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Summary

Falls are a significant patient safety concern in psychiatric units due to unique risk
factors such as impaired cognition, medication side effects, and behavioral issues. This
nursing staff education project focused on fall prevention practices among RNs and
mental health technicians (MHTs) in a psychiatric hospital by enhancing staff knowledge
through a targeted educational intervention. The practice problem addressed inconsistent
fall prevention practices stemming from a lack of specialized training, which increased
the risk of patient harm, longer hospital stays, and healthcare costs. The purpose of the
project was to determine whether an evidence-based educational intervention could
enhance nursing staff’s knowledge of fall prevention strategies. The project used a pre-
test and post-test design to evaluate knowledge gain and a survey to assess changes in
practice. Analytical strategies included descriptive statistics to analyze pre-test and post-
test scores and survey responses. The average pre-test scores among RNs and MHTs
were 80% and 74.23%, respectively, which increased to 98.46% post-intervention in both
groups. Survey results showed 100% of participants agreed that the education affected
knowledge and planned to change all prevention practices. This project demonstrated a
measurable improvement in staff knowledge and practice intent, supporting existing
evidence that education significantly reduces fall rates in healthcare settings. Implications
for nursing practice include the need for ongoing, evidence-based training tailored to the
specific needs of psychiatric care. Furthermore, the project contributes to positive social
change by promoting equitable, inclusive, and culturally sensitive patient safety practices,
addressing the diverse needs of vulnerable populations through improved care quality and

professional development.



Background

Falls in psychiatric hospitals represent a critical safety issue, often leading to
injury, extended hospital stays, and increased healthcare costs (Carpels et al., 2022; Ong
et al., 2021). Patients in psychiatric settings are uniquely vulnerable due to cognitive
impairments, psychotropic medications, and unpredictable behaviors (Heng et al., 2020).
Psychiatric patients face unique fall risks such as psychotropic medication side effects,
impulsivity, and behavioral disturbances, which are not adequately addressed in general
fall prevention protocols (Ong et al., 2021). Despite these risks, staff education on fall
prevention practices have traditionally been underemphasized in psychiatric settings.

This staff education project aimed to address the identified gap in fall prevention
practices among psychiatric nursing staff by implementing a targeted educational
intervention focused on increasing knowledge, awareness, and confidence in fall risk
mitigation strategies. The practice-focused question guiding this project explored if
implementing a targeted educational intervention on fall prevention could affect
psychiatric nursing staff’s knowledge compared to existing practices. The purpose of the
project was to determine whether an evidence-based educational intervention could
enhance nursing staff’s knowledge of fall prevention strategies, ultimately leading to
improved patient safety outcomes and reduced fall-related incidents in a psychiatric
hospital setting.

Literature supported the implementation of staff education as an effective
intervention. A review of the literature identified and supported the need for specialized
fall prevention training tailored to psychiatric settings. Multiple studies emphasize that

educational interventions for staff are among the most effective strategies to reduce fall
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rates and enhance patient safety (Lee & Yu, 2020; Park, 2021). Park (2021) conducted a

quasi-experimental study that demonstrated significant reductions in fall rates following a
staff education program tailored to high-risk psychiatric patients. Similarly, Lee and Yu
(2020) found that staff education embedded within multifactorial fall prevention
programs improves adherence to safety protocols.

Evidence was evaluated using the John Hopkins Evidence-Based Practice
evidence hierarchy. The strength of this evidence is supported by multiple high-quality
sources, including quasi-experimental designs and systematic reviews, which rank high
on the evidence hierarchy and reinforce the reliability of training-based interventions
(Dalal et al., 2022; Heng et al., 2020; Khoja & Moosa, 2023) The evidence used for this
project was of high quality, including Level 1 systematic reviews and Level 2 quasi-
experimental studies, which provide strong support for educational interventions as an
integral component of comprehensive fall prevention programs.

Staff Education Project Development

Participants in this project included 26 RNs and 26 MHTs employed at a
psychiatric hospital. Staff members willingly participated based on availability and direct
involvement in patient care, with priority given to those working in high-risk psychiatric
units. The project was developed using a structured approach grounded in evidence-based
fall prevention strategies. Key stakeholders included the quality improvement team, chief
of nursing officer, and clinical educator. All collaborated in designing the educational
materials.

A PowerPoint presentation was developed based on current best practices from

the Agency for Healthcare Research and Joint Commission (see Appendix A). The
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education topics included identifying fall risk factors specific to psychiatric populations,
proper documentation, using fall risk assessment tools, and implementing preventative
interventions tailored to psychiatric patients. The educational intervention was delivered
in person over a two-week period. Each session lasted 30-minutes, with four sessions
given daily, three days a week. Participants attended one educational session.

Pre- and post-test assessments were developed for the RNs (see Appendix B) and
MHTs (see Appendix C) and administered to evaluate changes in knowledge.
Additionally, the post-test included a brief anonymous post-education survey (see
Appendix D) consisting of two key questions assessing confidence and intent to change
practice based on the education.

Evidence was collected systematically throughout the implementation period. Pre-
and post-test results were recorded for each participant using unique identifiers to
maintain confidentiality. Survey responses were collected anonymously via paper forms
and compiled manually for analysis. Data collected from pre-test and post-test scores for
both RNs and MHTs were analyzed using descriptive statistics. Quantitative analysis of
pre-test and post-test scores showed substantial gains across both groups. The fall
prevention educational intervention for RNs and MHTs demonstrated clear and
measurable effectiveness in enhancing knowledge.

The evaluation process included monitoring attendance, collecting feedback on
the session format, and reviewing test results and survey responses. The leadership team
met during the implementation period to assess progress and discuss any challenges.
Minimal barriers were encountered, thanks in part to administrative support and flexible

scheduling.



Results
RN participant postimplementation results average score rose from 80% to
98.46%. Figure 1 and Table 1 show the pretest and posttest results for the RNs. This
increase demonstrated a substantial enhancement in knowledge acquisition following the
educational sessions.
Figure 1

Pretest and Posttest Scores of RN Participants

Pre-Test vs Post-Test Scores of RN Participants
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Table 1

Descriptive Summary of RN Fall Prevention Pre- and Posttest Scores

Metric Pre-Test (%) Post-Test (%)
Number of Participants 26 26

Mean Score 80.00% 98.46%
Median Score 80.00% 100.00%
Score Range 60-100% 90-100%
Standard Deviation ~10.02% ~2.50%

Post implementation results for MHTs showed improved scores from an average

of 74.23% to 98.46%. Figure 2 and Table 2 show the pretest and posttest results for the



MHTs. The post-intervention analysis provided clear evidence of the program’s success
in increasing fall prevention knowledge among psychiatric hospital staff.
Figure 2

Pretest and Posttest Scores of MHT Participants

Updated Pre-Test vs Post-Test Scores of MHT Participants
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Table 2

Descriptive Summary of Pretest and Posttest Scores for all MHT

Metric Pre-Test (%) Post-Test (%)
Number of Participants 26 26

Mean Score 74.23% 98.46%
Median Score 80.00% 100.00%
Score Range 40-100% 90-100%
Standard Deviation ~14.87% ~2.68%

In addition to the objective score improvements, subjective feedback gathered
through post-intervention surveys indicated unanimous satisfaction with the training
content. Survey data revealed that 100% of participants answered “yes” to both survey
questions, indicating enhanced confidence and willingness to modify fall prevention

practices. All participants reported that the education increased the participants



confidence in fall prevention and affirmed intention to modify practices based on the
knowledge gained. This dual outcome, measurable knowledge gains and self-reported
behavioral intent, suggests the education was both informative and transformative

Participants praised the training’s relevance and practical focus. Many highlighted
the benefit of learning strategies specifically tailored to psychiatric care settings, such as
managing fall risks in agitated or confused patients, recognizing medication-induced
vulnerabilities, and using behavioral interventions. Staff also appreciated the interactive
format of the training, which allowed for peer discussion.

The impact on the organization following the intervention fostered a stronger
safety culture by empowering staff to take ownership of fall prevention responsibilities.
Leadership noted increased staff engagement, improved documentation practices, and
more consistent implementation of fall risk assessments across units. This aligns with the
hospital’s broader quality improvement initiatives.

Despite the overwhelmingly positive results, several limitations must be
acknowledged. The project was conducted at a single site, which may limit
generalizability. Additionally, the evaluation period was relatively short, and long-term
sustainability of the improvements was not assessed. Another limitation involves
potential response bias in the post-education surveys, as participants may have felt
encouraged to report positive outcomes.

This project holds importance beyond the local psychiatric hospital setting due to
its potential for broader application in similar behavioral health environments where
patient falls remain a persistent challenge. The consistency of improvement across all

participants, regardless of their initial knowledge levels, underscores the robustness and



scalability of the intervention. The marked reduction in standard deviation from pre-test
to post-test scores dropping from 10.02% to 2.50% for RNs and from 14.87% to 2.68%

for MHTs reflects decreased variability in knowledge and indicates that the intervention
promoted equitable learning outcomes. This suggests that even staff with initially lower
baseline knowledge achieved a comparable level of mastery, reinforcing the educational
equity and inclusivity of the intervention.

Beyond improving fall prevention knowledge at one facility, the project
demonstrates a replicable model for enhancing patient safety in psychiatric settings
through targeted, evidence-informed education. The project offers a strategic framework
that can be adopted by other healthcare institutions aiming to standardize staff
competencies and reduce preventable harm. This project’s outcomes support national
patient safety goals of improving healthcare quality and safety. Ultimately, this initiative
contributes to the larger movement toward creating high-reliability organizations by
fostering a culture of continuous learning, clinical excellence, and equitable care delivery.

Conclusions

Summarizing the impact on the organization, the intervention significantly
improved staff knowledge in fall prevention strategies, leading to a safer care
environment for psychiatric patients. Pretest and post-test results demonstrated
substantial knowledge gains among both RNs and MHTs. Notably, the reduction in
standard deviation indicating reduced performance variability and suggests that even staff
with lower baseline knowledge reached a high level of mastery. This finding supports the
educational equity of the intervention and validates its inclusivity and effectiveness

across diverse learners.
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Recommendations include ongoing fall prevention education, integration into new
staff orientation, periodic refresher training, and regular audits to sustain knowledge and
adherence to best practices. Additionally, long-term follow-up studies are recommended
to evaluate the durability of learning outcomes and the impact on actual fall rates.

The success of the fall prevention education program has broader implications for
nursing practice. It affirms that tailored, evidence-based staff development initiatives can
yield significant benefits in high-risk settings such as psychiatric hospitals. The project
also underscores the importance of engaging both clinical and non-clinical staff in quality
improvement efforts, recognizing that all team members contribute to patient safety.

The development and implementation of this project were carefully structured and
strategically executed. The positive outcomes suggest the intervention is both feasible
and impactful in the psychiatric setting. Importantly, the improvement across all
participants provide confidence in the robustness of the educational model, offering a
blueprint for replication in other departments or psychiatric facilities, with adaptations
based on specific organizational needs.

Finally, this initiative supports the broader goals of nursing practice and social
responsibility by fostering evidence-based, proactive care. Future recommendations
include integrating fall prevention education into new staff orientation, conducting
periodic refresher training, and implementing longer-term follow-up studies to evaluate
sustained impact. Expanding the initiative to include additional psychiatric facilities or
units within the health system could further enhance its reach and effectiveness. Socially,

the project advances equity by addressing specific risks in vulnerable populations,
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promoting safety, and supporting workforce development aligned with goals of diversity,

equity, and inclusion in healthcare quality initiatives.
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Appendix A: PowerPoint Presentation

Improving Fall Prevention Practices
through Nurse Education in Psychiatric
Hospitals

Fidelia Chukwuto, DNP Student

Introduction

. Falls leading cause of injury in psychiatric
hospitals.

. Unique challenges in psychiatric care (e.g.,
impulsivity, psychotropic meds).

. Goal: Educate nursing staff on current, evidence -
based fall prevention strategies.

Khoja, S., & Moosa, S. 2023.
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Risk Factors in Psychiatric Settings

. Effects of psychotropic medications

. Altered perception, disorientation

. Agitation, impulsive behavior

. Environmental hazards (clutter, inadequate
lighting)

. Lack of tailored fall risk assessment tools

Evidence-Based Strategies (2020-2025)

. Individualized Fall Risk Assessment and Tailored
Interventions

. Use of psychiatric-specific tools (e.g., Wilson Sims
Fall Risk Assessment Tool)

. Purposeful every two hours rounding

. Patient and Family Engagement: Organizational
Culture and Staff Involvement




Why Psychiatric-Specific Fall Risk Tools?
(WilSOIl Sims Fall Risk Assessment Tool)
* Psychiatric patients have unique risk factors (e.g.,

psychotropic medication effects, cognitive
impairment).

* Standard fall risk assessment tools often utilized to
evaluate behavioral disturbances and cognitive
impairments that may increase fall risk.

* Need for tools tailored to psychiatric settings to
improve accuracy and prevention.

& Overview of Wilson Sims Fall Risk Assessment Tool

(Wilson Sims Fall Risk Assessment Tool)

* Purpose: Designed for psychiatric inpatient units.
* Key Components:

* Medication side effects, Cognitive status

* Agitation or aggression, Mobility and balance

* Scoring: Helps stratify fall risk into low,
moderate, and high categories.

15



Benefits of Using Psychiatric-Specific Tools
(Wilson Sims Fall Risk Assessment Tool)

* Increases detection of at-risk patients.
* Enhances targeted intervention planning.

* Reduces fall incidence and improves patient
safety outcomes.

* Promotes staff awareness and confidence in
managing fall risks.

Trending Best Practices

. Trauma-informed care to reduce resistance
. Daily safety huddles with interdisciplinary teams

. Environmental modifications (e.g., visual cues and
ensuring adequate lighting to reduce fall risks.)

16
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Key Nursing Interventions

. Communicate risk status during handoffs

. Develop individualized care plans based on
patient's fall risk

. Encourage safe mobility and frequent orientation

. Conduct routine environmental safety checks

Monitoring and Evaluation
. Use run charts to track falls over time
. Post-education audits for compliance

. Regular simulation drills and feedback sessions



K(
K(

Your Role in Fall Prevention

.

Be proactive in identifying risks
Engage patients in fall safety plans
Report near misses

Support a culture of safety

Summary and Next Steps

Falls are preventable with team effort and
awareness

Evidence-based strategies can reduce fall rates

Ongoing education and monitoring are keys

18



Questions and Discussion

. What fall risks have you observed recently?

. What interventions have worked well for your
team?

. What support do you need to improve fall
prevention?

Top 5 Fall Risk Factors:

1. Sedation or side effects from psych meds

2. Agitation, confusion, or impulsivity

3.New admission or recent medication change
4.Unsafe environment (e.g., spills, clutter)

5.Poor footwear or barefoot patients

19
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Daily Interventions Checklist:

Fall risk assessment completed and updated per shift
Room free from clutter

Non-slip socks or safe footwear provided

2 Hourly rounding completed with purpose by RN
Patient oriented to surroundings and routines
Review of medications and side effects

High-risk patients observed closely (1:1 if needed)
Report and document any near misses or falls

Communication Tips:

. Involve patients in their own safety plan
. Discuss fall risk during huddles and rounds

Best Practice Spotlight: Simulated safety drills improve
team readiness and reduce real-world falls. Schedule
monthly practice scenarios with your team.

® Questions Contact Your Fall Prevention Champion:
CNO, Nurse Manager, QI manager or Supervisors
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Appendix B: Pretest and Posttest Knowledge Fall Prevention Principles for RN

Objective Measured: Increase staff knowledge of fall risk factors.

Instructions: Select the best answer for each question.
Fall Prevention test for Psychiatric Nurse (Knowledge Assessment)
1. Which of the following factors contributes most significantly to falls in psychiatric inpatient
settings?

A. Poor lighting

B. Use of sedative medications
C. High staff-to-patient ratios
D. Excessive physical activity

2. What is the BEST nursing intervention for a psychiatric patient with high fall risk due to
orthostatic hypotension?

A. Assign to a private room far from the nurse station
B. Encourage independent mobility

C. Educate patient on slowly rising from bed

D. Restrict fluid intake

3. Which pharmacological class is most associated with increased fall risk in psychiatric
inpatients?

A. SSRIs

B. Atypical antipsychotics
C. Beta-blockers

D. Anticholinergics

4. What is the primary benefit of staff education on fall prevention in psychiatric settings?
A. It increases hospital profits
B. It enhances staff confidence and improves patient safety outcomes
C. It reduces nurse-patient interaction
D. It replaces the need for policy updates

5. A fall prevention program should be evaluated based on which primary outcome?

A. Increase in patient satisfaction scores
B. Number of restraints used

C. Reduction in documented fall incidents
D. Frequency of safety meetings

6. Which of the following best describes a primary advantage of utilizing the Wilson Sims Fall
Risk Assessment Tool (WSFRAT) specifically in psychiatric inpatient settings?
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A. The tool lacks validation for both general and specialized patient populations.

B. The tool incorporates psychiatric-specific risk factors, including symptoms such as
hallucinations, delusions, and behavioral disturbances, enhancing its relevance for mental
health care settings.

C. The tool’s design is overly concise, limiting comprehensive risk identification.

D. The tool focuses solely on medical diagnoses without addressing behavioral or
environmental factors.

7. During patient handoff, which strategy best ensures fall risk communication?

A. Verbal update only

B. Including fall risk status in standardized SBAR handoff
C. Written notes kept at nurse’s station

D. Leaving it to the oncoming nurse to reassess fall risk

8. Involving patients in fall prevention education is important because:

A. It makes documentation easier

B. It promotes shared responsibility and engagement
C. It reduces the need for nurse oversight

D. It is mandated by all accreditation bodies

9. Which of the following is a modifiable intrinsic risk factor for falls in psychiatric inpatients?

A. Parkinson’s disease

B. Sedation from PRN medications
C. Age

D. History of trauma

10. Which component is most important when developing a unit-wide fall prevention policy in a
psychiatric setting?

A. Blanket use of bed alarms

B. Inclusion of interdisciplinary staff input and evidence-based guidelines
C. Assigning all fall risks to 1:1 supervision

D. Eliminating all patient ambulation without staff

Scoring: Correct answers = 1 point each; total score out of 10.
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Appendix C: Pretest and Posttest Knowledge Fall Prevention Principles for MHT

Objective Measured: Increase staff knowledge of fall risk factors.

Instructions: Select the best answer for each question.

1. According to the Joint Commission, which of the following is a core recommendation
for reducing inpatient falls?

A. Physical restraint use

B. Every two Hours purposeful rounding by RN and every 15 minutes by nursing staff
C. Isolation precautions

D. Bed alarms for all patients

2. What is the primary rationale for using non-slip footwear in fall prevention?

A. Promotes muscle memory

B. Reduces hallucinations

C. Enhances proprioceptive feedback and stability
D. Reduces medication side effects

3. Which standardized tool is most used to assess fall risk in psychiatric patients?

A. Braden Scale

B. Wilson Sims Fall Risk Assessment Tool (WSFRAT)
C. Columbia Suicide Severity Rating Scale

D. Glasgow Coma Scale

4. When implementing a fall prevention education program, which adult learning principle
is most important to consider?

A. Repetition through memorization

B. Avoidance of peer discussion

C. Incorporating real-life experiences into training
D. Ensuring all content is in lecture format

5. Which of the following elements is essential in a post-fall huddle?

A. Assigning blame

B. Interviewing only staff

C. Reviewing environmental factors and interventions
D. Immediately discharging the patient
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6. In psychiatric units, which strategy best balances fall prevention with preserving patient
autonomy?

A. Constant restraint

B. Bedside commode removal

C. Scheduled toileting and patient engagement
D. Restriction of all ambulation activities

7. In psychiatric facilities, what is the most appropriate action when a patient repeatedly
removes fall prevention devices (e.g., socks, alarms)?

A. Discontinue all interventions

B. Use physical restraints

C. Collaborate with patient to find acceptable alternatives
D. Ignore the behavior

o

What is the most effective way to prevent falls in a psychiatric patient who experiences
dizziness due to medication?

Always encourage bed rest

Monitor orthostatic blood pressure changes and assist with ambulation
Restrict all mobility until dizziness subsides

Discontinue the medication immediately

T Nw»

Which of the following represents a system-level intervention to reduce falls in
psychiatric hospitals?

A. Hourly rounding by charge nurse

B. Creating a fall prevention committee

C. Assigning new nurses to high-risk patients
D. Using only verbal education methods

10. The primary purpose of post-fall analysis is to:

A. Determine staff fault

B. Ensure incident report completion

C. Identify preventable causes and modify interventions
D. Notify the patient’s family

Scoring: Correct answers = 1 point each; total score out of 10.
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Appendix D : Post Implementation Survey Questions

Survey questions (Yes/No question:)

1. Did the fall prevention education improve your knowledge and confidence in preventing
patient falls?

Yes/No

2. Do you plan to make any changes to your fall prevention practices based on what you
learned in this education?

Yes/No
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