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Introduction
	Patient safety and providing quality care is a priority in any health care organization. It’s a forefront of the nursing profession. As health care workers, it is our duty to keep patient’s safe while providing the best quality care. For the safety of the patients, health care organizations have initiated and maintained fall risk protocols. Falls not only pose a high safety risk but also a huge financial concern for all health care facilities. Hospital falls resulting in injuries are serious adverse events that are related to significant morbidity and mortality. Hospital falls and injuries are top 8 hospital acquired conditions. Some 3% to 20% inpatients fall at least once during their hospital stay. Different risk factors include medical conditions like mobility impairment, delirium/dementia etc. and environmental factors like lack of proper lighting, insufficient handrails, nonslip mats, bed alarms to name a few (Quigley, 2016). Patient falls can result in serious injuries and even death. Though not all falls are preventable, initiating and implementing a proper fall protocol can help reduce falls in high risk patients. Hence reducing the consequential injuries and improving safety and quality of care.
Evidence Based practice Solutions
	Falls cause injuries or death which is a basic issue that patient’s face in a health care setting. In fall prevention programs identification of high risk patients is done by the use of assessment scales. These tools are used to identify risk factors. A commonly used scale is Morse fall scale for identifying fall risk factors per AHRQ (Agency for healthcare research and quality, 2013). Per CDC STEADI (stopping elderly accidents deaths and injuries) scale consist of screen, access and intervene to reduce fall risk in older adults by interventions (Centers for disease control and prevention, 2019). Fall assessment scales assist in identifying patients who need extra fall prevention measures. Pre-identification of high-risk patients and putting prevention measures in place would prevent future falls. To guide caregivers in preventing falls, evidence-based prevention programs ensure that fall prevention measures are initiated. It’s crucial that all patients are assessed for potential fall risk and fall risk interventions be put in place accordingly. Assessment scales like Morse fall scale is widely used for identifying risk factors. A patient with a score of the Morse scale of 35 or above is a high fall risk. Hence certain fall prevention interventions are initiated. At Brookhaven Hospital in New York, using Morse fall scale once a patient’s score is above 35, identifying patient as high fall risk, safety interventions are put in place. Green socks (non-skid socks) and a green band on arm (which are considered risk identifiers) are placed on the patient. Additionally, a three P system is activated where staff making rounds is to ask these questions. The three P system includes questions about pain, potty and position. It has been established that if patient’s pain is addressed, pt is in comfortable position and his/her bathroom needs are met, falls are preventable by identifying such common problems. Additionally, making sure patient’s room is clutter free, call bell is within reach for needs and bed alarms are working properly. Bed and chair alarms are used for high fall risk  patients. Confused, forgetful or disoriented patients are not as likely to use call bell to ask for help. Health care staff run immediately to patients in need of help as alarm goes off. Frequent rounding on patients have known to prevent falls too. In 2016 a study was published by Melin, about a 38-bed med-surg unit at a southeastern hospital (of 294 beds) in united states, it stated that preintervention fall rate was 8.67 falls/1000 patient days as compared to 5.07falls/1000 patient days post intervention. Overall, decrease of 44.5% on average number of falls/month. This change occurred after implementation of an evidenced based fall prevention protocol. The interventions included increased consistency of chair/bed alarms and educating staff of screening patients for fall risks (Melin, 2016). Reduced falls means reduction in costs to hospital stays due to fall induced injuries and provision of safe and quality patient care. 
Coordination of Nurses and Staff
	Hourly rounding helps prevent falls by addressing patient’s needs timely. This is possible by effective coordination between nurses and nurse assistants regarding hourly rounding and monitoring. Additionally, following of three P system, ensuring bed/chair alarms and clutter free environment are few to name when coordinating care. However not all falls are preventable. Team effort of nurses, nurse assistants and nurse managers would ensure patient safety by implementing safety measures. A nurse manager would appoint a nurse who acts as a reviewer and communicator between all parties involved in case a fall occurs. This person would effectively work to find root cause of falls and possible solutions to prevent future fall incidents. Input from nursing team would provide additional information. All this information would be presented by this person to next level management. 
Coordination Between Stakeholders and Nurses
	Fall prevention programs may lead to increase in cost initially but in the long run the goal achieved would be reduction due to costs of injuries and prolong hospital stay. Other stakeholders must bring in fall prevention programs. Initial costs include purchasing of non-skid socks, alarms, arm bands etc. These initial spending would save huge amounts of money due to injuries caused by falls. Post fall injuries and prolonged post fall hospital stays are not even reimbursed by CMS (Center of Medicaid and Medicare services). Hospitals must eat these costs. Nurses and nurse managers need to coordinate this with administration regarding initial buying resulting in future savings due to successful prevention of falls. Falls in health care setting is a significant patient care issue. This article by Christopher D, 2014 explains that by improvement methodology, mean total fall rate decreased from 3.7 to 2.8 falls per 1000 patients. Per CDC, falls in adults who are 65 years or older, 50% of these adults die within 1 year of the incident. A rise in the number and cost of falls are expected with increase in the ages of the population. By year 2020, annual total cost of fall-related injuries could possibly increase to $34.4 billion. Hence increasing burden to US health care system. Hence leading the hospitals to prioritize prevention of falls in the organization. As an external stakeholder, since 2008 CMS (Center for Medicare and Medicaid services) no longer reimburses for preventable injuries due to falls. Additionally, JCAHO (Joint commission of accreditation of healthcare organizations and JCAH (Joint commission on accreditation of hospitals have mandated hospitals to ensure implementation of fall prevention programs (Christopher, 2014).  Nurses and nurse aides are forefront of all fall prevention interventions and implementation. Team effort is the only way to lead to successful reduction of falls and improving patient safety and quality of care. A projected savings of $1 million to $2 million per hospital per year is expected if nurses spend few extra minutes of time on fall related activities (Nuckols, 2017). 
Conclusion
	In conclusion, keeping patient safe is a priority in the health care setting. Despite appropriate assessments and effective approaches for safety and care, fall prevention will always be an issue to overcome. When in hospital, patients are in a different setting, completely different than their home. They are hooked up to different devices like IV’s, catheters, heart monitors etc. Hence increasing their risk to falls multifold. To decrease fall risk to patients and reducing costs to hospitals, fall prevention programs including fall risk assessments, fall risk prevention protocols and other programs are brought into hospital by nurses, administration, and external stakeholders. Proper team education and training can result in improved patient safety outcomes. Improvement in communication, proper team training, and staff-led systems redesign, can deliver effective change and improvement (Spiva, 2014). Though eliminating falls is unrealistic, high percentage of falls are preventable in a health care setting. It is possible to decrease the risk factors associated with falls. This would result in decrease of serious injuries, even death in some cases and unnecessary costs for the hospital. 
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