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Objectives

• Describe what constitutes a fall, including 
how to measure the fall rate.

• Explain the intrinsic and extrinsic causes of 
falls.

• List evidence-based fall assessment tools 
used in inpatient and outpatient settings.
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CDC: Falls Doubled Since 2000 for Seniors
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Falls 1 of 34 Safe Practices by NQF
• Falls is one of the 34 Safe Practices for Better 

Healthcare by NQF (Updated April 2010 and March 
2011) 

• Safe Practice 33 is on Falls Prevention
• Hospitals and other healthcare facilities should take 

action to prevent patient falls and reduce fall-related 
injuries by implement evidenced based interventions

• Safe Practice 4 includes falls as one of the 
identification and mitigation of risks in healthcare

• Need to monitor the effectiveness of the falls 
programs including reduction strategies, 
environmental redesign, and patient/family 
education
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34 Safe Practice   Number 33 on Falls
• Have a fall reduction program
• Program must do an appropriate evaluation of the 

patient
• Must include interventions based on risk
• Staff must be educated on fall reduction program
• Patient and family is educated on program
• Evaluate the effectiveness of the falls program
• Remember you need organizational support for a 

fall prevention program!
• Source: National Quality Forum, 34 Safe Practices 

for Better Healthcare  2011 and revision March 2012
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NQF 29 Never Events 
• The National Quality Forum (NQF) initial list of 

serious events that should be publicly reported 
was published in 2002 which was updated in 
2006

• Updated in 2011
• Called Serious Reportable Events in 

Healthcare or never events
• It identified 29 adverse events that were 

considered to be largely preventable
• This document would include death or 

disability associated with a fall while being 
cared for by the facility
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CMS Hospital Acquired Conditions (HACs)
• CMS has HACs in which there will be no 

additional payment for Medicare payments
• This includes hospital acquired injuries, 

fractures, dislocations, crushing injury, burn,  
and patient falls

• Falls is the number one HAC
• Data when this was introduced showed 2,591 

cases at an average cost of $24,962 for fiscal 
year 2006 when it first started

• There is a business case for falls (AHRQ, 2013)
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Cost of Falls
• Another study found the cost for fallers with serious injury 

was $13,316.00 more than non-fallers
• Wong CA, Recktenwald AJ, Jones ML, et al. The cost of 

serious fall-related injuries at three Midwestern hospitals. 
Jt Comm J Qual Patient Saf 2011;37(2):81-7.

• One study found 31-51% of falls in hospitals resulted in 
some injury

• Oliver D, Healey F, Haines TP. Preventing falls and fall-
related injuries in hospitals. Clin Geriatr Med 
2010;26(4):645-92

• Fall related injuries account for up to 15% of 
rehospitalizations in the first month after discharge

• Fall and Injury Prevention, Leanne Currie 2008, AHRQ 
Patient Safety Handbook for Nurses
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Healthcare Associated Falls

• 2-20% of patients will have a fall in the hospital
• Higher rates of falls on rehab, geriatric and neurosurgery 

units
• Fall related injuries account for 6% of all medical 

expenditures for patients 65 or older
• 23-40% will have an injury an 1.5-8% will be a major injury
• Associated with increased charges of $4,233

• Falls and trauma in hospital is hospital acquired condition 
with no additional payment

• Schwendimann R, et al. Falls and Consequent Injuries in 
Hospitalized Patients. BMC Health Ser Research 2006;6:69

• Bates DW. Serious Falls in Hospitalized Patients: Correlates 
and Resource Utilization. Am J Med 1995;99:137-143
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Overview
• Between 700,000 and 1 million people in the US fall every 

year
• About one-third of them can be prevented
• CMS has not reimbursed hospitals since 2008 for certain 

type of traumatic injuries that occur and many result from 
falls

• Fall prevention involves managing patient’s under lying fall 
risks so look at issues specific to that patient

• Problems with walking and transfer, medication side 
effects, confusion, toileting needs, etc.

• Ganz DA, Huang C, Saliba D, et al. Preventing falls in 
hospitals: a toolkit for improving quality of care. 
January 2013. AHRQ Publication No. 13-0015-EF. 
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One Hospital’s Approach   AHA
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What 5 Things Did They Do?
• Medication-Pharmacy made 

recommendations for specific conditions, 
when possible, to minimize dizziness, 
confusion and other symptoms associated 
with falls

• Patient and family education-A patient 
education sheet about the risks of falls and 
preventative measures was developed

• A registered nurse reviews the sheet with 
patients and families on admission and 
reinforces the information each shift
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5 Things to Prevent Falls
• Safe room setup-Includes an environment 

that is free of obstacles and clutter and a 
patient’s call light and personal items are 
within reach.

• Safety signage-Caution posters that 
encourage patients to call for help are 
displayed in all patient rooms and bathrooms.

• Rounding-Created a log that nursing staff 
fills out each hour with time and initials that 
confirms staff checks for pain, bathroom 
needs and positioning.
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Bed trapeze

Falls prevention 
poster

Non-exit side rails up 
for support

Exit side 
head rail up for 

support and foot rail 
down at all times.

Movable 
hand rail (Hemi-

walker) always
within reach

Bed controls at 
fingertips

Bed alarm

Bedside commode 
placed along- side 
bed
(replaces urinal)

Non-skid floor

Room illuminated 
at all times

Non-slip floor mat absorbs fluids, food, & stool, and prevents slips



More Nurses and Alarms To Reduce Falls
• Study in Journal of Patient Safety discusses 

hospitals in Washington State must report falls to 
department of health 

• 11 states must report
• Some hospitals have installed alarms to monitor 

patients prone to sleepwalking
• But need enough nurses and staff to respond when 

alarm goes off
• Hospital reduced falls by 66% by having enough 

nurses
• Patients given Ambien are four times more likely to 

fall
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More Nurse and Alarms To Reduce Falls
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Is There Conclusive Evidence?
• One study found that there is no conclusive evidence that 

hospital fall prevention programs can reduce the number of falls 
or fallers

• Stated more studies are needed to evaluate the trend toward 
actively targeting the patient’s most important risk factors

• So let’s focus on both and newer studies gives us some hope 
where a program reduced falls

• Coussement J. Interventions for Preventing Falls in Acute 
and Chronic-Care Hospitals: A Systematic Review and 
Meta-Analysis. JAGS 2008;56:29-36

• Dykes PC, et al. Fall Prevention in Acute Care Hospitals: A 
Randomized Controlled Trial. JAMA 2010: 304: 1912-1918 

• Cameron ID. Interventions for Preventing Falls in Older 
People in Nursing Care Facilities and Hospitals. Cochrane 
Databse Syst Rev 2010;20(1):CD005465
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New Studies
• New studies are being published and hospitals should do 

periodic literature searches on falls
• Falls committee can ask librarian to send the committee any 

articles on fall
• For example, Mayo Clinic study found that the popular sleeping 

pill Zolpidem (Ambien, Intermezzo, Stilnox, Sublinox) for sleep 
is correlated with an increase risk of falls (quadruples fall risk)

• Approximately 3% of all patients on this drug fell compared 
with 0.7% who did not take this drug

• Source Journal of Hospital Medicine
• Women can have chemotherapy induced peripheral neuropathy 

which is associated with the risk of falls
• American Society of Clinical Oncology, news release, Jan. 

11, 2016
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New Studies

• Create a no pass zone
• Any who see the call light on responds whether it 

is their patient or not
• Create a personalized recorded message for the call 

alarm
• Helps some confused patients in an unfamiliar 

setting by hearing their name, the language they 
speak and something personal about the patient

• Put a patient board in every patient room
• Identify if patient uses a cane, bed alarm, walker, 

or some other activity such as toileting and no 
patient walks alone
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Infections Lead to Falls

• Research shows that infections can be an 
underlying cause of patient falls

• The Massachusetts General Hospital study 
found that bloodstream, urinary, and 
respiratory infections are the most common 
causes for infection-related falls

• Infections can cause patients to experience 
dizziness or lightheadedness, which can lead 
to falls and leads to patients coming to the ED

• Not just the elderly: 20% of patients in the 
study were younger than 65.
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AHRQ Toolkit

• AHRQ toolkit is an excellent resource available at 
no cost

• It is called “Preventing Falls in Hospitals; A Toolkit 
for Improving Quality of Care”

• It is a roadmap for preventing of falls in hospitals
• It has many excellent evidence based tools
• States a number of practices have been shown to 

reduce the occurrence of falls but these practices 
are not systematically used in all hospitals

• https://www.ahrq.gov/sites/default/files/publicatio
ns/files/fallpxtoolkit.pdf
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AHRQ Preventing Falls in Hospitals
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https://www.ahrq.gov/sites/def
ault/files/publications/files/fall
pxtoolkit.pdf



AHRQ  Preventing Falls Toolkit 
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A Roadmap to Follow!
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AHRQ Toolkit
• Geared at negotiating a change process at your 

hospital
• Stresses it is an interdisciplinary process
• Has a implementation guide which is organized into six 

major questions
• Focused on putting preventive strategies into practice
• Have a standing committee to oversee fall program

• Hempel S, Newberry S, Wang Z, et al. Review of 
the evidence on falls prevention in hospitals. RAND 
Working Paper. (Prepared for the AHRQ, 
Publication No. WR-907-AHRQ. Santa Monica, CA: 
RAND; 2013) 
www.rand.org/pubs/working_papers/WR907.html
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AHRQ  Falls Plan of Care
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Detailed Action Plan
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HENS Poster How Many Days Since Last Fall
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www.hret-
hen.org/index.php?option=com_content&view=article&id=5&Itemid=130



Falls Resources Partnership for Patients HHS
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http://partnershipfor
patients.cms.gov/p
4p_resources/tsp-
injuriesandfallsfrom
immobility/toolinjuri
esandfallsfromimm
obility.html
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Fall Risk Assessment Pa PSA
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http://patientsafetyauthority.org/ADVISORIES/AdvisoryLibrary/2012/Sep;9(3)/Page
s/73.aspx
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Call Before You Fall Posters
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Falls and Mobility

• The goal should focus on prevention and severity 
of injury from falls and increased immobility

• We need to get patients up and moving
• Immobility causes increased LOS, delirium, 

pressure ulcers, functional loss, and 
readmissions

• Foley catheters increase fall risk
• Study showed 30% of elderly patients had an 

initial order of bedrest
• Another study showed median amount of time 

standing or walking is 43 minutes
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Falls and Mobility
• Translation means that up ad lib means 97% of the 

time patients are immobile or 23 hours 17 minutes
• Immobility or deconditioning may explain why so 

many patients fall when toileting
• Immobility creates an increased risk when patients 

do need to mobilize
• Brown CJ et al. The Under recognized Epidemic 

of Low Mobility During Hospitalization. JAGS 
2009;57:1160-1665

• Early Ambulation and Length of Stay in Older 
Adults Hospitalized for Acute Illness. Arch Int
Med 2010;170:1942-1943
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TJC Standard

• Falls was as a Joint Commission National 
Patient Safety Goal in 2009 but moved to 
standard in 2010 under PC.01.02.08

• PC.01.02.08 The hospital assesses and 
manages the patient’s risks for falls

• EP1 Hospital must assess the patient’s risk for 
falls based on the patient population and setting 
(elderly, behavioral health, pediatric patients)

• EP2 Hospital implements interventions to reduce 
falls based on the patient’s assessed risk
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TJC Standard

• PI.01.01.01 The hospital collects data to monitor 
its performance

• EP 38 The hospital evaluates the effectiveness of 
all fall reduction activities including assessment, 
interventions, and education. (Deleted 7-1-2016)

• Note: Examples of outcome indicators to use 
in the evaluation include number of falls and 
number and severity of fall-related injuries.

• However, August 1, 2016 surveyor will ask to see 
your falls policy and in the document review 
session
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Joint Commission Fall Standard

• Generally a fall assessment is done as part 
of the initial nursing assessment

• Based on the assessment a plan of care is 
developed

• The patient interventions are based on 
what their score is on the fall tool

• Most have two or three types of 
interventions depending on the risk

• Joint Commission abbreviated TJC since 
no longer called JCAHO
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Intervention Strategies

Intervention

Level of Risk Area of Risk

H
ig
h

Med Low Frequent 
Falls

Altered 
Elimination

Muscle 
Weakness

Mobility 
Problems

Multiple 
Medications

Depression

Low beds X X X X X X X X X

Non-slip grip footwear X X X X X X X X X

Assign patient to bed that 
allows patient to exit 
toward stronger side

X X X X X X X X X

Lock movable transfer 
equipment prior to 
transfer

X X X X X X X X X

Individualize equipment 
to patient needs

X X X X X X X X X



Why Look at Falls?   TJC Data on Falls

• Falls rate high on the list of sentinel events 
tracked by The Joint Commission (TJC)

• 2cd leading cause of sentinel events now
• July 5, 2016 data of 12,561 SE shows 833 

falls which is about 6% of all sentinel 
events reported
• 95 in 2015 and 52 so far in 2016

• TJC issues “Reduce your risk of falling” as 
one of their Speak UP brochures and video

• Sept 2015 issues sentinel event alert on 
preventing falls and fall related injuries
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TJC Sentinel Event Alert on Falls
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www.jointcommission.org/assets/1/6/SEA
_55_Falls_4_26_16.pdf
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TJC Root Causes of Falls
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TJC 2016 With Targeted Solutions
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TJC Transforming Care
• Announced results of 7 hospitals study in 2014 and 

released on-line targeted solutions tool  (TST) for 
preventing falls August 2015

• Reduced falls by 35% and injuries by 62%
• Average fall patient has increased LOS of 6.3 days 

and costs $14,056.
• Results of study would save 400 bed hospital 1.9 

million a year and reduced injured fall patients by 
133

• Created 21 targeted solutions 
• www.centerfortransforminghealthcare.org/tst_pfi.

aspx
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TJC Preventing Falls

• AHA Hospitals in Pursuit of Excellence and 
TJC released a guide to prevent falls

• 20 page document and describes factors 
and solutions to prevent falls

• Based on 30 RCAs and the 21 targeted 
solutions

• Hospitals reduced falls by 35% and falls 
with injury by 62%

• Helps to analyze the contributing factors 
that result in falls
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TJC Preventing Falls   20 Pages 
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www.hpoe.org/Reports-HPOE/2016/preventing-patient-
falls.pdf

400-bed hospital could expect 134 fewer injuries and $1.9 million in costs avoided 



Top Contributing Factors to Falls

• Fall risk assessment issues such as tool not a 
valid predictor or inconsistent ratings

• Handoff communication issues and use ticket to 
ride or incorporate alerts to which patients are at 
risk

• Toileting issues as patients did not seek help 
and medications that increase risk of falling

• Call light issues
• Education and organizational culture issues and
• Medication issues as 1 or more that increase 

risk
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TJC Sentinel Event 55

• TJC issues SEA 55 on preventing falls 
September 28, 2015 and is five pages long

• Discusses average cost for a fall is $14,000
• States hundreds of thousands of patients fall 

every year in the hospital and 30-50% are injured
• Remains one of the top 10 sentinel events 

reported
• Due to inadequate assessment, communication 

failures, inadequate staff orientation, 
environmental deficiencies (toilet height, slip 
hazards) and lack of leadership
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TJC Sentinel Event 55
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www.jointcommission.org/PatientSafety
/SpeakUp/
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TJC Video on Reduce Risk of Falling
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www.jointcommission.org/mu
ltimedia/speak-up-reduce-
your-risk-of-falling/



The Joint Commission Matrix for Falls RCA  
• TJC requires a RCA be done for reviewable sentinel 

events which includes a patient fall that results in death 
or major permanent loss of function as a direct result

• These are the elements that must be included in the 
RCA

• So RCA must include area marked such as physical 
assessment process, individual observation 
process, medication management, staffing level etc.

• Matrix removed from July 2015 SE policy but still 
helpful

• Available in SE policy (revised) at 
www.jointcommission.org/Sentinel_Event_Policy_an
d_Procedures/

58



59

Matrix removed from July 2015 SE policy but still helpfulMatrix removed from July 2015 SE policy but still helpful



Consider Doing a Falls FMEA  www.ihi.org
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CMS CoP Requirements

• CMS requires hospitals in the hospital CoPs to have 
a safe environment/setting 

• CMS has this as hot spot in their Guidelines for 
Immediate Jeopardy

• CMS requires the health and safety of patients at risk 
are identified, investigated and resolved

• Having falls and no investigation would be a violation 
of this CoP which could come up during complaint or 
validation survey 

Source:  
http://www.cms.hhs.gov/manuals/downloads/som107_App
endicestoc.pdf
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website www.cms.hhs.gov/manuals/downloads/som107_Appendixtoc.pdf

Questions can be emailed to CMS at hospitalscg@cms.hhs.gov



Why Look at Falls 
• Falls program is the standard of care
• Substandard care could be the basis of a 

medical malpractice suit (average cost $70,000)
• Substandard care can be a compliance issue 

since billed for substandard care
• Fraud and abuse issue with either CMS or 

the OIG
• In Autumn vs. CMS1 LTC found guilty and had 

to pay monetary penalty of $3,050 per day from 
the date of discovery of deficiency, until date of 
resurvey

1 Autumn Breeze Rehabilitation Center v. CMS, the 
Dept of HHS, No. CR1285, March 2005
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Why Look at Falls  CMS CoPs

• CMS states that use of restraints for 
prevention of falls should not be 
considered a routine use of a fall 
prevention program (Tag 154)

• CMS states use of restraints does not 
reduce fall rate

• CMS states falls that occur when a 
patient is restrained often result in 
more serious injuries

• Articles were older publications
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CMS Hospital CoPs

• Patient should not be restrained because 
he might fall (Tag 154)

• When assessing risk for falls consider if 
medical condition or symptom that 
indicates a current need for protective 
intervention

• History of falling without current clinical 
basis is inadequate

• Determine if there are other interventions that 
can be used to prevent the patient from falling
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Why Look at Falls?  CDC 

• Falls are the leading cause of injury, 
hospitalization, and death for seniors (one third of 
adults over 65 each year, accessed CDC March, 
2016)

• 2.2 million treated in ED for injuries related to falls 
and CDC says 1.8 million (CDC1 )

• 581,000 seniors were hospitalized for fall injuries 
and 18,000 seniors died due to fall related injuries

• CDC issues two free publications2

1 http://www.cdc.gov/HomeandRecreationalSafety/Falls/adultfalls.html

2 http://www.cdc.gov/ncipc/preventingfalls/
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CDC Data on Falls Among Older Adults
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www.cdc.gov/Ho
meandRecreatio
nalSafety/Falls/in
dex.html



CDC Resources

• Has a fall prevention pocket guide for 
physicians

• Fall risk perception and risk assessment 
project 

• Go to Stopfalls.org
• Bibliography database updated
• Focus is to help the community reduce 

falls in their homes
• Information that a community Tai Chi fall 

prevention program can help
70
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Falls Brochures for Patients
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www.cdc.gov/hom
eandrecreationals
afety/Falls/steadi/i
ndex.html#downlo
ad
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CDC Free STEADI Toolkit
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www.cdc.gov/ho
meandrecreatio
nalsafety/Falls/s
teadi/index.html



Preventing Falls in Older Adults

• Exercise regularly
• Have doctor or pharmacist review medications
• Get adequate calcium and Vitamin D in your 

diet
• Do a program of weight bearing exercises
• Get screened and treated for osteoporosis
• Have eyes checked annual and update your 

eyeglasses
• Reduce trip hazards in home, add grab bars 

and railing and improve lighting in your home
77
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The Four C’s of Falls

• Consistent for all patients 
at risk for falling,

• Cross Disciplines means 
interdisciplinary approach,

• Coordinated from 
admission to discharge 
and continue at home,

• Culture from responding to 
errors to prevention from 
harm,



Introduction into Falls

• What are effective strategies or best 
practices for fall prevention?

• How can you reduce the fall rate in your 
facility?

• How can you decrease the level of injury 
or severity related to falls?

• Do you have a falls committee?
• How do you communicate risk factors for 
falls?
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Introduction into Falls

• What patient and family education do you 
do?

• Remember you need a standardized 
assessment tool and injury risk 
assessment.

• How do evaluate and monitor falls?
• How do you ensure accountability through 

auditing to make sure the falls risk 
assessments and interventions are done 
correctly?
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Introduction into Falls 
• What equipment and unit design configuration can maximize 

fall prevention?
• Standardize interventions for at risk patients with attention to 

highest risk patients
• Is there an understanding of the definition and any 

inconsistencies in reporting?
• WHO said inconsistency in reporting and did not report 

coming to rest on the ground
• WHO Global Report on Falls Prevention in Older Age. 

Available at: 
whqlibdoc.who.int/publications/2008/9789241563536_eng.
pdf 

• Sari AB, et al. Sensitivity of routine system for reporting 
patient safety incidents in an NHS hospital: retrospective 
patient case note review. BMJ2007;334(7584):79.
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Introduction into Falls 
• What are common risks for falls?
• What is a good incident report specific for falls?

• One study found 44% of falls were not capture on 
the hospital’s incident reporting system

• Haines TP, et al. Inconsistency in classification 
and reporting of in-hospital falls. J Am Geriatr Soc 
2009;57(3):517-523.

• Fall assessment need to be patient specific and do 
you use sitters for high risk patients?

• How do you ensure compliance with risk 
assessments, incident investigations and confronting 
problem?
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Introduction into Falls

• Preventing falls requires a multifaceted fall 
prevention approach

• Fall prevention monitoring system
• Creation of CNS position
• Have a good policy and make sure staff 

educated on policy
• Fall incident report, post fall assessment and 

documentation system
• Individualized approach to fall prevention,  

PI, responsibility of all staff to prevent falls, 
etc.
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Is There A  Road Map to Preventing Falls?

84



Road Map to Preventing Falls
• Falls prevention program that includes:

• A team approach
• Identify what group is responsible to oversee 

the strategic plan for falls including planning, 
implementation and evaluation

• Unit based falls champions (very important)
• Look at unique needs of special population

• Accurate and concurrent reporting
• Need data on all falls 
• Need to analyze falls data for common factors 

and to make sure interventions are working
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Road Map to Preventing Falls

• Expectations, Education, and Accountability
• Clear expectations communicated to all 

including expectations on fall risk screening, 
assessment and interventions

• Education for all clinical and non-clinical staff
• Administration must provide resources and 

support for the falls program
• Need to do continuing education for 

physicians and in new physician orientation
• Annual training on fall prevention education
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Fall Prevention Checks Include:
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Key Words Falls Prevention

• It is important that you do not attempt to 
get out of bed or walk without assistance.  
We want to assist you when getting out of 
bed and walking to keep you safe from 
falling

• We will be in your room every hour to 
assist you with using the restroom, to 
make sure your call light is within reach, 
and to reposition you

• Remember call before you fall. It’s our job 
and it is not an inconvenience and we 
don’t want you to get hurt
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Definition of Falls

• One article reported that 21% of 
hospitals had not defined what 
constitutes a fall (ECRI, Oct. 2005),

• Reported also that only 82% of the 
facilities document in the chart the 
interventions chosen to mitigate 
the risk of falls,

• Documentation is important to 
provide the staff and hospital in the 
event a lawsuit is filed,
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Definition of Falls 

• Important to have a definition for falls and for staff to 
know what your definition is

• An unintended event resulting in a person coming to 
rest on the ground/floor or other lower level (witnessed) 

• Or is reported to have landed on the floor 
(unwitnessed) not due to any intentional movement or 
extrinsic force such as stroke, fainting, seizure 

• Basically an unplanned descent to the floor (NQF) or 
lower surface
Source:  Florida Hospital Association available at 
http://premierinc.com/quality-safety/tools-
services/safety/topics/falls/
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Tool Kits for Fall Prevention
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What’s in Your Policy and Procedure?
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Measurement

• How do you measure your fall rate?
• Difficult to benchmark data between 
facilities because definitions are 
different

• Also there are differences in the way 
facilities collect and report the data

• Problem of lack of risk adjustment
• One hospital sees twice as many elderly 
patients than the other hospital in town
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Measurement
• Common method is to measure and track your 

fall rate using the following;
• Number of patient falls x 1,000

Number of patient days 
• Look at the total number of eligible falls and 

divide it by the total number of patient days,
• Then multiple this number by 1,000 to create a 

rate per 1,000 patient days,
• Can also look at patients at risk, patient who fell, 

or falls per bed
• Used by NQF  at http://www.qualityforum.org/  

and Maryland Quality Indicator Project at 
http://www.qiproject.org/
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Other Fall Rate Measurements
The Number of 
Patients at Risk Rate

Number of patient 
falls__ x 1,000
Number of patients at 
risk

•This rate is commonly 
used in 
•long-term care 
facilities

97

The Number of Patients 
Who Fell Rate

Number of patients who 
fell_ x 1,000
Number of patients at risk

•In this formula repeated 
falls experienced by the 
same person are only 
included once in the 
numerator



Other Fall Rate Measurements

The Number of Falls per Bed
• Your facility had 4 falls last month. 
• Data shows you had 900 bed days last 
month,

• Fall rate= (number of falls/bed days of 
care) X1000 BDOC=(4/900) X 
1000=4.44 per 1000 BDOC,

• In other words for every 1000 bed days 
of care you can expect to have about 4 
falls.
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What is the Fall Rate?

• Studies show fall rate of acute care hospitals 
to be in range of 2.5% to 3.5%,

• Valuable to trend falls per 1,000 patient days,
• Difficult to compare from unit to unit not alone 

hospital to hospital unless risk adjusted,
• This means consideration of population mix 

and types of care, 
• Some units and types of care will have higher 

falls than others (LTC, Neuro floor, Rehab),
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What is the Fall Rate?

• Literature shows difficulty in comparing studies and 
trying to benchmark because studies use different 
calculations and some were not risk adjusted

• Inpatient rate is between 1.7 to 25 falls per 1,000 
patient days depending on care area with 
geropsych the highest (Currie 2008)

• Morse shows fall rate as 2.2 to 7 per 1,000 bed 
days in acute care hospitals

• 11.0 to 24.9 percent in long term care
• 8.0 to 19.8 percent in rehabilitation hospitals
• 4 to 7.5 percent result in serious injury



What is the Fall Rate Per 1000 Patient Days? 

• Acute care first falls 2.2 (Magaziner et. 
al.)

• Neuro floor rate is 5.2
• Psychiatry at 4.1
• Rehab at 7.6 to 12.6
• Geriatrics at 7.8
• Medical surgical unit 3.6 falls 
(Donaldson)
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Falls Injuries

•Falls are a nursing sensitive 
quality indicator

•Injuries are reported in 6-44% 
of acute inpatient falls

•Serious injury in 2 to 8% of falls 
(Currie, 2008) with less than 
1% resulting in death
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What is the Fall Rate?
• Some emergency department calculates falls per 10,000 visits
• Other calculate falls per 1,000 visit
• Fall rate is 0.288 per 1,000 visit

• Terrell, KN; Weaver CS; Giles, BK; Ross, MJ. (2008) ED 
Patient Falls and Resulting Injuries; Journal of Emergency 
Nursing. 35(2): 89-92

• Hospital compare is 0.527 per 1,000 discharges or 5.27 per 
10,000 discharges

• Others: 0.15 (Duke), or 0.45 (Alexander) per 1,000 discharges 
and used Kinder 1 fall tool

• Alexander, D; Kinsley, T ;Waszinski, C (2013), Journey to a 
Safe Enviroment: Fall Prevention in an Emergency Dept  
Level I Trauma Center, Journey Emergency Nursing. 39 
(4): 346-352
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Kinder 1 Fall Assessment for ED
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Added Additional Elements
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Conley ED Fall Scale 
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Conley ED Fall Scale
• Memorial Hospital ED selects as fall assessment tool

• http://charmcolorado.org/wp-
content/uploads/2013/11/KFlarity-Fall-Prev-Forum-
presentation.pdf

• Ask if history of fall in last 3 months (Score of 2)
• Observed if impaired judgment or lack of safety awareness 

(3)
• Observed any agitation (2)
• Impaired gait, shuffle, unsteady walk (1), mobility device (1)
• Asked if had any dizziness in past 3 months (1)
• Asked if ever wet or soiled yourself on way to bathroom (1)
• Hourly rounding, implemented interventions, and 

documented electronically (low 1-2, mod 3-4, high 5)
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What is the Fall Rate?

• VHA, Inc. reported the fall rate as 3.0 per 1,000 
patient days

• Maryland Quality Indicator Project reported fall 
rate as 3.7 per 1,000 patient days

• California Nursing Outcome Coalition reported 
3.2 per 1,000 patient days 

• Updated report issued 2009 
www.calnoc.org/globalPages/mainpage.aspx

• Falls is a nursing sensitive quality indicator See 
AHRQ study and Evidenced Based Handbook 
for Nurses
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Bedside Floor Mat

• VA National Center for Patient Safety has a 
website  on patient safety

• Includes a falls tool kit
• Tool kit has tips and tricks for selecting a 

floor mat with total of nine pages
• Also note blood thinner pamphlet for 

patients who fall and are on anticoagulants
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Falls and Staffing AHRQ Study

• Increase in nurse turnover increases the 
fall rate by 0.2%

• ANA and NQF also have falls as a nursing 
sensitive or quality indicator

• Also found adding one extra patient to LPN 
and nurse aide increased fall rate by 0.03

• Found staffing in ICU was significant to the 
fall rate

• Found lower falls rates with nurses 
satisfied with the care provided

111



Nurse Staffing & Quality of Care

112

http://www.ahrq.gov/cli
nic/tp/nursesttp.htm
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http://www.ahrq.gov/qual/nurseshdbk/



Common Risk Factors for Falling

• History of falls, age over 80
• Arthritis and balance deficit
• Cognitive impairment, confusion, and depression 

(impaired mental status)
• Gait deficit and impaired ability to perform ADLs 

(unsteady gait)
• Use of assistive device and muscle weakness

• Special toileting needs (lack of response time)
• Connected to O2, SCD boots, foley catheter etc.
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Common Risk Factors for Falling 
• Visual deficit (double risk) and fear of falling
• Cardiac arrhythmias and delirium
• Dizziness/lightheadedness and fatigue
• Fluid and electrolyte imbalance
• Multiple medications and orthostatic 

hypotension
• Longer LOS show increased risk and 

patients with bleeding disorders



Home Health Nurses

• Tinetti (1986) develop risk assessment 
for community dwellers with nine risk 
factors;

• Mobility, morale, mental status
• Distance vision
• Hearing
• Postural blood pressure
• Back exam
• Medication and ability to perform ADLs
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Risk of Falling for Children
• Falls are relatively rare
• What’s in your policy and procedure for children?
• However Graf (2005) found risk factors to be

• Seizure medication
• Orthopedic diagnosis
• IV
• Physical/occupational therapy ordered
• LOS (odds ratio 1.84 for every 5 days)
• Graf E. Pediatric hospital falls: Development of a 

predictor model to guide pediatric clinical practice. 
Paper presented at: Sigma Theta Tau International: 
38th Biennial Convention, 2005; Indianapolis, Indiana. 
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P&P for Children
• Uses many of the recommendations for 

adults
• Bed in low position with brakes on
• Keep night light on
• Orient patient and family to the setting
• Patients under 3 are placed in cribs
• If parent issues written release can go to 

junior bed
• If parent request full bed must stay with child
• Non skid footwear if ambulating etc.
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IHI.org How to Guide with Peds Section
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What’s in Your P&P for Children?
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I’M SAFE   Pediatric Fall Risk Assessment 
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Pediatric Scoring
• Remember the goal is to eliminate all falls with injury though 

the fall prevention program and
• Goal to increase the percentage of patients who get an 

appropriate fall risk assessment and fall prevention 
intervention

• Risk Score
• Low risk = 0 (all peds patients are, at a minimum, a 

low fall risk)
• Moderate risk = 1
• High risk = 2 or greater

• Patients age 2 years & younger are scored as 
high risk

• Patients admitted to the ICU are scored as high 
risk
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Don’t Forget OB Patient Fall Risks
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Don’t Forget Outpatients
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Don’t Forget Clinic Patients
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Medications

• Risk is greater if patient is taking four or more 
types of medications

• Over the counter medication can also increase 
the risk of falling

• 21% of falls from recent study were involving 
patients taking one or more medications that 
influence fall rate

• Patients at risk for serious injury include those on 
anticoagulants (also over age 85, with prolonged 
steroid use, bone conditions such as 
osteoporosis or metastatic bone cancer)
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Medications 
• Half of falls due to medications like 

antianxiety and antipsychotics (ICSI, 2012)
Medications most frequently associated with 

increased risk of falling
• Serotonin-reuptake inhibitors
• Tricyclic antidepressants
• Neuroleptic agents
• Benzodiazepines
• Anticonvulsants
• Class IA antiarrhythmic medications
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Medications 

• Anti-hypertensives
• Diuretics
• Laxatives and patient undergoing prep 
for colonoscopies and other similar 
tests

• Nonsteroidal anti-inflammatory agents
• Psychotropics
• Sedatives and hypnotics
• Vasodilators
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Fall Risk Medication Component

• One hospital added one with four risk 
categories of risk for medications and 
category 4 marked with orange sticker

• Risk Category 1 includes anti-depressant 
and anti-psychotics and focuses on dosage 
adjustment made in past five days,

• Risk Category 2 includes bowel prep and 
diuretics since these can lead to electrolyte 
imbalance, hypotension, and urgency 
related to the need to eliminate
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Fall Risk Medication Component 

• Risk Category 3 included opiates, narcotics, 
analgesics and antihistamines since these can 
lead to sedation, depressed reflexes, and can 
effect motor coordination

• Risk Category 4 includes Benzodiazepines and 
Alpha Blockers, which can be associated with 
sedation, dizziness, balance control, and 
hypotension

• Also note Beers List is medications that should 
not be given to the elderly as can increase the fall 
rate and AHRQ as a toolkit
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Beer’s List Updated 2012!

• AHRQ has a number of other free toolkit
• One is the Beer’s Criteria which is a list of 

medications that should not be prescribed for 
patients over the age of 65

• Some increase the fall risk in the elderly
• It lists the drugs or class of drugs and explains 

why it should not be use
• Also lists the severity such as low or high risk
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Beer’s List
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Causes of Falls
• Falls can be classified in a number of ways
• Can be based on environmental or 

physiological
• One approach used by Janet Morse is to 

classify as
• Accidental, unanticipated 

physiologic, or anticipated 
physiologic

• Prevention depends on the type of fall
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Morse - 3 Classifications of Falls
• Accidental – a fall can occur in a low risk patient due to 

an environmental hazard such as the patient slipping or 
tripping, such as water on the floor so to prevent reduce 
environmental hazard (14%)

• Anticipated physiological- falls by persons considered 
to be at risk for falling (8%)

• The patients have some risk factors for falling such as 
abnormal gait, frequent toileting needs, high risk 
medications, etc.

• Close supervision and attempt to address risk factors
• Unanticipated physiological - falls attributed to 

physiological factors that can not be predicted before the 
first fall (78%)

• Such as a stroke, seizure, or syncopal episode so 
need appropriate post fall care
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Intrinsic vs. Extrinsic Factors

• Generally accepted that falls are caused 
by multiple factors

• Another classification scheme is that 
falls result from complex interaction of 
extrinsic and/or intrinsic factors

• Intrinsic is related to patient’s physical, 
mental and cognitive condition

• Extrinsic is related to the environment
Source:  Tideiksaar, 1998
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CDC Risk Factor Chart
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www.cdc.gov/home
andrecreationalsaf
ety/Falls/steadi/ind
ex.html#download



Intrinsic Risk Factors

These are integral to patient’s system and 
many are associated with age-related changes

• Previous fall - studies have cited a history of 
falls as a significant factor associated with 
patients being more likely to fall again 

• Reduced vision or visual acuity – vision  
affected by, for example, a decline in visual 
acuity, decreased night vision, altered depth 
perception, decline in peripheral vision, or glare 
intolerance 

• Unsteady gait - manner and style of walking 
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Intrinsic Risk Factors 
• Mental status – status affected by confusion, 

disorientation, inability to understand, and 
impaired memory, dementia, depression, 
poor impulse control, inability to perceive 
depth

• Having had a stroke in the past with 
sustained neurological impairment

• Low physical activity, being given a laxative 
or psychotropic drug, or sedative

• Acute illnesses – rapid onset of symptoms 
associated with seizures, stroke, orthostatic 
hypotension, and febrile conditions 
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Intrinsic Risk Factors 
• Chronic illnesses - conditions such as 

arthritis, cataracts, glaucoma, dementia, 
diabetes and Parkinsonism 

• Postural or orthostatic hypotension
• Incontinence or urinary frequency or 

urgency
• Use of four or more prescriptions
• Belief that asking for help is 

inappropriate- call before you fall 
campaign and age

• Fear of falling that increases the fall rate 
after increased mobility
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Extrinsic Risk Factors

External to the system and relating to physical 
environment

• Medications - those that affect the central 
nervous system, such as sedatives and 
tranquilizers, benzodiazepines, and the number 
of administered drugs (some consider intrinsic)

• Bathtubs and toilets – equipment without 
support, such as grab bars, toilets in low 
position

• Design of furnishings – height of chairs and 
beds, bed in high position, table or beds that 
are on wheels and have sharp edges
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Extrinsic Risk Factors

• Condition of ground surfaces-floor 
coverings with loose or thick-pile carpeting 
or throw rug, sliding rugs, upended linoleum 
or tile flooring, highly polished or wet floors

• Poor illumination conditions - intensity or 
glare issues and monochromatic color 
schemes or colors that agitate

• Distracting noise and prolonged length of 
stay

• Use of restraints
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Extrinsic Risk Factors 

•Poor staff training
•Not answering call lights 
promptly

•Attached to equipment like monitor 
or IV or oxygen tubing

•Time of day (more falls at night)
•ECT therapy in behavioral health
•Being physically challenged in rehab
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Environment Assessment to Prevent Falls
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Environment Assessment to Prevent Falls
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Interventions Universal Fall Precautions
Identify steps and interventions to prevent falls in light of 
the intrinsic and extrinsic factors and the score on the risk 
assessment:

• Bed in low position
• Toileting and continence programs

• Elevated toilet seats
• An appropriate armchair with wheels locked at the 

patient’s bedside 
• Cameron ID, Murray GR, Gillespie LD, et al. 

Interventions for preventing falls in older people in 
nursing  care facilities and hospitals. Cochrane 
Database of Systematic Reviews 2010, Issue 1. Art. 
No.: CD005465.
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Interventions Universal Fall Precautions

• Comprehensive patient assessment and 
environmental assessment 

• Assess for low BMI, osteoporosis, vitamin D 
deficiency and anti-platelet therapy since 
evidence based practice recommendations

• Ensure that the pathway to the restroom is free 
of obstacles and properly lighted

• Sturdy handrails in patient bathrooms
• Ensure the hallways are clear of obstacles

• Top TJC Problematic Standard
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Interventions Universal Fall Precautions

• Bathroom close to bed or bedside commode
• Do not leave patient unattended in bathroom 

• Medication review 
• Reconciliation of medication should also be 

done
• Treat underlying disorders such as syncope, 

diabetes and anemia
• Increase mobility and get patients moving
• Instruct the patient or resident to request 

assistance as needed - call before you fall 
• Safe handling practices
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Interventions 

• Answer call lights promptly and one hour 
rounds during day and evening on high risk 
patients

• Use teach back regarding call light use
• Have patient demonstrate call light

• Instruct the patient to wear non-skid footwear
• Place assistive devices such as walkers and 

canes within a patient’s or resident’s reach
• Evaluate chair and bed height, lower bedrails
• Validate instrument that assesses for risk injury
• Reassess at regular intervals
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Interventions 

• Consider peak effect for prescribed medications 
that affect level of consciousness, gait and 
elimination when planning patient care 

• Reduce use of restraints
• Observe environment for potentially unsafe 

conditions, such as loose carpeting and water 
on the floor.  Do not over wax. Notify 
appropriate department(s) of hazardous 
conditions

• Use alarm devices
• Monitor and treat calcium and Vit D deficiencies 

for long term care patients 
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Interventions 
• Do not leave “at risk” patients or residents 

unattended in diagnostic or treatment areas such as 
x-ray 

• Ensure patients or residents being transported by 
stretcher/bed have all side-rails in the up position 
during transport and while awaiting test

• Reduce bedrail hazards
• Use floor mats
• Keep patient’s personal items within reach at all 

times
• Transfer belts should be available
• Assess need for 1:1 monitoring
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Plan of Care

• Interventions are also based on the actual 
number obtained on the risk assessment tool

• Morse scale, Hendrich II, Tinetti, Schmidt , 
Johns Hopkins, STRATIFY,  Edmonson-
Psychiatric, Downton, Mahc Home Health, 
Innes, or other evidenced based scales

• Recent history of falls (category) and indicator 
is fallen past 3 months gives you 7 points

• North America Nursing Diagnosis Association 
nursing diagnosis guideline on “risk for falls”
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Plan of Care Based on Total Score 
• Poor mobility/generalized weakness (category) 

and indicator is difficulty rising from chair 
unassisted, unsteady gait, use of assistive 
devices, needs assistance, imbalance gives you 
4 points

• Altered elimination and indicator is incontinence, 
frequency, nocturia, diarrhea, needs assist 
toileting, gives you 3 points

• Confusion/disorientation and indicator is poor 
judgment, lack of safety awareness, not able to 
follow instructions and memory problems gives 
you a score of 3
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Plan of Care

• Dizziness/vertigo/syncope and indicator is 
related medications, blood/volume loss, 
vital signs INR, orthostatic changes, dizzy 
with position change gives you score of 3 
points

• Medications and indicator is psychotropics, 
antihistamine, benzodiazepines, 
antidepressants, cardiac-hypertensive 
meds, diuretics, laxatives, multiple meds, 
sleep aides gives you a 3 points  
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Plan of Care 
• Poor judgment (if not confused) and 
indicator is lacks safety awareness, 
needs assistance but reports 
independence gives you score of 3 
points

• Eye sight and indicator is decreased 
vision, nonuse of optical devices gives 
score of 2

• Age and indicator is over 65 years of age 
and gives you score of 1
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Level  1   Score 0-3

• Intervention is based on score
• All patients get level one
• Orient to environment and patient items, call light 

within reach
• Bed low and locked
• Night light evening and night shift
• Non-slip footwear, use of visual / hearing devices,
• Safest rail position for mobility   ( 3 or less rails up)
• Room, floor free of obstacles and educate pt 

/family related fall risk factors/ prevention strategy
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Level 2 Score 4-7

• Patients get everything in level 1 plus the 
following

• Fall Precaution ID band, magnet, red or yellow 
socks, different colored gown, and on Kardex

• Toilet before bedtime & q 4 hr while awake
• Do not leave unattended in bathroom.  

Bedside commode prn
• Observe Q 2 hr day for care needs/ obstacles
• Observe for orthostatic symptoms with activity
• Increase daytime activity to increase rest at 

night
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Level 2 Score 4-7 

• Communicate fall risk in report & when 
sending to other departments

• Cannot be unattended when 
transported

• Use gait belt and assist devices as 
appropriate

• PT/OT screen with new onset of poor 
mobility

• Transport on cart to procedures (to 
facilitate transfers)
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Level 3 Score 8 or More
• Get everything in level 1 and 2 plus the 

following
• Observe every 1 hr for care needs/obstacles
• Relocate for improved visibility
• Supervise patient when toileting, ambulating or 

transferring
• Obtain high-low bed and keep in low position 

when unattended
• See safe room set up

• Encourage family to stay with patient or sitter
• Bed or chair alarm
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Bed trapeze

Falls prevention 
poster

Non-exit side rails up 
for support

Exit side 
head rail up for 

support and foot rail 
down at all times.

Movable 
hand rail (Hemi-

walker) always
within reach

Bed controls at 
fingertips

Bed alarm

Bedside commode 
placed along- side 
bed
(replaces urinal)

Non-skid floor

Room illuminated 
at all times

Non-slip floor mat absorbs fluids, food, & stool, and prevents slips



Ambulatory Outpatient Fall Assessment
Variable 0 1 2 2

Age 18-30 31-60 61-75 >75 

History of 
Falls 

No history > 6 months 1-6 months 
ago 

Within 1 
month 

Mental 
Status

Alert & 
Oriented x 
3, follows 
instructions

Oriented to 
person/plac
e

Oriented to 
person only, 
Short Term 
Memory loss

Disoriented, 
unable to 
follow 
instructions
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Ambulatory Outpatient Fall Assessment
9 or more points patient at risk of fall
Physical 
Mobility 

No physical 
impairment, 
no assistive 
devices to 
ambulate 

Use 
assistive 
device 
and/or able 
to ambulate 

Assist of 2 or 
more to 
ambulate 

Unable to 
ambulate 

Communicat
ion/ Sensory 
Impairment
(vision, hearing, 
speech, neuropathy, 
language barrier) 

No deficits 1 deficit with 
correction 

1 deficit 
without 
correction or 
2 deficits 
with 
correction

3 or more 
deficits or 
onset of 1 
new  
problem 

Elimination 
(nocturia, 
frequency, 
urgency, diarrhea, 
incontinence, 
retention, laxative, 
bowel prep) 

No problem 1 problem 
and/or 
Foley/ostomy 

2 problems or 
removal of 
Foley within 
24 hours 

3 or more 
problems or 
onset of 1 
new problem
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Get Up and Go Test 
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www.gericareonline.net/tools/eng/falls/
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Intervention Strategies

Intervention

Level of Risk Area of Risk

H
ig
h

Med Low Frequent 
Falls

Altered 
Elimination

Muscle 
Weakness

Mobility 
Problems

Multiple 
Medications

Depression

Low beds X X X X X X X X X

Non-slip grip footwear X X X X X X X X X

Assign patient to bed 
that allows patient to exit 
toward stronger side

X X X X X X X X X

Lock movable transfer 
equipment prior to 
transfer

X X X X X X X X X

Individualize equipment 
to patient needs

X X X X X X X X X
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High risk fall ro

om setup

X X X X X X X X

Non-skid floor 
mat

X X X X X X X X

Medication 
review

X X X X X X X X

Exercise 
program

X X X X X X X X

Toileting 
worksheet

X X X

Color armband / 
Falling Star etc

X X X X X X X

Perimeter 
mattress

X X X X X

Hip protectors X X X X

Bed/chair 
alarms

X X X X



Stratify Risk Assessment Tool
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Supplement Tools with Medication Risk

171



Hendrich II Falls Risk Model 

RISK FACTOR ASSESSMENT                   
Points 

• Confusion/disorientation                                 4
• Depression                                                      2
• Altered elimination (incontinence, nocturia, 

frequency)     1 Dizziness/vertigo 1 Gender 
(male)                 1 

• Any anti-epileptics                                           2
• Any benzodiazepines                                      1        
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Hendrich II Falls Risk Model 

RISK FACTOR ASSESSMENT                     
Points 

• GET UP Rises in a single movement            0
• AND Pushes up in one attempt                1
• GO Multiple attempts, successful           3
• TEST Unable to rise without assistance     4
• Score (Document under Observation Record)
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Morse Fall Scale
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Sitters or Patient Safety Attendant
• Patients who are at risk for self-harm or 

who are impaired and unable to follow 
instructions may need a sitter

• A sitter may also be ordered by the 
physician

• Provide continuous one to one observation
• Sitter responsible for maintaining safe 

environment
• Many hospitals that did away with sitter 

programs have reinstituted them
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Sitters 

• Hospital should have sitter policy
• 1:1 observation is required for patients in 
restraint and seclusion unless 
video/audio

• Sitters should never leave patient alone
• Work under the direction of the nurse 
and are often non-licensed

• Can be hospital employee with 
completed sitter competencies

• Note mixed results in the literature
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Patient Assessment Should be Done
• On admission
• When the patient’s condition changes

(after surgery, new medication regimen, 
change in condition like onset of 
confusion, sustains a stroke, return form 
PT, etc.)

• When a fall or good catch (near miss) 
occurs

• When transferred to a new unit
• More often if high risk
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Toileting
• Recent studies show that up to 50% of falls are related 

to toileting needs
• 49% of falls involved left alone to void after being 

assisted to BR or BSC1

• Regular toileting or bladder training may be especially 
helpful for patients/residents with cognitive impairment2
1Hitcho, EB, Characteristics and circumstances of falls 
in hospital setting. J Gen Intern Med 2004 Jul;19(7); 
732-9.
2McDowell J., Burgio, K, Urinary Eliminations in: Burke, 
MM, Walsh MB, Eds, Gerontology Nursing:Case of the 
frail elderly. Missouri: Mosby 1992, 312-331.
See Meade, 2006: Quigley, 2008; Tzeng, 2009; Can 
reduce falls by 60%
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Toileting Worksheet
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Hourly Rounding

• Some hospitals do hourly rounding during the 
day and evening shift

• Found reduced number of call lights and falls
• Could answer call lights more promptly when 

patients needed to use to the bathroom
• Might be nurse visiting even hours and aide 

odd hours
• Use documentation form
• Evaluate if rounding reduced falls 
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Hourly Rounding Forms
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Frequent Rounding Research
• Lancaster AD, Ayers A, Belbot B, et al. Preventing 

falls and eliminating injury at Ascension Health. 
The Joint Commission Journal on Quality and 
Patient Safety. 2007;33(7):367-375.

• Meade CM, Bursell AL, Ketelsen L. Effects of 
nursing rounds: On patients' call light use, 
satisfaction, and safety. American Journal of 
Nursing. 2006;106(9):58-70.

• See also Weinberg J, Proske D, Szerszen A. An 
inpatient fall prevention initiative in a tertiary care 
hospital. Jt Comm J Qual Pat Saf 2011;37(7):317-
25
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Bed Alarms

• Bed exit alarms warn caregivers when patients 
leave or attempt to leave their beds

• The Joint Commission cited bed alarms as an 
effective risk reduction technique

• Also has one of the root causes of problems 
when they malfunction or are misused
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Bed Alarms

•Many forms such as pressure-
sensitive pad which can be placed 
under buttocks

•Cords and garment clips, patient 
wears alarms that are attached 
directly to body such as ankle

•Floor mats with sensors and bedside 
infrared beam detectors that are set 
up next to the wall or bed
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Education



Give Patients Educational Material
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Patient Educational Material
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Patient Education

• Call before You Fall!
• Education is critical for both the 
patient and the family

• Give flyers in the admission packets 
and have in waiting room

• Give patient direct verbal information 
since may not read material

• Show the patient where the call cord 
is and location of the bathroom
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Patient and Family Education

•High risk male patients should be 
asked to urinate from a sitting 
position

•Explain to patient the risks of 
falling from medications 

•Patients can be taught to walk 
close to wall and lean on wall if 
feels they are starting to fall
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Documentation

•Documentation is important
•The fall assessment performed on 
all patients will be documented in 
the medical record

• Interventions that have been 
implemented should also 
documented 

• Incident reports are completed for 
each fall episode

195



196



Documentation  

Documentation in the medical record 
after a fall incident consists of the 
following:

• Patient assessment at time of 
discovery

• Patient response to fall
• Evidence of injury
• Description of fall (location and 
position of patient when found)
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Documentation in the MR after a Fall

• Notification of patient’s physician
• Notification of patient’s family
• Any medical or nursing actions that were 

implemented
• If pictures were taken
• Patient assessment at time, date of 
discovery

• Patient response to fall (what patient said)
• Evidence of injury
• Medical or nursing action implemented
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HCANJ Fall Management Guidelines
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Document

•Skin - any lacerations, abrasions, 
skin tears, hematoma

•ROM - can the patient move arms 
and legs

•Environment - did the fall occur at 
the bedside, in bathroom, activity 
engaged in, wet floor, broken 
glass, etc.
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Post Fall Assessment
• If high risk patient on anticoagulants

experiences a fall in hospital, is referral for a PT 
screening needed to assess mobility?
• Since at high risk for injury, Coumadin, Heparin 

drip, Plavix, Lovenox, Integra, Low weight 
heparin, Xarelto, Eliquis, Pradaxa. Savaysa, 
Arixtra, etc.)

• If patient on psychotropic medication falls in 
hospital, is referral to clinical pharmacist needed 
for medication review? (Antidepressants: Elavil, 
Norpramin, or Antipsychotic : Risperdal, Haldol, 
Geodon, Zyprexa, or Seroquel)

203



Post Fall Assessment 
• Review fall prevention interventions and modify 

plan of care
• Should now institute high risk interventions if 

not already implemented
• Communicate to all shifts in report that patient 

has fallen and is high risk to fall again1 

• Physician checklist for assessing fall risk or 
performing post fall evaluation2

1King D., Dickerson L. (2003) “Anticoagulant 
Use in Patient with Risk of Falling”, American 
Academy of Family Physicians, 8 (67);1-2.
2http://www.cpgnews.org/FF/tools.cfm
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Post Fall Management

• Immediate assessment is performed by 
licensed healthcare provider

• If life threatening can call code team or 
rapid response team

• Seek appropriate assistance and 
equipment to get the patient off the floor

• Diabetics may want to check glucose
• Assess and document if patient denies 
striking head and there is not visible 
head trauma
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Post Fall Management 
• Observe for 24 hours with VS and neuro
checks every four hours, observe for 
restrictions in mobility and notify 
physician

• Determine in policy how often vital signs 
are to be done
• Q 30 minutes X4, Q 1 hours x4, Q 4 
hours X24 post fall

• Can differ depending on extent of injury 
or fall
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Post Fall Management  
Minor Head Trauma-(No loss of 
consciousness or change in mental status.  
Example: headache, small 
laceration/contusion):

• Follow interventions listed above 
• Perform neuro-checks every two hours for the 

first 12 hours, and every 4 hours for the 
following 24 hours

• Notify physician of fall and any assessment 
findings and charge nurse/manager  

• Specifically make physician aware if patient is on 
anticoagulant therapy

208



3 Page Fall Evaluation Form
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www.gericareonline.net/tools/eng/falls/
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Fall Incident Report

• Know your facility’s P&P on incident report 
process

• Include: date, time
• Location or place of fall
• Date of admission to the unit
• Description of the fall
• If pictures were taken
• Intrinsic and extrinsic factors
• If assessment was done as per policy
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Fall Incident Report

•Previously implemented strategies
•Equipment in use at the time of 
the fall (cane, stretcher, bed, 
walker, WC, unavailable grab 
bars)

•Factors that contributed to fall 
(floor wet, lighting poor)

•New intervention and revision of 
plan of care
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Preventing Falls in Older Patients
• One third of Americans over 65 fall each year
• 10-20% have moderate to severe injuries
• Guideline updated 2010  and 2011 from American 

Geriatric Society (AGS)
• Looked at new evidence available
• Ask if has fallen in past year, frequency, and if 

experiences difficulty walking or with balance (unsteady 
when they walk)

• If risk of falling then need assessment of home and 
interventions to eliminate fall risk factors

• Updates guidelines from American Academy of 
Orthopedic Surgeons published in 2001 and endorsed by 
many organizations (ACEP, AMA, AOTA (American 
Occupational Therapy Association), American PT 
Association)
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Preventing Falls in Older Patients
• All healthcare practices for older adults should 

include:
• Falls screening and preventions
• Assessment of feet and foot wear
• Fear of falling
• Ability to carry out daily activities

• All interventions include an exercise component 
including starting tai chi and reducing medications

• Those with recurrent falls or gait problems undergo 
comprehensive fall risk assessment 

• Journal of the American Geriatrics Society, Jan. 13, 
2011
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Recommendations

• Daily Vitamin D supplement (800 IU)
• Boosting low blood pressure and  manage 

heart rate abnormalities
• Cataract surgery should be performed when 

needed
• Medication reduction or withdrawal is 

recommended especially for sedatives, 
antidepressants, and drugs affecting the CNS

• Environmental adaptation by healthcare 
professional to reduce factors in the home etc.
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Vitamin D May Help Prevent Falls 2014
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www.aafp.org/afp/2011/1201/p1267.html



Preventing Falls
• The most effective trials for preventing 

falls in older people looked at multiple 
interventions rather than just one; 
previous studies have indicated that it 
is more effective to focus on one 
intervention, but because we looked at 
not only what recommendations were 
given, but also which carried out, we're 
confident that multifactorial 
interventions is the best course of 
action” 

• Dr Mary Tinetti Yale U. School of Medicine
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Physician Office 
www.americangeriatrics.org/education/summ_of_rec.shtml
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Physician Office Toolkit   STEADI 
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www.cdc.gov/homeandrecreationalsafety/
Falls/steadi/index.html#download



CDC  Fall Risk Checklist
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CDC Medications Linked to Falls

224



Free Pocket Guide for Physicians
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Use Technology To Reduce Falls

• November 2010 JAMA article found that 
using health information technology 
reduced falls in patients over  65 by 25%

• Nurse entered risk assessment into the 
computer

• Computer printed out  interventions to 
follow for the patient

• Printed out education material for the 
patient and family

• Printed out a fall plan of care and signs
226
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http://jama.ama-
assn.org/content/304/17/1912.full



Have a Safety Huddle Before & After the Fall
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References

• AHRQ Preventing Falls Toolkit
• https://www.ahrq.gov/sites/default/files/publications/files/fallpxtoolkit.pdf

• TJC Sentinel Event Alert
• http://www.jointcommission.org/assets/1/6/SEA_55_Falls_4_26_16.pdf

• HPOE Preventing Patient Falls
• http://www.hpoe.org/Reports-HPOE/2016/preventing-patient-falls.pdf

• TJC Speak Up
• www.jointcommission.org/PatientSafety/SpeakUp

• CMS Survey and Certification
• www.cms.hhs.gov/SurveyCertificationGenInfo/PMSR/list.asp

• CMS Manual
• https://www.cms.gov/Regulations-and-

Guidance/Guidance/Manuals/downloads/som107_Appendixtoc.pdf
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References cont.

• CDC Falls in Older Adults
• https://www.cdc.gov/HomeandRecreationalSafety/Falls/index.html

• CDC STEADI
• https://www.cdc.gov/steadi/index.html

• AHRQ Clinical Guidelines and Recommendations
• http://www.ahrq.gov/clinic/tp/nursesttp.htm

• Practicing Physician Education in Geriatrics Falls Toolkit
• www.gericareonline.net/tools/eng/falls/
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The End!   Questions???

• Sue Dill Calloway RN Esq.  
CPHRM, CCMSCP, AD, BA, 
BSN, MSN, JD

• President Patient Safety and 
Healthcare Consulting

• 5447 Fawnbrook Lane
Dublin, Ohio 43017

• 614 791-1468 
(Call with questions, no emails)

• sdill1@columbus.rr.com
• Email questions to CMS at 

hospitalscg@cms.hhs.gov
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THANK YOU



Additional Resources

233



AHRQ Toolkit Has a Test
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AHRQ Toolkit Has a Test
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ICSI Prevention of Falls Updated 2012
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www.icsi.org/guidelines_an
d_more/gl_os_prot



Falls Protocol ICSI 2012
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3 Excellent Falls Resources
• VHA National Center for Patient Safety Falls 

Toolkit 
https://www.patientsafety.va.gov/professionals/ont
hejob/falls.asp

• Institute for Clinical Systems Improvement 
Prevention of Falls (Acute Care) Protocol 
https://www.icsi.org/_asset/dcn15z/Falls-
Interactive0412.pdf

• IHI Transforming Care at the Bedside How-to 
Guide: Reducing Patient Injuries from Falls 
http://www.ihi.org/knowledge/Pages/Tools/TCABH
owToGuideReducingPatientInjuriesfromFalls.aspx
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Resources

• Pennsylvania Patient Safety Advisory 
http://patientsafetyauthority.org/pages/bbtre
sults.aspx?Filter1Field=Event&Filter1Value
=Fall
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http://ltctoolkit.rnao.ca/resources/falls
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http://psnet.ahrq.gov/content.aspx?taxonomyID
=450
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http://www.ahrq.gov/qual/nurseshdbk/
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http://www.gericareonline.net/tools/eng/falls/

247



http://ir.hillenbrand.com/eventdetail2.cfm?event
id=42963
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Get Up and Go Test
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