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Objectives 

1. Describe the significance of falls in older adults   

2. Identify predisposing and precipitating fall risk 
factors  

3. Identify core components of fall risk screening, fall 
assessment, post fall assessment, and assessment of 
the environment  

4. Identify general safety measures to reduce fall risk  

5. Describe nursing care strategies to reduce fall risk 

6. Describe core components of secondary fall 
prevention  

 

 



So 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 

 















 

SO…How does 
RI do in all this 

for FALLS? 

 

 

 

 
 

 

 

 

http://www.health.ri.gov/data/
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Age Increases 
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So What Is A Fall? 
How do we define it? 



Definition:  
•  An unexpected event in which a person comes to 

rest on the ground floor or lower level 
 

•   May be witnessed or unwitnessed 
 

•   May be noninjurious or result in injury or death 
 

•   May involve patient being lowered to floor with  
   assistance 
 

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

   



Injuries and Falls 

Who is MOST AT RISK for fall with 
injury…. 

Think A,B,C 

Age 

Bones 

Coagulation 



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 

 

 

 

 



Evaluation of: 

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

 A continuous feedback 
loop among team 
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: 

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

•   Intrinsic – those factors or conditions that occur  
   within the person  
–   Underlying medical illness or presence of chronic  

    disease 
–   Physical status and age related changes 
–   Use of high risk medications 

 



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 I 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  
   balance, unsteadiness 

 

•  Mental confusion, delirium,  
   dementia 

 

• Generalized weakness,     
fatigue 

 

•  Arrhythmias 

 

•  Seizure 

 

• Gait ataxia 

 

•   Dyspnea 

 

  

•  Lower extremity weakness, 
numbness, joint pain 

 

 

•   Unilateral weakness from       
   TIA or CVA 

 



SO MANY!! 

What is the NUMBER ONE 
PREDICTOR OF A FALL? 

PREVIOUS HISTORY OF A FALL!!! 

 



 
To prevent falls, providers should 

focus FIRST on these modifiable risk 
factors:  

 Lower body weakness  

Difficulties with gait and balance  

Postural dizziness  

Poor vision 

Problems with feet and/or shoes  

Home hazards  

LAST MEDICATION ADDED!!!!! 
Use of psychoactive medications  

OTC, Prescribed and “Borrowed” 

 

 

 

 



Most Common High 
Risk Medications 

 
 

• Psychotropic agents  
– Benzodiazepines 
– Sedatives and hypnotics 
– Antidepressants 
– Neuroleptics (antipsychotics) 

 
•   Anti-arrhythmics 

 
•   Digoxin 

 
•   Diuretics 

 





AGS BEERS CRITERIA 

In 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)  

 Clinical research on use of PIMs  

  QA/QI  

  Education of students, residents  

 

 



BEERS CRITERIA 



BEERS CRITERIA 



High Risk Medications…. 
…..How do you keep up to 

date? 
 
 
 

Yes, there is an APP for that! 



AGS BEERS CRITERIA 

BEERS Criteria Update AGS 2012.pdf BEERS Criteria Update AGS 2012.pdf 



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 

 



Try This Series 

 

 

 

 

http://hartfordign.org 

 

http://hartfordign.org/Resources/Try_This_Series/ 
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Comprehensive Fall Risk 
Assessment 

 

Fall risk 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? 

• 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 

 

 

 

 

 



What to look for… 
 Ask patient for symptoms and details of fall incident 

 “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… 

• Engage family or caregivers to : 

 
• Assess/monitor cognitive, functional, and /or 

emotional status   watch for confusion, mental 
changes, delirium, or changes  in mobility 

 

• 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… 

• 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.  

 

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

 

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

 



Individualized Plan of Care 



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: 
–   Those with impaired judgment or thinking 
–   Those with osteoporosis who are at risk for fracture 
–   Those with current hip fracture 
–   Those with current head or brain injury 
–   Those on anticoagulants or with a bleeding disorder 

 



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 



Old Age is Not for 
Sissies… 



Resources… 



Resources… 

•  Hartford Institute for Geriatric Nurses     
http://www.hartford.org/ 

•   ConsultGeriRN.org     http://www.consultgerirn.org  

•   Try This: Best Practices in Nursing Care to Older Adults  
   http://www.hartfordign.org and 
http://www.ConsultGeriRN.org  

•   How to Try This Series  
   http://www.nursingcenter.com/ajnolderadults 

•   American Association of Colleges of Nursing 

   http://www.aacn.nche.edu/Education/Hartford/index.htm 

•   The Geriatrics and The Advanced Practice Curriculum     
   http://www.hartfordign.org/case_study/ 

 

http://www.hartford.org/
http://www.consultgerirn.org/
http://www.hartfordign.org/
http://www.consultgerirn.org/
http://www.nursingcenter.com/ajnolderadults
http://www.nursingcenter.com/ajnolderadults
http://www.aacn.nche.edu/Education/Hartford/index.htm


Thank you! 


