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Abstract 

A typical nursing home with 100 beds reports 100-200 falls each year (CDC, 2015).  It is 

common to see the utilization of personal alarms in nursing homes to prevent falls, although 

there is no evidence to support the idea that personal alarms reduce falls. The project aimed to 

address the question: In long-term care patients, what is the impact of an alarm elimination 

program versus current practice of utilizing alarms, on fall rates over a 2-month time frame? The 

project used a multipronged, alarm elimination program.  Limitations of the project were an 

overall low compliance rate amongst staff, a short time frame, and isolation to a single facility. 

The results of the project found that no statistical significance was determined in the decrease in 

fall rates (p=0.29), however, fall rates decreased in frequent fallers (-3.49%, p=0.31), fall rates 

that excluded frequent fallers (-0.18%, p=0.47), and overall fall rates (-3.66%, p=0.29). 
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The Utilization of an Alarm Elimination Fall Prevention Program 

Patient falls continue to be a significant concern for long-term care facilities.  According 

to the Center for Disease Control (CDC) (2015) “about 5% of adults 65 and older live in nursing 

homes, but nursing home resident’s account for about 20% of deaths from falls in this age 

group.”  It is estimated that in an average nursing home that consists of 100 beds, 100 to 200 

falls are reported each year, and that does not include the falls that never get reported.  

Unfortunately, this will be a clinical problem that will never disappear, but evidence-based 

interventions such as those in Alarm Elimination Falls Prevention Programs can mitigate their 

occurrence. At the given facility for the project, during a six-month time frame before 

implementation, there was a total of 121 falls. The average daily census was at 79.54 patients per 

day.  If one were to take and come up with a monthly rate of falls using the above information, 

for a 100-bed nursing home, this would average 8.3 to 16.7 falls a month. To translate this 

information into a rate consistent with a 100-bed nursing home, utilizing the average 79.54 

patients per day, the monthly rate should be between 6.6 to 13.25 falls a month.  Data reveals a 

fall rate that is 1.5 times higher than the national average. This project was an implementation of 

an Alarm Elimination Fall Prevention Program in efforts to decrease the rate of falls and improve 

the quality of life for the residents at a long-term care facility.   

Over history, much has changed regarding care in Skilled Nursing Facilities.  Prior to the 

Omnibus Budget Reconciliation Act (OBRA) of 1987, the use of physical and chemical 

restraints ran rampant in long-term care facilities.  After the OBRA of 1987, there was a 

diminishing use of restraints, but the use of bed and chair alarms became the new norm 

(Horowitz, 2014).  The thought process behind bed and chair alarms, was that this would alert 

staff to a potential fall.  Over time, research has shown that this is not the case.  In fact, what 
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personal alarms do is alert staff when someone is already falling, not warning them of a potential 

fall.  This reactive approach has not been found to decrease the rate of falls; in fact, this is being 

researched as a method that has increased the rate of falls.   Evidence suggests that personal 

alarms create confusion, anxiety and adversely affect the quality of life of residents (Horowitz, 

2014).    

Literature Review 

Published research literature was searched using electronic databases (Academic Search 

Premier, CINAHL, PsycINFO). Keywords used were: Personal Alarms, falls in nursing homes, 

fall prevention, Long term care, immobility, and complications. The literature review considered 

evidence related to falls in nursing homes, the use of personal alarms and the elimination of 

personal alarms in fall prevention, complications related to the use of personal alarms, and 

effective fall prevention programs. Criteria placed on the search included full text, scholarly 

peer-reviewed articles within the years of 2005 through 2015.  Among electronic databases, 

governmental sources from the Center for Disease Control and Prevention and World Health 

Organization was also utilized regarding falls in nursing homes, complications of physical 

immobility and falls in nursing homes. All available literature surrounding the key variables was 

organized, synthesized, critiqued, and summarized to analyze the available research on the given 

topic. 

Falls in Nursing Homes  

Duffy (2013) reported how falling, and/or the fear of falling can impact many things in 

the older adult including self-confidence, cause depression, feelings of helplessness, social 

isolation, and anxiety about successive falls, along with personal injury.  In Duffy’s qualitative 
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study, the author discussed different examples of intrinsic and extrinsic factors that can lead to 

falls in the older and interventions that have are shown to reduce falls in residential care settings. 

To build on the ideas of Duffy, the Health Service Executive, National Council on Ageing and 

Older People, and Department of Health and Children (2008) further explained the ideas of 

extrinsic and intrinsic causes for falls.  In one section of their report, falls can be classified as 

either extrinsic, meaning they are caused by environmental hazards, or intrinsic, commonly the 

result of medical illness (Health Service Executive, National Council on Ageing and Older 

People, and Department of Health and Children, 2008).  Within the report, it discusses the idea 

that nursing home residents are at highest risk of falls, fractures, and osteoporosis and that their 

rate of hip fractures related to falls is 3-11 times greater than elderly people living in the 

community.  Falls, bone health, and fracture risk are linked, and the force of the fall and the 

degree of bone fragility increases fracture risk. It is estimated that one in three women and one in 

five men over the age of 50 years of age have osteoporosis of the hip, spine or wrist. 

Interestingly, in the report it brings up the findings in a US study, the bone mineral density of 

white female nursing home residents age 65-74 years saw an increase in osteoporosis to 63.5% 

and up to 85.8% for women over 85 years of age (Health Service Executive, National Council on 

Ageing and Older People, and Department of Health and Children, 2008).   

According to a study by Teresi et al. (2013), falls are most prevalent in elderly in long-

term care settings, and it is said that on average about half of nursing home residents experience 

a fall each year and about 10% to 20% result in injury.  The World Health Organization (2007) 

reports the frequency of falls increases with age and frailty level. Approximately 30-50% of 

individuals who reside in long term care fall every year, and 40% of those individuals will suffer 

from recurrent falls (WHO, 2007).  The World Health Organization (2007) also reports that 
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when comparing older people who are living in nursing homes to those that live in the 

community, those living in nursing homes have more reported falls.  Approximately 30-50% of 

people living in long-term care institutions fall each year, and 40% of them experienced 

recurrent falls. Teresi et al. (2013), also looked at the overall effects from falls, the negative 

affect and behavior, and the associated costs of utilizing evidence-based education and best 

practice programs in nursing homes.  There were several noteworthy results from the study.  The 

main finding was a significant reduction between 5 and 12 annual falls in a typical nursing home 

(Teresi et al., 2013). There was also a significant reduction in negative affect associated with 

training staff and surveyors and the overall net cost savings from fall prevention.   The 

conclusion from the study was that a low-cost intervention plan that targeted dissemination of 

evidenced-based best practices in nursing homes can result in fall reduction and cost savings 

(Teresi el al., 2013).   

There have been a limited number of studies that examine the costs of falls in nursing 

homes.  Teresi et al. (2013) utilized data from two surveys completed around 2000 and reported 

the average costs of a typical fall was $1892 and ranged from $700 to almost $13,000.  

Regarding hip fractures, another study looked at the cost averaged from three studies and found 

that the cost in the first year averages $58,120 and the estimated value of lifetime costs was 

averaged at $86,967 (Frick, Kung, Parrish, and Narrett, 2010.).  Frick et al. (2010) also examined 

fall prevention strategies with some of the most cost effective strategies being the management 

of psychotropic medications (particularly withdrawal of such medications), vitamin D 

supplementation, and home modifications, such as removal of hazards in the home (rugs, cords, 

improper lighting, etc.).  The objective of Frick et al.’s study was to model the incremental cost-

utility of seven interventions reported as effective for preventing falls in older adults. 
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Prevention of falls and fall-related injuries is an incredibly simple idea to help protect the 

elderly, and cut unneeded healthcare expenses.  In 2013, the National Institute for Clinical 

Excellence (NICE) put out a 33-page report entitled Falls: Assessment and Prevention of Falls in 

Older People.  This is the most recent updated guideline, created by the National Institute for 

Clinical Excellence on the proper assessment and prevention of falls in the elderly.  First created 

in 2004, this document is for healthcare and other professionals and staff who care for older 

people who are at risk of falling. Based on of the updated 2004 guidelines the report discusses 

the use of multifactorial falls risk assessment and the use of multifactorial interventions to 

decrease the rate of falls in the elderly.  Some of the interventions that were discussed in the 

report include ideas such as: supervised schedules for high fall risk individuals, medication 

reviews and dosage minimization of multiple antipsychotic medications, environment assessment 

and modifications, management of physical disabilities that could lead to falls, individualized 

care plans, frequent audits and root-cause analysis of falls, and ongoing education for patients 

and staff in regards to medical devices and fall prevention strategies (NICE, 2013).  

Understanding the proper use of interventions in the care of elderly in the nursing home 

setting is the most crucial aspect of protecting the elderly from falls and fall related injuries.  By 

following the given guidelines, falls can be prevented, and not only is their physical being 

protected, but also their mental health is respected and protected as well.  

Fall-Related Injuries and Complications Related to Falls 

There are many complications that can arise due to falls and immobility.  Falls 

themselves, can lead to increased immobility due to postfall syndrome (WHO, 2007).  Postfall 

syndrome after a fall can result in loss of autonomy, confusion, dependence, depression and 

immobilization. It has been reported that when a senior suffers from immobility, this increases 
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the risk of falls (The pernicious complications of resident immobility and inactivity, 2014).  

Within the article, it breaks down complications of immobility concerning almost every single 

system in the body. Some of the complications listed, but not limited to are: an increased risk for 

pneumonia, edema, blood clots, orthostatic hypotension, impaired skin integrity (increasing the 

risk of pressure ulcers), muscle weakness and atrophy, contractures, osteoporosis and possible 

fractures, urinary tract infections, constipation or fecal impaction, decreased gastric mobility also 

causing heartburn and indigestion, insomnia, confusion, depression, lethargy, boredom and 

irritably (The pernicious complications of resident immobility and inactivity, 2014).  Bowman 

(2010) also adds the ideas of cardiac overload, malnutrition, increased infection, social isolation 

and traumatic memories'. 

Personal Alarms in Nursing Homes 

Personal alarms were considered an improvement in 1987 when the OBRA was 

introduced.  Before that, physical and chemical restraints were the norm, so the idea of personal 

alarms was a step in the right direction (Horowitz, 2014).  Crogan and Dupler (2014) reported 

that the exact prevalence of alarm use in nursing homes in the United Sates is unknown, although 

when performing a telephone survey in Washington, 53% of residents had either a chair or bed 

alarm or both.   

There have been several documented complications related to the use of personal alarms.  

Some of the issues related to personal alarms include the idea that they create noise, fear, and 

confusion for all persons in the general area of the alarm, decrease the resident’s overall 

mobility, impinge on dignity, lead to immobility, interrupt sleep or make sleep completely 

impossible in fear of setting off an alarm by movement (Crogan and Dupler, 2014).  Other issues 

related to alarms are that staff may respond to the alarm, not the person, residents hide or remove 
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them, alarms can malfunction, multiple alarms going off at once can cause alarm fatigue for staff 

and confusion for residents, and alarms can give a false sense of security while at the same time 

be very time consuming for staff responding to multiple alarms.  Horowitz (2014) discusses the 

ideas that bed and chair alarms do not alert staff of a potential fall but in fact, just alert staff that 

a fall is taking place.  This causes a reactive approach to fall prevention versus a proactive 

approach.  Horowitz discusses how this reactive approach has increased the rate of falls. 

In 2006, the Jewish Rehabilitation Center for the North Shore in Massachusetts 

conducted a case study to eliminate resident pressure alarms in efforts to decrease fall rates.  The 

results of the Pilot Study showed that there was a 32% reduction in the quarterly average of falls 

for the given unit when compared to the average number of falls for the first three-quarters of 

2005.   It also showed a decrease in the number of pressure ulcers identified for the final quarter 

of  2005, as compared with the first three-quarters of 2005 (Medicare Quality Improvement 

Organization for Massachusetts, 2006).  In a more recent study conducted by Bressler, Redfern 

and Brown (2011), personal alarms were removed from their facility.  They felt that the staff at 

their facility in Ohio was over-reliant on technology and they felt that their reliance on position-

change alarms was inappropriate due to the high rate of false alarms associated with the devices.  

They made a tiered approach to remove the alarms and found that after the discontinuous of their 

use, they had a decrease in the rate of falls, and a decrease in the percentage of residents who 

fell.  Their report also discussed how staff easily adapted and found the environment to be 

calmer and more pleasant (Bressler, Redfern, & Brown, 2011).   

Crogan and Dupler (2014) performed a quality improvement project by implementing an 

alarm elimination program.  Their study looked more at the process of alarm removal versus 

actual fall rates, although they did report that there was not an increase in the number of falls 
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after alarms were removed.  Within their report, they discussed that the most effective 

preventative interventions were keeping beds locked, keeping floor surfaces clean and dry, using 

appropriate footwear, maintaining the call light within reach, and reducing tripping hazards.  The 

study reports that bed or chair alarms were not listed within the top-20 interventions, yet the 

most common fall prevention interventions included bed alarms more than any other 

intervention. 

Theoretical Framework 

Regarding change, it was crucial a theory was utilized to make sure that the new plan was 

properly implemented with the goal of decreasing the number of falls.  The theory of choice for 

this project was Kurt Lewin’s Change Theory.  Concepts of his theory include driving forces, 

restraining forces, and equilibrium, and consist of three stages; unfreezing, movement, and 

refreezing (CurrentNursing, 2011).  

Lewin’s Change Theory is a crucial component when stakeholder’s involvement and 

plays a large part in the success of the project.  With the Unfreezing stage of Lewin’s theory, 

communication with stakeholders, including the staff and administration was key.  It was crucial 

to ensure that all lines of communication were open and honest, thus allowing staff and 

administration the ability to have input and to voice their concerns.  This helped to promote 

internal empowerment within the facility and helped decrease the chances or effects of resistance 

to change (Sutherland, 2013).  One of the biggest aspects of a successful fall prevention program 

in the long term care setting is the effective utilization of a multidisciplinary team.  It was crucial 

that there was a combination of medical treatment, rehabilitation, and environmental changes to 

prevent falls (CDC, 2015).  Although easy to say what needs to be done, it took a strong support 

from the administration and staff for the program to be successful.  The biggest aspect of the 
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project was to demonstrate a strong leadership role in the facility.  By being present frequently 

and available to address concerns, show support, provide praise, and support the staff, the Falls 

Champion for the staff and administration was able to provide the staff with the enthusiasm and 

encouragement needed to embrace the changes within the facility and to provide the best patient 

care as possible.  

During the planning and implementation of the project, communication with the staff and 

administration appeared to be one of the biggest driving forces for the success of the project.  

Even with constant communication and encouragement, it was difficult to create a sense of 

excitement and understanding of the importance of the project, and resistance was met.  It was 

noted that wings in which there was unit manager resistance, this had an effect on the units 

acceptance of the project as well.     

 The moving, or changing phase included the implementation of the project.  This 

required continuous efforts of support from both the administration and staff.  As the DNP 

leader, it was imperative that all stakeholders involved in the implementation of the project took 

ownership of the changes (Sutherland, 2013).  During the project, resistance was met regarding 

staff feeling that the project was not beneficial to them, and was for the benefit of the DNP 

learner.  It was imperative that extensive amounts of encouragement and praise was given when 

staff performed their hourly rounding, and proper education on the importance of the 

implementation in regards to the benefit of the patients.  During the implementation, after a few 

weeks of poor compliance, it was noted that the Director of Nursing (DON) had placed notes as 

reminders for the staff at the nurse’s station, which seemed to help with compliance.  There was 

a fine balance of attempting to praise the staff for doing their rounds, and also not trying to 
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punish the staff if they were low in compliance.  If the staff had felt that their efforts were not 

being appreciated, the compliance would have dropped even lower.   

 Lastly, the refreezing stage required ongoing support of the staff and administration until 

the change was considered complete and everyone involved was comfortable with the new 

policies and requirements for their part in the project.  Once this had been completed and the new 

Alarm Elimination Fall Prevention program was fully operational, the DNP learner was able to 

perform an evaluation and summary of the problems that were encountered, successes that were 

discovered and recommendations for future concerns (Sutherland, 2013).  Based on 

conversations with the Executive Director (ED) and DON at the facility, the program will be 

continued, although modified for the facility. The hourly rounding will continue, although they 

will not be utilizing the same form for documentation.  It is going to continue to take extreme 

work from everyone involved to get the project through the complete refreezing stage.    

Design 

This quality improvement project followed a four-step Plan-Do-Check-Act (PDCA) 

Model.  The first step involved identifying a problem and formulating an approach to resolve the 

issue (Holly, 2014).  The approach to resolving the issue of high fall rates was the 

implementation of an Alarm Elimination Fall Prevention Program. During the planning phase, 

meetings took place with the ED and DON at the facility to identify a concern, discuss current 

strategies, and to brainstorm possible solutions.  Together a facility-specific Alarm Elimination 

Fall Prevention Program was designed.  Since a huge aspect of the project was multidisciplinary 

in nature, members from all teams were gathered for input on times for hourly rounding that 

would be most appropriate for their given workloads and scheduled each day.  The idea being 

that if all departments had a say in the program design, a greater opportunity for compliance 
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would be present. During the planning phase, a mandatory in-service was held to promote the 

program and answer any questions the staff has about the implementation. Finally, in the 

planning phase, each wing was prepped with patient identifiers on all the residents considered 

high fall risks, based on falls history and their fall assessment scores completed on admission. 

The second phase, the Do phase was the implementation of the Alarm Elimination Fall 

Prevention Program.  A Falls Champion was present frequently and available to answer 

questions, help remind, encourage and support staff during the implementation phase.  The Fall 

Champions was also able to answer questions and provide support during this time as well. 

Weekly data collection looking at compliance noted if resistance or lack of compliance was 

present during the implementation phase.  Based on the numbers, this information was utilized to 

both provide praise and support for high compliance or as a way to talk to staff (especially those 

struggling with scheduled rounds) about concerns and reasons for resistance or noncompliance.   

The Check phase was where the collected data was analyzed and compared with the goals 

and expectations created during the Plan phase (Holly, 2014).  Finally, the Act phase was where 

the plan was either refined and improvements were made or the strategies were sustained and put 

into place permanently, continuously monitoring for positive outcomes.   

The project took a multipronged approach (Figure 1) to prevent falls and eliminate the 

utilization of personal alarms.  First, any personal alarms in use on patients were removed the 

morning of the "go live date."  Fortunately, for this project, the staff at the facility had been 

working towards being alarm free, so at the time, no patients had a personal alarm on that needed 

removal.  Secondly, the utilization of a Falling Leaves program was implemented. Falling 

Stars/Leaves have been used as early as 1997 and have shown a 19% reduction in falls (Ray, 

Taylor, & Meador, 1997).  This is simply a form of patient identifier to assist staff in being able 
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to recognize those that are considered at-risk for falls.  Typically, these identifier’s are seen in 

hospitals on the door handle and above the patient’s bed, but in the nursing home, these 

identifiers were not only placed on resident’s doors, but as well on walkers, wheelchairs, or other 

assistive devices than could be visualized when the resident was not in their room.   

 

The next intervention implemented was post-fall huddles, which included all staff near 

the fall at the given time as well as the charge nurse and nurse assistant for that hall. Prior to 

implementation, the nurse filing the report would make changes to the resident’s plan of care that 

he or she saw fit for fall prevention, but did not utilize other caregivers.   

The final intervention was the implementation of intentional hourly rounding.  The idea 

of intentional rounding in the hospital setting is where the nursing staff, both nurses and CNA's 

take turns checking in and visualizing each patient once every hour during the day.  The typical 

intentional rounding addresses what has become known as the four P’s: Pain, Potty (toileting 

Figure 1. Fall Prevention Program Multipronged Approach 
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needs), Position, and Possessions (Peninsula Regional Medical Center, 2010).   Intentional 

rounding has shown to decrease falls in hospitals by as much as 60% (National Guideline 

Clearinghouse, 2012).  Being in a nursing home, where nursing staff has much larger patient 

loads than those in the hospital, it was not be plausible to expect nurses and CNA’s to perform 

hourly rounding alone.  The new program utilized all staff including administration, therapy, 

nurses, nurse assistants, and the activities department.  Hourly rounding was performed every 

hour during the hours of 7 AM to 5 PM and then every two hours from 5 PM until 7 AM.  An 

hourly rounding documentation log was placed on each unit to document who performed the 

hourly round, if any needs were noted, and if they were unable to assist, then the name of the 

individuals that were notified of the resident's needs at that time.  Those that were placed on 

hourly rounding included all high fall risk residents, resident’s with any changes in psychoactive 

or cardiovascular medications for the 72 hours post medication change, and all new admissions 

for the first 72 hours, regardless of fall risk. 

One of the biggest concerns that had to be addressed during this project was the idea that 

staff became resistant, believing that this was creating more work.  A crucial aspect was to 

promote the program and keep staff on board with the idea that the hourly rounding could 

potentially save them hours of time from not having to chart incident reports on falls.  It was 

important that staff also realize that the utilization of hourly rounding is effective at not only 

decreasing falls but decreasing call lights as well.    

Sample and Setting 

The project’s setting and population was patients in a rehab and long term care facility in 

Missouri. The facility is a three-wing long term care facility, with one wing being entirely 

devoted to rehab-to-home residents, one wing completely dedicated to long-term clients, and the 
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third wing being a mixture of both types of residents.  The facility can hold a maximum of 100 

residents.  Dating from August 2015 to January 2016, the average daily census was 79.54.   

The sample was the residents residing at the facility during data collection period, which 

went from August 2015 through September 2016.  Each month fall data was collected taking the 

number of total falls out of the average monthly census for the facility.  No names or patient 

information was utilized for the project.   

Data Collection  

Outcomes measured were fall rates at a long-term care facility in Missouri.  To do so, fall 

data was collected from the Incident Data Reporting Program (IDA) obtained by the MDS 

coordinators and DON at the facility.  The outcomes were measured using pre/post intervention 

design.  Pre-intervention data was collected dating back to August 2015, evaluating the number 

of monthly falls and the average census each month to get a fall rate percentage for each month. 

Post intervention, which included the time frame of July 18th until September 12th, 2016, utilized 

the same fall percentage calculation methods to determine clinical significance.  

Results and Discussion 

Results (Table 1) were calculated utilizing Excel and a one-tail calculation to assess for 

statistical significance.  No statistical significance was determined in the decrease in fall rates, 

however the fall rates did decrease across the board a small percentage.  In frequent fallers, fall 

rates dropped -3.49%, fall rates that excluded frequent fallers dropped -0.18%, and overall fall 

rates had a reduction of falls by -3.66%.   

The results, although not statistically significant, were impressive considering some of 

the limitations that occurred during the implementation phase.  One thing to note was in August,  
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there was a high rate of falls; however, the average census was 93.1 patients per day.  This 

number is significantly higher than their typical average census, and was the highest patient 

census the facility has had in its history.  This spike in census could have quickly left the staff 

overwhelmed and understaffed, leading to poor compliance with hourly rounding, and due to 

high resident to staff ratios, a much greater risk for falls with the residents. 

Limitations 

Several limitations were noted during the implementation of the project, although the 

biggest being a lack of compliance from the staff.  During the data collection, rough estimates 

were calculated for compliance based on the completion of the hourly rounding forms.  Since the 

forms were not part of the electronic charting that the staff completed, it was difficult to get 

accurate results due to missing forms and poor documentation techniques (such as forgetting to 

date/time/initial) leading to unusable data.  During the eight weeks, compliance was averaged  

over each week and totaled approximately 27% house wide.  Dealing with the overall lack of 

compliance was the biggest concern and required extensive follow-up and devotion to the 

project.   

During the project, the DNP learner was present frequently and would round the halls 

answering questions and collecting data.  Each week the data would be compiled and explained 

to the ED and the DON.  Every two week, the DNP learner would meet with the administrative 

board, attend their morning meeting and discuss the importance of the project and methods in 

which to promote compliance amongst the staff, themselves included.  There were concerns and 

resistance related to creating “more work” and things that were “higher priority,” but extraneous 

amounts of energy and education was placed on the ideas surrounding the fact that there was the 

possibility for less work.  It also was important to create the idea that this should be the highest 
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priority, in that the hourly rounds was not about filling out a paper and more charting, but the 

focus and goal were patient safety and fall prevention. 

Another limitation to consider relates to the census during the implementation and the 

growth of the facility. The facility moved from a smaller facility into a new, much larger facility, 

in March of 2014.  The older facility only had two wings, while the new facility would have 

three wings. As with any growth of a facility, it took time to have the referrals for patients and 

the staff to be able to support opening the third wing.  During the past year, the facility has been 

growing exponentially, and this growth leads to the potential for lack of staff, especially if there 

are unexpected departures or terminations during this time frame.  There was an average daily 

census of 81.37 in the months before implementation compared to 89.86 during the 

implementation phase.  This is an 8.49 patient-per-day increase in the average daily census, and 

as previously noted, August was an all-time high census of 93.1, which is an 11.73 patient-per-

day increase over the previous average.  If the patient load had increased and the staffing had not 

been addressed, then this could raise the question as to whether the fall rates were a reliable 

source of information without data looking at the fall rates in relation to the patient-to-staff ratio 

during the times of higher fall rates.   

Finally, a possible limitation of the project was that during the time of implementation, 

from July to September of 2016, the ED was out twice during this period, once for vacation and 

once for a work conference, and the DON was out for vacation one week as well.  The lack of 

presence of the upper administration during this time could have played a role in the overall

compliance of staff for the project. 

The quality improvement program described here was conducted in one nursing home in 

Missouri. As such, the results may not apply to other settings or populations. However, it 
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provides a framework for use by others interested in reducing or eliminating the use of bed or 

chair alarms in nursing homes.  

Conclusion 

 The need for an Alarm Elimination Fall Prevention program was an obvious concern for 

the chosen facility and the given quality improvement plan, based on the ideas of a PDCA model 

and Kurt Lewin’s Change Theory creates a very systematic, measurable project in order to 

determine the effectiveness of the given changes.  The program required a great amount of 

support from upper management and administration to help staff realize its importance but also 

not to view the interventions as “more work.” This took a team approach from everyone at the 

facility, but even with the resistance and noncompliance that was noted, there was still a slight 

decrease in the number of falls.  Recommendations for the future could include further studies 

looking at the fall rates in relation to patient and staff ratios, and follow up after such programs 

have been implemented during a much longer time frame to determine the overall significance 

that could be noticed with higher compliance rates.  Overall, the staff and administration could 

see that even with slight modifications and understanding the ideas of asking the right questions 

when entering the resident's room, they can create the opportunity to provide a safer environment 

for those that are receiving care at their facility.  
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