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Abstract
Clinical algorithms can guide nursing staff in critical decision-making in patient care. Here, a post-fall care protocol was developed to support nursing staff’s decision-making after a patient experiences a fall. Clinical leadership is an integral component to ensuring adoption and integration of a new quality improvement protocol into clinical practice. This article highlights the implantation of a post-fall protocol and the support of clinical leadership to integrate knowledge into the development of this information.
Expert nurses are essential to healthcare cost containment and providing quality care. These nurses are guided by immediacy—they take measures to understand situations, deal with complex situations, manage multiple tasks, meet patient and family needs, and negotiate and collaborate with the health care team. Thus, clinical algorithms can support nursing staff during this process. 
Clinical Algorithms 
Algorithms have been developed from evidence-based clinical practice guidelines and can help apply research to practice (Jablonski et al., 2011, Margolis, 1983). By following the step-by-step approach of an algorithm, nurses can refine their skills and have confidence in making appropriate decisions; this is particularly useful for junior or less experienced nurses. When difficulties are encountered, gaps in a particular assessment or management process are revealed as are errors in thinking about a clinical problem (Jablonski et al., 2011, Margolis, 1983). The algorithms can be valuable teaching aids when addressing any performance deficits because their visual flow is easily comprehensible. They are a highly effective tool for learning and teaching adherence to best practice guidelines. The development of a clinical algorithm begins with the identification of a need followed by basic research to ensure accuracy and completeness of information sources. These sources may include policies, articles, current evidence-based practice, and observation of the clinical practice. A list of all potential decision-points and interventions is created to formulate a draft of the algorithm. The algorithm must then be tested in both didactic and clinical situations to ensure that it is accurate and current. The algorithm is then audited and updated as clinical practice evolves. 
There are many benefits to using algorithms to guide clinical practice. Algorithms can be used as teaching tools in a variety of situations and can help inexperienced nurses learn, problem solve, troubleshoot, and improve decision-making skills; they are also useful in competency-based orientation programs because they focus on psychomotor skills. They provide more experienced nurses with a quick review of critical problems, and they can be visually attractive and easy to understand. They satisfy cross-training needs—especially for high-risk situations that require rapid clinical judgment.  They also provide an opportunity for exchange of information between professionals and facilitate interdisciplinary and collaborative teamwork.
However, one major disadvantage of clinical algorithms is that nurses are sometimes non-compliant; they may not use the algorithm as a reference, and this might hinder critical thinking (or reinforce erroneous thinking). Nurses might also feel less empowered in their own clinical judgment, which might compromise complex situations where critical thinking beyond the algorithm is required. An algorithm should be reevaluated when in clinical practice, and further algorithm development should focus on its efficacy and testing during clinical education. 
Post-fall Care Protocol
Falls are a common and recurring problem in major trauma centers. Thus, we developed and implemented an algorithm to help nurses deliver post-fall care; the development methodology will not be discussed here but can be found in another publication (Lovence, K. 2016). The general scheme of the algorithm is as follows: The post-fall algorithm begins with a decision diamond that requires the nurse to determine if loss of consciousness has occurred. If so, the nurse must immediately check circulation, airway, and breathing and call rapid response as needed. If no loss of consciousness has occurred, then the next step is to determine whether serious injury has occurred. Here, serious injury is defined as an injury involving the neck or spine or any other major trauma. The attending nurse should not move the patient but should call for assistance from another nurse and immediately notify a physician. At this point, a head-to-toe assessment is performed to obtain baseline information including neurologic, cardiac, musculoskeletal, and integumentary assessment. The cardiac assessment requires the nurse to perform a baseline set of orthostatic vitals including blood pressure, heart rate, oxygen saturations, temperature, and telemetry (if available). Neurologic assessment includes blood sugar and assessment of the Glasgow coma scale (pupils, speech, sensation, and level of consciousness). The musculoskeletal system should be assessed for any deformities, pain, swelling, weakness, strength, and range of motion, and the skin should be assessed for any abrasions, lacerations, obvious bleeding, and/or hematomas.
If there is no head trauma, then vital signs should be taken every eight hours for the next 24 hours and then reassessed. If there is minor head trauma or head injury, then neurologic vitals should occur every hour for at least four hours and then every eight hours for the first 24 hours prior to reassessment or as indicated by the doctor or nurse practitioner.  The doctor or nurse practitioner determines if further assessment should occur during the 24-hour reassessment period. This can lead to termination of the protocol.
Communication of Findings
After the initial assessment, the nurse gathers the physical assessment findings as well as any other relevant information such as past medical history, medications, any recent laboratory results, injury risk factors, and the situation-background-assessment-recommendation (SBAR). These are all recorded in the nursing notes and communicated to the physician or nurse practitioner. The nurse should determine if any testing or medication holds are indicated. 
Post-fall, it is important to ensure that all fall indicators are in place for the nursing staff, and care indicators should be clearly visible on care visibility, the Kardex, and the communication white board at the patient’s bedside. A modified Fulmer SPPICES tool must also be completed to determine the risk factors associated with the fall episode, and the fall should be disclosed to the family along with review of the “Fall Prevention Tips” pamphlet; this will ensure future safe practice with respect to ambulation. This is especially important because if there are no issues with mobility, then the nurse is expected to continue with mobility care practice. It is important that the fall episode be documented in the nurses’ SBAR report and reported to the team leader so that the fall and any concerns can be discussed in the shift report and during interprofessional rounds. The nurse is responsible for informing physiotherapy and occupational therapy (PT/OT) so that an OT/PT assessment can be undertaken—this should be followed to ensure completion. Twelve hours after the post-fall incident, the nurse is responsible for performing a full physical examination to evaluate and document injury due to the fall.
Outcomes
Clinical algorithms offer sequential clinical decision-making for evidence-based practice (Margolis, 1983). The post-fall care algorithm described here—along with educational training—can provide staff nurses with the ability to make decisions about the correct care process to use with respect to falls, and the algorithm allows for appropriate assessment, transfer of accountability, and appropriate communication with interdisciplinary members of the health care team. Implementing the algorithm can stimulate the appropriate nursing training on how to respond to falls (Oliver, Healey & Hanes, 2010 & Stevens, Corso, Finkelstein, 2006). This approach can improve the quality-of-care in the assessment and nursing management of geriatric patients post-fall, and we recommend its use in other institutions.
Role of Clinical Leadership 
Clinical leaders play an integral part in process improvement (Kramer, M., Maguire, P. & Schmalenberg, C.,2007). Here, we met with clinical leaders in risk management to evaluate the clinical data that were concerning at the institutional. We met with the unit manager and unit educators to educate them and determine times when to educate staff. Once these leaders agreed with the education times, they also assisted in tracking the proposed practice change. Educators shared audit and feedback results with staff in meeting and emails. Risk management leaders were willing to meet and share evidence of the data after implementation and were open and willing to suggest changes. Ultimately, everyone was willing to support this study, and this form of leadership assisted with the final adoption.

Conclusion
Clinical algorithms can support the clinical practice of nursing staff. Nurses in acute care are expected to manage care for the acutely ill. The use of clinical algorithms can guide both new and experienced nurses with critical thinking and decision-making. The algorithms should be well organized and visually appealing. An algorithm should be re-evaluated after introduction into clinical practice, and further development should focus on its efficacy in producing a clinical outcome as well as by testing it in clinical education. The proposed post-fall algorithm is distinct from other current algorithms because it focuses more on specific parameters for physical assessment post-fall. The nurse should provide assessment within a span of 48 hours and should connect with other interdisciplinary team members during this period.  The algorithm can be used in any clinical practice environment (acute or long-term care), community, and teaching hospital settings. It is easy to use and is visually appealing. 
The development of this protocol involved various levels of clinical leadership who were willing and able to meet and suggest changes. This led to improved adoption of the new protocol. Nursing leaders must be readily available to plan and meet for integration of this new practice. They should change clinical concepts in accordance with research. Further research is needed in the general area of post-fall care practice, the use of algorithms for post-fall care in nursing education, and the effectiveness and usefulness of post-fall care algorithms in clinical practice.
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