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Abstract

Problem: Hospitalized adults are at increased risk of falling due to multiple aspects,
including but not limited to changes in health status, the environment, pain, weakness,
confusion, and prolonged immobility. This project focused on the question: How will the
utilization of the Hustler Award Program decrease fall rates in an adult inpatient medical-
surgical unit?

Method: A prospective quality improvement pilot study focused on a 24-bed medical-
surgical unit in a Midwest, 487-bed metropolitan-based facility.

Results: The results captured are for the evaluation period occurring from September
through November 2021. The staff responded to 52-bed exit alarms, which yielded a
response rate for September of 15.4% (n=8), October 73% (n=38), and November 11.6%
(n=6). There were 14 falls from the bed, during the evaluation period, September (n=3;
21.4%), October (n=4; 28.6%) and November (n=7; 50%). There were ten falls from the
bed before the evaluation period, June-August 2021. However, before the evaluation
period, the number of falls resulting in injuries was one, and during the evaluation period,
there were no fall-related injuries. The average number of monthly patient days prior to
the program evaluation was 762. The average post-program evaluation was 780, resulting
in approximately a four percent increase in patient days during the post- program
evaluation compared to the pre-program evaluation period.

Implications for Practice: Utilization of a fall program in conjunction with bed alarms
could be beneficial in addressing falls, which can improve quality and performance while
meeting the requirements for reimbursement by the Center for Medicaid and Medicare.

Keywords: falls, fall prevention, bed exit alarms, medical surgical units, adults
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The Hustler Award Program

Falls are defined as events resulting in patient inadvertently coming to rest on the
ground (Johnson et al., 2015). According to the Center for Medicare and Medicaid
Services [CMS] (2020a), approximately 700,000 -1,000,000 hospitalized individuals in
the United States (U.S.) experience falls annually. CMS estimates a rate of 3.56 falls/
1000 patient-days with approximately 26 percent of falls resulting in injury (CMS,
2020b). Fall reduction has become the focus of many healthcare systems, and one way of
reducing fall rates has been the utilization of alarms such as bed, exit, and fall alarms in
conjunction in with the Hester Davis Fall Program. Patient falls have been identified as a
safety concern and leading cause of adverse events occurring to inpatient adults and as a
major source of injury, disability, and death (CMS, 2020b). Due to the nationally
increasing numbers of falls with or without injuries, CMS requires hospitals to report fall
rates at the unit and system levels. Each hospital reports its fiscal year for fall percentage
to CMS, who then publicly aggregates this information by October 1st of each year.
Medicare and Medicaid requirements for hospitals to report fall rates allow consumers
and stakeholders to make informed healthcare decisions and incentivize improved quality
and performance. CMS (2020c) endorsed public reporting of falls and fall-related injuries
to improve healthcare decision making for the stakeholders (such as insurance
companies, employers, pharmaceutical companies, and the government) and consumers

(such as residents and patients).
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Many healthcare facilities are working to improve fall rates and their related
injuries to improve reimbursement and attract more consumers and stakeholders (CMS,
2020c). Hospitals who fail to report their fall rates to the CMS by the required deadline
receive a two percent decrease in their annual increase factor, hence receiving an annual
reduction in reimbursement (CMS, 2020c). Essentially, quality reporting incentivizes
hospitals to standardize healthcare delivery and improve care coordination and patient
outcomes by providing a national standardized reimbursement plan for health systems.
Cutting hospital costs and improving patient outcomes, including decreasing the rates of
falls, is a focus of many hospital systems (Galet, Zhou, Eyck, & Romanowski, 2018).

The need to prevent falls is a strategic priority for the facility to which this
program evaluation occurred. The facility is in a large metropolitan facility in the
Midwest of the U.S. The medical-surgical units for this facility have faced an increase in
falls and fall-related injuries. In the year 2020, the cardiac telemetry unit had 42 falls, the
neuro-telemetry unit had 48 falls, and the medical-surgical unit had 75 falls in the facility
of choice. In comparison to the 2019 data, there were 18 falls on the cardiac telemetry
unit, 57 falls on the neuro-telemetry unit, and 45 falls on the medical-surgical unit. Data
collected in 2020 from the facility and analyzed for trends showed the most
commonplace of falls were from the patient’s bed and occurred between noon to three in
the afternoon. This time frame is particular because most patients are either getting ready
for lunch or attempting to go to the bathroom after lunch and can have an increase in falls
if staff members did not place belongings and call light within reach. Given these

findings, this quality improvement project focused on reducing bedside falls.
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The primary strategy of this project was to reduce falls occurring at the bedside by
reinforcing the staff’s response to bed exit alarms. Response to alarms has been a focus of
other nursing programs in the U.S. To improve response time to alarms (bed or exit), the
nursing staff at the University of Texas Southwestern (UTSW) Medical Center
conceptualized the Hustler Award Program (HAP). The program requires educating the
nursing staff about bed alarms based on the Hester Davis Scoring (HDS) Scale, how they
are used based on vendor instructions, and the imperative to promptly respond to alarms
(HD Nursing, 2020). The facility of choice has established protocols concerning the
utilization of the HDS scale for all patients. Fall risk assessments are done on admission,
every shift, with changes in patient status, and after every fall event. Once the staff has
been educated, the HAP was implemented, and a box labeled “Hustler Award Program”
was placed at the nurse’s station. When a bed and exit alarm sounds, the first nurse to
respond had his/her name placed into the box and received credit for the “hustle”.
Weekly, the nurse with the most “hustles” received an enamel pin identifying his/her
dedication to keeping patients safe and the total monthly number of falls prevented was
recorded for data collection. This strategy was also synergistic with Joint Commission’s
2021 National Patient Safety Goal NPSG.06.01.01 which addressed how improvements
could be made using safe alarms and ensuring medical equipment are heard and
responded to on time (The Joint Commission, 2021).

Nationally increasing inpatient fall rates and fall-related injuries is a nursing
concern and should be addressed (CMS, 2020c¢). The IOWA model of evidenced based
practice guided this program evaluation. In this program evaluation, the question asked

is; In adult patients receiving care on a medical-surgical unit, will the implementation of
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the HAP, compared to the traditional alarm response system, result in a 10 percent
reduction of falls and fall-related injuries over a three-month period? The program
evaluation aimed to implement the HAP and enhance the units’ existing fall prevention
program. The program already included the use of bed and exit alarms for specific
patients based on their fall risk scoring using the HDS.
Review of Literature

A comprehensive literature review was conducted using PubMed, Ovid, and
EBSCOHost search engines. The terms utilized were “bed alarm”, “exit alarms”, and
“fall alarms”. The preliminary results yielded 154 sources from PubMed, 20 sources
from Ovid, and 149 sources from EBSCOHost. One Boolean operator, AND, was used
during the literature search. Once computed, the total number of articles were 323. The
inclusion criteria included articles published within the past five years, adults, free full
text, and English abstracts. The exclusion criteria included video-based bed exits,
pediatric populations, and non-English abstracts. After considering both the inclusion and
exclusion criteria, 10 articles were formally reviewed, and all 10 articles were
included. The articles included were from the U.S., with two of the articles collaborating
with European countries. Out of the 10 articles there was one single-subject design, one
evidenced-based practice design (EBP), one observational retrospective design, one
quality improvement design, one secondary data analysis, one pre- and post-design, two
mixed-method designs, and two randomized control trials (RCT). The literature yielded
many classifications for fall prevention programs, such as the use of traditional alarms,
advanced technology, nursing leaders and staff involvement, multifactorial interventions,

and appropriate documentation of implemented fall preventions. From the literature
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reviewed, key terms and approaches for implementing fall prevention programs are
categorized below.

The utilization of traditional alarms has been classified as one of the
interventions for fall preventions (Staggs et al., 2020; Sun et al., 2020). Another approach
used to encourage proper classification of fall preventions involves using advanced
technology such as smartwatches and Sensable Care Systems in the prevention of falls
(Ali & Li, 2019; Balaguera et al., 2017). Nursing leaders and staff members’ involvement
was analyzed as another approach in fall prevention (Melin, 2018; Oster & Braaten,
2017; Sun et al., 2020). The implementation of multifactorial interventions in the acute
care setting for fall prevention was investigated (Cameron et al., 2018; Francis-Coad et
al., 2020; Fehlberg et al., 2020). The last approach for the prevention of falls analyzed in
the literature review investigated the implementation of timely and proper documentation
of fall preventions by the nursing staff (Johnson et al., 2015).

In reviewing the literature, several approaches highlighted the importance of
analyzing fall prevention. Stagg et al. (2020) analyzed the importance of bed alarms, exit
alarms, and fall alarms. This analyzation used alarms in varying units and medical-
surgical units accounting for approximately two-thirds of 66% of alarm usage. The
results exceeded the expected alarm use on the medical surgical units. Another approach
analyzed bedside shift reporting and hourly rounding by the nursing staff to implement
fall alarms and reduce fall rates (Sun et al., 2020). Stagg et al. (2020) and Sun et al.
(2020) provided similar reasons for alarm usage including changes in vital signs, limited
mobility, decreased safety awareness, changes in the patients' mental status, toileting

needs, and a previous history of falls. It is imperative for the nursing staff to frequently
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assess the need to use alarms for the reasons given above to diminish the rate of falls
(Sun et al., 2020; Staggs et al., 2020). The results of this literature review support the
initiation of the HAP program development because nursing leaders and staff members
are incentivized to respond to programs, bed alarms and HDS, set in place to improve
patient safety and outcomes.

The next approach examined in the prevention of falls was advanced technologies
with the use of smartwatches and padded alarm systems such as the SensableCare System
(Ali & Li, 2019). Advanced technologies such as web-based applications for medication
reminders and alerts are widely used in the healthcare industry with limited usage in fall
prevention programs (Ali & Li, 2019). Ali and Li (2019) designed a smartwatch-based
notification and communication for the nursing staff, which integrated several alarms and
alerts in a facility. The integration provided the staff members with alerts from the call
light systems, wander guards, and bed alarms.

Smartwatch based notifications were compared to the traditional call light systems
and staff members’ response to them. According to Ali and Li (2019), the response time
to call lights, bed and chair alarms, and bathrooms was significantly lower than the
traditional call light system. Most facilities have implemented the use of smartwatches or
other portable call light devices to improve the response time of nursing staft, and
decrease falls from beds, chairs, and bathrooms. Balaguera et al. (2017) utilized the
Sensable Care System, a pad placed between the mattress and the top sheet, which
connects to a nursing staff’s portable mobile device. Due to the different technological
ways of monitoring patient movements, the smartwatch prevents patients from falling out

of bed by alerting the nursing staff who will then respond quickly. According to
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Appendix C

Activity at the Time of Fall
2020 Inpatient Fall Events
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Figure 3: A review of patient activities at the time of fall in 2020 with 130 patients falling

from the bed.
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Appendix D
Table 1. Types of alarms
Source Bed Alarms Exit Alarms Fall Alarms
Ali & Li, 2018 X X
Balaguera et al., 2017 X
Cameron et al., 2018 X X
Fehlberg et al., 2020 X
Francis-Coad et al., 2020 X X
Johnson et al., 2015 X
Melin et al., 2018 X
Oster & Braaten,2017 X
Staggs et al., 2020 X
Sun et al., 2020 X X

Table I: Sources with their associated alarm types. X= alarm mentioned during review of

literature.
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Appendix E

Number of Falls Prevented
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Figure 5. Staff response to bed alarms during program evaluation (nursing participation

during the program evaluation)
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Appendix F

Falls from bed Pre and Post program
evaluation
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Figure 6. The number of falls occurring from the bed pre and post program evaluation
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Appendix G

Number of Falls and Injuries per
Month
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Figure 7. The number of falls and injuries occurring pre and post program evaluation
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Appendix H

Fall Rates June-November 2021
Average Fall Rates Pre & Post
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Figure 8. The average patient days pre and post program evaluation



