
FAL LS
PREVENT ION

WOMEN’S HEALTH MISSION



Rosa l i e  a  35  ans ,  a  eu  un  accouchement  vag ina l  i l  y  a  2
heu res .  Son  ép idu ra le  a  é té  a r rê tée  depu i s  1h30 .  Sa  vess ie
est  p le ine  e t  e l l e  fa i t  son  p rem ie r  l eve r .  E l l e  se  l ève  de  l a
to i l e t te  pou r  se  l ave r  l es  ma ins  e t  tombe .   

Qu’est-ce que vous évaluez?





Rosa l i e  s ’es t  cogné  la  tê te  su r  l e  p lanche r .   

Qu’est-ce que vous évaluez?



You must assess if there was 
CRANIAL IMPACT 

during the fall

Possible signs of head injury



Rosa l i e  es t  consc iente ,  ma i s  a  ma l  à  l a  tê te ,  l à  où  e l l e
s ’es t  cognée .  E l l e  n ’a  pas  de  nausées  ou  vom issements .   

Qu’est-ce que vous évaluez?







Where is the patient lift????

First door to your leftGynecology clinic



De que l  su i v i  Rosa l i e  a- t-e l l e  beso in  e t  pendant
comb ien  de  temps?







DOCUMENTAT ION
CENTR IC I TY

Postpartum view Birthing Centre / Antepartum view



Low Risk: Healthy patient, without
comorbidities and without risk factors

Medium-High risk: ... all the rest!

An Assessment is needed:
On Admission
When status changes 
When transferred



Please complete an Incident/Accident report for:
an actual fall
a near fall



INTR INS IC  R ISK  FACTORS

Prior history
Fall during pregnancy
Comorbidities (diabetes,
MSK or neuro disorders)
Visual Impairment

Cardiovascular considerations

Orthostatic hypotension
Dizziness
Anemia
Pre-eclampsia

Neurological Function

Sensory deficits during
neuraxial anesthesia
Sensory deficits within 3h
after neuraxial anesthesia

Motor Activity

History of bedrest
Motor deficits post neuraxial
anesthesia

Hemorrhage

Antepartum bleeding in
current hospitalization
EBL 1000-1500 ml (mod risk)
EBL >1500 ml (high risk)

Medication Use

Narcotic analgesics 
Tocolytics, antihypertensives, 

        sedatives
Magnesium sulfate within 24h



FAL L  AND
INJURY

PREVENT ION
PR INC IP LES



FAL LS  PREVENT ION
S .A . F . E .

2 feet around the bed to maneuver2 feet around the bed to maneuver    S. Safety of the environment

    E. Engage the user and their loved ones

    F. Reduced risk factors

    A. Mobility assistance





NEWBORN 
FAL LS



Skin-to-skin with their parent on a
wheelchair or stretcher, always accompanied

by a HCP or transport attendant

If not possible, use a cot or incubator
with side rails up

TRANSFERR ING A
NEWBORN

On PP, newborns must be transported outside the
room in their bassinettes/cots, car seat, or stroller  

Never carry a newborn in ones’ arms



PREVENT ING INFANT  FAL LS
IN  THE  OR

One hand on baby at all times
Pat baby to remove fluids
Dry hands with same towel

Loudly state ‘ALL CLEAR’ 
Place baby onto a stable surface

HCP takes baby from surface while another person opens
door (transfer to resus room)

Hold and lift baby with 2 hands at all times



Provide immediate supportive care as needed

Post-fall interventions for neonate

Ensure newborn safety

Call pediatric team

Complete incident report 

Document in centricity



MATERNAL FALLS PREVENTION
Rapid assessment and Document

Repeat assessment as situation evolves

PREVENTING A FALL IS BETTER THAN TREATING ONE! 
Control external factors
Monitor internal factors

INFANT FALLS PREVENTION
Assess parents’ capacity

Teaching is key

IF FALL OCCURS
Make required assessments

Monitor accordingly
Fill incident report

DOCUMENT in Centricity

RECAP FALLS PREVENTION



What about the partner?????



CHANGE  OF  TOP IC !



R ISK  ASSESSMENT  AND
PREVENT ION OF  PRESSURE

INJUR IES



High risk areas for pressure ulcers  

Heel



EARLY  S IGNS
OF  PRESSURE
INJURY

Spot of skin becoming discoloured 
(may appear red, purple or blue).

A patch of skin that feels warm, spongy or hard,
painful or itchy.

A spot that does not blanch when touched (for
people with dark skin, the pigmentation will be
different from the rest of the skin).



Increased blood volume

What risk factors should we consider
 for our patient population?

Analgesics/substance use 

Increased moisture 

Decreased activity/mobility

Nutritional deficiencies 

Increased weight 

Comorbidities like HTN, PET and GDM 

Hormonal changes 



Braden scale: 
on admission
if status changes
q week if score >15 
twice a week if <14.

DOCUMENTAT ION FOR
ANTEPARTUM PAT I ENTS

Skin assessment 
should be 

performed daily

*Use clinical judgment for all other patients (i.e. PP patient with extended LOS, 
labouring pt with epidural for an extended period of time)



Where to document in centricity

Under shift assessment in perinatal view Under PP documentaiton- risk assessment in PP/Nsy view





Encourage hourly position

changes (pt/family teaching)

Assess need fornutrition/OT/PT consults

Assess need fornutrition/OT/PT consults

Ensure pt is not lying on any

medical equipment or hard

surface

Encourage PO hydration

Encourage pt to maintain

 dry skin

Assess need for specialized mattress

R ISK  REDUCT ION





When a pressure injury is identified,
we need to fill out an

Incident/Accident report!



HIGH RISK PATIENTS
On bedrest

Prolonged stay

PREVENTING SKIN BREAKDOWN IS BETTER THAN TREATING IT! 

ASSESSMENT EVERY DAY!

BRADEN SCALE:
On admission then q week or 2x/week

MOBILIZE OFTEN 
In or out of bed

DOCUMENT in Centricity

RECAP SKIN INTEGRITY ASSESSMENT
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