FREEZE THE FALLS PROGRAM AUDIT

TRAINING AUDIT					FACILITY:  	Click here to enter Facility Name.
							DATE:		Click here to enter a date.
	TO BE COMPLETED MONTHLY

	Item to Audit
	Percent complete
	Incorporated into New Employee Orientation
Please check

	Plan of action to complete

	
	DON completed training with Nursing Staff on Fall Power point Presentation
	%	☐Yes ☐No 
	Click here to enter text.
	
	DON completed training with Nursing Staff on Orthostatic Hypotension – Contributing Factors and Importance of Position
	%	☐Yes ☐No 
	Click here to enter text.
	
	In-service completed with nursing Staff on Continence Improvement Program, including 3 day voiding diary and toileting log
	%	☐Yes ☐No 
	Click here to enter text.
	
	In-service completed with all staff on the post fall huddle and 10 huddle questions
	%	☐Yes ☐No 
	Click here to enter text.
	
	In-service completed with Nursing Staff on Fall Risk observation with demonstrated competency 
	%	☐Yes ☐No 
	Click here to enter text.
	
	In-service completed for  Licensed Nurses on “Charge Nurse Fall Investigation” Form
	%	☐Yes ☐No 
	Click here to enter text.
	
	In-service all staff on 1:1 Safety Observations/Checks and Completion of Form
	%	☐Yes ☐No 
	Click here to enter text.
	
	In-service all Licensed Nurses on Completing a “Fall Event/(Head to Toe) Full Body & Pain Event” with each fall occurrence
	%	☐Yes ☐No 
	Click here to enter text.
	
	In-service all Licensed Nurse on neurological policy and flowsheet
	%	☐Yes ☐No 
	Click here to enter text.
	
	In-service for Restorative Nurses and Therapists on “Restorative Referral”
	%	☐Yes ☐No 
	Click here to enter text.
	
	In-service completed for Licensed Nurses and Therapy on “Therapy Communication Form”
	%	☐Yes ☐No 
	Click here to enter text.


Name of Person Completing Audit:  			Click here to enter the name.
Name of Person Audit Findings Reviewed with:		Click here to enter the name.  

FACILITY:  	Click here to enter Facility Name.
							DATE:		Click here to enter a date.
	TO BE COMPLETED MONTHLY WITH DON AND ONCE WITH OTHER STAFF (ROTATE)
	FALL ROUNDS
	Incorporated into New Employee Orientation
Please circle

	Plan of action to complete

	
	Residents are engaged in activities
	☐Yes ☐No 
	Click here to enter text.
	
	Call lights are being answered timely
	☐Yes ☐No 
	Click here to enter text.
	
	Staff is present in resident areas and supervision is being provided
	☐Yes ☐No 
	Click here to enter text.
	
	Residents are being pushed with leg rests in place
	☐Yes ☐No 
	Click here to enter text.
	
	Gait belts are being used for transfers
	☐Yes ☐No 
	Click here to enter text.
	
	Is the bed the proper size for the resident (ie is the bed too small for a larger resident)
	☐Yes ☐No 
	Click here to enter text.
	
	Lifts are being used with 2 staff present
	☐Yes ☐No 
	Click here to enter text.
	
	Hoyer pads are not torn or frayed
	☐Yes ☐No 
	Click here to enter text.
	
	The laundry department has a system in place to check washed pads for torn, frayed condition
	☐Yes ☐No 
	Click here to enter text.
	
	Care cards completed and in place (randomly)
	☐Yes ☐No 
	Click here to enter text.
	
	Care cards completed and in place for last two admissions
	☐Yes ☐No 
	Click here to enter text.
	
	Shower room floors are dry
	☐Yes ☐No 
	Click here to enter text.
	
	Beds are in safe positions
	☐Yes ☐No 
	Click here to enter text.
	
	Voiding diaries are in place for new admissions and readmissions
	☐Yes ☐No 
	Click here to enter text.
	
	Residents have correct footwear in place
	☐Yes ☐No 
	Click here to enter text.
	
	The building has low noise levels
	☐Yes ☐No 
	Click here to enter text.
	
	The building has proper lighting
	☐Yes ☐No 
	Click here to enter text.
	
	Resident’s glasses are clean
	☐Yes ☐No 
	Click here to enter text.
	
	Scheduled toileting logs in place
	☐Yes ☐No 
	Click here to enter text.
	
	All employees are engaging residents “How can I help you”
	☐Yes ☐No 
	Click here to enter text.
	
	Interest boxes are in place
	☐Yes ☐No 
	Click here to enter text.
	
	Rooms and Halls are free of clutter
	☐Yes ☐No 
	Click here to enter text.

																				
Name of Person Completing Audit:  			______________________________
Name of Person Audit Findings Reviewed with:		______________________________  
			
