Fall TIPS Common Misconceptions: Assessment/Planning
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and/or increased fluids.

v If the patient has a hep lock but is not getting any meds or fluids, select the /V Pole or
Equipment risk factor. There is no intervention necessary, but the patient’s status may change
quickly so it is a risk factor.

v Bed Alarm On is only appropriate for patients who have demonstrated, or nursing judgement
indicates, that they will not reliably call for help. Patients who have fallen before or are high risk
for falls do not automatically warrant a bed alarm.

v' Update Name and Date every day so that all team members can trust that the assessment and
plan are for the current patient and are up-to-date. This also applies to independent patients
without any fall risk factors.



