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	Knowledge, Skills, and Processes
How are we doing ?
	Do well &  do consistently
	Do sometimes;  not consistent
	Need to  improve 
	Don’t know – need to find out more
	Notes

	Knowledge: SDCP staff understand fall risk/s and appropriate responses



	Understand fall risk factors (e.g., ABCs)
	
	
	
	
	

	Understand fall risk factor concepts (e.g., intrinsic, extrinsic; modifiable, non-modifiable; acquired)
	
	
	
	
	

	Understand the increased risk with dementia and how cg’s need to respond (e.g., recognizing what the person can/will not do to adapt/avoid hazards, watchfulness, monitoring environment, making sure person has/uses equipment)
	
	
	
	
	

	Understand the importance and elements of a thorough assessment of fall risk factors at admission, periodically, w/ changes, & post-fall
	
	
	
	
	

	Understand what to observe/watch for in residents (e.g., SOB, gait, near falls, dizziness, etc) 
	
	
	
	
	

	Understand the importance of maintaining mobility, strength, balance and what can be done in daily care to promote these
	
	
	
	
	

	Understand risk factors in the SDCP environment – clutter, hazards and obstacles, wet floors, unsafe equipment, unsafe use of mobility devices, unsafe footwear, loud noise, etc. 
	
	
	
	
	

	Skills:  SDCP staff applies knowledge to reduce generalized and individual risks for falls and related injuries  


	Nursing staff demonstrate ability to identify and thoroughly assess fall risk factors based on best practice, at admission and periodically
	
	
	
	
	

	Nursing and caregiving staff demonstrate ability to complete thorough post-fall assessments within needed timeframes, i.e., some elements needed immediately following, others within shift/ day, etc. 
	
	
	
	
	

	Nursing staff demonstrate ability to integrate individually tailored response/s into service plans with goal of reducing identified fall risk factors, e.g., increased monitoring/assist, exercise/ambulation, medication review/change, vision or nutritional strategies, hip protectors, etc.
	
	
	
	
	

	Nursing/management staff make referrals to appropriate therapies and/or health provider/s 
	
	
	
	
	

	Caregivers identify, attend to and/or report risk factors (hazards) in the environment as needed–rt rooms, bathrooms, common area
	
	
	
	
	

	Caregivers routinely recognize and report observations related to residents’ fall/s risks e.g., increasing weakness/balance problems, near falls, dizziness, gait/endurance changes
	
	
	
	
	

	Caregivers demonstrate ability to effectively assist rts, as needed, with walking or simple exercise during daily care routines to maintain lower body strength and mobility 
	
	
	
	
	

	Process:  SDCP staff integrate purposeful actions to reduce falls risks systematically into daily operations

	Education & training provided for all staff about fall risks and in above knowledge/skills – at orientation and ongoing 
	
	
	
	
	

	Nursing staff, in collaboration with health care professionals and caregivers, complete thorough and timely assessment of fall risks based on best practice for each resident at admission and at regular assessment intervals. 
	
	
	
	
	

	Nursing and caregiving staff completes a thorough post-fall assessment of each fall occurrence, immediately after; and discuss with committee and/or involved staff within specified timeframes.
	
	
	
	
	

	Staff develops service plans that integrate actions aimed at reducing individualized risk factors and/or injuries, incorporating appropriate, tailored strategies, approaches, interventions, e.g., med reviews, medical/therapy referrals, walking or simple balance exercises, etc.
	
	
	
	
	

	Staff has system for identifying/communicating with caregivers about fall risks/interventions
	
	
	
	
	

	Staff implement identified strategies, approaches and/or interventions aimed at reducing fall risks and injuries, as specified in service plan
	
	
	
	
	

	A falls coordinator/committee reviews each fall incident, including: likely contributor/s to fall, actions to prevent recurrence or injury, monitoring outcomes of actions
	
	
	
	
	

	A formal process (policy/procedure) that supports a continuous quality improvement approach to falls & injuries, i.e., reviewing occurrences regularly based on post-fall assessment elements, tracking falls/injuries related to causes, patterns, trends and making adjustments accordingly.
	
	
	
	
	


