n estimated 25,500
Americans died from
falls in healthcare and

community settings in 2013.

Countless more suffered life-

changing injuries, such as frac-

tures, internal injuries, and trau-
matic brain injury. Experts
estimate that more than 84% of
adverse events in hospital patients
are related to falls, which can pro-
long or complicate recovery. This
article identifies risk factors for
talls, explains how falls are classi-
fied, and describes how to per-
form a fall-risk assessment.

To monitor falls incidence in a
consistent manner, healthcare pro-
fessionals need to agree on the
definition of a fall. A widely ac-
cepted definition is “an unplanned
descent to the floor with or with-
out injury to the patient.” The
nursing diagnosis for risk of falls is
“increased susceptibility to falling
that may cause physical harm.”

To help identify patients’ risk
factors for falls and guide inter-
ventions to prevent falls in acute-
care settings, falls commonly are
classified as anticipated physiolog-
ic falls, unanticipated physiologic
falls, or accidental falls.

In addition, some clinicians
classify risk factors as intrinsic or
extrinsic. Intrinsic risk factors for
talls—those originating within the
individual—include:

e low blood pressure or orthosta-
tic hypotension caused by
standing, dehydration, or mus-
cle weakness (most notable in
the lower extremities)

e impaired mobility, unstable
gait, and poor balance due to
pain, musculoskeletal deformi-
ties, or neurologic disorders

e limited physical-activity en-
durance

e foot problems that cause pain
or paresthesias (such as periph-
eral neuropathy)

e impaired vision due to poor
depth perception, glaucoma, or
cataracts.
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Assessing your
patients’ risk

for falling

A systematic process to
address patients’ fall risk
can decrease or nearly
eliminate falls.

By Beverly Lunsford, PhD, RN, CNS-BC and Laurie Dodge Wilson, MSN, APRN,
AGPCNP-BC
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Extrinsic risk factors originate
outside the individual. They in-
clude conditions in the physical
environment, such as poor light-
ing, clutter, a slippery floor due to
a spill, and an uneven threshold.

Risk factors for anticipated
physiologic falls

Risk factors for anticipated physio-
logic falls include an unstable or
abnormal gait, a history of falling,
frequent toileting needs,

altered mental status,

and certain medica-

tions. Among hos-

pitalized older

adults, about 38%

to 78% of falls can ’
be anticipated. Evi-

dence shows that

one-third of re-

portable falls with

injuries in hospital-

ized older adults

are linked to bath-

room use; more than half

are associated with med-
ications known to con-

tribute to falls, such as an-
tianxiety and antipsychotic drugs.
Also, about 40% of falls occur
within 30 minutes of an hourly
rounding visit by healthcare
providers.

Assess the patient for diseases
and disorders that affect the car-
diovascular, respiratory, neurolog-
, or musculoskeletal system. Al-
so consider possible effects of
treatment for these diseases; many
medications increase the fall risk
by causing dizziness, drowsiness,
or confusion. Perform a thorough
medication reconciliation to iden-
tify potential high-risk drugs, in-
cluding over-the-counter products
(such as diphenhydramine, com-
monly used for allergic rhinitis or
as a sleep aid). As a rule of
thumb, the more medications a
patient uses, the higher the fall
risk due to adverse drug effects
and drug-drug or drug-disease in-
teractions. Also, make sure you're

ic
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Fall-risk assessment instruments

A systematic review of valid and reliable risk-assessment tools for acute, long-
term, community, and home-support care settings found that no single tool is rec-
ommended for implementation in all settings or for all subpopulations. However,
the Morse Fall Scale (MFS) and St. Thomas Risk Assessment Tool in Falling Elderly
Inpatients (STRATIFY) are well validated for assessing fall risk in adults.

Healthcare providers can use the MFS to assess fall risk through multiple safety
indicators, including a history of falling, secondary diagnoses, ambulatory aid,
gait, and mental status. The STRATIFY Tool has five items that address risk factors
for falling, including past history of falling, agitation, visual impairment affecting
everyday function, need for frequent toileting, transfer ability, and mobility.
STRATIFY should be used in conjunction with a clinical assessment and medica-
tion review. Preferably, the review should be done by a
nurse or pharmacist using a standard list of

medications, such as the Beers Criteria.

familiar with
the American Geriatric
Society Beers Criteria for po-
tentially inappropriate medication
use in older adults.

Risk factors for unanticipated
physiologic falls

Risk factors for unanticipated
physiologic falls include condi-
tions such as seizures, syncopal
episodes, and delirium. These falls
may occur with a temporary
change in physical or cognitive
function and unfamiliar surround-
ings. Such falls may be unantici-
pated if the patient is otherwise at
low risk for falls.

Direct nursing interventions to-
ward post-fall care and preventing
injury in case of another fall. Cur-
rently, no tool exists to guide
nurses and other healthcare team
members in assessing risk for in-
jury from unanticipated falls. Per-
sons ages 85 or older, those with
osteoporosis, and those taking
anticoagulants are at greatest risk
of injury from these falls.
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Risk

factors for accidental

falls

Accidental falls can stem from slip-
ping, tripping, or other accidents.
They’re frequently linked to extrin-
sic factors. To help reduce risk,
evaluate the physical environment
continually for safety hazards. Be
aware that falls in hospitals and
other acute-care settings most of-
ten occur in patient rooms, when
patients are alone, or when they
attempt to go to the bathroom.
Many hospitals are reevaluating the
design of patient rooms and bath-
rooms to decrease environment-re-
lated falls. A redesign that enables
nurses to document at the bedside
rather than at a remote station pro-
vides increased patient-safety sur-
veillance and decreases the poten-
tial for falls.

Be sure to consider assistive de-
vices when evaluating extrinsic
risk factors that can cause acciden-
tal falls. Canes, walkers, and
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wheelchairs are meant to increase
the patient’s support and improve
balance and mobility. But many
patients aren’t properly taught how
to use them; in some cases, the
device is damaged or the wrong
size for the patient. In long-term
care facilities, the highest inci-
dence of falls occurs during trans-
fers—when the patient moves from
wheelchair to bed or gets up from
an unbraked wheelchair. Physical
therapists can help evaluate assis-
tive devices and determine if they
are the right size and are being
used properly; they also can pro-
vide education on their use.

Also consider other extrinsic
risk factors for accidental falls. For
instance, check the patient’s
footwear and clothing, which can
affect mobility. Are the patient’s

pants too long?

Fall-risk
screening and
assessment
Screening and as-
sessment can help
nurses and other
healthcare profes-
sionals identify pa-
tients at risk for
falls. Fall-risk screening determines
if the patient is at risk for falls and
indicates whether a more in-depth
multifactorial assessment should be
done. Fall-risk assessment provides
a systematic way to check for valid
and reliable causes of falls in a
particular patient and identify fac-
tors for which interventions are
known to reduce the fall risk.

Screening

When screening patients for fall

risk, check for:

e history of falling within the
past year

e orthostatic hypotension

e impaired mobility or gait

e altered mental status

e incontinence

e medications associated with
talls, such as sedative-hypnotics
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and blood pressure drugs
e use of assistive devices.

Also, be aware that patients teth-
ered to L.V. lines or other equip-
ment are at increased risk for falls.

Assessment

In long-term and acute-care set-
tings, fall-risk assessment is re-
quired for all patients on admission,
transfer to a new unit, after a
change in the level of care or the
patient’s condition, and after a fall.
Because falls have multifactorial
causes, an interprofessional team
should collaborate in the compre-
hensive assessment. A standard as-
sessment combines a systematic as-
sessment with clinical decision
making, targeted interventions, care
planning, and communication with
other healthcare professionals.

Nearly 50 fall-risk assessment in-
struments exist. Typically, these
tools use a scoring system that
measures the cumulative effect of
known risk factors. (See Fell-visk
assessment instruments.) When se-
lecting an assessment tool, focus
on identifying key risk factors that
can guide interventions to reduce
or mitigate fall risk.

Some tools use a scoring system
with cut-off values for patients at
high risk. But even if the patient
has a low score, don’t let this dis-
tract you from implementing inter-
ventions to reduce the risk of
falling if the patient has identifi-
able and preventable risks. Also,
be aware that if all or many pa-
tients are placed in a high-risk cat-
egory, staff may be less likely to
individualize care plans when par-
ticular risks are identified for a
particular patient.

Information from the assessment

guides diagnosis and implementa-
tion of a consistent plan of care. A
critical step in this multifaceted
process is communicating the pa-
tient’s fall risk and required inter-
ventions to colleagues, the patient
and family, and significant others
who need to support the interven-
tions. Using a systematic process
to identify and address the fall risk
can nearly eliminate anticipated
falls, prevent unanticipated falls
from recurring, and significantly
decrease accidental falls. o

Beverly Lunsford is an assistant professor in the
School of Nursing at George Washington University
(GW) in Washington, DC; director of GW's Center for
Aging, Health and Humanities; and director of the
Washington D.C. Area Geriatric Education Center Con-
sortium. Laurie Dodge Wilson is an assistant clinical
professor at GW School of Nursing.
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