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Today’s Objectives 

By the conclusion of today’s presentation, clinicians will 
be ready to: 

 
1) Understand that fall risk and falls prevention is a 

multifactorial issue. 

2) Recognize the pressing need to screen all older adults for fall 
risk BEFORE the first fall immediately upon admission to any 
facility and prior to discharge.  

3) Consider pros and cons of current fall risk tools available for 
this population. 

4) Knowledgeably discuss administrative changes needed to 
adopt universal use of fall risk assessments and prevention 
in your facility. 
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Definition of a Fall 

• A fall is defined as any event 
that leads to an unplanned, 
unexpected contact with a 
supporting surface. (Shumway-
Cook, 1997: PHYS THER. 1997; 77:812-819) 

• Falls are the leading cause of 
unintentional injury for older 
adults. 

• Falls are vastly under-
reported. When you ask 
about falls, you must first 
define what a fall is for your 
patient. 
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Statistics and Costs 
of  In-Patient Falls 
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Falls in Hospitals 

• Varied by service, age, length of 
stay 

• 7.5% of all patients experienced 
at least one fall  

• 24.8% of all patients aged 65+ 
experienced at least one fall 

• Of those that fell, 30.1% 
experienced an injury 

• Impaired cognition and narcotic 
use where universal risk factors 
across services.29 

• HALF of ALL hospital falls were 
related to going to the 
bathroom.30 

FO
C

U
S 

2
0

1
2

 R
en

fr
o

 A
ll 

R
ig

h
ts

 
R

es
er

ve
d

 

6 



Falls in Nursing Homes 

• In 2003, 1.5 million people aged 65 and older lived in nursing 
homes.2 If current rates continue, by 2030 this number will rise to 
about 3 million.3 

• About 5% of adults 65 and older live in nursing homes, but nursing 
home residents account for about 20% of deaths from falls in this 
age group.4 

• Each year, a typical nursing home with 100 beds reports 100 to 200 
falls. Many falls go unreported.4 

• Between half and three-quarters of nursing home residents fall each 
year.5 That’s twice the rate of falls for older adults living in the 
community.  

• Patients often fall more than once. The average is 2.6 falls per 
person per year.6 

• About 35% of fall injuries occur among residents who cannot walk.7 

• Visit: http://www.cdc.gov/HomeandRecreationalSafety/Falls/nursing.html 
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Epidemiology of Adverse 
Events in LTC 35 

• Of the 3,309 adverse events 
studied over 1 year in one facility: 

• Falls were the most frequently 
reported incidents 

• While many falls were in ambulatory 
patients (47%); the majority occurred 
during falls from bed, wheelchair, 
toilet, etc. (53%) 

• Incidence varied with patient care level 

• Circadian patterns varied with patient 
care level 
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Where to find YOUR statistics 
 
• Web-based Injury Statistics Query and Reporting System (WISQARS) 
• www.cdc.gov/injury/wisqars 

WISQARSTM (Web-based Injury Statistics Query and Reporting System) is an 
interactive database system that provides customized reports of injury-related 
data. 

• Behavioral Risk Factor Surveillance System (BRFSS) 
• www.cdc.gov/brfss/  

The Behavioral Risk Factor Surveillance System (BRFSS) is the world’s largest, on-
going telephone health survey system, tracking health conditions and risk 
behaviors in the United States yearly since 1984. Currently, data are collected 
monthly in all 50 states, the District of Columbia, Puerto Rico, the U.S. Virgin 
Islands, and Guam.  

• CDC WONDER (Wide-ranging Online Data for Epidemiologic Research ) 
• http://wonder.cdc.gov 

WONDER  is an easy-to-use, menu-driven system that makes the information 
resources of the Centers for Disease Control and Prevention (CDC) available to 
public health professionals and the public at large. It provides access to a wide 
array of public health information.  

• CDC Data & Statistics 
• www.cdc.gov/DataStatistics 

The CDC Data & Statistics web site features interactive tools, surveys, 
publications, databases, and more. 
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Falls Risk Factors in 
the In-Patient 
Environment 
Falls are multifactorial. What are the more common causes 
of falls for the older adult living in each institution? 
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What is your experience? 

• Take a moment and list the top 3 causes of falls in your 
experience for older adults who are currently living in your 
institution. 

 

1. ________________________________________ 

2. ________________________________________ 

3. ________________________________________ 

 

• If you could change ONE thing about the environment to 
reduce falls, what would that one change be? (Expense does 
not matter) 

• If you could change ONE thing about administrative 
processes that would reduce falls, what would that change 
be? 
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Multifactorial Causes of Falls 

• It is widely accepted that falls are a multifactorial event 
resulting from multiple risk factors 2,10,11  

• We all need to understand that a multifactorial 
assessment does not mean an assortment of balance 
and gait assessments; but rather an assessment of a  
very  wide array of both intrinsic and extrinsic factors. 

• Evidence regarding fall prevention supports: 
• Multifactorial falls prevention programs 

• Interventions should be individualized and aimed at specific 
risk factors 3,12,13,14  

• There is a need for a simple to administer, quick, 
multifactorial assessment tool to classify a patient’s fall 
risk that also provides direction to the treatment team 
for further assessment and/or targeted intervention 8,15  

 



Each Profession Has Its Own Focus 
• Physical Therapists think about balance, 

strength and endurance. 
• Occupational Therapists think about 

environmental risks; especially in the home. 
• Doctors and Pharmacists think about 

polypharmacy and/or possible drug 
interactions. 

• Nurses think about incontinence and issues 
related to pain. 

• Social workers think about support systems, 
mood and caregiver issues. 

• Psychologists think about depression, 
anxiety, risk-taking behaviors and 
cognition…. 

• FALLS ARE A RESULT OF 
MANY OF THESE RISK 
FACTORS WORKING IN 
CONCERT 
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Fall Risk Factors: Two Types 
Internal Risk Factors 

• History of falls; especially falls 
within the past 2 mos. 

• Age: risk increases with age 
• Orthostatic hypotension/dizziness 
• Cognitive issues/decline 
• Polypharmacy  
• Psychotropic/ active medications: 

especially new agents 
• Transfer status 
• Incontinence/Urgency 
• Agitation/ confusion/ depression 
• Tethers: oxygen, catheters, etc. 
• Diminished strength 
• Diminished sensation, vision, 

hearing 
• Risk of injury from fall: 

osteoporosis 
 

External Risk Factors 

• Wet and/or cluttered floors and 
pathways 

• Floor surface 
• Foot wear 
• Distance to bathroom 
• Height of toilet 
• Bathroom layout/grab bars 
• Response to call light and staffing 

ratios 
• Poor lighting 
• Incorrect bed height 
• Poorly fit w/c’s 
• Improper fit or use of assistive 

devices 
• Tethers: oxygen, IV’s, catheters, etc.  
• Staff not using gait belts 
• Not having eyeglasses, hearing aids 

 
 

FO
C

U
S 

2
0

1
2

 R
en

fr
o

 A
ll 

R
ig

h
ts

 
R

es
er

ve
d

 

14 



Leading Causes of Falls in NH 
• Muscle weakness and walking or gait problems are the 

most common causes of falls among nursing home 
residents. These problems account for about 24% of the 
falls in nursing homes.5 

 

• Environmental hazards in nursing homes cause 16% to 
27% of falls among residents.1,5 Such hazards include  
• wet floors 
• poor lighting 
• incorrect bed height 
• improperly fitted or maintained wheelchairs.5,10 

 

• Medications increase the risk of falls and fall-related 
injuries.  
• Drugs that affect the CNS such as sedatives and anti-anxiety 

drugs, are of particular concern. 11, 12  

• Fall risk is significantly elevated during the three days 
following any change in these types of medications. 13 

 

• Other causes of falls include 
•  difficulty in moving from one place to another (transfer 

activities) such as bed to a chair and/or toilet 
• poor foot care 
• poorly fitting shoes and/or loose slippers 
• improper or incorrect use of walking aids. 10, 14 

 

FO
C

U
S 

2
0

1
2

 R
en

fr
o

 A
ll 

R
ig

h
ts

 
R

es
er

ve
d

 

15 



Fall Risk Factors in LTC33 

• Being able to walk 

• Age > 90 years 

• History of falling 

• Rx vasodilator 

• Polypharmacy 

• Combination of history 
of falling, being able to 
walk, and being over 
90 years old resulted in 
very high fall risk. 
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Fall Risk Factors in LTC 34 

• In this study, the most 
important fall risk factors 
included: 

• Fallen in past 3 mos. 

• Residing in a secured unit 

• Living in LTC > 2 yrs 

• Potential to cause injury to others 

• Having an illness, disease &/or 
behavior that may cause a fall. 

• Altered mental state was greatest 
risk for injury from the fall.  
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Medications in Hospital In-Pts39 

• Literature review to determine 
medications resulting in high fall risk.  

• 81 meds assoc. with falls 

• 151 patients fell with 144 of them (95%) 
taking at least one high risk medication; 
mean of 2.2 meds/patient 

• 74 (49%) of fallers had begun a new high-
risk medication within 7 days before fall 

• Most common drugs were lorazepam and 
zopicione and their use should be 
carefully considered and reviewed. 
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Psychotropic/active 
Medications36 

• Review of SNF patients who 
were residents > 30 days 
over a 19 month period 
found that: 

• Falls occurred in 107 of the 
177 (61%) patients reviewed 

• Total of 428 falls documented 

• Fall rates appear to be 
directly related to the 
number of psychotropic 
drugs and/or 2+ psychoactive 
drugs used concurrently. 
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Psychotropic Drug-Induced Falls38 

• Psychotropic drugs identified as an important independent 
risk factor. Literature search showed: 

• Need to stop meds and substitute with non-drug alternatives 

• If need to continue, try to taper and/or monitor for time when 
they can be d/c’ed 

• Effectiveness of psychotropics in some groups of older adults has 
been questioned 

• Benzodiazepines (particularly long-acting) have very high fall risk 
as well as antidepressants and antipsychotic drugs 

• The largest effect of any randomized trial of falls prevention to 
date was achieved with a single intervention consisting of 
weaning psychotropic drug users off their medications! 
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Review slide 11 

• What did you list as fall risk factors in your facility? 

• Compare your list with the people to each side of you.  

• How are they the same and different? 

• Why are these similarities significant? 

• Did you have some that nobody else did?  

• Now find two people who work in facilities like yours. Repeat 
the above.  
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Fall Risk Tools for 
Older Adults in 
Institutions 
When selecting a fall risk assessment tool, be careful to 
choose a tool that is validated for your population and not 
for community-dwelling older adults.  
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Various Tools 

• Tools may assess: 
• Environment 
• Person 
• Balance and Gait 
• ADL’s 
• Combination 

• There is not one tool 
validated for all in-pt 
settings to date  

• Best outcomes with 
combination of tool, 
staff assessment, and 
history of falls. 43 
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Elements of the Ideal Tool 

• Validated and found to 
be reliable for the 
target population and 
setting 

• Simple enough to be 
utilized 

• Detailed enough to be 
beneficial 

• Include interventions 
for individual risk 
factors identified as 
problematic 
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Instruments for Measuring Fall Risk in LTC40 

 
• Fall Risk instruments must be specific to the environment in 

which they are used.  

• One integrative review of the existing literature on 
instruments for use in LTC revealed 16 tools covered in 13 
articles.40 

• Of the 13, only 6 reported sensitivity, specificity, and interrater 
reliability40 

• Only two demonstrated high predictive values 
• Morse Fall Scale41 

• Mobility Interaction Fall Chart (MIF)43 

• Note: The STRATIFY falls risk tool (commonly used) was 
significantly related to incidence of accidental falls in a large 
cohort but was a poor predictor of falls and cannot be 
recommended for routine use in acute hospital settings.42 
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Morse Fall Scale 
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Variables Numeric Values                                                  Score                      

1. History of falling No                     0 

Yes                  25 

 
   _______ 

2. Secondary diagnosis No                     0 

Yes                  15 

 
   _______ 

3. Ambulatory aid 

       None/bed rest/nurse assist 
       Crutches/cane/walker 
       Furniture 

 
                          0 

                        15 

                        30 

 
   _______ 

4. IV or IV Access No                     0 

Yes                  20 

 
   _______ 

5. Gait 
       Normal/bed rest/wheelchair 
       Weak 

       Impaired 

 
                          0 

                        10 

                        20  

 
   _______ 

6. Mental status 

       Oriented to own ability 

       Overestimates or forgets limitations 

 
                          0 

                        15 

 
   _______ 

 

Please visit: http://www.patientsafety.gov/SafetyTopics/fallstoolkit/media/morse_falls_pocket_card.pdf 
 

http://www.patientsafety.gov/SafetyTopics/fallstoolkit/media/morse_falls_pocket_card.pdf


Morse Fall Scale Scoring 
• Morse Fall Scale Variable Descriptions and Scoring Hints 
•   
• History of falling 
• This is scored as 25 if the patient has fallen during the present hospital admission or if there was an immediate history of physiological 

falls, such as from seizures or an impaired gait prior to admission.  If the patient has not fallen, this is scored 0. Note: If a patient falls for 
the first time, then his or her score immediately increases by 25. 

• Secondary diagnosis 
• This is scored as 15 if more than one medical diagnosis is listed on the patient’s chart; if not, score 0. 
• Ambulatory aid 
• This is scored as 0 if the patient walks without a walking aid (even if assisted by a nurse), uses a wheelchair, or is on bed rest and does not 

get out of bed at all. If the patient uses crutches, a cane, or a walker, this variable scores 15; if the patient ambulates clutching onto the 
furniture for support, score this variable 30. 

• IV or IV Access 
• This is scored as 20 if the patient has an intravenous apparatus or a saline/heparin lock inserted; if not, score 0. 
• Gait 
• The characteristics of the three types of gait are evident regardless of the type of physical disability or underlying cause. 
• A normal gait is characterized by the patient walking with head erect, arms swinging freely at the side, and striding without hesitation. 

This gait scores 0. 
• With a weak gait (score10), the patient is stooped but is able to lift the head while walking without losing balance. If support from 

furniture is required, this is with a featherweight touch almost for reassurance, rather than grabbing to remain upright. Steps are short 
and the patient may shuffle. 

• With an impaired gait (score 20), the patient may have difficulty rising from the chair, attempting to get up by pushing on the arms of the 
chair and/or bouncing (i.e., by using several attempts to rise). The patient’s head is down, and he or she watches the ground. Because the 
patient’s balance is poor, the patient grasps onto the furniture, a support person, or a walking aid for support and cannot walk without 
this assistance. Steps are short and the patient shuffles. 

• If the patient is in a wheelchair, the patient is scored according to the gait he or she used when transferring from the wheelchair to the 
bed.  

• Mental status 
• When using this Scale, mental status is measured by checking the patient’s own self-assessment of his or her own ability to ambulate. Ask 

the patient, “Are you able to go to the bathroom alone or do you need assistance?” If the patient’s reply judging his or her own ability is 
consistent with the activity order on the Kardex, the patient is rated as “normal” and scored 0. If the patient’s response is not consistent 
with the activity order or if the patient’s response is unrealistic, then the patient is considered to overestimate his or her own abilities 
and to be forgetful of limitations and is scored as 15. 
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Morse Fall Scale Scores 

• Risk Levels based upon MFS scores: 

 

• Low Risk  0 – 24  

 

• Medium Risk 25 – 44  

 

• High Risk  45 and higher  

 

• Your facility should decide on defined response and interventions for 
each level of fall risk and for the risks identified for each individual.  

• To see the Veteran’s Administration fall prevention strategy, please 
visit: 
http://www.patientsafety.gov/CogAids/FallPrevention/index.html#p
age=page-1 
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MFS Pros and Cons 

• What factors are 
considered in the MFS? 

• What important fall risk 
factors are missed by the 
MFS? 

• How could you use the 
MFS and add to its 
efficacy in your 
environment? 

• What can you learn from 
your fall incident 
reports? 
• For the facility 
• For the individual patient 
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Nursing Assessment 
• Utilize a standard falls tool such as 

the MFS 
• R/O orthostatic hypotension and 

dizziness 
• Assess for incontinence/ urgency 

issues 
• Meet with family/caregiver 
• Check feet and shoes 
• Can any tethers be removed or set up 

in a safer way? Catheter leg bag, 
portable 02 use, hep loc IV, etc.  

• Set up medication review with MD/ 
PharmD 

• Create list of suggested referrals for 
practitioner 
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Practitioner Assessment 
• Review nursing fall risk assessment, 

interventions,  and referral list 
• Is there a history of falls? 
• Is there a complaint of dizziness? 
• Carefully review medications for 

opportunities to decrease, replace, 
change times/dosing, etc. 

• Consider nutritional/dietary needs to 
reduce risk of injury from falls (Ca, B12, 
D3, etc.) and from bed rest (protein, etc.) 

• Carefully consider need for and make all 
appropriate referrals to PT, OT, SLP, 
auditory, eye MD, etc. 

• Consider Rx of hip protectors, 
appropriate foot wear, scheduled 
toileting, volunteer/family schedule for 
one-to-one assistance for patient, etc.  
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Administrative Assessment 
• Review nursing and practitioner fall 

risk assessments and interventions 
• Is room assignment appropriate for fall 

risk? Proximity to nursing station, 
bathroom, etc.  

• Can any environmental adjustments be 
made to improve safety? 

• Can any administrative changes be 
made to improve safety? 

• Are eyeglasses, hearing aids, gait belt, 
assistive device needs all posted in 
room? 

• Have all decisions been communicated 
to the right people? 

• Does family understand the patient’s 
fall risk and their roles? 
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Preventing the Fall 
Anticipating the Cause and Being Proactive in ALL 
environments 
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What is your goal? 
• Is it realistic to aim for 0% falls for 

in-patients? What is realistic?  
Where are you now? 

• What was the fall risk for these 
patients even prior to admission? 

• How does admission increase fall 
risk? 

• What can we do to reduce fall risk? 
• Environment: actual structure of the 

surroundings 
• Administration: policies and 

procedures (P&P) 
• Patient: education, medications, 

therapy, etc.  
• Staff & Caregivers: involve ALL staff  

and caregivers in problem solving to 
promote buy in and big picture 
analysis 
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Lessons to be Learned 
• Assign a multidisciplinary team to 

carefully look at your incident reports 
for all falls for the past calendar year. 

• Are there any repeating etiologies that 
can be addressed facility wide? 
• Shift/staffing 
• Related to toileting/eating 
• Type of room or part of facility 
• Are there “themes” around those that 

resulted in injury? 

• Are architectural and/or administrative 
abatements required? 

• What is the estimated cost to the 
facility for these falls? 

• How much money should be budgeted 
for targeted abatements? 
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Targeted Interventions 

• What specific fall risk factors were identified for this particular 
individual?   

• Does our tool consider enough of these factors? 
• What are the best evidence-based interventions available to us 

NOW that could help to reduce each risk factor? 
• Let’s think outside of the proverbial box. How can we reduce the 

risks to this patients by engaging: 
• The practitioner’s involved 
• Referring to other practitioners 
• Modifying the environment 
• Engaging the family/caregivers 
• Setting up schedules for bathroom, checking on patient, walking to 

meals and maintaining physical activity, utilizing ALL staff and 
problem solving with ALL staff. Include housekeeping, dietary staff, 
volunteers, transport staff, etc.  

• Can anything be done to modify the environment to improve safety? 
• Can anything be done for the patient to improve safety? 
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Evidence-Based 
Environmental Design44 

Patient falls, which are common in hospitals, can result in 

• serious injuries, extend a patient’s stay, and drive up the cost of care 
significantly.  By 2020 the estimated annual cost of fall injuries for 
older people will exceed $30 billion.  

• Now that the Centers for Medicare and Medicaid Services no longer 
reimburse hospitals for the cost of patient falls that occur in their 
facilities, and insurers are likely to follow its lead, hospitals will bear 
a greater portion of this cost. 

• Patient falls can be avoided. Poor placement of handrails and small 
door openings are two primary causes of patient falls.  

• Many falls can be reduced through providing well-designed patient 
rooms and bathrooms and creating decentralized nurses’ stations 
that allow nurses easier access to at-risk patients.  

• Please visit http://www.ahrq.gov/qual/transform.pdf and request a 
DVD and/or print manual.  
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Medication Intervention for Fall Prevention 37 

• Drug changes that may 
effect fall risk: 
• Taper, d/c, or replace 

psychotropic drugs 

• Avoid those that cause 
orthostatic hypotension  

• Manage anemia 

• Add Calcium and Vit D to 
decrease both falls and fall 
fracture risk 

• Evaluate and treat 
osteoporosis 
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Diminished gait/balance/transfers 

• Refer to physical therapy (PT) ASAP 
• Follow PT with cont’d rehab/activity/ exercise 
• Use of gait belts by ALL staff becomes the 

corporate culture (gait belt in every room 
mounted in same place) 

• Regular toileting schedules if not 
independent 

• Hip protector use for pts with high fracture 
risk 

• Increase protected walking such as to/from 
all meals 

• Rooms with safer flooring choices 
• Footwear 
• Walker baskets 
• Room with bed closer to bathroom and 

nursing station 
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Physical Activity 

• Having patients sit down and limit 
walking will result in MORE falls, not 
less!! 

• Does this mean you just allow people to 
walk who have a high fall risk? No.  

• Do all falls happen in those patients 
who are walking? No.  

• Refer to PT or rehab aide if needed. 

• Schedule walking to/from meals and 
activities with staff. 

• Teach family how to safely walk with 
the patient and set up schedule. 
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Incontinence &/or Urgency 
• Some studies state that almost 50% of 

falls are related to toileting! 30 

• Be sure toilets are high enough, have grab 
bars, are close to beds, and floors are dry.  

• When possible, have OT’s make 
recommendations for structural updates 

• Establish P&P for patients that need 
scheduled toileting assist and recognize 
staff that follow the schedule 

• Be careful that patients do not have 
tethers, cluttered floors, wet floors, bare 
feet, etc.  

• Have all incontinent patients evaluated 
by PT to see if neuromuscular retraining 
is possible and by OT to see if AE would 
be helpful ASAP 
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Dependence in ADLs 

• Refer to Occupational 
Therapy ASAP 

• Arrange room to facilitate 
safe independence 

• Be sure that CNAs train with 
OTs and f/u on schedules, 
modifications, and use of 
assistive equipment (AE) 

• Set up administrative P&P 
that let all staff know where 
AE will be and who needs to 
use it without diminishing 
privacy. 
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Vision Problems 
• Always assume that vision is impaired and 

may not be treated and/or up to date 
• Refer to eye doctor ASAP(opthalmologist 

will be paid by Medicare; optometrist  may 
require vision plan) 

• Be aware of multifocal lenses and their 
danger for falling 

• Try to move patients toward walking with 
single vision glasses 

• Make sure that P&P are set that let ALL staff 
know which patients need glasses and 
where the glasses will be kept. 

• Signage that does not threaten privacy but 
promotes use of glasses 

• Update eye exams and create reminder 
systems for annual consultations 
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Hearing 
• Diminished hearing may be misinterpreted 

as cognitive issues, refusal to comply with 
care, etc.  

• Poor hearing impedes communication, 
learning, and following instructions 

• Staff need to know who has hearing aids, 
where they will be kept, and who will 
maintain them 

• Appropriate signage must be in each room 
with checks to be sure they are being used 
and cared for.  

• Hearing aids should be evaluated every 6 
months. 

• Refer patients with hearing issues to 
Speech and Language Pathologist (SLP) 
and audiology ASAP. 
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Involve the Family/Caregiver 

• How have they been involved and 
how do they meet the patient’s 
needs at home? 

• When does the family expect to 
visit? 

• How can they become part of the 
treatment team? 

• What training do they need for 
now and for later if d/c is 
planned? 

• Who will do this training? When? 
Why? 

• Who will be primarily responsible 
to work with the family and 
involve them actively? 
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Nursing Fall Prevention Measures 

• Establish toileting schedules for patient’s who are 
not fully independent and expect all staff to use 
them 

• Remove/reroute tethers to facilitate ease of 
mobility and transfers 

• Use portable O2 not concentrators during day 
• Use leg bags for catheters during day 
• Hep lock IV’s not in use during the day 
• Unplug charged IV pumps to allow mobility 
• Gait belt use required of all staff at all times and 

hanging in each patient room (or on patient while 
out of bed) 

• Evaluate for orthostatic hypotension regularly 
• Increase fall risk measures first 5 days of new 

medications 
• Regularly ask prescriber if psychotropic medications 

can be decreased, d/c’ ed, or used at bed time 
• Evaluate fall risk with admission, change of status, 

illness, change of meds, room change, falls, MDS, 
etc. 
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Practitioner fall prevention measures 

• Medications must be reviewed regularly in light of 
what can be decreased, d/c’ ed, given at bed 
time, etc. 

• Proactively prevent osteoporosis, muscle atrophy, 
depression, vitamin deficiencies, anemia, etc. (Ca, 
B12, D3, iron, protein q.i.d., etc.) 

• Monitor and reinforce nursing and administration 
fall prevention strategies 

• Refer patients  liberally for rehabilitation, eye 
exams, hearing evaluation, dental exams, etc. 

• Promote use of evidence-based group fall 
prevention classes in the building and community 

• Ask PT’s to offer the Otago Exercise Program as 
part of their PT plan of care. 

• Treat the injury from the fall but don’t forget to 
discern what the etiology of the fall was and treat 
that as well! 

• Evaluate for mild TBI following falls  
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Administrative Fall Prevention Measures 

• Establish a facility-wide corporate culture for fall prevention 
throughout ALL practitioners, staff, family/caregivers, visitors. 

• Promote vigilance through positive reinforcers such as awards and 
recognition for preventing falls. Floor to floor or shift to shift 
competition for reducing falls can be very effective. Use current 
statistics for benchmarks.  

• Train and retrain all staff regularly (q 3 months) in fall prevention 
measures that they each can be responsible for. This could be 
washing floors while patients are out of their rooms for 
housekeeping,  where to place refuse containers for CNA’s, or use of 
gait belts and w/c brakes for transport staff.  

• Debrief the entire team following a fall. Engage the team to problem 
solve and help to prevent future falls.  

• Look at all falls in the facility and try to find similar issues that may 
be addressed for the entire facility.  Include families, visitors, etc.  
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Set attainable goals 
• Begin with current experience and 

look for small but significant and 
measureable improvements 

• Look for patterns that could prevent 
groups of falls 

• Reward proactive prevention from ALL 
staff groups 

• Engage family, caregivers, volunteers 
to spread staff 

• Set your outlook calendar to remind 
you of times to reassess and reset 
goals 

• Remember: reinforce positive 
behavioral change through 
recognition and reward programs 
that are on-going.  
 

FO
C

U
S 

2
0

1
2

 R
en

fr
o

 A
ll 

R
ig

h
ts

 
R

es
er

ve
d

 

49 



Questions? 

Please feel free to contact me at: 
Mindy Oxman Renfro, PT, PhD, DPT, GCS, CPH 

School of Physical Therapy & Rehabilitation Sciences 
University of Montana 
Missoula, MT  59812 

Email:   mindy.renfro@umontana.edu 
Phone: (406) 243-2429 
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