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FALLS RISK ASSESSMENT, POST-FALL DOCUMENTATION AND FALLS
EDUCATION (ADULTS)

INITIAL FALLS RISK ASSESSMENT ON ADMISSIONS

The initial falls risk assessment is tasked in Care Compass within Basic Admission Information
Adult.

Scheduled/Unscheduled | PRN/Continuous || Plans of Care || Patient Information

FBEF 4 Hours 12 Hours

13:00 (No Activities)
Interdisciplinary (Mo Activities)

Within task, there is a mandatory Falls Risk Assessment documentation highlighted in yellow:

Aty View _
Ty Basic Admission Infomation
Vital Signs Basic Admission DCrlhca\ High [Jiow [JAbnormal
Measurements
Safety Management Basic Admission [Fy Commocta—— Tan— Datn
o B
4 R L iy 16:03

Falls Risk Assessment

*Falls: Within PastYear7 NH
*Impaired balance? NH | 1

*Impaired cognition? NH  eaen
< *Clinical judgment2 NH
A Braden Assessment
sensory Perception Braden
Moisture Braden L
Activity Braden
Mobility Braden
MNutrition Braden e
Friction and Shear Braden
@@BradenScore L
Skin Integrity Interventions Reviewed e
Skin Integrity Interventions

o Adult Quick View

Must complete all mandatory yellow fields. There is reference text available to aid with your
documentation that can be found in any blue coloured text if selected.
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If a patient is deemed a high falls risk from your assessment, you must document what
interventions you have implemented.

o Activity View

Iy Basic Admission Infomation
Vital Signs Basic Admission
Measurements
Safety Management Basic Admission
Falis Risk Assessment

Braden Assessment

A A dth Al A B

JFind Item] v|[Ocritical  [JHigh [Jlow [JAbnormal [JUnauth [JFlag

Dsta Dodamad Du

(Do P—

Sp02
Low Flow Oxygen Rate
@ Oxygen Therapy

4 Measurements
Height/Length Measured
Weight Measured

4 Safety Management Basic Admission
Environmental Safety Implemented

*Falls: Within Past Year? NH
*Impaired balance? NH
*Impaired cognition? NH

03/0¢t/2024/01/0¢t/2024
E‘ 15:00 | 12:06

OAnd

Nbgh Risk Fans Interventions NM
Red dot posted lHDSi

["]¥ellow falls risk sign posted (NHS)

["]Orange falls risk sign posted (NHS)

[“lUniversal Falls Precautions implemented

["1Bed alarm calibrated and set, education provided
["]Bed in lowest position with brakes locked

[“Jincrease proximity to staff and safety checks
[IToileting routine established

[“IPhysiotherapy (PT) consult

["]Occupational Therapy (OT) consult

("] Geriatrician/NP consult for acute medical management

|_|Pharmacy Review (FRAM)

7.
< *High Risk Falls Interventions NH

|Falls risk communicated to patient and/or caregiver

|

This documentation can be completed at any time during the patient's admission and can be
found within the “Adult Systems Assessment” band located in your iView section.

FALLS RISK ASSESSMENT OUTSIDE OF ADMISSIONS

In the situation when a patient is transferred between units, there is a change in patient status
or in a post fall evaluation, a Falls Risk Assessment is needed to be completed as per policy. This
can be found in Interactive iView and I&0 band under the “Adult System Assessment” band.

[/ Adult Systems Assessment

|| |

Pulses

Edema Assessment
Gastrointestinal
Genitourinary

Urinary Catheter
Genitalia Assessment
Musculoskeletal
Integumentary

Braden Assessment
Bum Assessment/Care

lsolation Type/Activity
Critical Event

Provider Notification
OB/GYN Assessment
BSO-DOS Assessment

‘Dnm.h

~ | []Critical [JHigh

[JLow

[JAbnormal

03/0ct/2024
15:20

Falls Risk Assessment

Falls: Within Past Year?

Impaired balance?

Impaired cognition?
@Chnicaljudgement:’
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Height/Length Measured
Patient Stated Height/Length
Weight Measured

Weight Dosing
Scale Type

(B) Birth Weight
Patient Stated Weight
Abdominal Circumference
Neck Circumference
Bilateral Arm

) Hotel Dieu

//(\ Shaver

HEALTH AND REHABILITATION CENTRE

cm
cm
kg
kg

kg
kg
cm
cm
cm



as TIP SHEET

|
M 0 'N'"A c H HOSPITAL INFORMATION SYSTEM (HIS)

POST FALLS EVALUATION

When a patient has a fall in hospital, you must document the post falls assessment within the Adult
Systems Assessment iView band:

& Activity View "
\‘fa\duth.IId( View
\‘{mmmmt [critical [JHigh [Jlow [JAbnormal
Pulses Al (Do Fommonta Oan Pista
Edema Assessment
Gastrointestinal 1l 01/0ct/2024
Urinary Catheter Post Fall Evaluation
Genitalia Assessment Date, Time of Fall
Musculoskeletal Provider Informed
Integumentary Patient Story
v Braden Assessment @Fall Witness
Incision/Wound/Skin Fall Assist
Bum Assessment/Care Fall Location
Psychosocial Assessment Activity at Time of Fall
Falls Risk Assessment Position When Found
Post Fall Evaluation Special Conditions at Time of Fall
TESETTEmerTe < Fall Related Injury
Isolation Type/Activity A Measurements
Critical Event Height/Length Measured cm
Provider Notification Patient Stated Height/Length cm
OB/GYN Assessment Weight Measured kg
BSO-DOS Assessment Weight Dosing kg
v Scale Type

After completing and signing your post fall evaluation, you must contact the MRP as per NH policy. To
document this, you will navigate to the Provider Notification section within the Adult System
Assessment band in iView.
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< Adult Quick View
o Adult Systems Assessment

Pulses
Edema Assessment
Gastrointestinal
Genitourinary
Urinary Catheter
Genitalia Assessment
Musculoskeletal
Integumentary

v/ Braden Assessment
Incision/Wound/Skin
Bum Assessment/Care
Psychosocial Assessment
Falls Risk Assessment
Post Fall Evaluation
Measurements
Isolation Type/Activity
Critical Event

OB/GYN Assessment

BSO-DOS Assessment

| <

TID CHEET

O High Otow [JAbnormal M ( H |S)

LCamemanta. l:lm Dista.

[:ICrmcaI

il 01/0ct/2024|
- 16:33

Provider Notification
Notification Reason
Notification Details
Provider at Bedside

@ Unable to Reach Provider
Provider Informed
Provider Requested Interventions

After notifying the MRP, an order for Neurovitals may be ordered to be completed on the patient. These
Neurovitals will be tasked to you in CareCompass. By selecting Neurovitals in CareCompass, it will bring
you to activity view and the associated documentation needed for this task. Further reference text is
available to aid in your documentation by selecting any blue hyperlinked text within iView.

 Actwity View
B Neuovials
Glasgow Coma Assessment | v| Ociitical OHigh [tow [JAbnormal [JUnauth [Flag
Pediatric Coma Assessment s ——
Richmond Agtation Sedation Scale (RASS) Dom Commontn—— Dlan Diotn Dedine
;?mhmduwm h x:. o 01/0¢t/2024
il Sie é‘. 0y 1642 | 1641 12:07
|4 Glasgow Coma Assessment
Eye Opening Response Glasgow
Best Verbal Response Glasgow
Best Motor Response Glasgow
@ Glasgow Coma Score
Response to Stimuli Affected by adult)y ...
4 Pediatric Coma Assessment
Eye Opening Response Peds Coma
Best Verbal Response Peds Coma
Best Motor Response Peds Coma
@ Pediatric Coma Score
Response to Stimuli Affectedby ..
4 Richmond Agitation Sedation Scale (RASS)
Richmond Agitation Sedation Scale (RASS) e
(Adult Quick View @D RASS Score
< Adult Systems Assessment 4 Pupils Assessment
< Adult Lines - Devices @ PERRLA
 Adult Education Right Pupil Size
i Left Pupil Size
« Oifodt 4 Strength and Movement
<X Blood Product Administration @strength and Movement
< Early Warning - NEWS 4 Vital Signs.
 PertoneaiDiasis Moy Deg €

FALLS EDUCATION

Pre/Post fall or with a good catch, you can document Falls Education at any time within the “Adult

Education” band
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Falls Education
4 Environmental Safety

At Least One Bedrail Down For Safety
Gait Aid Use

Bed Height

Bed Alarm

Call Bell Use, Conventional

Call Bell Use, Special

Caregiver Rounding

Encourage Assistive Device Item Use
Eyeglasses Use

Handrail, Safety Bar Use

Hearing Aid Use

Night Light Use

Nonskid Footwear Use

& ic Hyp =

Personal Article Availability

Remove Clutter

Side Rails for Mobility, Bed Control
Do Not Lean On Tables With Wheels
Ensure Wheelchair/Walker Brakes Used App
Bed, Personal and chair exit alarms

Door Open
Patient Specific Surveillance
Pemnmmbiom Chamhe mion Faeibes
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