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Comparison of Content Coverage of Domestic and International Inpatient Falls Prevention
Guidelines Using Standard Nursing Terminologies
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Purpose: The purpose of this study was to compare the content of the falls prevention guideline developed by
Korean Hospital Nurses’ Association (KHNA) in 2008 with the seven guidelines recommended by The Joint
Commission. Methods: The contents of the eight guidelines were categorized into eight assessment, eight inter-
vention, and two outcome elements that were considered core concepts of individual nursing activities.
Concept-level comparisons were conducted using the International Classification for Nursing Practice, and the
Logical Observation Identifiers, Names, and Codes. Two researchers independently examined the content cover-
age of each guideline and assigned 1 point to included content, 0 to excluded content, and 0.5 to similar content
that was ambiguous in terms of a broader expression. The scores were compared, with discordance among raters
resolved through consensus-based discussions. Results: The communication element in the assessment area was
missing from the KHNA guideline, while five elements of pathophysiologic, mental/cognitive, therapeutic, and
post-fall assessments showed lack of content. Although there were no missing elements in the intervention area,
the three elements of staff communication, risk-targeted, and post-fall interventions showed considerable lack of
content compared to the other guidelines. In terms of outcomes, the severity of fall-related injury was omitted, and
the facility’s policy on falls prevention was not addressed. Conclusion: Many nursing elements and key concepts
were missing from the KHNA guideline, and its content was not comprehensive. This suggests that the current
guideline needs to be revised urgently, and the points identified in this study should be considered a high priority.
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Key terms

ICNP=international classification for nursing practice; LOINC=logical observation identifiers names and codes.

Figure 1. The 4 steps of this study procedure.
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Comparison of Eight Guidelines On Inpatient Falls

Table 1. The Profile of Selected Inpatient Fall Prevention Guidelines

Development organization

Name of guideline

Final revision

Revi
(version no. year of 1st ver.) eview group

Agency for Healthcare Research
and Quality (AHRQ) [18]

Fall prevention toolkit

ECRI institute [22]

Institute for Clinical Systems

Improvement (ICSI) [19] protocol

Institute for Healthcare

Improvement (IHI) [20] how-to guide

The Joint Commission Center for

Transforming Healthcare [21] preventing falls

Veterans Affairs National Center Falls toolkit

for Patient Safety [23]

Veterans Affair Healthcare [24]
injury reduction

Falls prevention guidance

Prevention of galls (Acute care)
Transforming care at the bedside

Targeted solutions tool (TST®) for

Implementation guide for fall

2013 (ns) Quality improvement
team from 6 MCs "
2016 (ns) ns
2012 (3rd, ns) Medical group of 6 MCs

2012 (1st) 13 hospitals§ participated
at clinical tests
2014 (1st) 7 hospitals I participated at
a pilot study
2014 (ns) ns
2015 (ns, 2000) ns

MC = medical center; T Charlton Memorial Hospital, Florida Hospital East Orlando, St. Mary's Regional Medical Center, Northwest Texas
Hospital, Temple University Hospital, and Augusta Health; *Mayo Clinic, Olmsted Medical Center, Ridgeview Medical Center, Riverwood
Healthcare Center, Lake Region Healthcare Corporate, and Lakeview Clinic; *lowa Health System Hospitals, James A-Haley Veteran Hospital,
North Show-Long Island Jewish Health System, etc.; I Barnes -Jewish Hospital, Baylor Medical Center, Fairview Health Services, Kaiser
Permanente, Memorial Hermann Memorial City Medical Center, Wake Forest Baptist Health, and Wentworth-Douglass Hospital; ns = not stated.

2) LOINC (Logical Observation Identifier, Names, and Codes)
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Table 2. The Definition and Examples of Care Component on Inpatient Falls Prevention

o St geke ] S L0 A=/ w0 et
W5, 293 ALt S LY Extedd fEgedle

- Total no. of
Care component Definition Example o no. o
concept
Nursing Pathophysiologic ~ Functional problems related with Medical diagnosis, dizziness, 21
assessment factors disease or aging process general weakness, gait
impairment, etc.
Mental/cognitive ~ Change of mental state or function Delirium, disorientation, 8
function dementia, etc.
Therapeutic Medical treatment that increase the Medication, IV line/tube, 7
factors risk of falls restraint, etc.
Behavior risk Pattern of behavior related to falls Fall history, sleep pattern, drug 3
abuse
Communication Any difficulties to communicate Communication ability 1
ability with clinicians, such as health
literacy, language fluency, etc.
Balanced factor Situational factor affecting falls Bed-side sitting 1
Physical State of bed-room and bed-side Floor, light, noise state 1
environment
Post-fall Immediate evaluation on patient Vital sign, neurologic evaluation, 11
assessment condition after falling injury, etc.
Nursing Universal care Routinized falls care provided toall ~ Falls precaution on admission, 13
intervention inpatients regular rounding, etc.
Environment Regular check-up physical Check aids, installing precaution 11
management environment safety sign, perform cleaning, etc.
Risk-targeted Individualized and planned care for ~ Toileting assistance, medication 9
patients at high-risk list review, use of protecting
devices, etc.
Protocol Local process/procedure Safe moving, toileting schedule, 9
application established in advance referral to physical therapist, etc.
Education Patient or care-giver education Sharing fall risks, demonstrate 6
use of device, etc.
Staff Sharing information on a patient's Use of visual indicator, hand-off 5
communication risks
Use of alarm Use of monitoring devices Installing and monitoring alarm 2
device devices
Post-fall Care provided by 24~48 hours after Wound care, patient handling, 25
intervention falling to minimize potential injury observe progress, etc.
and prevent recurrence
Nursing Patient outcome The identification of falling reported ~ Present of falling, injury severity 2
outcomes by personnel directly involved in
Fall report falling Type of fall, fall involving 4
626 http: //kjan.or.kr

A



2, 2A0= ARG A EAY g e s RS o] 7
e A" W Fo7uE =28 FE olFoiH en ICPS
g e 2 F@sk= g0l fle B 2ol A=t
SdS Frtstth S S A Y e o o el
9 Al dfigsh= o] estadl S 2o AT
ol& 93f T U&= Table 29| FF A 7HS (universal
care) 2} 98 2 91H SR (risk-targeted) Z+S 9|8l 0 2 F7}35}
ok 1 9 e, A2 89, 25 A AETF g7 B
UE P 4l t2 e a7h 271E of 2|5 AP 4 o B4
221, BARJMA7 S, BEae, AT 75 2, el
A72d a9l B4 & a9, P T AP 84 1tz e,
FSALHNA = TN E, 25 4

A, ZREZ ol &, u&/TY, SR, dH B2UEF, o
A 5 B9 8 748 8 42 HelElinh ZHad e B
Shob b 312 A E gk 7hE.0 Aol chat oo} vl 71
535 Al Table 29} 2t

y oo

3) 7lg &4 & i3

ME 3 EFo2RE fAabe], Foof A} JE-=2
= A AHESH] ICNP 7 & AAHIH ol & S0, 949
¥ 20 Z WA 20102 2 3 o dhaf o
&3t dE0] A FE O 2 urination problem, bowel
incontinence, urinary frequency, frequent toileting, diar-
rhea 52| 30| QI3 o] St A Fo| Yn|F o= FUTH
AUA|, Zol7k A=A T2 Addlolehe A7 44 1=
= 125t A7 WollA =olstginh 1 23} o] & &2
ICNP Zt2 20 cho] i ol 2h= Bl g 7 T/l d el ‘&
A, HAY 2 wj B E AT g A st of whet vl g
ofofl s£3stAtt £ FAF N E S 1HS] BA|, S sk &
A, AR /52 o] A 52 Systematized Nomenclature
of Medicine Clinical Terms (SNOMED CT) 2017 HA-&
olgato] G0l he] A ASPz Yug Fxaisct
SNOMED CT+= ¢ &80k 71 ZZZQ] 2E=24] 7|46
WFENAA =2 &1 B, frAkol, F2lof TA IS AAA
o =2 A5t AAISHAL JH30]. A& =9, BA7 53 AA
75 7+e] IAE EH SNOMED CTolA = ‘“H4l7 5, 3F,

A A L8] 7] ‘5(mental state, behavior, and/or psychosocial
function) o]2H= 4191 7Y obd] B 429 WH & 2
= Mgz Fostal Q). o]of & M= o] 7| &S
gt}

o|FA 7 A Yehd &9 34 &5 ICNPS}

Comparison of Eight Guidelines On Inpatient Falls

LOINCZ uvfjgste] # go|2 @S 7 A 7H 8-S 4|
W3}t ICNPS} LOINCO & §l, & Ags] gujgoz
P = =7hdo] el F AN FEY Wt HRE o]
gato] vl wsteich. 7hEFA o] 1t AlE7t Wt dE
Y, 38¢H739] o] E50] ICNP FA 2 RHEA] o
ek AT AN F=9 B FE, A7), Ad
uHg] 17, G471 A 71553] AA Fo] 1gh Al Yt g
H, 7t A3 9] H& -AE vl sy el & A tellx= 39
H Lol B E 7SR E Fofsto] 3t skt &, £ 7
ol sl A Haretel 27k of 9l A 14, 2= 0] 9
A & 704, 12| 3L FARSI S o] 1L P $I% B
Fagtid o g AT o] QIrhH 0.58 2 715X & Fofst
At o] 7Rl At s O, a4 ks B WE
A A& FH o= v wg 4= A st o] At

rf
-

2 1}

1. X|

o2

524

._ o| Hluw

+
P

AP, A, A FHE 4 AR HI AR H|aL A3, AR
P 87l 84 T KHNAL AF| HJAtag 58 H7F 847
FEE o] A3 H(Table 3). £2]2] 273 8913 H O A} 4 o
HE APYshE #3884 ]9 57 8 Y82 oF1/3 oY
o] AFHA &L A AHRQAI Y2 B 520 H#F 8
= A AT 67 80l 7 g2 e & E3ekaL AUt

TAGG M= F A A=Y &5, HE8A T
A, ZREZF 2§, e o] 84 U-§o] KHNAC] °F1/3 9]
i FE3IAT S A AHRQA 0] 7 52 7H
A E B on, Ry =1 SxpebdAlE (e]st VANC)
= FFASNTHLE AU 2 RF I 2 A
E AR pEE B oW KHNAY &4 $557} 7= o
AT KHNAE 7|8 A2 F23 413 ohHRaL oA 20

BTk 77l o 27)3 AR A 87t vlold 4o wstue 2
32 AAI3k lgick THA THE AW TA0 Tet 2
T A Bl WA gokeh SR | WA A v o o
H| 27} s ST & B (15 VAR 5 A H e Aks
#2253 B9 WA S 23 Y9tk VANCAZL o

Korean ] Adult Nurs. 2018,30(6):622-633 627



Cho, I - Kim, J - Chae, J - Jung, M - Kim, YH

Table 3. The Eight Guidelines' Content Coverage of Fall Prevention Care Components

Total no. of No. of concept
Care component
concept  KHNA AHRQ ECRI ICSI THI TJC VANC VAH
Nursing Pathophysiologic 21 14 16.5 10 9 12 NA 6 15.5
assessment factors
Mental/Cognitive 8 4 7 2 55 4 NA 0 55
function
Therapeutic factors 7 2.5 7 4 6 3.5 NA 3.5 2
Behavior risk 3 25 1 1 1 25 NA 1 1
Communication 1 0 0.5 0 0.5 0.5 NA 0 0
ability
Balanced factor 1 1 0 1 1 0 NA 0 0
Physical 1 1 1 1 1 1 NA 0.5 0
environment
Post-fall assessment 11 7 9 7.5 5 5 NA 10 5
Nursing Universal care 13 11 13 13 13 13 NA 1 6.5
intervention
Environment 11 9.5 11 11 11 55 NA 11 5.5
management
Risk-targeted 9 5 9 5 7.5 45 NA 45 45
Protocol 9 5.5 6 6 9 45 NA 0 45
application
Education 6 53 6 5 6 1 NA 0 3
Staff 5 3 5 5 5 5 NA 25 25
communication
Use of alarm device 2 2 1 2 0 2 NA 0 1
Post-fall 25 12.5 25 16.5 125 125 NA 25 12.5
intervention
Nursing Patient outcome 2 1 2 2 2 1.5 2 2 2
outcomes
Fall report 4 4 4 4 2 2 2 4 4
Falls Policy Organizational NA No Yes Yes Yes Yes NA Yes Yes

factors addressed

KHNA=Korean Hospital Nurses Association; AHRQ=Agency for Healthcare Research and Quality; ECRI=ECRI Institute; ICSI=Institute for
Clinical Systems Improvement; IHI=Institute for Healthcare Improvement; TJC=The Joint Commission Center for Transforming Healthcare;
VANC=Veterans Affairs National Center for Patient Safety; VAH=Veterans Affair Healthcare; NA=not applicable.
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Table 4. Comparison of Concept-Level Coverage at Insufficient Care Components in the Guideline of Korean Hospital Nurses

Association ('2008)
Care component Concept KHNA AHRQ ECRI ICSI IHI TJC VANC VAH
Nursing Pathophysiologic Fall-IR: age 0 1 0 1 1 NA 0 1
assessment factors Fall-IR: bone condition 0 1 0 1 1 NA 0 1
Fall-IR: Coagulation 0 1 0 1 1 NA 0 1
Mental/cognitive Dementia 0.5 1 0 1 0.5 1 1 0.5
function Delirium 0 1 1 1 0.5 0.5 1 1
Emotional irritability 0 0 1 0.5 0.5 0.5 1 1
Anxiety 0.5 1 0 0.5 0.5 0.5 1 0.5
Therapeutic Pain 0 1 1 1 05 NA 0 1
factors Medication 0.5 1 1 1 1 NA 0.5 1
1V line 0 1 0 0.5 05 NA 0.5 0
Tube 0 1 0 0.5 05 NA 0.5 0
Foley catheter 0 1 0 05 05 NA 05 0
Communication  Ability of communication 0 0.5 0 05 05 NA 0 0
ability
Post-fall Head injury: headache 0 1 1 0.5 0.5 NA 1 0.5
assessment Head injury: amnesia 0 1 1 0.5 0.5 NA 1 0.5
Head injury: vomiting 0 1 1 0.5 0.5 NA 1 0.5
Nursing Risk-targeted Cognitive intervention 05 1 0 05 05 NA 0 0.5
intervention Toileting 0 1 1 1 0.5 NA 0 0.5
Sleep problem 0 1 0 05 05 NA 0 0.5
Staff Communication with nurses 0 1 1 1 1 NA 0.5 0.5
communication Communication with doctors 0 1 1 1 1 NA 0.5 0.5
Post-fall Communicating on falling 0 1 1 05 05 NA 05 0.5
intervention Post-fall environmental 0.5 1 0.5 0.5 05 NA 1 0.5
re-evaluation
Nursing Patient outcomes  Fall injury severity 0.5 1 1 1 0.5 1 1 1
outcomes

KHNA=Korean Hospital Nurses Association; AHRQ=Agency for Healthcare Research and Quality; ECRI=ECRI Institute; ICSI=Institute for
Clinical Systems Improvement; IHI=Institute for Healthcare Improvement; TJC=The Joint Commission Center for Transforming Healthcare;
VANC=Veterans Affairs National Center for Patient Safety; VAH=Veterans Affair Healthcare; Fall-IR=fall injury risk; NA=not applicable.
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Appendix 1. Conceptual Framework for the International Classification for Patient Safety [17]
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The core concepts circled with bold dotted line were used to identify nursing elements in this present study.
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