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Objectives

Describe the significance of falls in older adults

. Identify predisposing and precipitating fall risk

factors

. Identify core components of fall risk screening, fall

assessment, post fall assessment, and assessment of
the environment

. Identify general safety measures to reduce fall risk

Describe nursing care strategies to reduce fall risk

. Describe core components of secondary fall

prevention



S0 Why Focus on Falls?

Falls are NOT inevitable, they ARE
PREVENTABLE!

Falls will cost an estimated 32.4 billion dollars
annually in 2020.

Risk of fall related injury increases with age
Most adults do not understand their risk to fall!

Falls are the most common cause of nonfatal injuries
and hospital admissions for trauma



National Estimates of the 10 Leading Causes of Nonfatal Injuries
Treated in Hospital Emergency Departments, United States - 2013

Age Groups

10-14 15-24
Unintentional Unintentional | Unintentional - RypsR RHIesS| Unintentional  Unintentional  Unintentional  Unintentional
1 F Struck Struck
all Fall By/Against By/Against Fall Fall Fall Fall Fall Fall
852,884 g oo 742,177 913,871 930,521 2,495,397 8,771,656
Uni gtt?ntinnal Unintentional Unintentional Unintentional  Unintentional Unintentional Unintentional Unintentional Unintentional Unintentional Unintentional
uck Struck Struck < . g : Struck Struck
2 By/Against By/Against By/Against Fall Fall Overexertion Overexertion Overexertion Overexertion By/Against By/Against
"28 %6 5'36 217 3‘03 299 558,177 814,829 638,745 530,422 461,114 266,126 %’8 1970 4"2 13195
Uni nﬂ;irnnal Uni n(rieihn;irnnal Unintentional | Unintentional | Unintentional u ninstzgg:nal Uniréttenr:g: nal Unigt;ﬂti:nal Uninsttenrlazil?nal Unintentional | Unintentional
3 Bi : . ! Cut/Pierce Overexertion Overexertion H 3 y ; Overexertion Overexertion
e | et | wzew | e | erzes | SN | Bl | Bylent | Byl | gy | 325657
o e T T o WV DR Unintentional  Unintentional ~ Unintentional telsvwelll Unintentional |~ Unintentional  Unintentional
4 Foreign Body | Foreign Body Bite/ Stin Cut/Pierce MV-Occupant  MV-Occupant = MV-Occupant Specified MV-Occupant  MV-Occupant  MV-Occupant
10,650 139,597 107.9 755 114,285 627,565 526,303 374,231 3% 59221 227,620 197,646 2,462,684
Uni "é?;'gf"al Unintentional Unintentional | Unintentional | Unintentional Unintentional Uninotﬂﬂ? nal Unintentional Uninéterr:;irunal Unintentional Unintentional
5 Specified Cut/Pierce Overexertion Pedal Cyclist Cut/Pierce Cut/Pierce Specified MV-Occupant Specified Cut/Pierce Cut/Pierce
10,511 83,575 93,612 84,732 431,691 402,197 300,154 343,470 212,168 156,693 2,077,775
Unintentional | Unintentional | Unintentional Uﬂi:;ﬁgt::;a] mheé&sg:ult* Othesrtﬁi:ult* Unintentional | Unintentional | Unintentional Unin&l?;irunal
| TR CEE | TR e | spew | whem | W | WY | WO
’ ’ ’ 84,668 381,522 342514 ’ ! ! 1,767,630
Unintentional** | Unintentional " ; Unintentional | Unintentional | Other Assault* Unintentional | Other Assault*
7 Inhalation/ Other gg:g?gstg:’a] wmmn:: Other Other Struck Other Struck
Suffocation Specified 63 450 y 73 sgga Specified Specified By/Against Bite/ Sting By/Against
8,294 65,120 ’ 2 321,914 336,990 207,287 90,850 1,291,100
N N Unintentional | Unintentional | Unintentional Other Assault* | Unintentional | Unintentional | Unintentional
8 Ugmaeﬂig?c?l Uw@rﬁt{g:al wm ""p";':{ Other Other Other Struck Other Other Other
7139 52 884 58.114 Bite/ Sting Bite/Sting Bite/Sting By/Against Bite/Sting Specified Bite/Sting
! ! ! 64,848 177,665 180,922 169,688 97,474 86,729 1,174,267
Unintentional | Unintentional Unintentional Other Assault* | Unintentional Unintentional | Unintentional | OtherAssault® | Unintentional
9 Unknown/ Unknown/ Dog Bite Struck Unknown/ Other Other Struck Unknown/
e | v | S | g | v st | WA | Cper |
Unintentional Unintentional | Unintentional Unintentional Unintentional Unintentional Unintentional Unintentional Unintentional
10 Overexertion Unknown/ Other Unknown/ Unknown/ Unknown/ Unknown/ Other Unknown/
4.985 Unspecified Transport Unspecified Unspecified Unspecified Unspecified Transport Unspecified
’ 35,303 35,609 129,308 106,498 110,102 67,974 68,022 819,878
*The "Other Assault” category includes all assaults that are not classified as sexual assault. It represents the majority of assaults.
“*Injury estimate is unstable because of small sample size. o Centers for Disease
Data Scource: NEISS All Injury Program operated by the Consumer Product Safety Commission (CPSC). Control and Prevention

National Center for Injury

Produced by: National Center for Injury Prevention and Control, CDC using WISQARS™.
Prevention and Control




10 Leading Causes of Injury Deaths by Age Group Highlighting
Violence-Related Injury Deaths, United States - 2012
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2013, United States

Unintentional Injuries

Ages bhh=64, All Races, Both Sexes

Total Deaths: 17,057

Click on the colored bars to drill down to the ICD code level
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2013, United States
Unintentional Injuries
Ages 66=74, All Races, Both Sexes
Total Deaths: 10,967

Click on the colored bars to drill down to the ICD code level
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2013, United States

Unintentional Injuries

Ages 75=84, All Races, Both Sexes

Total Deaths: 14,438

Click on the colored hars to drill down to the ICD code level
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2013, United States

Unintentional Injuries
Ages 85=85+, All Races, Both Sexes
Total Deaths: 20,537

Click on the colored bars to drill down bo the ICD code level

Cause of Death Number of Deaths
13,892

Fall
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Suffocation 0% 1,645
MV Traffic 5.7 1,180
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Even without injury...

@ falls may lead to fear of falling
with self imposed restriction of
activity and reduced social
interaction resulting in a
decreased quality of life.



Muscle Loss and Aging

Activity Level

Muscle Mz

Age Increases
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So What s A Fall?

How do we define it?
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Definition:
o
* An unexpected event in which a person comes to
rest on the ground floor or lower level
e May be witnessed or unwitnessed

e May be noninjurious or result in injury or death

e May involve patient being lowered to floor with
assistance

e May occur during ambulation or during transition to
bed, toilet, chair, or stretcher



Injuries and Falls
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Benchmarking

Most organizations follow a standard definition for
benchmarking purposes.........

Data collection and outcomes evaluation are
standard practices across all settings
@ This is NOT just an inpatient quality indicator

@ Although, CMS is looking more in-depth for pay-for-
performance at falls and falls with injury

@ Quality Indicators and benchmarking are now moving
into ED and Ambulatory areas also



Benchmarking Allows ...

@ Evaluation of:

@ Programs that effectively
reduce fall risk use clinical
practice guidelines &
sound clinical judgment
within a multifactorial

approach. Continuous

@ A continuous feedback mplement Feedback
loop among team Loop
members is necessary
because fall etiology is
complex and patient risk
fluctuates during their
lifetime and setting.




Fall Risk Factors

% Etiology of falls in older adults includes both
predisposing and precipitating causes. Risk factors are
classified as:

— those factors or conditions that occur in
the person’s environment, with equipment, or in a
situational context

— those factors or conditions that occur
within the person



Extrinsic Risk Factors

Lack of stair handrails in home

Poor stair design in home

Floor surfaces - slippery, wet, glare, uneven, cracked
Obstacles or tripping hazards on floors

Cluttered pathways in home, basement or garage
Inadequate/dim lighting or glare

Unsafe bathrooms - lack of support rails or bars,
lack of nonskid floor surfaces and mats

Unsafe footwear - loose fitting, no tread, barefoot,
higher heels

Improper use of assistive devices
Elderly pets.....(what can | say, Fido gets old too!)
Psychoactive medications



Intrinsic Risk Factors

History of falls

Advanced age

Lower extremity weakness
Gait or balance deficit

Use of assistive device
Visual deficits

Arthritis

Dependency in transferring and mobility
Cognitive impairment

Urinary incontinence or frequency

High risk medications



Medical Events and Diseases Associated
With Falls in Older Adults

Dizziness, syncope, poor e Gait ataxia
balance, unsteadiness

Dyspnea
Mental confusion, delirium,
dementia

i Lower extremity weakness,
Generalized weakness, numbness, joint pain

fatigue

Arrhythmias Unilateral weakness from

TIA or CVA

Seizure
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lance

ral dizziness

@ Problems with feet and/or shoes

% Home hazards

@ Use of psychoactive medications
@ OTC, Prescribed and “Borrowed”



Most Common High
Risk Medications

Benzodiazepines

Sedatives and hypnotics
Antidepressants
Neuroleptics (antipsychotics)



American Geriatrics Society Updated Beers Criteria for

Potentiall

Inappropriate Medication Use in Older Adults

The Amencan Genarnics Society 2012 Beers Critersa Update Expert Pawel

Poamesally wappeogriare medicanons (FiMs) comnaue =
e prosnbed snd wied s Sre-hew westme whe mont
vilnerable of obder aduln, despee evadence PO et
commes boes the s of PV o older adulinn. PDVIs seow
fores an wsegral pust of policy and peacene and are inooe
poeated win swversl guabey messaees The specifi aim
wpniate the gresiomn Feers Crerae meng
™ gradeg of e ov-
on Srwgovhond problems and sdverwe diug .
(ADES 0 chder adeln This wan sccomplished toough
the support of The Assencan Cenatrcs Society (AGS) and
the work of 3a secrducpleary pasel of 1] cxperts =
grriatra carv 3ad phacmacotherspy who apphied 3 mod-
fed Delphe method 10 the syvtermas review and pradeng
e wpdated 2002 AGS Benrs Crite
b Flry dheee mede stionn o medastoon Lo onoom
pows e fnal wpdased Commrsa, which s dovided e
vw Caseporas. wally sagpecpriat e atom and
sl o avend @ oy adulns, posestially sapprogeiace
mediationn and claves 0 avond i older adulty wah cor-
tam Sacases and syndromes that the drags bated can cuac-
erbute, and foally mede st b weed weh coumen i
obder adelen. Then upduse han mch strength, loding dhe
we of s evidoncebused spproach wing the Tnscinae of
Medoww wandardy sml the Svehopuwrn of 1 partnenhg
w regulatly upduse the Comera. Theughetd spplicason of
the Crterns sl allow v (2) dhoner montormg of drug
(M1 sgptn stmm ol realtime eprrm nbueg seal mtrrves
decosme ADEs  older adein, and 1) Teowr
et st | Am Gavlanr Sox 200

1o rem b comserivem

-~

Koy woeds: Boons ot medcations; Boors Crseriag
dragy, oldr aduly

M..Lm-m.m: prublemn arv commmem, couly, and
dten poevent ohie oa odder sduin snd bead wa prae ot

Towm The Aswrnns Coviamns Snmmy, New Yok, New Yok

Abvn cmvmnpandims s (hasen M Coagan, The Anernon
Cambamns S, 40 Rl . 100 Fham, New Yo, NY oM.
e e T,

DO 18 1IEMA ISR MR oM Ly

comwn | anmanes frivm paw wnadus o ambalaton) and long-
v sor srtings fownd et ITN of sdverse drug evene
CADER) i prosmary care and 4% of ADN gt o
e peeventable, wuh swst problesn ovourming o the
wedenng and monoonog sages of care.™ In 2 swedy of the
: 2000 Medual Evpend Panel Survey, the stal esnr-
mared hesduars expembsuns rvisted 8 the e of puoten
mally wappeogwisne medeations (PIMO was $7.2 bl
Aveading the wee of sappropraate and Mgh ok drugs
" an umpewtant, weple, and finive srategy w imduing
medicanon-relsted problems and ADEs in older adeli
Marhods m addres mwdu stsn-evlated prodiemn o bule
wnplan and evpint neens Faplan crters can sdemndy
Righeidh drags wsing & lise of PIMA st Mave lown wlonts
fed teough cxpunt pased revien 20 haveng an undeveorable
balamme of mba and besetns by themnelves and comdering
hernan wements avaslable. A L of PV wan doved-
wped and poblnhed by Bewrs snd collengues for murung
Momrw revidents = 1991 and subseguntly sxpanded snd
revaed @ 1997 sl 2000 0o s lode ol sommings of periavi
care ™ hmplaon crmeris may mcude fa sch o thers
o ol Srug—Seug mies it PIMG dever-
ephcn omens (Beens Cr ) have dde
vend 1 slennty b sagents of mapgrope-
v el stz une ahemerbed by svplacst (teria”
A summaried o wa & number of nvestgs
o ngoesesly devgsed observanonal sadies have
whown » strong ok herween the madicanons hvtod = the
Beers Croena and poor patest osscomes feg. ADES
Momptabratmon,  owtabty) Moseover, sescanh e
shown that & ssnber o PIM have lostad offecs
clder adults asd are samaisted wih wrms peoble
o ol poersotonmsl Meodeg, falls, and s
ror Y I addeion w0 Memifymg dregs for which safer
pharmacciogcnl  slbornamives  ar  avaiable, =
matances 4 saber sonpharmaceligical thevapy could e
swbistursd fur the wes if theee medacstsme, hghlighting
Bt 3 “lesisemone appeosch” i olen the bewt way
nprove heahth cuncomses 0 obder adudes '’
fy 19905, the porvabone of FIM weage e
moey than 100 wwdes, indadog »
ounpationt, acwre care, and
Comumasuty witiggs Dvapets thn pespunder 3o s of saboems
txcm, smatre PIMG (ot 00 by prow sbed and eed as b

mane

sumdue o ™ e




AGS BEERS CRITERIA

@ 1In 2012, AGS UPDATED BEERS CRITERIA FOR POTENTIALLY
INAPPROPRIATE MEDICATION USE IN OLDER ADULTS

@ 1991 Original Beers Criteria  Evaluate drugs considered
inappropriate for NH residents in “common”’ situations,
but under “certain circumstances’” might be appropriate
(e.g., using amitriptyline to treat pt with both Parkinson’s
disease and depression)

(2 Clinical research on use of PIMs

- QA/Ql

¢ Education of students, residents



BEERS CRITERIA

Table 2. 2012 American Geriatrics Society Beers Criteria for Potentially Inappropriate Medication Use in Older

Adults
Organ System or Therapeutic Quality of Strength of
Category or Drug Rationale Recommendation Evidence Recommendation
Anticholinergics (excludes TCASs)
First-generation antihistamines Highly anticholinergic; clearance Avoid Hydroxyzine Strong
(as single agent or as part of reduced with advanced age, and and
combination products) tolerance develops when used as promethazine:
Brompheniramine hypnotic; greater risk of high;
Carbinoxamine confusion, dry mouth, All others:
Chlorpheniramine constipation, and other moderate
Clemastine anticholinergic effects and toxicity.
Cyproheptadine Use of diphenhydramine in special

Dexbrompheniramine
Dexchlorpheniramine
Diphenhydramine (oral)
Doxylamine
Hydroxyzine
Promethazine
Triprolidine

situations such as acute treatment
of severe allergic reaction may be
appropriate




BEERS CRITERIA

Pain Medication Use in Elderly Patients

qu or Drug Class

Amutnptytme

Indomethacin
Ketorolac

Long-term use of non-
selective NSAIDs (naproxen,
oxaprozin, piroxicam)

Meperidine

Muscle retaxants

Pentazocine

Propoxyphene/propoxyphene-
containing products

Commouls
Anticholinergic etfects and sedation High

Produces the most CNS ADRs comparad
wulh other NSAIDs

Avold due 10 underlying and often asymptomatic
GI conditions in the elderly

Can cause GI bleeding, renal fallure, HTN,
and heart fallure

lnettecm.-e oral anaioesuc causes confusion, neurotoxicity

Poorly tolerated in edderly patients; have anticholingrgic
eﬂe‘.ts causs sedatron

CNS ADRs including hallucinations and confusion

No advantages over APAP with ADRs similar to narcotics Low

Severily (Hloh or low)

e ———————————————————————————————— e e ——————




High Risk Medications....

... ..HOW do you keep up to
date?

Yes, there is an APP for that!



AGS BEERS CRITERIA

Beers Criteria

Geriatrics Cultural
Navigator

GeriPsych Consult

Guide to Common
Immunizations

Management of Atrial
Fibrillation

LithiumOL*

Geriatric Dosage

150 - 1,000 mg/d (therapeutic level 0.5 -
0.8 mEqg/L)

Adverse Events

Mangea, vomitingg, tremor, confusion,
leukocytosis, gait ataxia

Comments

Poor tolerability in older adults; toxicity at
low serum concentrations; monitor
thyroid and renal function

*Approved by FDA for treatment of
bipolar disorder, OL = Off-label




Screens for Fall Risk

Limitations of fall screening tools
—  Brief
— Lack sufficient detail about fall history, situational
context, patient symptoms, and examination
findings
— What setting were they validated in?
Use risk assessment sound clinical judgment
Include direct observation of gait and mobility

Always ask about previous history of falls



Many published tools are
available to assist clinicians in fall
risk screening.

@ Examples include:

@ Morse Fall Scale
Hendrich Fall Risk Model
Timed Get Up and Go
STRATIFY
Patient Fall Questionnaire
Berg Balance Test
Assessment of High Risk to Fall
Johns Hopkins Tool

H»H H D D D D D
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Comprehensive Fall Risk
Assessment

@ Fallrisk screening is the first step in a comprehensive fall
reduction program.

@ For those patients identified at high risk, screening must be
followed by a comprehensive, interdisciplinary assessment

@ National guidelines for the prevention of falls in older adults
recommend screening for fall risk among all older adults
admitted to a medical facility.

@ For those determined to be at high risk or who have recently
experienced a fall, a more comprehensive multidimensional
assessment by an interdisciplinary team is appropriate.



Always Investigate

A Fall Can Be A Symptom of
Something Else

* Blood sugar?
e Stroke?
* Infection?
* New medication?
* Oxygenation?

Remember, most adults DO NOT
understand their risk to fall!

Always do a “Post Fall Huddle” as we
call them in the hospital




Post Fall Assessment

% Never underestimate the importance of getting all
the details!

@ Considered secondary fall prevention

@ Includes intrinsic and extrinsic risk factors,
functional assessment, medical problems, and
medications

A FALL CAN BE A SYMPTOM OF SOMETHING ELSE
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What to look for...

Ask patient for symptoms and details of fall incident

4 “Can you tell me what happened” “What were you
doing”

Ask about location, activity, position of patient, and
time of fall
Assist for further evaluation, diagnosis, and treatment
Evaluate environment and surroundings
Review underlying illness
Assess sensory, psychological, and functional status
Review medications



What to look for...

e Engage family or caregivers to:

e Assess/monitor cognitive, functional, and /or
emotional status watch for confusion, mental
changes, delirium, or changes in mobility

e Continue to observe for pain and signs of injury

* Following a fall the presence of injury may not be
apparent until days or even weeks later. When cognitive
impairment exists, the accuracy of self reported pain
immediately after the fall may be questionable.



What to look for...

e Observations of functional status with attention to any
subtle or blatant changes in mobility can signal an
underlying fracture or an unstable joint that was not
previously reported.

e All patients should be closely monitored for 48 hours after
an observed or suspected fall.

e The development of an acute delirium or post fall
confusional state could signal the possibility of injury.



Individualized Plan of Care

Summary of the Updated American Geriatrics Society/British
Geriatrics Society Clinical Practice Guideline for Prevention

of Falls in Older Persons

Developed by the Panel on Prevention of Falls in Older Persons, American Geriatrics Society and British
Geriatrics Society

The following article is a summary of the American Geri-
atrics Society/British Geriatrics Society Clinical Practice
Guideline for Prevention of Falls in Older Persons (2010).
This article provides additional discussion of the guideline
process and the differences between the current guideline
and the 2001 version and includes the guidelines’ recom-
mendations, algorithm, and acknowledgments. The com-
plete guideline is published on the American Geriatrics
Society’s Web site (http://www.americangeriatrics.org/health_
care_professionals/clinical_practice/clinical_guidelines_recom

mendations/2010/). J Am Geriatr Soc 2010.

perience, and publications in fall prevention and care of
older patients. Panel members included experts in physical
therapy, pharmacy, orthopedics, emergency medicine, oc-
cupational therapy, nursing, home care, and geriatric clin-
ical practice. The literature search included meta-analyses,
systematic literature reviews, randomized controlled trials
(RCTs), controlled before-and-after studies, and cohort
studies published between May 2001 and April 2008. (The
panel reviewed the RCTs published between April 2008 and
July 2009 and concluded that the additional evidence did
not change the ranking of the evidence or the guideline




Individualized Plan of Care

Modify high risk medications
Use precautions for orthostatic hypotension
Address underlying medical conditions

Talk to families/caregivers about providing
anticipatory care (i.e., toileting, pain
control for patients with cognitive impairments)

Identify patients requiring additional precautions:



Putting It All Together

Expected Outcomes For All Settings:

1. Accurate and comprehensive screening for risk status, clinical
assessment of fall risk, post fall assessment, and assessment of
the environment and equipment

2. Use of general and individualized strategies for fall prevention

3. Accurate documentation of the assessment process and plan of
care

4. Communication with all members of care team

5. Patient, family, and caregiver education
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