For all of VCH
The new Peds Fall Score(Graf-Pif) will be available.  
Peds Asmnt/Interventn> FALL RISK/SAFETY
NICU Assessment> FALL ASSESSMENT
Newborn Nursery Flowsheet > FALL ASSESSMENT
PED ESI 2-3 and PED ESI 3-4> FALL ASSESSMENT[image: ]
For VCH except NICU and NBN
Peds Assmnt/Interventn> FALL RISK/SAFETY>Safety Care Implemented
[bookmark: _GoBack]The Fall/Injury Precautions hover has been updated with new Peds Fall Risk Precautions[image: ]
For NICU and NBN 

Newborn Nursery Flowsheet>FALL ASSESSMENT
NICU Assesment>FALL ASSESSMENT
The old Peds Fall Parameters and Risk Prevention will be no longer chartable. Standard and High risk preventions will be listed in the hover of the new Graf-Pif fields.  Any previous documentation for the old parameters will be viewable
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|ADULT FALL PRECAUTIONS [see Link for sdbtonal detai)

Standaic/Low (:24) = Patient/Famiy education; Orient to suroundings, use of call ight, norvskid socks/shoes,
equesting assistance for daiy activiies as needed Place personal items, phone, and cal it within easy reach, pathways
clear free of e, piope fihting (use right lights, bed in low posiion w/ wheels locked

Moderate (25-44) = Standard + intervertions based on individual sk factors, Evamples: Maritor med side effects that
increase fal fisk; provide norvskid footwear, coordinate activies o masimizs uninerupted sleep; assess for proper use
of assistive devices such as cane or walker, and use transier devices if appropiate.

High (45+) = Moderale +_interventions that alet the team to risk (door signage, aimband, yellow socks] and closely monitor/protect/engage the patient
Fuiposeiul tounding _Remain wih ot during toleting - provide bedide toleting devices f reeded; assist with ambuialion

and ansfers.  Where appropiate: bed exit alsim, move to toom with best visual acoess. Consider protection of padding

Evaluate arthostasic and/or need for PT/DT teferial. Have conversation with ptfamiy EVERY SHIFT about high fal sk
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PEDS FALL RISK ASSESSMENT
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If STANDARD sk, implement the folowing inervertions: IF patien s scored as HIGH sk implement the follwing:
1. Dient patisnt/amiy to room, cal lght 1. All Standard Interventions
2. Place patient in appropriate cip/bed for developmental age 2 Review inpatint safety education
3. Set crb/bed in the owest posiion, uriess conlia 3 Plscs fal sk sign on door
indicated, withthe biakes on. 4 Place yellow amband on patient
4. Cib rais 0 highest level 5. Place nonskid footwear on patient
5 Bedrals up 12 6. Check "Safe Room Set up” af shit change
6. Norv<kid faotwear for ambulating patiers. . Clear walkuway [notubing/Cords) b, Equprent on pt stionger side
7. Patiets in ahemalive baby umiue are secured . Bed/orb inlowest positon . Crblall rals up)/Bed(24 taik up)
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8. Include falk slatus in daip rourding
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