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Disclosure/Objectives

No disclosures or conflicts of  interest to report

Describe how auditing fall interventions serve as 

a key piece to fall prevention

Illustrate the steps involved in safety auditing

Show outcomes seen with the implementation 

of  auditing fall interventions

Describe implications for practice
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Background and Significance

An estimated 700,000 to 1,000,000 patients fall in 

hospitals every year1. 

 Inpatient falls increase length of  stay2 and increase 

odds of  patient mortality3. 

 Standardized fall prevention programs have been 

shown to decrease patient falls with injury and have 

significant cost avoidance4. 
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Background and Significance
After years of  quality improvement work UCH was 

determined to embrace a culture of  safety and meet 

national benchmarks for Fall Prevention. Safety 

Auditing was implemented to directly measure fall 

prevention practice.
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Pieces of  the Puzzle
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Intervention

A Safety Audit Form guides Nurse Fall Prevention 

Champion’s observations of  fall prevention 

interventions connected to a patient’s Fall Risk 

Assessment Score. 

 Safety Audits are completed by Fall Prevention 

Champions in every inpatient hospital area.

The Safety Audits affords for direct practice 

remediation and corrective action by the unit expert, 

increasing compliance and awareness of  all staff. 
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Safety Audit Form
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Quarterly Audits are compiled then returned to the 

unit Fall Champion and manager in chart format 

for sharing with unit staff

Development of  action plans to correct issues and 

knowledge gaps in real time. 

Audit results are shared at Fall Champions 

meetings, Risk and Quality Committee meetings, 

and Shared Leadership meetings to demonstrate 

intervention compliance.
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Intervention



Outcomes
There are 8 fall prevention interventions routinely 

audited.  From baseline to the July 2014 audit each 

area showed an increase in compliance 
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Updated Outcomes

From baseline to most recent audit, we found very 

similar compliance in all areas.



Within the first three months of  Safety Audit 

initiation falls decreased from 3.41 to 3.05 

falls/1000 patient days.  The overall annual 

benchmark goal of  3.17 falls/1000 patient days 

was achieved. 

Fall rates continued to decrease; post fall safety 

audit implementation the rate was 2.76 

falls/1000 patient days. Two years after audit 

implementation, UCH had its lowest rate ever at 

1.59 falls/1000 patient days.
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Outcomes
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Outcomes



Regular Safety Auditing provides an opportunity 

for one-on-one education on fall prevention 

interventions with all staff.

Safety Audits provide an effective mechanism to 

reinforce expected fall prevention interventions.

Safety Audits continue to cultivate a culture of  

safety around fall prevention.

Audit Evaluations are returned in “real time” to 

be reflective of  recent care provided.
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Implications for Practice
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