

fell. S stands for surgery. Patients with recent surgery had an increased risk of injury if they fell.  

Hourly Rounding 
 

  This study by Nuckols et al. (2017) aimed to use hourly rounding and implement the 5P 

method to decrease patient falls. Hourly rounding, or Intentional Rounding (IR), involves nurses 

performing one or two hourly checks on their patients (Sims et al., 2018). Currently, nurses 

perform one-hour checks on their patients during the day and two-hour checks on them at night.  

The 5P method stands for pain, position, personal belongings, placement, and the fifth 'p' 

for preventing patient falls. During hourly rounding, nurses assess their patients’ pain and 

comfort levels. If patients would like to be repositioned, this will be the opportunity to do so to 

prevent them from getting up on their own. Also, during this time, nurses focus on ensuring 

patients’ personal items are within their reach.  

 After the implementation period, Santa Monica's fall rate decreased from 4.13 to 1.95 

(Nuckols, 2017). The percentage of nurses completing hourly rounding was 99%, and the nurse's 

self-reported use of the 5P method increased from 79% to 90%. San Francisco's hourly rounding 

increased to 97% from 88%, and the number of nurses self-reported using the 5P method to 47% 

from 24%. This study was a Level II Quasi–Experimental Study.  
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Care Bundle 
 

Care bundles were implemented to improve the quality of care in the healthcare setting 

(Lavallee et al., 2017). A systemic review was conducted to review current care bundles and 

their effectiveness. This article is an example of a Level II Non – Experimental Study. Care 

bundles contain evidence–informed practices, which are implemented consistently improved 

patient outcomes. Care bundles are implemented to prevent pressure ulcers, ventilator–associated 

pneumonia, and falls. The success of the care bundle depended on the efficiency of the 

implementation process, which included monitoring of the changes that are implemented, 

feedback on what needs to be improved, and the motivation of the healthcare workers 

implementing the care bundle.  

Many interventions have been implemented in the hospital to prevent patients from 

falling. After assessing patients as a low or high risk for falls, the appropriate interventions are 

implemented. According to Scott et al., (2018), low to moderate fall risk falls interventions 

include fall risk signs on the door, hourly rounding, bed locked and in the lowest position, yellow 

non–skid socks, and the patients' call bell within their reach. Moderate to high-risk fall 

interventions are bed alarms, the patient being assigned to a room near the nurse's station and 

assisting the patient with toileting.  

A Level I Experimental Study was conducted to evaluate the effectiveness of an 

emergency department fall risk assessment tool (Scott et al., 2018). The assessment tool was 

completed by nurses who worked in the emergency department in an urban medical center with 

69 patients. By implementing the fall risk assessment tool, the fall rate decreased by 48% to 0.57 

falls per 1000 patient visits.  

 Non–slip socks were one of the primary interventions used to prevent falls among 
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patients over 65 (Hartung & Lalonde, 2017). Non–slip socks are cotton socks with rubber tread 

on the bottom to improve your grip and prevent you from slipping while walking (Hartung & 

Lalonde, 2017). A level II quasi–experimental study was implemented to evaluate the 

effectiveness of non–skid socks. Based on the results, there was a 9% decrease in falls in a 24–

bed nursing unit after implementing non–skid socks (Hartung & Lalonde, 2017).   

Alarming devices such as bed and chair alarms have been utilized in the hospital setting 

to alert the staff that a patient is getting out of bed or the chair without assistance (Mileski et 

al.,2019). A systemic review of 28 articles reviewed the benefits of implementing alarming 

devices to prevent patient falls. The review was a Level III Non – Experimental Study. From the 

research, alarming devices were beneficial in reducing falls in patients with cognitive 

impairment (Mileski et al., 2019). Alarms have also been shown to improve nurse efficiency and 

reduce the burden placed on the staff (Mileski et al., 2019). The technology for alarming devices 

has advanced over the years, allowing alarms to notify the patients' caregivers directly (Mileski 

et al., 2019). While alarms are beneficial and have been shown to help decrease falls in the 

elderly, they should be combined with other fall prevention interventions and not used as a 

standalone intervention (Mileski et al., 2019).  

Education  

Bergen et al. (2016) noted that a way to decrease the amount of patient falls in the 

hospital is by having more patient engagement in their care and promoting patient-centeredness. 

Patients 65 years and older from the Midwest United States who have previously been 

discharged were asked to complete a survey regarding their last hospital visit. The Behavioral 

Risk Factor Surveillance System survey was utilized in this article. The survey is an annual, 

random digit dialed telephone survey that reviewed older adults' fall rates and injuries among 
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those 65 years old and older. In 2014, 29.0 million older adults reported falling in the past 12 

months. Up to 37.5 percent of those who reported a fall required medical treatment. Several 

patients stated they needed to be correctly educated on fall prevention and felt they needed more 

time to work with physical therapy to increase their muscle strength. It was concluded that 

patients need to be more involved in identifying the risks that put them at risk of falls, and more 

patient-specific education needs to be provided. This was a Level III Non – Experimental Study.  

Adults 65 years and older have an increased risk of falling. In 2010, falls were the leading 

cause of injury for patients 65 and older (Guse et al., 2015). A level I randomized community 

trial was implemented to decrease the number of falls in the community. Based on the trial 

results, standard and enhanced communities showed an 8% decrease in fall injuries. We must 

have community resources and education available for our seniors on fall prevention safety.  

Interventions Implemented 

Magnan & Johnston (2019) conducted a level V, quality improvement study at an 84–bed 

University-Affiliated National Cancer Institute in the Midwest. The study aimed to implement a 

fall prevention intervention checklist to be completed by the nurses during shift change (see 

Appendix D). The purpose of the checklist was for nurses to assess their patients to see if the 

correct fall prevention interventions are implemented for their patients. The checklist included a 

total of 14 items. A total of 37 nurses completed the checklists. In conclusion, nurses agreed that 

the checklists were beneficial and easy to use. The bed alarm was the most common intervention 

nurses noted was not implemented correctly.   

Falls were a current issue in the senior community. Despite implementing several 

interventions, falls continue to occur, leading to injuries (Kiyoshi-Teo, Carter, & Rose, 2017). 

The fall prevention interventions were reviewed through face–to–face interviews with patients, 
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observations of their rooms, and review of their charts to see what was documented regarding 

fall interventions and education. Based on the results, 50% (n = 15) of patients stated they 

received fall prevention education, and only 29% of patients considered themselves at risk for 

falls. Despite being educated to do so, only 40% (n = 15) of nurses on the two medical-surgical 

floors whose documentation was reviewed documented that fall risk education was provided. In 

the end, the data of this level V quality improvement study showed what areas of fall prevention 

needed improvement. More rounding by staff was enforced and fall prevention education was 

provided to all staff members to increase their knowledge of falls.  

Synthesis of Evidence  

 The evidence of this literature review included level I, II, III, and V research journals. 

Risk factors, assessment tools, hourly rounding, care bundle, education, and interventions 

implemented were common themes. Risk factors contributing to a patient fall include 

musculoskeletal weakness, mental alteration, and frequent toileting (Callis, 2016). Many adults 

do not know they are at risk for falls because they were not educated on the risk factors or 

interventions, they can implement at home to prevent themselves from falling (Shuman, 2019).  

 Assessing patients using assessment tools such as the Morse Fall Scale is beneficial in 

preventing patient falls (Callis, 2016). One intervention that has been shown to be beneficial in 

decreasing patient falls is hourly rounding (Nuckols, 2017). Hourly rounding is implemented in 

care bundles within the hospital setting (Scott et al., 2018). Implementing a fall intervention 

checklist will be beneficial in reducing patient falls (Magnan & Johnston, 2019). The checklist 

will serve as a reminder for nurses to assess their patients for falls and implement the appropriate 

interventions, including hourly rounding, patient education, etc.  
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Recommendations 

Based on the literature review results, recommendations to decrease patient falls within 

the hospital setting include implementing the appropriate risk factor assessments, fall prevention 

interventions such as care bundles, and providing patients with patient-specific education on fall 

risk factors and interventions. While it is essential to implement the correct fall prevention 

interventions appropriate for each patient, it is just as important that patients and nurses are 

educated on fall risk factors and interventions.  

Fit, Feasibility, and Appropriateness of Recommendations  

The evidence in the articles was applicable to use on a post–operative unit. Hourly 

rounding is currently utilized as a fall prevention intervention. During hourly rounding, nurses 

assess and educate their patients on fall prevention. The fall prevention intervention checklist can 

be implemented on the unit for nurses to utilize as a tool for implementing the appropriate fall 

prevention interventions for their patients. Decreasing patient falls will decrease the fall rates for 

the unit. A decrease in fall rates will provide better staff satisfaction because they will know that 

the fall interventions effectively protect their patients from falls.  

Rationale 

Conceptual Framework  

 The Agency for Healthcare Research and Quality (2020) defines the Plan–Do–Study -Act 

(PDSA) as testing an implemented change. For this project, the plan was to implement a fall 

intervention checklist for nurses to utilize during end-of-shift reports. The do stage focuses on 

how the plan will be implemented. This stage involves the participants completing a pretest 

before completing a fall intervention checklist on their patients. Huddles at the nurse’s station 

were held during the 2nd, 4th, and 6th week of the implementation period to discuss the project's 
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progress so far, the participant's reactions to the project, and how it can be improved. At the end 

of the implementation period, each participant completed a post-test.  

 The study stage is when the results of the implementation will be reviewed. This includes 

reviewing the fall intervention checklists, comparing the falls that occurred before and after 

implementing the fall intervention checklist and comparing the pre and post-test scores. The 

focus of this stage was to address if the specific aims of this project were met. The final stage is 

the act stage. This stage focuses on the effectiveness of implementing the fall intervention 

checklist and what can be done differently to improve the results.  

Quality Improvement (QI) Model  

 The Six Sigma approach was used to direct this quality improvement project. A Six 

Sigma project can address a problem or a process that needs to be solved or monitored (Pelletier 

& Beaudin, 2018). For this quality improvement project, the problem was patient falls 

postoperatively. The goal of utilizing the Six Sigma process was to address the current patient 

falls and how implementing a fall intervention checklist to the fall prevention bundle already in 

place will decrease patient falls in the post-operative period.  

The Six Sigma process is divided into five sections by the acronym "DMAIC." DMAIC 

stands for define, measure, analyze, improve, and control. During the define stage, the number of 

falls within the last 100 days postoperatively was addressed, and the current fall bundle was 

reviewed. The measuring stage focused on reviewing the nurse chart audits to review the 

compliance among nurses implementing the fall bundle.   The Analyze stage focused on 

reviewing what may have led up to a patient falling during the postoperatively period. The 

improvement stage was when the fall prevention intervention checklist was implemented. The 

final stage was the control stage. During this stage, nurses utilized what they learned from 
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participating in this project to continue to prevent patient falls post operatively.  

Specific Aims 

  The specific aims of this quality improvement project were to  

• Increase nurses' knowledge of fall risk factors and prevention interventions by 10% from 

the pre and post-tests of an educational intervention.  

• Increase compliance with the facility's fall bundle by staff 10% from baseline by utilizing 

a fall intervention checklist.   

• Decrease the total number of patients who falls on the project unit by 50% within 8 

weeks of starting this project.   

• Decrease the fall rates per 1000 patient days to 0 per the Nursing Quality Measures.  

Context  

 This project was implemented on a 30-bed Medical Surgical Post–Operative Orthopedic 

and Neurology Unit. This is a not–for–profit, 528 – bed Catholic faith–based healthcare 

organization whose goal is to provide care to those in need, including the most vulnerable 

(Ascension, 2021). The hospital was founded in 1916 by the daughters of Charity. The 

organization's core values include service to the poor, reverence, integrity, wisdom, creativity, 

and dedication. The organization aimed to demonstrate the core values through direct patient 

care.  

The unit consists of 25 bedside medical surgical nurses, eight patient care technicians, 

three charge nurses, two-unit clerks, and one manager. The types of surgeries on the unit were 

total knee arthroplasty, total hip arthroplasty, rotator cuff repair, open reduction, and internal 

fixation (ORIF), laminectomy, ankle fracture repair surgery, cervical spinal fusions, anterior 

cervical discectomy, and fusion (ACDF), incision and drainage of hip, knee, and back wounds. 
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The average daily census was fifteen – twenty-five patients. All patients were expected to 

ambulate with physical therapy twice daily, starting when they arrived on the floor from surgery. 

Patients stay for an average of two days before being discharged home with home health care or 

to a rehabilitation facility.  

The support of the staff and leadership was vital to making the implementation of this 

project a success. The leaders helped get everyone on board with the project, assessed that nurses 

were implementing the appropriate interventions, and completed the fall prevention intervention 

checklist accordingly. Implementation of this project was fine with the workflow and policies of 

the facility. The fall intervention checklist reminded nurses to complete the Morse Fall Scale in 

the electronic health record for each patient.  

Intervention Description 

  A fall prevention intervention checklist was implemented to assess that the appropriate 

prevention interventions were implemented for each patient. Each nurse received a fall 

prevention intervention checklist to complete during shift change. The fall prevention 

intervention checklist included ten fall prevention interventions that were utilized on the unit, 

such as bed alarms, bed in the lowest position, call bell within the patient reaches, etc. Each 

nurse was to complete the checklist during their rounds on their surgical patients. Patients who 

had surgery over five days or were not surgical patients were not included in the project.      

Each nurse was educated via an educational brochure on fall risk factors and fall 

prevention interventions face–to–face for 20 minutes during the morning and evening huddles at 

the nurses’ station at the beginning of the implementation period. The huddles were a time for 

the nurses to be educated on the current safety problems on the unit, such as broken bed alarms 

built into the bed, nurses not plugging in the bed alarm or chair alarm, the indicator light not 
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turned on the bed alarm, fall indicator light not turned on outside the patient’s door, and patients 

refusing to wait for assistance before getting out of bed.  

 At the beginning and end of the implementation period, each nurse received a 13-

question pre and post-test to assess their knowledge of fall risk factors (see Appendix E). The 

project was implemented eight weeks from November 1st – December 27th, 2022. Two weeks 

before the implementation period, each participant was required to complete a pre-test. Each 

participant had two weeks to complete the post-test after the conclusion of the implementation 

period. Two morning and evening huddles at the nurse’s station occurred at the implementation 

period's 2nd, 4th, and 6th-week intervals. The huddles allowed nurses to share their opinions on 

the fall prevention intervention checklist and what they have learned from utilizing it in their 

rounds thus far. The interventions were reviewed and evaluated to see if changes needed to be 

made and corrected.  

           During the last week of the implementation period, each participant received a 13-

question post–test to evaluate their knowledge of patient fall risk factors and interventions. The 

pre and post-test scores were compared to assess for improvement in understanding what makes 

a patient fall risk and what interventions were necessary. The fall intervention checklists were 

reviewed to evaluate what were the top three interventions that were not implemented when they 

needed to be. The number of falls during the eight weeks was evaluated and compared to the 

number eight weeks prior to the implementation of the project.  

Study of the Intervention 

 Due to the increased number of falls in the hospital setting, more hospitals have 

implemented fall prevention bundles. The effectiveness of the bundles implemented was 

evaluated based on the national benchmarks for that specific unit or hospital. According to the 
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Agency for Healthcare Research and Quality (2013) (AHRQ), it is recommended that regular 

monitoring of outcomes such as falls per 1,000 occupied bed days, at least one care process such 

as assessment of fall risk factors and checking for interdisciplinary participation in implementing 

fall prevention interventions. The intervention for the project was the fall intervention prevention 

checklist.  

Measures 

 The measurement tools that were utilized in this project were the fall prevention 

checklist, Nursing Quality Measures, pre–test, and post–test results. Nurses completed the fall 

intervention checklist and the Morse Fall Scale assessment tool each shift during their rounds 

and shift assessments. The fall intervention checklist and the pre and post tests were completed 

by pen and paper.  

 The fall intervention checklist was created by Madeline Johnston, Morris Magnan, and 

the quality improvement (QI) team at a university–affiliated National Center Institute cancer 

center in the Midwest (Johnston & Magnan, 2019). The purpose of implementing the checklist 

was to promote patient safety by improving adherence to the cancer institute's fall safety 

protocol. The fall intervention successfully increased adherence to the fall safety protocol, and 

no falls occurred during the pilot period.  

The Agency for Healthcare Research and Quality Fall Knowledge Test is a 13-question 

assessment on fall knowledge (Agency for Healthcare Research and Quality, 2013). The 

assessment is a free questionnaire for nurses to utilize to assess their knowledge on fall 

knowledge. It was created from Singapore Ministry of Health Nursing Clinical Practice 

Guidelines on Prevention of Falls in Hospitals and Long-Term Care Institutions. This tool is 

valid for nurses, but it needs to be more reliable. The assessment can be modified for the needs 
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of the testing facility. This will cause the results of the assessment to be different per facility. 

This project utilized the assessment as a pre and post-test that measures each nurse’s knowledge 

of fall risk factors and interventions before and after being educated with the educational 

brochure and utilizing the fall intervention checklist.   

 The project was implemented over two months. The pre–existing data from Nursing 

Quality Measures were compared to the data collected during the 2 – month implementation 

period. The type of data that was collected was based on the fall intervention checklist. The most 

common fall prevention intervention missed and the reason for it was examined. The number of 

falls before and after the educational presentations was measured on ratio scales.   

The key stakeholder for this quality improvement project was the unit manager, nursing 

supervisor, nurse educator, and nurses. Each person played an important role in making the 

implementation period of this project successful. The unit manager and nurse educator helped 

with implementing the project. They could help nurses with any questions or concerns during the 

implementation. The nurse supervisor met with nurses after a patient fell to discuss how the fall 

occurred and what interventions were in place. If a patient fell during the implementation period, 

the nurse’s supervisor helped remind nurses to utilize the fall intervention checklist during their 

rounds to ensure the appropriate interventions were implemented for each patient.   

Reducing the number of falls in our community outweighed the cost of making 

educational brochures. Proper education, such as brochures, was provided to reduce patient falls. 

The educational brochure was a free resource for nurses to guide fall safety.  

Analysis  

 The data for this project included the pre and post-test results, the number of falls that 

occurred before and during the implementation period, the percentage compliance with the 
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facility fall bundle, and the Nursing Quality Measures, which gives the fall rates per 1000 patient 

days. The data were collected for eight weeks. Eleven nurses completed a pre and post-test and a 

fall intervention checklist on their post-operative patients. A total of 131 fall intervention 

checklists were completed during the implementation of this project.   

Nurses’ Knowledge 

Two morning and evening huddles at the nurses' station occurred during the 

implementation period's second, fourth, and sixth weeks. The participants discussed how 

participating in the project did increase their knowledge of fall risk factors and interventions. 

Based on the nurses' pre and post-test results, the aim to increase nurses' knowledge of fall risk 

factors and interventions by 10% was met.  

Nurses’ Compliance  

Each nurse documents two assessments per shift. Part of their documentation includes 

documenting that they utilized the fall prevention interventions that make up the facility's fall 

bundle. The Nursing Quality Manager completes chart audits, which give the compliance rate of 

nurses implementing the facilities fall bundle. As discussed in the results section below, the aim 

to increase compliance with the facility's fall bundle by staff 10% from baseline was not met. 

Multiple attempts were made to retrieve the latest compliance rates, but per the Nursing Quality 

Manager the data collection system has changed since the beginning of this project. The data was 

unable to be obtained by the Nursing Quality Manager.  
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Patient Falls and Fall Rates   

The goal of implementing the fall intervention checklist was to reduce the number of 

patients falls by 50% and to decrease the fall rate per 1000 patient days to zero. Both aims were 

not met for this project. As discussed in the results section, the number of falls after 

implementing the fall intervention checklist increased. Also, the fall rate per patient days did not 

decrease to zero for November. The fall rate for December was unable to be obtained until the 

next Nursing Quality Measures data table is released.  

Ethical Considerations 

 The rights of the hospital and the patients were protected during this project. Approval 

was issued from JU Institutional Review Board and the facilities Institutional Review Board for 

the project to be implemented. Nurses who participated in this project were required to sign a 

consent form to use their pre and post-test data (see Appendix F). The participants were educated 

on what they could expect from the study, why it was conducted, what they could expect to learn 

from the educational brochure, utilizing the fall intervention checklist, and how the data 

collected from the pre, and post-tests were used. The nurses were responsible for completing 

each shift's fall prevention checklists and implementing the correct fall prevention intervention 

for each patient. Each participant was educated beforehand on the purpose of the study and the 

rules they were expected to follow. The data collected would be kept for three years. The data 

would be stored in a secured office that only the nurse educator, quality improvement director, 

etc., could access for research purposes. There was no conflict of interest in this project.  

      

 



20 
 
 

 

Results 

 Nurses’ Knowledge 

Based on the pre and post-test results, almost all the participants' scores increased. The 

data analysis was completed by utilizing a two-tailed t–test. The t – value for this test was t = 

2.857, (df = 10 ), p = 0.0170. The change between the pre and post-test results was 16.10%. The 

average pre-test result was 61.5. The average post-test result was 77.6. A Bland – Altman 

analysis was conducted during the data analysis. A Bland – Altman analysis shows the difference 

between two quantitative measurements (Dogan, 2018). Based on the results, the mean 

difference, also known as the mean bias between the pre and post-tests, was 16.100 with a 

standard deviation of 18.689. The limits of the agreement were -20.529 and 52.729.  

The Wilcoxon Signed Rank Test is an analysis that compares the average of two 

dependent variables (Statistics Solutions, 2023). The test aims to assess for differences between 

the two variables. For the project, we evaluated whether participants' knowledge of fall risk 

factors and interventions improved after participating. Based on the results, the probability that 

the post-tests will be greater than the pre-test is 0.0107. The Wilcoxon Signed Rank test is like 

the Sign Test. A Sign Test is a non – parametric test used to assess if two groups are equal in 

size. Unlike the Wilcoxon Signed Rank Test, the sign test is weaker and does not measure for 

differences between the two. Based on the results, the probability that the post-test scores will be 

greater than the pre-test is 0.0547.  

 

 

 



21 
 
 

 

Nurses’ Compliance 

Per the Nursing Quality Manager in November 2020, 97% of nurses implemented a fall 

prevention bundle on their patients. The latest data for nurses’ compliance rate from September 

to December 2022 was unable to be obtained due to the change in data collection.  

Patient Falls and Fall Rates  

The Nursing Quality Measures displays the fall rates per 1000 patient days. In September 

2022, there were zero falls per 579 patient days. In October 2022, there were three patient falls 

per 677 patient days. Per the Nursing Quality Measures, there were a total of three falls before 

the fall intervention checklist was implemented. After the checklist was implemented one fall 

occurred per 751 patient days in November 2022. The nursing manager, who is a stakeholder in 

this project, was able to confirm that three falls occurred in December 2022. The fall rate for 

December 2022 per the Nursing Quality Measures was unable to be obtained due to the release 

date of the following data table.  

Summary  

The fall intervention checklist was beneficial for nurses during the end-of-shift report. By 

utilizing the checklist, nurses could correctly identify an intervention that needed to be 

implemented to prevent their patients from falling. Despite the limitations of this project, the 

participants' knowledge of fall risk factors and interventions did increase from participating in 

this project. The participants can take what they learned from participating in this project and 

educate their patients on fall risk factors, why the interventions are necessary, and how they will 

prevent injury.  
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Interpretation 

Contextual factors that affected the success of this project included a lack of supplies and 

faulty equipment. Lack of supplies included needing more bed or chair alarm strips. The strips 

are placed underneath the patient and plugged into the bed alarm monitor in the wall. When a 

patient gets up, the bed alarm monitor on the wall will siren. Faulty equipment included broken 

bed alarm wall monitors, broken bed alarm attachments, and broken bed alarms built into the 

bed. The bed alarm attachments have two parts. One part is connected to the bed, and the other is 

connected to another plug connected to the wall. If the two parts are attached, the bed alarm will 

siren throughout the unit, and red indicator lights will flash outside the patients' door, alarming 

the unit that a patient is getting out of bed. Some beds have bed alarms built into them that nurses 

can use instead of bed alarm strips. When the built-in bed alarms are broken, nurses must rely on 

using a bed alarm strip if they are available. Despite nurses' increased knowledge of fall risk 

factors and interventions, the lack of supplies prevented nurses from implementing the 

appropriate interventions for their patients.  

Associations among patients and interventions were different among each patient. 

Patients who refused high-fall-risk interventions such as bed alarms were agreeable with low–

risk interventions such as wearing non–skid socks and using of call bell if assistance was needed. 

While the fall prevention checklist was beneficial in assessing whether the appropriate fall 

interventions were implemented, it presented several challenges. Three interventions 

implemented least during the implementation period were family education, signage posted in 

the hallway, and a gait belt. Patients who contributed to the unit with an altered mental status 

were not able to understand the patient education they were given regarding fall risk factors and 
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fall prevention interventions. Some patients did not have family available to educate them on fall 

prevention. Due to their cognitive status, it took time for patients to follow the education 

provided. During the end-of-shift rounds, nurses forgot to turn on the fall indicator light in the 

hallway, which indicates that the patient is a fall risk. Also, some patients at risk for falls did not 

need a gait belt to assist with ambulating.  

 Two morning and evening huddles at the nurse’s station occurred at the implementation 

period's 2nd, 4th, and 6th-week intervals. The huddles were an opportunity for the participants to 

share how the project could be improved and what limitations the project has. The huddle check-

ins allowed the project manager to monitor if the participants correctly completed the checklists 

on their patients.  

Limitations  

 The project implementation period was over 60 days, which is eight weeks. The time 

frame of the implementation period affected the results of the post-tests and the number of falls 

during the implementation period. If the implementation period was longer, the probability of 

having a greater sample size and higher post–test scores might be higher.   

 Patients who were non-compliant with adhering to the fall prevention implementations or 

those who were cognitively impaired contributed to limiting the results of this project. 

Cognitively impaired patients do not understand the importance of using their call bell and 

waiting for assistance to prevent themselves from falling. While patients who choose not to 

follow the interventions for their safety increase their risk of falls and injury.  

Conclusion 

Once the implementation period is completed, the data collected are reviewed. The 
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results showed that implementing a fall intervention checklist combined with an educational 

brochure could have been more beneficial in reducing patient falls; sustainability focused on 

implementing the fall intervention checklist and educating nurses to stay up to date on fall 

prevention interventions. The number of falls before and after the implementation period was 

compared to see if implementing the checklist was successful.  

The number of falls increased during the implementation period of this project; the 

project was reviewed to see what needed to be improved to increase patient safety. Participants 

discussed during huddles that the project could be improved if the fall intervention checklist 

included a column that allowed the participant to check off if the patient was cognitively 

impaired or if the patient refused specific interventions not to be implemented. Participants also 

shared during huddles how the fall intervention checklist served as a reminder for them to assess 

their patients each shift for falls. Based on the results implementing the fall prevention bundle 

could have been more effective in reducing the number of falls.   

 The data collected from this study will be presented to Jacksonville University's Review 

Board, and a final manuscript will be uploaded to the Sigma and Jacksonville University Swisher 

Library Repositories. The data collected was reviewed to discuss what was learned from the 

study and what steps need to be taken to continue to educate nurses on fall risk factors and 

prevention interventions.  
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Appendix A  

 

 

Literature Review Matrix 
First 

Author/Year 

Level of Evidence 

(Research & Non-

Research) 

Problem 

Addressed 

Population of 

Interest  

Measure(s) of 

Outcome  

Intervention(s) 

Used 

Measure of 

Intervention 

Fidelity 

Results & Recommendations 

Bergen et al. 

(2016) 

Level III Non – 

experimental Study  

How many adults 

are reporting falls 

annually? How 

many of these falls 

resulted in injury? 

Older adults 65 

years of age and 

older 

Number of falls that 

occurred  

Telephone Survey Results from 

survey 

29.0 million falls were reported in one 

year. Women reported a fall more than 

men. 37.5% of falls reported required 

medical treatment. 

Callis (2015) Level II Quasi – 

Experimental Study   

Does fall 

assessment tools 

address all of the 

patient's risk 

factors?  

Nurses/hospitalize

d patients  

Increase in awareness 

of patients fall risk 

factors 

Hendrich II Fall Risk 

Model, Morse Fall 

Scale, St. Thomas 

Risk Assessment 

Tool 

Results from 

literature review 

Twenty risk factors were noted as 

significant for patient falls, the three 

standard fall assessment tools failed to 

address all patients risk factors. 

Guse (2015) Level I 

Experimental Study  

Does implementing 

a evidence based 

fall prevention 

program via 

standard monetary 

support can reduce 

a reduction in fall 

injuries vs and 

enhanced version? 

  Adults aged 65 

years and older 

 Fall injury morbidity 

in adults aged 65 and 

older as measured by 

Wisconsin Inpatient 

and emergency 

department 

Standard fall 

prevention program, 

enhanced fall 

prevention program 

with technical 

support 

 Results of 

injuries 

  No evidence supported that the 

enhanced support system had a greater 

population effect in reducing falls over 

the standard support approach.  

Kiyoshi-Teo 

(2017) 

Level V    Does evaluating 

gaps between the 

fall prevention 

protocol work to 

identify 

opportunities for 

improvement?  

Nurses / 

patients 

Increase in nurse’s 

awareness of fall 

interventions 

Hospital Current fall 

intervention bundle 

Face – to – face 

interviews with 

patients, 

observations of 

their rooms, and 

review of their 

charts 

The data collected showed what areas of 

fall prevention that needed to be 

improved. More rounding by staff was 

enforced and fall prevention education 

was provided to all staff members to 

increase their knowledge on falls.  

 

Hartung & 

Lalonde (2017) 

Quasi – 

experiemental study, 

Level II  

Does implementing 

non – skid footwear 

decrease falls in 

hospitalized 

patients? 

Nurses/patients The number of falls 

after implementing 

non – skid footwear 

Non – skid footwear Number of falls Implementing non – skid footwear 

decreases the number of falls by 9%.  

Lavallee et al., 

(2017) 

Level III Non – 

Experimental Study  

Are care bundles 

effective in 

preventing negative 

patient outcomes? 

Patients of any 

age 

Number of negative 

patient outcomes 

Care Bundles Risk ratio of a 

negative 

outcome 

Care bundles are effective in preventing 

negative outcomes. More research is 

needed.  

Mileski (2019) Systemic Review, 

Level III Non – 

Experimental Study  

Does implementing 

alarming devices 

help to decrease 

patient falls? 

Nurses/patients The number of falls 

after implementing 

the alarming devices 

Alarming devices Number of falls Implementing alarming devices reduce 

the number of falls in patients with 

cognitive impairment.  

Nuckols et al., 

(2017) 

Level II Quasi – 

Experimental Study  

Does implementing 

hourly rounding 

prevent patient 

falls?  

Inpatient patients  The number of a falls 

after implementing 

hourly rounding  

Hourly Rounding Number of falls, 

fall rate 

Falls declined at one of the hospitals that 

hourly rounding was implemented at. 

Incorporating fall prevention into hourly 

rounding may or may not be effective 

and cost productive.  

Johnston (2019)  Level V   Does implementing 

a fall intervention 

checklist prevent 

patient falls? 

Nurses/patients Increase in awareness 

of fall interventions 

14 item checklists Decrease rate of 

patient falls 

14/37 participants completed a total of 

90 checklists. Nurses agreed that the 

checklists were easy to use and 

beneficial. The most common 

intervention missed was the bed alarm 

Scott et al., (2018)  Level 1 

Experimental Study  

Does implementing 

a fall risk 

assessment tool 

decrease the 

number of patients 

falls in the ED? 

ED patients, age 

18 and up 

Increase in awareness 

of fall risk factors 

among ED patients.  

Fall Risk Assessment 

Tool 

Decrease rate of 

patient falls 

A 48% decrease in patient falls occurred 

after implementing the fall risk 

assessment tool.  

Shuman (2019) Non – Experimental 

Study, Level III 

What are older 

adults’ perceptions 

of fall risk and 

prevention 

strategies?  

Older adults Increase in older 

adults’ knowledge of 

fall risk factors, how 

to prevent falls, and 

eliminate potential 

fall hazards within 

their home.  

Check for Safety, 

Stay Independent, 

and What You Can 

Do to Prevent Falls 

brochures  

Face to face 

interview results  

Older adults’ perceptions of a fall risk 

are not being included in the latest 

studies. More research needs to be done, 

that includes older adults’ perceptions, 

including sedentary behaviors and 

prevention efforts.  
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Appendix B 

 

Fall Prevention Checklist 

Table 1.   

Change of Shift Falls Safety Checklist 

Staff member name:________________________ RN or Nurse Assistant (circle one) 

 Patient #1 Patient #2 Patient #3 Patient #4 

Date:     

Shift:     

Room:     

Pt. Initials:     

 YES NO YES NO YES NO YES NO 

Fall Risk         

Pt. Educated         

Family Educated         

RN Aware         

Nurse Assistant Aware         

Signage Posted in Room         

Signage Posted in Hallway         

Wristband         

Bed in Low Position         

Bed Alarm on Zone 2         

Yellow Socks         

Gait Belt         

Call Light Within Reach         

Personal Items Within Reach         
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Appendix C 

 

Fall Knowledge Test 

 

Background: The purpose of this tool is to assess general staff knowledge on fall prevention.  

Reference: Adapted from Singapore Ministry of Health Nursing Clinical Practice Guidelines on 

Prevention of Falls in Hospitals and Long Term Care Institutions and subsequent version by Dr. 

Serena Koh. Previously used in Koh SLS. Singapore Med J 2009;50(4):425. Original may be 

found at 

www.moh.gov.sg/content/dam/moh_web/HPP/Nurses/cpg_nursing/2005/prevention_of_falls_in

_hosp_ltc_institutiions.pdf. 

How to use this tool: Administer the questionnaire to staff nurses and nursing assistants. The 

survey may need to be modified if certain questions are not consistent with your policies and 

procedures, or for the needs of specific hospital units. 

Use the findings to assess gaps in knowledge. Work with your education department to tailor 

specific education programs to the needs of your staff. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.moh.gov.sg/content/dam/moh_web/HPP/Nurses/cpg_nursing/2005/prevention_of_falls_in_hosp_ltc_institutiions.pdf
http://www.moh.gov.sg/content/dam/moh_web/HPP/Nurses/cpg_nursing/2005/prevention_of_falls_in_hosp_ltc_institutiions.pdf
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Fall Knowledge Test 

Each participant will create their own personal participant ID by combining the first letter of their 

favorite color, first letter of their favorite food, and their 3 favorite numbers. 

Write your participant ID here: ____________________________ 

Each question may have more than one option as the correct answer. 

Please circle the letters that correspond to the correct answers.   

1. Which of the following statements is correct? 

a. Falls have multifactorial etiology, so fall prevention programs should comprise 

multifaceted interventions. 

b. Regular review of medication can help to prevent patient falls. 

c. The risk of falling will be lessened when a patient’s toileting needs are met. 

d. The use of antipsychotic medications is associated with an increased risk of falls in older 

adults. 

2. A multifaceted intervention program should include: 

a. Individually-tailored fall prevention strategies 

b. Education to patient/family and health care workers 

c. Environmental safety 

d. Safe patient handling 

3. Risk factors for falls in the acute hospital include all of the following except: 

a. Dizziness/vertigo 

b. Previous fall history 

c. Antibiotic usage 

d. Impaired mobility from stroke disease 

4. Which of the following statements is true? 

a. The cause of a fall is often an interaction between patient’s risk, the environment, and 

patient risk behavior. 

b. Increase in hazardous environments increases the risk of falls. 

c. The use of a patient identifier (e.g., identification bracelet) helps to highlight to staff 

those patients at risk for falls. 

d. A fall risk assessment should include review of history of falls, mobility problems, 

medications, mental status, continence, and other patient risks. 

5. Patients with impaired mobility should be: 

a. Confined to bed 

b. Encouraged to mobilize with assistance 

c. Assisted with transfers 
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d. Referred for exercise program or prescription of walking aids as appropriate 

6. The management of the acutely confused patient should include all of the following except: 

e. Moving patients away from the nursing station 

f. Involving family members to sit with the patient 

g. Orienting patients to the hospital environment 

h. Reinforcing activity limits to patients and their families 

7. Which of the following statements is false? 

i. Fall prevention efforts are solely the nurses’ responsibility. 

j. A patient who is taking four or more oral medications is at risk for falling. 

k. A patient who is taking psychotropic medication is at higher risk for falling. 

l. Testing or treatment for osteoporosis should be considered in patients who are at high 

risk for falls and fractures. 

8. In hospital settings, intervention programs should include: 

m. Staff education on fall precautions 

n. Provision and maintenance of mobility aids 

o. Postfall analysis and problem-solving strategy 

p. Bed alarms for all patients, regardless of risk 

9. When assessing patients, which of the following statements is false? 

q. All patients should be assessed for fall risk factors at admission, at a change in status, 

after a fall, and at regular intervals. 

r. Medication review should be included in the assessment. 

s. All patients should have their activities of daily living and mobility assessed. 

t. Environmental assessment is not important in the hospital as it is all standardized. 

10. Risk factors for falls include: 

u. Parkinson’s disease 

v. Incontinence 

w. Previous history of falls 

x. Delirium 

11. Exercise programs for ambulatory older adults should: 

a. Be very aggressive 

b. Be unsupervised 

c. Be ongoing 

d. Include individualized strength and balance training 
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12. Which of the following statements on education in fall prevention is false? 

e. Education programs should target primarily health care providers, patients, and 

caregivers. 

f. Education programs for staff should include the importance of fall prevention, risk 

factors for falls, strategies to reduce falls, and transfer techniques. 

g. Instruction on safe mobility, with emphasis on high-risk patients, should be provided to 

both patients and families. 

h. Education should only be given at the start of the fall prevention program. 

13. Which of the following is recommended to improve patient safety? 

i. Locking wheeled furniture when it is stationary. 

j. Having nonslip flooring. 

k. Placing frequently used items (including call bell, telephone, and remote control) within 

reach of the patient 

l. Rounding hourly to address patient needs 

Answer Key:  

1. A, B, C, D 

2. A, B, C, D 

3. C 

4. A, B, C, D 

5. B, C, D 

6. A 

7. A 

8. A, B, C 

9. D 

10. A, B, C, D 

11. C, D 

12. D 

13. A, B, C, D 
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Appendix D 

 

Participants Consent Form  
 

Project Summary 

 

Title of the Project: Evaluating the Effectiveness of Implementing a Fall Intervention Checklist during 

End of Shift Report on a Post–Operative Unit 

 

Project Lead: Victoria Hogans, BSN, RN, Jacksonville University 

 

Faculty Advisor: Leigh Hart, Ph.D., APRN – BC Professor Associate Dean Jacksonville University 

Brooks Rehabilitation College of Healthcare Sciences.  

 

You are invited to participate in a scholarly project. To participate, you must be over 18 years old and 

currently employed in St. Vincent's Orthopedic / Neurology Medical-Surgical Unit. Taking part in this 

project is voluntary.   

 

The purpose of the project is to increase the knowledge on fall risk factors and fall prevention 

interventions by 10% from the pre and post-tests of an educational intervention, prevention of patient 

injury due to falls within the hospital setting, increase compliance of fall bundle by staff 10% from 

baseline, and decrease the number of patients falls by 50% within 8 weeks of starting this project.  

 

 If you agree to take part in this quality improvement project, you will be asked to complete a 13-question 

pre-test on fall risk factors and interventions at the beginning of the project. You will be asked to 

complete a fall intervention checklist during shift change on each one of your patients who had surgery. 

The checklist lists the common fall prevention interventions that are used on the floor. You are to check 

off falls intervention for the patient. If you notice an intervention, is not in the place that should be, you 

should then use this time to implement the intervention. An example of this if while making rounds you 

notice that the bed alarm is unplugged or not plugged in correctly, you should use this time to correct the 

bed alarm. At the end of the project, you will be asked to complete a 13-question post-test that tests your 

knowledge of fall risk factors and interventions. The project will run for 8 weeks. It is expected that you 

will complete a fall intervention checklist on your surgery patients for each one of your shifts. I will 

collect the following data/information from you: the results of the pre, post, and fall intervention 

checklists. Your data will not be linked to other research data.  

 

There are some risks and or discomforts you might experience from being in this project. Even though the 

probability of risks is minimal there is always the possibility of a breach of confidentially.   

 

You might benefit from being in this project because you will gain knowledge on fall risk factors and 

prevention interventions. As your knowledge increases you will be able to educate your patients on what 

makes them a fall risk and how the interventions that are implemented will reduce their risk of falling and 

injury. Others might benefit because fall prevention interventions will protect them from falling.  
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If you decide to take part in the project, it should be because you want to volunteer. You will not lose any 

services, benefits, or rights you would normally have if you chose not to volunteer. If you are an 

employee nothing about your employment status will change no matter what you decide. Participating in 

this project is an opportunity for you to learn and increase your knowledge of fall risk factors. If a patient 

fall does occur because the appropriate fall prevention interventions are not implemented, we will use this 

time to provide further education on fall risk factors and how they can be prevented.  

 

If you are interested in learning more about the project, please continue to read below. If you are not 

interested stop here.  

 

Thank You. 
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PARTICIPANT’S NAME (Print):           

 

TITLE OF THE PROJECT: Evaluating the Effectiveness of Implementing a Fall Intervention Checklist 

during End of Shift Report on a Post–Operative Unit 

 

PROJECT LEADS:           

 

Victoria Hogans, BSN, RN 

vhogans@jacksonville.edu 

904 – 304 – 8797  

 

Responsible Primary Lead: Leigh Hart, Ph.D., APRN – BC 

Professor 

Associate Dean 

Jacksonville University 

Brooks Rehabilitation College of Healthcare Sciences 

Keigwin School of Nursing 

Phone: 904 – 256 – 7600 

Email: lhart@ju.edu  

 

PROJECT LEAD’S STATEMENT: 

We are asking you to be in a scholarly project. The purpose of this consent letter is to give you the 

information you will need to help you decide whether to participate. Please read this form carefully. You 

may ask questions about the purpose of the project, the possible risks and benefits, and anything else about 

the project or this form that is not clear. When we have answered all your questions, you can decide if you 

want to be in the project or not. This process is called “informed consent.” We will give you a copy of this 

form for your records. 

 

THE PURPOSE OF THE PROJECT:  to reduce the number of post-operative falls on the unit by 

increasing your knowledge of fall risk factors and interventions.  

 

PROCEDURES:  (What is expected from the participant?):  

At the beginning of the project each participant will receive an educational brochure that covers fall risk 

factors and interventions. I will go over the brochure with them in detail. Once they have reviewed the 

brochure, they will be asked to complete a 13 – question pre – test before the project is implemented. At 

the end of the implementation period, they will be asked to complete a 13 – question post – test to assess 

their knowledge on fall risk factors and interventions from participating in the project. The Agency for 

Healthcare Research and Quality Fall Knowledge Test will be utilized as a pre and post-test that measures 

your knowledge of fall risk factors and interventions before and after being educated with the educational 

brochure and utilizing the fall intervention checklist. The project will be implemented over 8 weeks. Two 

fifteen-minute morning and evening huddles at the nurse's station will occur at the 2nd, 4th, and 6th-week 

intervals of the implementation period. The huddles will allow you the opportunity to share your opinions 

mailto:vhogans@jacksonville.edu
mailto:lhart@ju.edu
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of the fall prevention intervention checklist and what you have learned from utilizing it in your rounds thus 

far. The interventions will be reviewed and evaluated to see if changes need to be made and corrected.  

 

During the last week of the implementation period, you will receive a 13-question post-test to evaluate your 

knowledge of patient fall risk factors and interventions. The pre and post-test scores will be compared to 

assess for improvement in understanding of what makes a patient fall risk and what interventions are 

necessary for them. The fall intervention checklists will be reviewed to evaluate what were the top three 

interventions that were not implemented when they needed to be. The number of falls during the 8 weeks 

will be evaluated and compared to the number of falls eight weeks before the implementation of the project.  

 

  The fall intervention checklist should take no more than 5 minutes for you to complete. The pre and post-

test should take no more than 15 minutes to complete. This may be taken during your break during your 

shift. It will not interfere with or take time away from patient care.  

 

Participating in this study is voluntary. It is an opportunity for you to learn what are fall risk factors and 

how can you protect your patient from falls by implementing the appropriate intervention. Participating in 

this project is an opportunity for you to learn what are fall risk factors and how you can protect your patient 

from falls by implementing the appropriate intervention. If the fall intervention checklist isn’t completed 

correctly further education will be provided by myself and the supervisor on how the checklist should be 

completed. If a patient falls during the implementation period a fall debriefing form will be completed per 

Ascension St. Vincent’s Hospital policy and further education will be provided on fall prevention 

interventions. Whether you choose to participate in this project or not it will not be used toward your 

performance evaluations.  

 

The number of participants will be limited based on the staff's participation in this study. If you choose to 

participate in this study, it means that you have agreed to take the pre and post-test and complete a fall 

intervention checklist on your surgery patients for 8 weeks at the beginning of each shift.  

 

If you decide to be in the project, the Project Lead will collect the following information: consent, the 

results of your pre and post-tests, and the number of falls that occurs during the implementation period.  

 

In addition to the information listed above, I will not be collecting identifiable private information (e.g., 

social security numbers, mailing or email addresses, phone numbers, etc.), health information (e.g., 

diagnosis, medical record numbers, or identifiable biospecimens (e.g., blood), however, all identifiers will 

be removed. 

 

I will not be using these de-identified data in future work.  

 

If you have any questions now or at any time during the project, you may contact anyone listed under Project 

Leads. 

 

BENEFITS OF THE PROJECT: You may benefit from being in this project. By participating in this 

project, you will gain increased knowledge on fall risk factors and prevention.   
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No promise or guarantee of benefits has been made to encourage your participation. 

 

RISKS OF THE PROJECT: The risks of taking part in this project may include a breach of 

confidentiality. The probability of risk is not above and beyond what will be experienced from participating 

in professional development or educationcal sessions offered at the hospital. To minimize the risk 

associated with participating in this project, the data collected from the pre and post-test, and the fall 

intervention checklist will be protected by using de-identified data.  

 

Participating in this project is an opportunity for you to learn what are fall risk factors and how you can 

protect your patient from falls by implementing the appropriate intervention. If the fall intervention 

checklist isn’t completed correctly further education will be provided by myself and the supervisor on how 

the checklist should be completed. If a patient falls during the implementation period a fall debriefing form 

will be completed per Ascension St. Vincent’s Hospital policy and further education will be provided on 

fall prevention interventions. Whether you choose to participate in this project or not it will not be used 

toward your performance evaluations. This is a learning opportunity for each participant.  

 

IN THE CASE OF INJURY OR ADVERSE EVENT:  Please contact the project Leads immediately, but 

also in the case of emergency please seek medical attention. Jacksonville University has not set aside funds 

for any medical costs, damages, or other financial loss from this project. The only exception is if it is proved 

that your injury or illness is directly caused by the negligence of a Jacksonville University employee. 

“Negligence” is the failure to follow a standard duty of care.  

 

If you become ill or injured from being in this project, your insurer may be billed for your treatment costs. If 

you do not have insurance, or if your insurer does not pay, then you would have to pay these costs. If you 

believe you have become ill or injured from this project, you should contact Victoria Hogans at 904 – 304 – 

8797 (24-hour cell number). You should also let any healthcare provider who treats you know that you are in 

a project. 

 

COSTS / COMPENSATION: You will not have to pay for taking part in this project.  

 

ALTERNATIVE TO BE IN THE PROJECT: The alternative to taking part in this project is not to 

participate.      

 

CONFIDENTIALITY: Records or data obtained as a result of your participation may be reviewed by the 

Project Leads and/or The Jacksonville University’s Institutional Review Board. However, they are legally 

obligated to protect any identifiable information from public disclosure, except where disclosure is 

otherwise required by law. These records will be kept private in so far as permitted by law. Also, other 

Jacksonville University officials have the legal right to review records, and they will protect the secrecy 

(confidentiality) of these records as much as the law allows. Otherwise, your records will not be released 

without your permission unless required by law or court order. However, if we learn that you intend to harm 

yourself or others, we must report that to the authorities.  
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I plan to publish the results of this project. To protect your privacy, I will not include any information that 

may identify you. To protect your privacy, I plan to store your name or any other information that can directly 

identify you separately from the data collected as part of the project. Information collected will be stored in a 

locked filing cabinet behind lock and key.  

 

I will keep your data to use for future research or another purpose. Your name and other information that 

can directly identify you will be kept secure and stored separately from the data collected as part of the 

project. Your name and other information that can directly identify you will be deleted from the data 

collected as part of the project.  

  

I may share your data with other investigators without asking for your consent again, but it will not contain 

information that could directly identify you.   

 

 

CONFLICT OF INTEREST: In general, presenting results helps the career of a scientist. The project 

Leads may benefit if the results are presented at scientific meetings or published in scientific journals.  

 

RIGHT TO PARTICIPATE OR WITHDRAW: You are free to stop taking part in this project at any time 

without penalty and without losing any benefits. You will be provided, as applicable, with any significant new 

findings developed during this project that may relate to your participation.   

 

If you decide to stop taking part in this project for any reason, you should contact Victoria Hogans at 904 – 

304 - 8797. If you choose to tell the Project Lead why you are leaving, your reasons may be kept as part of 

the project record. If you decide to withdraw from the project, it may be impossible to exclude the data that 

has already been collected. In addition, Project Leads may retain and use data collected before your 

withdrawal, including Protected Personally Identifiable Information (PPII), as long as the uses are consistent 

with the project purpose and procedures as described in the IRB application and consent documents. If you 

have any questions regarding your rights as a project participant, you may call the JU Office of Research & 

Sponsored Programs at (904) 256-7151. 

 

You may be withdrawn from the project without your consent for the following reasons: if you breach 

confidentiality, patients' privacy by taking photos, or if it interferes with your patient workloads.  
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CONSENT TO PARTICIPATE:  I have been informed about this project’s purpose, procedures, possible 

benefits, and risks; and the alternatives to being in the project. I have been allowed to ask questions before I 

sign, and I have been told that I can ask other questions at any time. I understand that my consent does not 

take away any of my legal rights. I also understand that nothing in this consent form is intended to replace any 

applicable Federal, state, or local laws. 

 

By signing this form, I voluntarily agree to take part in this project. I am not waiving any of my legal rights. 

I will receive a copy of this form.   

 

              

Participant’s Name Printed   Participant’s Signature    Date 

 

 

Person Obtaining Consent and Authorization: 

 

 

Victoria Hogans           7 – 2- 2022 

    

Name Printed     Signature    Date 

 

 

 

 

 

 

 

  


