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Objectives: The objective is to assess compliance with evidence-based criteria regarding a person-centered care
approach to the prevention and management of falls among adults and the elderly in a Brazilian private hospital.

Methods: This project used the JBI audit and feedback method to implement evidence into practice. The JBI
Practical Application of Clinical Evidence System and Getting Research into Practice audit tools have been used to
promote changes in oncology and medical–surgical wards. The implementation protocol was designed based on
the primary barriers and facilitators identified in the baseline audit, along with a training program and changes in the
electronic medical records. Nursing documentation available in medical records, interviews with nurses who worked
in oncology and medical–surgical wards, and interviews with patients admitted in oncology and medical–surgical
wards were used to assess the baseline and follow-up audit compliance rates.

Results: The baseline and follow-up audits showed improvement for criteria 3 and 9 (100%) and criteria 6 and
7 (97%), respectively. The compliance for criteria 4 (97.6%), 5 (76.7%), and 8 (18%) showed slight variations
from baseline and follow-up audits. Compliance for criteria 1 (76.9%) and 2 (63.3%) decreased in the follow-up
audit.

Conclusion: These findings support that baseline, and follow-up audits allied to a fall training program and
changes in the electronic nursing records increase the compliance rates related to evidence-based practice
regarding a person-centered care approach to preventing and managing falls. We will implement new strategies
according to the best practices to achieve better outcomes.
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What is known about this topic?
� Evidence for the use of a person-centered approach for fall

prevention appears promising.
� Patients participate in the fall risk assessment process, actively

engage in decision-making and treatment planning, and receive
information regarding fall prevention and management.

� Fall prevention and management should be individualized, that is,
to consider the patient's condition, individual risks, and the
patient's intention to engage in behavior that will decrease his
or her risk of falls.
olt
ers
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What does this article add?
� Including patients in the fall risk assessment process and

encouraging their engagement in goal setting and care
planning are effective strategies.

� Fall prevention and management strategies based on individual
risk factors, including relevant multidisciplinary interventions,
facilitate the implementation of patient-centered care.

� Nurses’ participation in educational programs reinforce patient-
Ev
centered care for fall prevention and management.

Introduction

F alls in the hospital environment are a cause for
concern among health professionals because this

adverse event may result in injuries and higher health-
care costs, compromise the quality of care, and generate
ethical and legal implications for health institutions.1–4

The worldwide incidence of falls in hospital is around
0.2–1.7% patients/day.5 In Brazil there is not an official
statistic about the national incidence of falls in hospitals,
nonetheless, studies showed an incidence of around
1.4–1.7% patients/day.3,6

Injury is the main problem related to falls, occurring
in 30–50% of cases,3,4 and it may be mild, moderate, or
severe and possibly lead to death. Globally over 80% of
fatal falls occur in low- and middle-income countries.7

Consequently, injuries result in higher healthcare costs
because of longer hospitalization periods and the need
for further assistance, diagnostic tests, and drug or
surgical treatments, in addition to the psychological
and social impacts.1,2

Several intrinsic and extrinsic factors contribute to
the rise in the number of falls among hospitalized
patients.5–8 Related causes include balance and gait
disorders, hypotension, anemia, paresis, osteoarthritis,
neurological disorders, amputations, cachexia or severe
obesity, sensory impairment, fasting, intense pain, dress-
ings that may impair the patient's mobility, and the use
of walking assistance devices.3,9,10 In addition to preex-
isting diseases, the use of medications that alter mobility
and balance and polypharmacy are factors that also
increase the risk of falling.5–7 Extrinsic factors that
increase the risk of falling include slippery floors, the
absence of bed rails, inappropriate furniture and light-
ing, and an unfamiliar environment.3,9,10

There are many recommendations for preventing
falls, such as training for healthcare professionals and
health education for patients and caregivers.11 Litera-
ture has reported that this type of education has poten-
tial benefits in reducing falls, and many technological
strategies were employed, including the use of digital
media resources, equipment, and applications devel-
oped for these purposes.12–14
idence Implementation © 2022 The Author(s). Published by Wolters
Through systematic reviews and quality improve-
ment projects, the best evidence found in the literature
recommends strategies for preventing falls1,2,15:
Klu
(1)
wer
A comprehensive assessment is required to iden-
tify individual risk factors based on patients’ needs,
values, and preferences and provide targeted
strategies to mitigate risks.
(2)
 Involving patients in fall prevention strategies can
be an effective approach in a model based on
structure, process, and results. This model allows
patients to be involved and express their prefer-
ences regarding the care plan, thus sharing how
their treatment will be conducted in the decision-
making process. At the same time, the healthcare
teammoves from the role of expert to facilitator in
motivating and supporting patients to maintain
their health and greater independence.
(3)
 A fall risk assessment is recommended, which con-
templates the patients’ participation as part of the
fall-prevention strategy by analyzing the patients’
intention and ability to adopt a well tolerated be-
havior. Therefore, patients and caregivers become
more aware of their risks and can participate in
individualized fall prevention activities.
To implement best practices for patient-centered fall
prevention and management, an evidence implemen-
tation project was developed in the oncology and
medical–surgical inpatient units at the hospital located
in the Municipality of São Paulo, Brazil, an international
reference in healthcare, which provides services for
patients in various specialties. We selected units present-
ing the highest fall rates in 2019 and 2020, corresponded
to 22 (11.2%) and 8 (4.6%) falls in the medical–surgical,
and 33 (16.8%) and 21 (12.1%) falls in the oncology,
respectively.

The JBI Practical Application of Clinical Evidence
System (JBI-PACES) audit and feedback tool was
adopted, as well as audit criteria following the recom-
mendations of the JBI Evidence Summary ‘Person-cen-
tered fall prevention and management in hospital
settings’1: patients actively participating in the fall risk
assessment, decision-making, and treatment planning
process and receiving information about fall prevention
and management. Furthermore, fall prevention and
management must be individualized; it must consider
the patient's condition, individual risks, and intention to
engage in behaviors that reduce their risk of falling.16–18

This study set out to implement individualized fall
prevention strategies based on the patient's needs and
preferences and the risk assessment made by the nurse,
Health, Inc. on behalf of the University of Adelaide, JBI. 15
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which relied on the participation of the patient and/or
their caregivers. In current practice, the patient receives
preventive recommendations without participating in
care planning.
Objective
The aim of this study was to assess compliance with
evidence-based criteria regarding a person-centered
care approach toward the prevention and management
of falls among adults and the elderly in oncology and
medical–surgical wards.

The specific objectives were:
16
(1)
 To determine current compliance with evidence-
based criteria regarding person-centered care, an
approach to prevent falls among adults and the
elderly in oncology and medical–surgical wards.
(2)
 To identify barriers and facilitators to achieve
compliance with evidence-based criteria regard-
ing person-centered care, an approach to prevent
falls among adults and the elderly in oncology and
medical–surgical wards.
Methods
This evidence implementation project used the JBI evi-
dence implementation framework.19,20 The JBI imple-
mentation approach is grounded in the audit and
feedback process, along with a structured approach
to the identification and management of barriers to
compliance with recommended clinical practices. It
consists of seven stages: identification of practice areas
for change, engaging change agents, assessment of
context and readiness to change, review of practice
against evidence-based audit criteria, implementation
of changes to practice, reassessment of practice using a
follow-up audit, and consideration of the sustainability
of practice changes.

The study activities, which involved three distinct but
interrelated phases, are described below.
(1)
 Establishing a team and conducting a baseline
audit based on criteria informed by evidence,
(2)
 Reflecting on the results of the baseline audit and
designing and implementing strategies to address
noncompliance found in the baseline audit in-
formed by the Getting Research into Practice
(GRiP),
(3)
 Conducting a follow-up audit to assess the out-
comes of the interventions implemented to
improve practice and identify future practice
issues to be addressed in subsequent audits.
JBI Evidence Implementation © 2022 The Author(s). Published by W
The project was developed in the oncology andmedi-
cal–surgical units. The oncology unit has 31 beds and
provides care for patients of both sexes over 16 years old
either diagnosed with cancer or under diagnostic investi-
gation, in thepostoperative phase, or in the final stages of
their lives. The medical–surgical unit has 19 beds and
provides care for adult patients of both sexes receiving
clinical and surgical treatment for diseases of various
specialties. The oncology team is composed of 28 nurses,
a care leader, and a nursing coordinator. The medical–
surgical teamconsistsof12nursesandacare leader. There
are 36 work hours allocated in these units, distributed in
6h day shifts and 12h night shifts.

This study was conducted from 6 August 2021, to 15
October 2021, at the hospital. This evidence implementa-
tionprojectwasconductedusingtheJBI-PACES,GRiPaudit,
and feedback tools, which are used to promote evidence-
basedhealthcareusingaudit re-audit cycle evidence-based
criteria, a team-based analysis of organizational barriers,
and identification of strategies to overcome these barriers
(Appendix, http://links.lww.com/IJEBH/A115).

Ethical considerations
Ethical approval was obtained from the Plataforma Brasil
(no47668821.2.0000.5461) and Ethics Committee of the
hospital (ID number: 2124).

Phase 1: Stakeholder engagement (or team
establishment) and baseline audit
The project team consisted of the oncology unit coordi-
nator and member of the Fall Prevention Committee
(FPC), the oncology unit care leader, and the medical–
surgical unit nurse leader. They were responsible for
supporting, supervising, and challenging the team in
the project's implementation and assumed an essential
role in the construction and execution process. The audit
and training team for the educational program was com-
posed of the nurses who authored this project.

To identify audit criteria, we used the JBI-PACES criteria
for person-centered approaches to prevent falls to assess
compliancewithevidence-basedfallprevention (Table1).15

Sample
The sample size and the method used to measure
compliance with best practices criteria were descripted
in Table 1. The inclusion criteria considered nurses
working in the oncology and medical–surgical units
and patients/caregivers hospitalized in the same units
where the implementation project was carried out.
Exclusion criteria included nurses who were out of work
in the baseline audits and follow-up audits and patients/
caregivers who refused to participate in the project.
olters Kluwer Health, Inc. on behalf of the University of Adelaide, JBI.
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Table 1. Audit criteria used during the baseline with description of the sample and approach tomeasure
compliance with best practices among patients and providers working in the oncology and medical–
surgical wards. Sao Paulo, 2021

Audit criteria Sample
Method used to measure (%) compliance with
best practices

1. A fall risk assessment is carried out on
admission

The sample for baseline audit:
Oncology: 31 patients
MS: 18 patients
Sample for follow-up audit:
Oncology: 27 patients
MS: 16 patients

This criterion was considered ‘YES’ when there was
evidence in the clinical record of the risk assess-
ment completed within 2h of admission to the
unit.

2. Assessment of fall risk is done at ward
transfer.

The sample for baseline audit:
Oncology: 31 patients
MS: 18 patients

Sample for follow-up audit:
Oncology: 27 patients
MS: 16 patients

This criterion was considered ‘YES’ when the medical
records of patients who were transferred between
units showed evidence of the risk assessment
completed within 2h after transfer and if there
was a clinical change related to the risk of falling.

3. Patients participate in the fall risk assessment
process

The sample for baseline audit:
Oncology: 24 nurses and 31

patients
MS: 11 nurses and 18 patients
Sample for follow-up audit:
Oncology: 23 nurses and 27

patients
MS: 10 nurses and 16 patients

The criterion was considered ‘YES’ when the nurses
interviewed reported that the assessment of the
risk of falling is carried out with the participation
of the patient/companion.

4. Reassessment occurs when there is a change
in the condition in the clinic.

The sample for baseline audit:
Oncology: 31 patients
MS: 18 patients
Sample for follow-up audit:
Oncology: 27 patients
MS: 16 patients

The criterion was considered ‘YES’ when the patients’
charts showed evidence of reassessment of the
risk of falling in situations of clinical change or in
case of a fall, within a period of up to 2 h after the
event/change.

5. At-risk patients and their families/caregivers
receive oral and written information about
fall prevention.

The sample for baseline audit:
Oncology: 31 patients
MS: 18 patients
Sample for follow-up audit:
Oncology: 27 patients
MS: 16 patients

The criterion was considered ‘YES’ when, through the
interview with the patient/companion, he/she
expressed having received oral and written infor-
mation about the prevention of falls by the team
of the unit where he/she is hospitalized.

6. Patients are engaged in goal setting and
treatment planning.

The sample for baseline audit:
Oncology: 24 nurses
MS: 11 nurses
Sample for follow-up audit:
Oncology: 23 nurses
MS: 10 nurses

The criterion was considered ‘YES’ if, through an
interview, the nurses answered that the patients
were engaged in the establishment of goals and in
the planning of care/measures to prevent falls.

7. Strategies targeted interventions, including
relevant multidisciplinary interventions, are
implemented according to individual risk
factors.

The sample for baseline audit:
Oncology: 24 nurses
MS: 11 nurses
Sample for follow-up audit:
Oncology: 23 nurses
MS: 10 nurses

The criterion was considered ‘Yes'' when the team of
nurses answered, through an interview, that they
planed fall prevention strategies according to the
particularities of each patient, in relation to indi-
vidual risk factors.

8. Patients and their families/caregivers receive
discharge information for support services
(when appropriate)

The sample for baseline audit:
Oncology: 31 patients
MS: 18 patients
Sample for follow-up audit:
Oncology: 27 patients
MS: 16 patients

This criterion was considered ‘YES’ when the medical
records of patients who were discharged from
hospital showed evidence of the delivery of a
Guidelines for the Prevention of Falls at Home or
Guideline for the Prevention of Falls in the transi-
tion of care.

9. Health professionals receive person-centered
education about the assessment, prevention
and treatment of falls.

The sample for baseline audit:
Oncology: 24 nurses
MS: 11 nurses
Sample for follow-up audit:
Oncology: 23 nurses
MS: 10 nurses

The criterion was considered ‘YES’ when the nurses,
through an interview, answered that they had
received health education on fall risk assessment,
planning of preventive strategies, care in case of
falls, with a focus on person-centered care, in the
last 12 months.

MS, medical–surgical.

IMPLEMENTATION PROJECT
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Baseline audit
The baseline audit occurred in both units from 6 August
2021 to 6 September 2021. When inpatients or their
caregivers were unable to respond, nurses were inter-
viewed. There were 31 patients and 24 nurses partici-
pating in the oncology unit and 18 patients and 11
nurses participating in the medical–surgical unit. All
participants agreed to collaborate in the study and
signed the Informed Consent Form.

Nine evidence-based criteria for fall prevention were
audited in these units. Criteria 1, 2, 4, and 8 were audited
and analyzed based on data extracted from the patients’
records. Criteria 3, 6, 7, and 9 were audited based on
interviews with nurses, whereas criterion 5 was audited
based on interviews with the patients/caregivers.

Phase 2: Design and implementation of
strategies to improve practice (Getting
Research into Practice)
We presented the baseline audit to the project team
using the JBI GRiP tool and discussed potential barriers
and opportunities for improving compliance with the
audited criteria. We carried out phase 2 from 10 Sep-
tember 2021, to 2 October 2021.

We report the JBI GRiP framework in Table 2 in the
Results section, in which we inform key stakeholders,
gather opinions, and allocate the available resources to
promote implementation changes. On the basis of a
person-centered care approach to the prevention and
management of falls, the team leaders guided the team
members in identifying relevant issues concerning par-
ticipation from patients/caregivers in the fall risk assess-
ment and engagement of patients/caregivers in goal
setting and treatment planning. The team leaders and
the stakeholders formulated strategies to overcome the
main barriers and made effective decision-making.

Phase 3: Follow-up audit postimplementation
of change strategy
Following the same criteria for the baseline audit, a
follow-up audit was conducted to assess whether there
was more patient/caregiver participation in the fall risk
assessment processes and better results in adherence to
the best practices for fall prevention.

The implementation team collected data in the on-
cology and Medical–Surgical units between 4 October
2021 and 15 October 2021. Patients/caregivers and
nurses were interviewed.

The data collection time needed to be adjusted,
because the number of COVID-19 cases increased con-
siderably in the period. In order to avoid loss of sample
size, the strategy adopted as to increase the number of
18 JBI Evidence Implementation © 2022 The Author(s). Published by W
hours per day dedicated to data collection. It can be
noted that even with the shorter period of data collec-
tion, the samples are similar between baseline audit and
follow-up audit.

Analysis
Results data on changes in compliance were measured
using descriptive statistics embedded in the JBI-PACES
in the form of percentage changes from baseline.

Results
Phase 1: Baseline audit
We performed the baseline audit on the medical–sur-
gical and oncology wards, and Fig. 1 shows the results.
In Fig. 1, criteria 1, 2, and 4 showed 100% compliance in
the oncology, whereas in the medical–surgical, there
was greater than 60% compliance with the same criteria.
The actions carried out by the nursing team to develop
these criteria were part of the protocol for the preven-
tion of falls already established in the hospital. Also,
criterion 5, whose compliance was greater than 70% in
both units, was part of the preventive actions for falls in
the same hospital protocol.

Criteria 3, 6, 7, and 8, whose compliance ranged from
0 to 26% in both units, referred to the person-centered
care approach to preventing falls. This intervention
intended to be implemented with this project. No
preventive actions were available in the institutional
protocol focused on person-centered care (Fig. 2).

Criterion 9, which refers to the knowledge of pro-
fessionals about person-centered care approach for the
prevention of falls, showed an agreement of 36% in
medical–surgical and 58% in oncology, demonstrating
that the new approach to be implemented was known
by some nurses.

Phase 2: Strategies for Getting Research into
Practice
After reviewing the baseline audit results, the project
team listed the barriers and strategies for the implemen-
tation project and built an action plan, which we docu-
mented by the GRIP tool (Table 2).

The main barriers identified were the absence of
strategies that used person-centered care to prevent
and manage falls in the hospital. We developed strate-
gies related to the education of professionals and pa-
tient/caregivers to improve their participation in the
assessment and planning of goals prevent falls. We also
developed materials in the electronic medical record
system to register preventive actions used by the pro-
fessionals involved in the process of assessment and
preventing falls.
olters Kluwer Health, Inc. on behalf of the University of Adelaide, JBI.



Table 2. Getting Research into Practice matrix. Sao Paulo, 2021

Barriers Strategies Resources Results

Lack of standardization to
assess the risk of fall with
the participation of the
patient and/or companion

Implementation of this practice in
the Unit of Oncology and MS,
with analysis of impact and
results after 2 weeks.

Nursing training with guidance on
how to assess the risk of fall with
the participation of the patient
and/or companion.

Online training, clarifying concepts
and the methodology of imple-
mentation of the project.

Construction of an instrument for
use with the patient, in order
to both visualize the risk score,
while the evaluation takes
place.

The risk assessment instrument was
printed to fill out the bedside,
with the patient's participation
and subsequent transfer of data
to the electronic medical record
system.

Reach the training of 100% of the
nursing team of the oncology
and MS units.

Absence of well defined
flows for multidisciplinary
interventions for fall pre-
vention with customized
strategies.

Review of the Bundle of Falls Pre-
vention in the Institutional Proto-
col, defining the responsibilities
of each professional category,
with well designed flows to pre-
vent falls with personalized
actions.

Support of the CPQ with meetings
with managers in the areas of
Nursing, Pharmacy, Nutrition,
Physiotherapy, Psychology, So-
cial Work, Medical and Quality
to create new flows and docu-
mentary review to be put into
practice.

Support of the Information Tech-
nology (IT) team to customize
the resources in the electronic
medical records, to meet the
demands presented.

Training for nurses in the Oncolo-
gy and MS units, updating
them on the changes made in
the electronic medical records.

Postfall care flowchart
Revision of the Protocol for The

Prevention of Falls in the
electronic system.

Optimization of resources in the
electronic medical records, with
customization of the care plan-
ning process, with a personal-
ized character, focusing on
centered care.

Reach in the training of 100% of
the nursing team of the
oncology and MS units.

Absence of documents that
favor the patient's evolu-
tionary follow-up after the
occurrence of fall.

Preparation of clinical notes in the
electronic medical records to
support the care team in the
recording of information on the
occurrences of fall, ensuring the
well tolerated documentation of
evolutionary data after the oc-
currence of fall.

Support of the IT team to enable
the actions in the electronic
medical records

Feasibility of clinical notes in elec-
tronic medical records.

Reach the training of 100% of the
nursing team of the oncology
and MS units.

Lack of support material for
hospital discharge educa-
tion to patients at risk of
falls.

Preparation of educational material
to deliver to the patient at hos-
pital discharge.

Support of the IT team to meet
the demands:

(1) inclusion of printed guidelines
for delivery to the patient.

(2) Patient Education for Discharge
(Multiprofessional) – electronic
documentation of all guidance
provided by the multidisciplin-
ary team on fall prevention
during hospitalization and in
hospital discharge planning.

Online training for nurses in the
oncology and MS units.

Meeting the demands of the IT
team and availability of a docu-
ment for printing and delivery
to the patient: Discharge Guide-
lines (Prevention of Home Fall).

Training range in 100% of the
nurses in the oncology and MS
units.

Lack of nurses’ knowledge
about strategies for asses-
sing the risk of fall with
the participation of
patients and/or compa-
nions

Educational strategy for nurses, to
perform the assessment of the
risk of falls with the participation
of the patient and/or companion,
using safe communication meth-
ods and patient activation strate-
gy.

Online training for nurses in the
oncology and MS units, using
the Zoom platform, lasting one
hour, totalizing six groups, rein-
forcing the concepts related to
assessing the risk of falls and
preventive measure.

100% reach in the training of
nurses in the oncology and MS
units.

MS, medical–surgical.

IMPLEMENTATION PROJECT
We presented the results of baseline audit to nurses
and coordinators of the medical–surgical and oncology
wards. We carried out online training by the Zoom
Platform, reinforcing the concepts related to assessing
JBI Evidence Implementation © 2022 The Author(s). Published by Wolters
the risk of falls and preventive measures. We included
patients/caregivers in this training.

Furthermore, the following actions were developed
for implementation: participation from patients/
Kluwer Health, Inc. on behalf of the University of Adelaide, JBI. 19
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Audit criteria  

1.The assessment of the risk of fall is made on admission. (MS: 16 of 16 samples taken and Oncology: 27 of 27 samples 
taken) 
2. The assessment of the risk of fall is made in the transfer of the ward. (MS: 16 of 16 samples taken and Oncology: 27 of 27 
samples taken) 
3. Patients participate in the process of assessing the risk of fall. (MS: 10 of 10 samples taken and Oncology: 23 of 23 
samples taken) 
4. Reassessment occurs when there is a change in the condition in the clinic. (MS: 16 of 16 samples taken and Oncology: 27 
of 27 samples taken) 
5. At-risk patients and their family members/caregivers receive oral and written information on the prevention of falls. (MS: 16 
of 16 samples taken and Oncology: 27 of 27 samples taken) 
6. Patients engage in goal setting and treatment planning. (MS: 10 of 10 samples taken and Oncology: 23 of 23 samples 
taken) 
7.Targeted strategies, including relevant multidisciplinary interventions, are implemented according to individual risk factors. 
(MS: 10 of 10 samples taken and Oncology: 23 of 23 samples taken) 
8. Patients and their family/caregivers receive discharge information for support services (where appropriate). (MS: 16 of 16 
samples taken and Oncology: 27 of 27 samples taken) 
9. Health professionals receive education on the evaluation, prevention and treatment of falls, centered on the person.(MS: 10 
of 10 samples taken and Oncology: 23 of 23 samples taken) 

Figure 1. Adherence with best practice for each audit criteria comparing baseline and follow-up audits (%) in the oncology
and medical–surgical wards.

A. C. d. S. Albertini et al.
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Audit criteria 

1.The assessment of the risk of fall is made on admission. (MS and Oncology: 43 of 43 samples taken)

2. The assessment of the risk of fall is made in the transfer of the ward. (MS and Oncology: 43 of 43 samples taken)

3. Patients participate in the process of assessing the risk of fall. (MS and Oncology: 33 of 33 samples taken)

4. Reassessment occurs when there is a change in the condition in the clinic. (MS and Oncology: 43 of 43 samples taken)

5. At-risk patients and their family members/caregivers receive oral and written information on the prevention of falls. (MS and 
Oncology: 43 of 43 samples taken)

6. Patients engage in goal setting and treatment planning. (MS and Oncology: 33 of 33 samples taken)

7.Targeted strategies, including relevant multidisciplinary interventions, are implemented according to individual risk factors. 
(MS and Oncology: 33 of 33 samples taken)
8. Patients and their family/caregivers receive discharge information for support services (where appropriate). (MS and 
Oncology: 43 of 43 samples taken)
9. Health professionals receive education on the evaluation, prevention and treatment of falls, centered on the person (MS
and Oncology: 33 of 33 samples taken)
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General results in the Oncology and MS wards
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Figure 2. Adherence with best practice for each audit criteria comparing baseline and follow-up audits (%) in the oncology
and medical–surgical wards together.

IMPLEMENTATION PROJECT
caregivers in the fall risk assessment using the Johns
Hopkins Scale21 printed to fill out the bedside and
subsequent transfer of data to the electronic medical
record system; engagement of patients/caregivers in
goal setting and treatment planning, to respects their
opinions and preferences within the premises of patient
safety; was included fall prevention strategies within the
care plan in the electronic medical record to support the
care planning process and preventive measures that
would be personally executed by the nurse; reviewed
of the Bundle of Falls Prevention in the Institutional
Protocol, defining the responsibilities of each profes-
sional category and designed flows to prevent falls with
personalized actions; and preparation of educational
JBI Evidence Implementation © 2022 The Author(s). Published by Wolters
material to deliver to the patient at hospital discharge
that possibly offerswritten information and contributions
to the health education of patients and their caregivers.

Thus, the flow begins when the fall risk assessment is
performed by the nurse with the patient engaged in this
assessment; based on the results, care planning is
established with the patient/caregiver considering their
preferences; the responsibilities of each member of the
multidisciplinary team are defined in the care planning;
reassessment is done every 24 h or when the patient's
clinical condition changes or when the patient falls. The
flow finishes when patient received hospital discharge
and material educational about fall prevention at home
has given to patient/caregiver by nurses.
Kluwer Health, Inc. on behalf of the University of Adelaide, JBI. 21
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The fall preventionstrategiesweredeveloped fromthe
‘Bundle of Falls Prevention in the Institutional Protocol’
already used in the hospital. This bundle was revised and
included evidence-based person-centered care and mul-
tifactorial interventions as exercises, medication adjusts,
environment control and patient and health professional
education about fall prevention.16,22,23

The lack of technological resources (laptop or tablet
for bedside use), associated with the increase in time
spent carrying out the risk fall assessment on paper and
transcribing electronic medical records, were identified
as barriers to the implementation project. However,
there was no financial resource to overcome them.

Phase 3: Follow-up audit(s)
The follow-up audit showed that both oncology and
medical–surgical wards presented increasing compli-
ance with criteria 3, 4, 6, 7, and 9 (minimum 94% and
maximum 100%) when compared with baseline audit.
Medical–surgical ward showed 100% compliance with
criterion 1, but the compliance was worse in criteria 2
(baseline audit 88% and follow-up audit 53%) and 5
(baseline audit 83% and follow-up audit). Oncology
ward showed increasing compliance with criterion 8
(baseline audit 0% and follow-up audit 25%) and worse
compliance with criteria 1 (baseline audit 100% and
follow-up audit 75%) and 2 (baseline audit 100% and
follow-up audit 73%). The postimplementation audit
results and the sample size are shown in Fig. 1.

When both units were evaluated together, the results
showed criteria 1 and 2 were worse compliance in the
follow-up than baseline audits. In criterion 1, the compli-
ance was 77% in the follow-up audit and 94% in the
baseline audit. The result reflected the high demand
for care required from the healthcare team during the
COVID-19 pandemic, who spentmore time on care activi-
ties. It is essential to review the process and perform the
risk assessment for the patient within 2 h of admission
(a period of 2 h was established prior to the COVID-19
pandemic and proved to be inadequate during the pan-
demic).. In criterion 2, the compliance was 63% in the
follow-up audit and 93% in the baseline audit. The teams
had trouble providing fall prevention orientation within
24h of the patient's admission, which required adjusting
the results (a period of 24h was established prior to the
COVID-19 pandemic and proved to be inadequate during
thepandemic). Themedical–surgical unit contributed the
most to this result.

Following the evaluated both units together, the
criteria 4 and 5 was a slight variation in compliance
between the baseline audit (97 and 78%, respectively)
and follow-up audit (98 and 77%, respectively). In the
22 JBI Evidence Implementation © 2022 The Author(s). Published by W
criterion 4, it is indicated that the fall risk reassessment is
already a well established practice in the institution,
especially in the oncology unit. Criterion 5 demonstrates
weaknesses in the process of verbal and written orien-
tation on fall prevention. Therefore, it is necessary to
hold reflections and develop action plans to improve
performance in this criterion, especially in the medical–
surgical unit.

Criteria 3, 6, 7, 8, and 9 showed improvement be-
tween follow-up and baseline audit when evaluated
both units together. Criterion 3 compliance in the fol-
low-up audit (100%) demonstrated the effectiveness of
the actions to patient participation in the fall risk
assessment process.

Criteria 6 and 7 compliances improved significantly
between the baseline audit (23 and 3%, respectively)
and follow-up audit (97% both units). This is evidence
that all implemented actions enabled the participation
of the patient/caregiver in establishing fall prevention
strategies and care planning in both units. For criterion
6, compliance in the medical–surgical unit increased
from 0 to 100%.

Criterion 8 compliance improved between the base-
line audit (0%) and follow-up audit (18%). There was no
improvement in the medical–surgical unit (0% compli-
ance in both audits). Although the aggregate result
presented a low compliance (18%), there are opportu-
nities for improvement in the orientation process for the
patient upon discharge by investing in raising their
awareness of fall prevention for home care.

Criterion 9 compliance improved significantly be-
tween the baseline audit (51%) and follow-up audit
(100%), demonstrating positive performance following
the training preparations and application in both units.

Discussion
This study aimed to assess compliance with evidence-
based criteria regarding a person-centered care ap-
proach to the prevention and management of falls
among adults and the elderly in oncology and medi-
cal–surgical wards. The project used the JBI audit and
feedback method to implement evidence into practice
using the JBI PACES and GRiP audit tools to promote
changes in the two wards.

Compliance increased in the follow-upaudit for criteria
3, 4, 6, 7, and 9. The changes were accomplished because
of theplanning inphase2of theproject,where facilitators
were identified and intervention plans were established
based on the strategies described in the GRiP. The most
noteworthy of these strategies are the following: the fall
risk assessment tool that was printed for bedside comple-
tion with the patient's participation; the training of 100%
olters Kluwer Health, Inc. on behalf of the University of Adelaide, JBI.
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of the oncology andmedical–surgical nursing teams; the
flowchart for postfall care and clinical notes in the elec-
tronic medical record to record information and the
secure documentation of progression data, the review
of the Fall Prevention Protocol in the computer system;
the customization of the care planning process for a
personalized approach that is compatible with each
patient's particularities, with a focus on patient-centered
care.

However, we need to improve criteria 1, 2, 5, and 8,
whose compliance either decreased or remained low.
The change in the time markers for the patient's fall risk
assessment upon admission and transfer (criteria 1 and
2) proved inadequate for the work process of the teams
in both units during the COVID-19 pandemic. Despite
the interventions, the slight variation in compliance in
criterion 5 demonstrated that verbal and written orien-
tation on fall prevention does not modify. Moreover,
there was low compliance with criterion 8 to provide
discharge instructions in an electronic document that
can be printed and delivered to patients/caregivers.
However, we need to improve criteria 1, 2, 5, and 8,
whose compliance either decreased or remained low.
We need to develop actions plans to achieve better
results soon.

We identified some challenges during the implemen-
tation of this project such as the lack of technological
resources and electronic devices to perform fall risk
assessments and bedside care planning. Despite these
barriers, some actions initiated in this project are being
expanded to other hospital areas because the results
demonstrated possibilities of greater engagement be-
tween professionals and patients and good prospects
for improving fall prevention processes.

Including patients/caregivers in the fall risk assess-
ment process and engaging them in goal setting and
care planning proved beneficial. Furthermore, we based
fall prevention and management strategies on individ-
ual risk factors, including multidisciplinary interventions
within the care context.

The nurses consistently adhered to and participated
in the educational programs made available. In addition,
they helped provide patient-centered care in fall pre-
vention and management to implement the evidence
in practice.

The literature results demonstrate that person-cen-
tered interventions and personalized patient education
may have the potential to be effective in reducing falls in
hospitals, but the evidence is still limited.16 Patient and
staff education can reduce the rate and risk of hospital
falls and multifactorial interventions tended to produce
a positive impact.23–25
JBI Evidence Implementation © 2022 The Author(s). Published by Wolters
The results of our study corroborate the findings of
the literature.13,16,25–29 However, it advances by en-
abling the assessment of patient participation in pro-
cesses that involve their safety in the hospital
environment, especially in the area of risks, and the
establishment of care strategies with preventive mea-
sures reflected in lower rates of falls because of their
engagement throughout the process. Nonetheless, fol-
low-up audits are required to ensure sustained success
of this implementation project.

Conclusion
These findings support that baseline and follow-up audits
allied to a fall training program. Changes in the electronic
medical records increase compliance rates related to
evidence-based practice regarding a person-centered
care approach to preventing and managing of falls.

The implications for practice and knowledge sustain-
ability in this implementation project include the follow-
ing: the patients were involved in the fall risk assessment
process and encouraged to engage in goal setting and
care planning. We targeted fall prevention and manage-
ment strategies according to individual risk factors, in-
cluding relevant multidisciplinary interventions. Nurses
participated in educational programs and contributed to
the implementation of patient-centered care in the prac-
ticeofpreventingandmanaging falls. In the future,wewill
implement new strategies to achieve overall success and
change according to best practices.
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