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Abstract:  

Objective—To get nurses and assistants' perspectives on why patients in acute care hospitals fall. 

Background—Despite the abundance of quantitative evidence to guide the assessment of fall risk and the 

absence of high-tech, rare, or expensive equipment to prevent falls, falls remain a serious problem in hospital. 

Methods— Basic content analysis methods were used to interpret descriptive data from 4 focus groups with 

nurses (n = 23) and 4 with assistants (n = 19). A 2-person consensus approach was used for the analysis. 

Outcomes—Positive and negative components of 6 concepts—patient reporting, access to information, 

signage, environment, teamwork, and patient/family involvement—form 2 main categories: 

knowledge/communication and skills/actions that respectively facilitate or hinder fall prevention. 

Conclusion—Two conditions are required to reduce patient falls. A patient care plan that includes current and 

accurate fall risk status with relevant and achievable interventions should be agreed upon by all stakeholders 

(whole care team). health, patients and families) easily and immediately. Second, stakeholders should use this 

information, along with their own knowledge and skills, and patient and hospital resources, to implement the 

plan. 
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INTRODUCTION 

Patient falls are severe issues in acute care 

hospitals and are used as a fashionable metric of 

nursing care quality.1 The unexpected 

environment, acute illness, surgery, mattress rest, 

medications, treatments, and the location of 

diverse tubes and catheters are not unusual place 

demanding situations that region sufferers prone to 

falling. Although there may be a experience of 

urgency in hospitals to save you falls to “do no 

harm” and due to the fact Medicare will now no 

longer reimburse hospitalization fees because of 

fall associated injuries, five affected person falls 

stay a extreme hassle in US hospitals. A evaluate 

of fall prevention literature turned into performed 

of English-language guides located in MEDLINE 

(1966 to November2008) and CINAHL (1982 to 

November 2008) databases following strategies 

recommended via way of means of a literature seek 

advice from service6 and the usage of the quest 

terms unintentional falls, qualitative research, 

chance assessment, accident prevention, nurses, 

nursing assistants, and hospitals. Abundant studies 

on fall hazard evaluation has led to well- installed 

fall hazardFactors,7-10 however evaluation does 

now no longer save you falls; interventions are had 

to save you falls. Regrettably, the proof concerning 

the effectiveness of fall prevention applications is 

inconclusive.11 

Synthesis found out that this will be the end result 

of many boundaries to analyzing fall prevention in 

hospitals. Designing experiments to look at fall 

prevention is challenging3,10,12 due to the fact 

randomized managed trials can not be achieved 

due to the fact as soon as hazard popularity is 

Established, it's far unethical to withhold measures 

to save you falls, that is, to region the affected 

person in a no-treatment/manage group. As a give 

up end result of this dearth of evidence, qualitative 

studies related to fall prevention in hospitals have 

been reviewed. Yet, few qualitative research had 

been carried out with hospital- primarily based 

totally registered nurses (RNs) and nursing 

assistants (NAs), the direct care carriers at patients’ 

bedsides. Furthermore, NAs believed that falls 

have been now no longer preventable.15 All 

bedside carriers must be introduced into the 

autumn prevention process,15 as must sufferers 

and their families.16 

Several precis evaluation and meta-evaluation 

articles3,12,17 concluded that there's no installed 

linkage from a patient's Fall danger evaluation to 

speaking danger and to figuring out and speaking 

tailor-made interventions to save you falls. 

Although the number one records in the ones 

articles are as much as a decade old, we discovered 

no latest studies articles approximately connecting 

chance evaluation to tailor-made fall prevention 

interventions, which limits the capacity of bedside 

RNs and NAs to save you affected person falls. We 

sought to learn the views of RNs and NAs about 

why patients in acute care hospitals fall and how 

falls could be prevented. 

 

II. METHODS 

RN and NA potential participants were identified 

by nursing leaders, recruited by flyers and personal 

invitation, and provided informed consenters have 

been generally women (91%), white (96%), elderly 

24 to sixty eight years (median, 39 years), and 

nicely educated (BS or MS degree Holder= 16) and 

had 1 to forty years’ (median, 12 years) enjoy with 

a mean of 10 years withinside the collaborating 

hospital. NAs have been by and large women 

(79%), Black or African American (63%), elderly 

30 to sixty two years (median, 49Years), and with 

four to sixteen years (median, 12 years) of formal 

training and a pair of to 25Years’ (median, 10 

years) revel in as an NA with an average of seven 

years withinside the participating English turned 

into a 2nd language for numerous NAs in every 

awareness group, however they have been capable 

of specific their opinions, solution questions, and 

take part in discussions. In all eight attention 

groups, a mixture of preplanned questions, 

requests for explanation to “assist me understand” 

and “inform me greater about,” and discussion Of 

knowledge, skills, the way to attain correct falls 

threat information, the way to get right of entry to 

substances for stopping falls, and ordinary cap 

potential to save you falls changed into used. The 

moderator elicited solutions from person 

contributors and promoted organization 

discussion's have been requested questions such as 

“How do you recognize if a affected person is at 

chance for falling?” “How is fall danger 

communicated to NAs, the patient, visitors, and 

individuals of the interdisciplinary healthcare 

team?” “How do you make a decision which 

interventions to apply to save you falls?” and 

“How are deliberate interventions 

communicated… carried out… evaluated?” 

Clarification changed into asked regarding facts 

discovered in in advance awareness groups, for 

example, “We have heard a few matters from 

different groups; I would really like to invite your 

opinion approximately use of a Kardex, 

understanding if system and components to save 

you falls are In stock and accessible, a ability 

disconnect among what RNs realize approximately 

a patient’s fall risk/fall prevention and what NAs 

realize.” NA-precise questions were “Tell me how 

you realize your patients’ threat of falling,” “How 

are patients’ fall dangers communicated to you?” 
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“How do you already know what to do to save you 

affected person falls?” and “How is statistics 

approximately stopping sufferers from falling 

communicated… carried out?” Clarification 

become additionally asked regarding facts found 

out in in advance recognition groups, for example, 

about “doing patrol withinside the halls,” now no 

longer receiving A affected person document till 

some hours right into a shift, and getting to know a 

way to ambulate sufferers through looking the 

bodily therapist. Raw records have been 

transcribed into Microsoft Word, reviewed and 

corrected for transcription accuracy and 

removal/overlaying of figuring out characteristics, 

transformed into the NVivo software program, 

open coded to seize meaning, and selectively 

coded the usage of a 2-man or woman consensus 

approach. A method of debriefing amongst 

researchers, engagement with the uncooked 

statistics and codes, and use of area and reflective 

notes to make certain reliability and validity 

followed. 

 

I. RESULTS 

Six standards with each bad and fine additives 

offer motives why sufferers fall/ hints to save you 

sufferers from Falling: (1) affected person report, 

(2) statistics access, (3) signage, (4) environment, 

(5) teamwork, and (6) concerning affected 

person/family. Concepts’ positive (facilitators) and 

negative (barriers) additives are indexed in Table 1 

with 2 center categories: knowledge/communique 

and capability/actions.  

Both RNs and NAs recognized synchronous 

communication because the maximum not unusual 

place technique of Fall chance communication, 

favoring verbal reporting regardless of 

acknowledging delays in giving or receiving 

report. While RNs acquired record at the start in 

their shift, NAs furnished take care of hours with 

out receiving record on their affected person 

assignment. NAs stated that besides they worked 

the previous day, that they had little or no records 

on their assigned patients as they began Their shift 

and no records approximately different sufferers at 

the unit regardless of being chargeable for 

answering name lighting for all sufferers. RNs and 

NAs each commented that reporting practices and 

the accuracy of news associated to Fall threat and 

interventions had been variable, regularly relying 

on people giving and receiving report. NAs had 

been involved because, after they started out their 

affected person care obligations at 7 AM, they did 

now no longer acquire modern-day affected person 

records along with which patients had slept nicely 

or now now not, and most importantly, they did 

now not understand patients’ hobby levels.  

NAs associated patients’ morning workouts to 

their own, pointing out that the primary element 

they did at domestic after they woke up changed 

into to visit the rest room and that sufferers need to 

visit the rest room straight away once they wake 

up. Yet, NAs needed to locate the RN who knew 

the patient’s status, which behind schedule their 

being capable of reply to the affected person and 

regularly ended in sufferers getting up on their 

own. NAs were concerned about the timing of 

receiving information to guide their actions: When 

RNs and NAs answered the name mild of an 

unexpected affected person inquiring for help with 

toileting, they had been frequently uncertain 

approximately a way to help, pointing out they had 

to recognize the sort of help required through a 

specific affected person, they puzzled if the 

affected person makes use of a bedpan Or receives 

off the bed to apply a commode or the bathroom, if 

the affected person is consistent on his/her feet, If 

a walker or different tool is required, and as soon 

as withinside the bathroom, if is it secure to go 

away the All RNs use the Morse Fall Scale (MFS) 

for assessing fall risk. Although MFS rankings had 

been documented withinside the scientific record, 

a few RNs believed the records to be incomplete. 

There changed into no mechanism to 

systematically speak fall danger reputation to NAs 

or throughout disciplines. Neither NAs nor 

patient/own circle of relatives had get right of entry 

to to this facts withinside the scientific record.  

One RN at a domain wherein a multiple- web page 

affected person care plan is pc generated from all 

evaluation forms, including Risks/rankings at the 

MFS, said she did now no longer suppose the 

automatic plan of care turned into individualized 

and handy and consequently now no longer Used: 

I suppose verbal communique is what many human 

beings depend on; it's far tough to get facts from 

the scientific records.… So, there isn't without 

problems on hand data approximately the patient. 

When we pick out a person at chance for fall, we 

want to speak greater approximately the 

intervention that is going along side their chance 

for fall .RNs and NAs each recognized visible cues 

which include fall precaution signs, coloured 

wristbands, and bed Alarms set to “on” as 

techniques for speaking fall danger and 

interventions for stopping falls. Visual cues had 

been in particular crucial to the NAs due to the 

absence or put off in receiving affected person 

report. In addition, the symptoms and symptoms 

are customary with out imparting information 

about why a affected person is a chance for fall or 

the particular movements which are had to save 

you a affected person from falling. For an hour or 

so at the start of a shift, you're depending on the 
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signs… just like the falling star[a symbol used at 1 

hospital and placed over the patient’s bed to denote 

that the patient is at risk for falling].The best 

manner I routinely realize the affected person is on 

fall precautions is with the aid of using the sticky 

label is at the door.…If we've got 35 sufferers at 

the ground and all however 10 are all on fall 

precautions, it’s like every person falls into that 

category.  

If a patient’s name mild is on, and they're at fall 

risk… I need to stop, due to the fact I don’t 

recognize if they could stand up alone. You would 

possibly see that sign, however that doesn’t inform 

you …now the affected person has to head to the 

toilet virtually bad, however by the point I get out 

of the room and pass discover the Nurse, the 

affected person has gotten off the bed and fallen or 

she’s now withinside the mattress soaking wet. I 

knew what she had to transfer, however I feared 

that the data in no way were given exceeded 

directly to the nursing staff. RNs and NAs in every 

attention institution mentioned environmental 

adjustments and “not unusual place sense” 

movements that have to be in place For all patients, 

for example, having an uncluttered room with a 

clean route to the toilet and assistive gadgets 

nearby. All the time once I see the affected person 

with out a slipper, I move there and inform them to 

put on slippers. In all cognizance groups, RNs and 

NAs mentioned teamwork in numerous contexts: 

operating collectively with their colleagues, 

protecting every other’s sufferers at some point of 

breaks, presenting surveillance via way of means 

of looking all sufferers withinside the hallway, and 

mastering from and being helped via way of means 

of different healthcare providers, mainly bodily 

and occupational therapists. 

A few times of now no longer assisting with a 

affected person had been shared, for example, 

declaring that the affected person’s nurse have to 

deal with the patient—then offering the purpose of 

now no longer understanding what to do with the 

patient. When I (an RN) am strolling down the 

corridor and I see a name mild on for patient I don’t 

know, I don’t go in the room because I am afraid 

the patient will ask me For assist to get off the bed 

or visit the toilet and I won’t realize what to do. 

Not responding to every other workforce 

member’s patient’s name mild is a complicated 

difficulty and indicates an interface among signage 

and teamwork. Involving Patient/Family 

Continuing with the perception of surveillance, 

RNs and NAs harassed that both affected person 

and own circle of relatives have to be worried as a 

part of the crew fall prevention effort. Patients 

should be asked to call for help when they want to 

get up and one NA suggested saying, How one NA 

labored with an aged affected person illustrates a 

affected person/company partnership through the 

use of dressy shoes for show (sitting) and carrying 

robust shoes for walking.  

I stated I am now no longer going to stroll you with 

that due to the fact in case you fall, I am going to 

be in trouble. The affected person/NA 

compromised wherein the affected person wore 

robust shoes whilst going to the toilet and her fancy 

slippers whilst sitting in her chair. "Not 

understanding the patient” and inadequate, 

incomplete, or wrong statistics on the bedside were 

Key elements that reduced the cap potential of RNs 

and NAs to save you affected person falls. NAs 

said that they often did now not have get right of 

entry to to relevant records about fall hazard and 

intervention plans besides nurses have been 

available for verbal consultation's diagnosed the 

commonplace nature of the plan of care, the 

“siloized” affected person record (each digital and 

paper) and Reliance on synchronous 

communication as elements that restricted their cap 

potential to apply a scientific method to fall 

prevention. Participants mentioned that loss of 

element approximately patient- unique danger 

elements and interventions occasionally end in 

avoidance of answering name lights.  

The tremendous additives of the 6 standards 

defined above are crucial to a fall safety software 

to shield hospitalized patients. 

 

DISCUSSION 

In our study, one of the few studies on the 

perspectives of RN and NA bedside caregivers, 

insights into the barriers to overcome and those 

who support it improve fall prevention in acute 

care hospitals. Table 1 provides recommended 

policies and practices that can be implemented 

immediately, such as knowing how to access 

equipment needed for a patient's fall prevention 

plan. Signals are another area that can be 

improved. The story of a nurse who didn't answer 

a patient's bright call she didn't know out of fear 

that she would be asked to help the patient go to 

the bathroom is sad, but her anguish is... 

understandable thing. If there is an icon above the 

bed that shows a nurse helping a patient to go to 

the bathroom, the nurse will not hesitate to help the 

patient. 

Multiple symbols specific to patient fall prevention 

plans can be used. Researchers can evaluate the use 

and effectiveness of hieroglyphs. 

Predictive modeling describes strategies to 

promote a low patient risk of falls, with an 

emphasis on including all stakeholders to know the 

patient's risk status and implement the plan. 

A fall risk assessment is a necessary but not 
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sufficient stage of a fall prevention program unless 

the risk status is communicated to all stakeholders 

and an individualized plan is guided. Because the 

link between a risk assessment and an 

individualized plan is not known, this is another 

area that needs research. 

This project revealed solutions to help nursing 

managers and made recommendations for future. 

 

 
Figure 1. 

 

Table 1: Changing “Why Patients Fall” to “Preventing Patients From Falling” 
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