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Objectives:
•Identify the intrinsic components of balance including 

visual, vestibular and proprioceptive factors.

•Identify other factors associated with falls including 

cognition, medications, posture, strength, and 

environment.

•Outline an effective balance assessment and falls 

prevention program.

•Participate in hands on balance assessment testing for 

firsthand experience.
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Many Federal and National Organization recognize the dangers and 

risk of falls among the elderly….

30% of all adults over 65 

have a balance deficit

Centers for Disease Control and Prevention. Prevalence and most common causes of 

disability among adults—United States, 2005. MMWR Morb Mortal Wkly Rep. 

2009;58(16):421–426.
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�Leading cause of lawsuit for long term care facilities

Falls, a significant problem

2004- 14,900 Deaths related to falls

National Center for Injury Prevention and Control. Preventing Falls: How to Develop 

Community-based Fall Prevention Programs for Older Adults. Atlanta, GA: Centers for Disease 

Control and Prevention, 2008.

2000- $19 Billion
Cost associated with fatal and non fatal falls

National Center for Injury Prevention and Control. Preventing Falls: How to Develop 

Community-based Fall Prevention Programs for Older Adults. Atlanta, GA: Centers for 

Disease Control and Prevention, 2008
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Intrinsic Components of Balance

� Vestibular (inner ear)

� Vision

� Somatosensory (Proprioception)

Gaerlan, Mary Grace, "The role of visual, vestibular, and somatosensory systems in postural 

balance" (2010). UNLV Theses/Dissertations/Professional Papers/Capstones. Paper 357

Extrinsic Factors Affecting Balance

Extrinsic Factors Affecting Balance

� Medications

�Type

�Number (4 or more)

Leipzig RM, Cumming RG, Tinetti ME. Drugs and falls in older people: a systematic review and meta-analysis: II. Cardiac and analgesic drugs. J Am Geriatr Soc. 1999;47(1):40–

50.

Leipzig RM, Cumming RG, Tinetti ME. Drugs and falls in older people: a systematic review and meta-analysis: I. Psychotropic drugs. J Am Geriatr Soc. 1999;47(1):30–39.   Kelly 

KD, Pickett W, Yiannakoulias N, et al. Medication use and falls in community-dwelling older persons [published correction appears in Age Ageing. 2004;33(1):91]. Age Ageing. 

2003;32(5):503–509. 7.  Hough JC, McHenry MP, Kammer LM. 
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Extrinsic Factors Affecting Balance

Medical ConditionsMedical ConditionsMedical ConditionsMedical Conditions

� Arthritis/Postural Deformities
� Orthostatic Hypotension
� Vertigo
� Weakness
� CVA
� Vision Problems/Blindness
� Parkinson’s
� Cerabellar Disorders
� Cognitive Disorders
� History of Falls

Hough JC, McHenry MP, Kammer LM. Gait disorders in the elderly. Am Fam Physician. 1987;35(6):191–196. 

Bloem BR, Haan J, Lagaay AM, van Beek W, Wintzen AR, Roos RA. Investigation of gait in elderly subjects over 88 years of age. J Geriatr Psychiatry Neurol. 1992;5(2):78–84. 

Sudarsky L. Gait disorders: prevalence, morbidity, and etiology. Adv Neurol. 2001;87111–117.

Ganz DA, Bao Y, Shekelle PG, Rubenstein LZ. Will my patient fall? JAMA. 2007;297(1):77–86.

Extrinsic Factors Affecting BalanceExtrinsic Factors Affecting BalanceExtrinsic Factors Affecting BalanceExtrinsic Factors Affecting Balance

� Environmental Factors

� Steps/ Stairs/ Handrails

� Poor Lighting

� Loose Rugs

� Slips in Bathroom

� Clutter

� Inconsistent Use of Assistive Device

CNA, nationCNA, nationCNA, nationCNA, nation’s leading senior living facility insurer:’s leading senior living facility insurer:’s leading senior living facility insurer:’s leading senior living facility insurer:

Falls, a growing liability threatFalls, a growing liability threatFalls, a growing liability threatFalls, a growing liability threat

�“Clearly, falls are both a significant 

danger for residents and a major 

source of liability for senior 

care facilities.”

�“Reducing the incidence and

consequences of falls is, 

therefore, a key responsibility of

administrators in residential, 

assisted and skilled settings.”

12
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CNA recommendations:

Assess, monitor, document!

� “Perform an initial fall risk assessment 

immediately upon admission”

� “Consistently utilize and revise (as needed) a 

fall prevention 

care plan for each resident at 

risk for falls”

� “Document efforts to monitor and decrease 

falls”

13

Assessment Tools

� Berg Balance Test

� Timed Up and Go Test

� Tinetti Assessment

� Balance Systems

Berg Balance Test

GENERAL INSTRUCTIONSGENERAL INSTRUCTIONSGENERAL INSTRUCTIONSGENERAL INSTRUCTIONS

Please demonstrate each task and/or give instructions as written. When 

scoring, please record the lowest response category that applies for each item. 

In most items, the subject is asked to maintain a given position for specific 

time. Progressively more points are deducted if the time or distance 

requirements are not met, if the subject's performance warrants supervision, or 

if the subject touches an external support or receives assistance from the 

examiner. Subjects should understand that they must maintain their balance 

while attempting the tasks. The choices of which leg to stand on or how far to 

reach are left to the subject. Poor judgment will adversely influence the 

performance and the scoring. Equipment required for testing are a stopwatch or 

watch with a second hand, and a ruler or other indicator of 2, 5 and 10 inches 

(5, 12.5 and 25 cm). Chairs used during testing should be of reasonable height. 

Either a step or a stool (of average step height) may be used for item #12.
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Berg Balance Test

Timed Up and Go

� Patients are timed as they rise from a chair 
without using their arms, walk 3 meters, turn, 
return to the chair, and sit down. They are 
allowed to use their usual walking aid.

� A score of less than 10 seconds is considered 
normal, and 14 seconds or more is abnormal 
and associated with an increased risk of falls. 
Patients who perform the task in more than 20 
seconds usually have more severe gait 
impairment.

Shumway-Cook A, Brauer S, Woollacott M. Predicting the probability for falls in community-

dwelling older adults using the Timed Up & Go Test. Phys Ther. 2000;80(9):896–903.

Timed Up and Go Test
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Tinetti Test

� Time to Complete: 10 to 15 minutesTime to Complete: 10 to 15 minutesTime to Complete: 10 to 15 minutesTime to Complete: 10 to 15 minutes

� Time to Score: Time to score is included in time to completeTime to Score: Time to score is included in time to completeTime to Score: Time to score is included in time to completeTime to Score: Time to score is included in time to complete

� Scoring: Scoring of the Tinetti Assessment Tool is done on a three Scoring: Scoring of the Tinetti Assessment Tool is done on a three Scoring: Scoring of the Tinetti Assessment Tool is done on a three Scoring: Scoring of the Tinetti Assessment Tool is done on a three 
point point point point ordinal scale with a range of 0 to 2. A score of 0 represents 
the most impairment, while a 2 would represent independence of 
the patient. The individual scores are then combined to form 
three measures; an overall gait assessment score, an overall 
balance assessment score, and a gait and balance score.

� Interpretation: The maximum score for the gait component is 12 Interpretation: The maximum score for the gait component is 12 Interpretation: The maximum score for the gait component is 12 Interpretation: The maximum score for the gait component is 12 
points. The points. The points. The points. The maximum score for the balance component is 16 
points. The maximum total score is 28 points. In general, patients 
who score below 19 are at a high risk for falls. Patients who score 
in the range of 19-24 indicate that the patient has a risk for falls.

Tinetti ME. Performance-Oriented Assessment of Mobility Problems in Elderly Patients. JAGS 1986; 34:119-126.

Tinetti Test

Balance Systems

� Sport Kat

� Korebalance

� NeuroCom

� HUR

� Bertec

� CSMI

�Biodex Balance System SDBiodex Balance System SDBiodex Balance System SDBiodex Balance System SD
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Biodex Balance System and 

Fall Program

22

� Identify and modify the factors that lead to 

falls among older adults

� Biodex Balance SystemBiodex Balance SystemBiodex Balance SystemBiodex Balance System

– Clinical protocol, Included

� Chair, stop watch, tape measure, 

cones

Biodex – Fall Risk Screening

23

PrePrePrePre----incident Fall Preventionincident Fall Preventionincident Fall Preventionincident Fall Prevention

� Admission Assessment

� Quarterly Assessment

�Coincide with MDS Schedule

�Refer to Therapy if decline is noted
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Assessment after Fall

� Physical Assessment

� Interdisciplinary Review

� Fall Event Tool

� Environmental Assessment

� Balance Assessment

Intervention Post Fall

� Strength and Conditioning

� Assistive Device Training

� Transfer Training

� Balance Training

Strength and Conditioning –

Tools We Use

� MR Cube

-Functional Testing and Training device that produces 

biofeedback for the therapist and visual feedback for the 

patient

� Balance Exercises

-Squat – Isometric Gate (Dynamic Exercise)

- Controlled Route (Controlled Exercise)

- Rehab (Controlled Exercise)

� Power Test – Testing feature that will show the patients 

speeds throughout their range of motion present by the 

therapist
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MR Cube video – Kevin Wilk PT

(James Andres Institute)
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Balance Training
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Document the effectiveness of 

rehabilitation

� Reports “Overall Stability Index”

� Shows how resident performed 

vs. age-matched group of 

normals

� Helps therapists to develop 

individual balance training 

programs

34

Balance System software stores and 
reports progress  after weekly rehab 
efforts

Joey Vandever

13465 Bechwith Dr, Carmel, IN 46074

855-421-4(ITS)

jvandever@innovativetreatmentsupplies.com

Ron Cram, PT, CEO

2091 Ridgemere Way, Greenwood, IN 46143

888-60-REHAB

rcram@rehabstrategies.net

36

Thank You!Thank You!



Berg Balance Test 
 
 
Name                                        Date                                               
 
Location                                       Rater                          
 
  
 
GENERAL INSTRUCTIONS 
Please demonstrate each task and/or give instructions as written.  When scoring, please record 
the lowest response category that applies for each item. 
 
In most items, the subject is asked to maintain a given position for specific time.   Progressively 
more points are deducted if the time or distance requirements are not met, if the subject's 
performance warrants supervision, or if the subject touches an external support or receives 
assistance from the examiner.   Subjects should understand that they must maintain their balance 
while attempting the tasks.  The choices of which leg to stand on or how far to reach are left to 
the subject.  Poor judgment will adversely influence the performance and the scoring. 
 
Equipment required for testing are a stopwatch or watch with a second hand, and a ruler or other 
indicator of 2, 5 and 10 inches (5, 12.5 and 25 cm).   Chairs used during testing should be of 
reasonable height.  Either a step or a stool (of average step height) may be used for item #12.  



1. SITTING TO STANDING 
 INSTRUCTIONS: Please stand up.  Try not to use your hands for support. 
  
 (   ) 4   able to stand without using hands and stabilize independently 
 (   ) 3   able to stand independently using hands 
 (   ) 2   able to stand using hands after several tries 
 (   ) 1   needs minimal aid to stand or to stabilize 
 (   ) 0   needs moderate or maximal assist to stand 
  
 
2. STANDING UNSUPPORTED 
 INSTRUCTIONS: Please stand for two minutes without holding. 
 
 (   ) 4   able to stand safely 2 minutes 
 (   ) 3   able to stand 2 minutes with supervision 
 (   ) 2   able to stand 30 seconds unsupported 
 (   ) 1   needs several tries to stand 30 seconds unsupported 
 (   ) 0   unable to stand 30 seconds unassisted  
  
If a subject is able to stand 2 minutes unsupported, score full points for sitting 
unsupported.  Proceed to item #4. 
 
 
3. SITTING WITH BACK UNSUPPORTED BUT FEET SUPPORTED ON 

FLOOR OR ON A STOOL  
 INSTRUCTIONS: Please sit with arms folded for 2 minutes. 
 
 (   ) 4   able to sit safely and securely 2 minutes 
 (   ) 3   able to sit 2 minutes under supervision 
 (   ) 2   able to sit 30 seconds 
 (   ) 1   able to sit 10 seconds 
 (   ) 0   unable to sit without support 10 seconds 
  
 
4. STANDING TO SITTING 
 INSTRUCTIONS: Please sit down. 
  
 (   ) 4   sits safely with minimal use of hands 
 (   ) 3   controls descent by using hands 
 (   ) 2   uses back of legs against chair to control descent 
 (   ) 1   sits independently but has uncontrolled descent 
 (   ) 0  needs assistance to sit 
  



5. TRANSFERS 
 INSTRUCTIONS: Arrange chairs(s) for a pivot transfer.  Ask subject to transfer  
 one way toward a seat with armrests and one way toward a seat without armrests.  
 You may use two chairs (one with and one without armrests) or a bed and a chair. 
 
 (   ) 4   able to transfer safely with minor use of hands 
 (   ) 3   able to transfer safely definite need of hands 
 (   ) 2   able to transfer with verbal cueing and/or supervision 
 (   ) 1   needs one person to assist 
 (   ) 0   needs two people to assist or supervise to be safe 
  
 
6. STANDING UNSUPPORTED WITH EYES CLOSED 
 INSTRUCTIONS:  Please close your eyes and stand still for 10 seconds. 
 
 (   ) 4   able to stand 10 seconds safely 
 (   ) 3   able to stand 10 seconds with supervision 
 (   ) 2   able to stand 3 seconds 
 (   ) 1   unable to keep eyes closed 3 seconds but stays steady 
 (   ) 0   needs help to keep from falling 
 
 
 
7. STANDING UNSUPPORTED WITH FEET TOGETHER 
 INSTRUCTIONS:  Place your feet together and stand without holding. 
 
 (   ) 4   able to place feet together independently and stand 1 minute safely 

(   ) 3   able to place feet together independently and stand for 1 minute with  
 supervision 

 (   ) 2   able to place feet together independently and to hold for 30 seconds 
 (   ) 1   needs help to attain position but able to stand 15 seconds feet together 
 (   ) 0   needs help to attain position and unable to hold for 15 seconds 
 
 
8. REACHING FORWARD WITH OUTSTRETCHED ARM WHILE  
 STANDING 
 INSTRUCTIONS:  Lift arm to 90 degrees.  Stretch out your fingers and reach  
 forward as far as you  can.  (Examiner places a ruler at end of fingertips when 

arm is at 90 degrees.  Fingers should not touch the ruler while reaching forward.  
The recorded measure is the distance forward that the finger reach while the  

 subject is in the most forward lean position.  When possible, ask subject to use  
 both arms when reaching to avoid rotation of the trunk.)    
 
 (   ) 4   can reach forward confidently >25 cm (10 inches) 
 (   ) 3   can reach forward >12.5 cm safely (5 inches) 
 (   ) 2   can reach forward >5 cm safely (2 inches) 
 (   ) 1  reaches forward but needs supervision  
 (   ) 0  loses balance while trying/ requires external support  



9. PICK UP OBJECT FROM THE FLOOR FROM A STANDING POSITION 
 INSTRUCTIONS:  Pick up the shoe/slipper which is placed in front of your feet. 
 
 (   ) 4   able to pick up slipper safely and easily 
 (   ) 3   able to pick up slipper but needs supervision 
 (   ) 2   unable to pick up but reaches 2-5cm (1-2 inches) from slipper and keeps  
  balance independently 
 (   ) 1   unable to pick up and needs supervision while trying 
 (   ) 0   unable to try/needs assist to keep from losing balance or falling 
 
 
10. TURNING TO LOOK BEHIND OVER LEFT AND RIGHT SHOULDERS  
 WHILE STANDING 
 INSTRUCTIONS:  Turn to look directly behind you over toward left shoulder.   
 Repeat to the right. 
 (Examiner may pick an object to look at directly behind the subject to encourage a  
 better twist turn.) 
 
 (   ) 4   looks behind from both sides and weight shifts well 
 (   ) 3   looks behind one side only other side shows less weight shift 
 (   ) 2   turns sideways only but maintains balance 
 (   ) 1   needs supervision when turning 
 (   ) 0   needs assist to keep from losing balance or falling 
 
 
11. TURN 360 DEGREES 

INSTRUCTIONS:  Turn completely around in a full circle.  Pause.  Then turn a 
full circle in the other  direction. 

 (   ) 4   able to turn 360 degrees safely in 4 seconds or less 
 (   ) 3   able to turn 360 degrees safely one side only in 4 seconds or less 

(   ) 2    able to turn 360 degrees safely but slowly 
 (   ) 1   needs close supervision or verbal cueing 
 (   ) 0   needs assistance while turning 
 
 
12. PLACING ALTERNATE FOOT ON STEP OR STOOL WHILE  
 STANDING UNSUPPORTED 
 INSTRUCTIONS:  Place each foot alternately on the step/stool.  Continue until  
 each foot has touched the step/stool four times. 
 (   ) 4   able to stand independently and safely and complete 8 steps in 20 seconds 
 (   ) 3   able to stand independently and complete 8 steps >20 seconds 
 (   ) 2   able to complete 4 steps without aid with supervision 
 (   ) 1   able to complete >2 steps needs minimal assist 
 (   ) 0   needs assistance to keep from falling/unable to try 
 
 
 
 



13. STANDING UNSUPPORTED ONE FOOT IN FRONT 
 INSTRUCTIONS:  (DEMONSTRATE TO SUBJECT) 

Place one foot directly in front of the other.  If you feel that you cannot place your 
foot directly in front, try to step far enough ahead that the heel of your forward 
foot is ahead of the toes of the other foot.  (To score 3 points, the length of the 
step should exceed the length of the other foot and the width of the stance should 
approximate the subject's normal stride width)  
 

 (   ) 4   able to place foot tandem independently and hold 30 seconds 
 (   ) 3   able to place foot ahead of other independently and hold 30 seconds 
 (   ) 2   able to take small step independently and hold 30 seconds 
 (   ) 1   needs help to step but can hold 15 seconds 
 (   ) 0   loses balance while stepping or standing 
  
 
14. STANDING ON ONE LEG 
 INSTRUCTIONS:  Stand on one leg as long as you can without holding. 
 
 (   ) 4   able to lift leg independently and hold >10 seconds 
 (   ) 3   able to lift leg independently and hold 5-10 seconds 
 (   ) 2   able to lift leg independently and hold = or >3 seconds 
 (   ) 1   tries to lift leg unable to hold 3 seconds but remains standing  
  independently 
 (   ) 0   unable to try or needs assist to prevent fall 
 
 
ITEM DESCRIPTION    SCORE (0-4)  
 
1. Sitting to standing    _____ 
2. Standing unsupported    _____ 
3. Sitting unsupported    _____ 
4. Standing to sitting    _____ 
5. Transfers     _____ 
6. Standing with eyes closed   _____ 
7. Standing with feet together   _____ 
8. Reaching forward with outstretched arm _____ 
9. Retrieving object from floor     _____ 
10. Turning to look behind   _____ 
11. Turning 360 degrees      _____ 
12. Placing alternate foot on stool   _____ 
13. Standing with one foot in front  _____ 
14. Standing on one foot      _____ 
 
   TOTAL (maximum 56)        _____ 
 

0–20, wheelchair bound  
21–40, walking with assistance  
41–56, independent  
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Population: Adult population, elderly patients 

 
Description:  The Tinetti Assessment Tool is a simple, easily administered test 

that measures a patient’s gait and balance.  The test is scored on 
the patient’s ability to perform specific tasks. 
 

Mode of Administration: The Tinetti Assessment Tool is a task performance exam. 
 

Time to Complete: 10 to 15 minutes 
 

      Time to Score: Time to score is included in time to complete 
 

      Scoring: Scoring of the Tinetti Assessment Tool is done on a three point 
ordinal scale with a range of 0 to 2.  A score of 0 represents the 
most impairment, while a 2 would represent independence of the 
patient.  The individual scores are then combined to form three 
measures; an overall gait assessment score, an overall balance 
assessment score, and a gait and balance score. 
 

Interpretation: The maximum score for the gait component is 12 points.  The 
maximum score for the balance component is 16 points.  The 
maximum total score is 28 points.  In general, patients who score 
below 19 are at a high risk for falls.  Patients who score in the 
range of 19-24 indicate that the patient has a risk for falls. 
 

Reliability: Interrater reliability was measured in a study of 15 patients by 
having a physician and a nurse test the patients at the same time.  
Agreement was found on over 85% of the items and the items that 
differed never did so by more than 10%.  These results indicate 
that the Tinetti Assessment Tool has good interrater reliability. 
 

Validity: Not reported 
 

References: Lewis C.  Balance, Gait Test Proves Simple Yet useful.  P.T. 
Bulletin 1993; 2/10:9 & 40. 
 
Tinetti ME.  Performance-Oriented Assessment of Mobility 
Problems in Elderly Patients.  JAGS 1986; 34:119-126. 

 

Tinetti Assessment Tool: Description 



 
 
 
 
 
 
Patient’s Name:  ____________________  Date:   _______________________ 
 
 
Location:  _________________________  Rater:  _______________________   
 
 
Initial Instructions:  Subject is seated in a hard, armless chair.  The following maneuvers are 
tested. 
 

         Task Description of Balance Possible Score 
1.  Sitting Balance Leans or slides in chair 

Steady, safe 
= 0 
= 1 

 

2.  Arises Unable without help 
Able, uses arms to help 
Able without using arms 

= 0 
= 1 
= 2 

 

3.  Attempts to arise Unable without help 
Able, requires > 1 attempt 
Able to rise, 1 attempt 

= 0 
= 1 
= 2 

 

4.   Immediate standing 
balance 
(first 5 seconds) 

Unsteady (swaggers, moves feet, trunk sway) 
Steady but uses walker or other support 
Steady without walker or other support 

= 0 
= 1 
= 2 

 

5.  Standing Balance Unsteady 
Steady but wide stance (medial heels > 4 
inches apart) and uses cane or other support 
Narrow stance without support 

= 0 
= 1 
 
= 2 

 

6.  Nudged (subject at 
max position with feet 
as close together as 
possible, examiner 
pushes lightly on 
subject’s sternum with 
palm of hand 3 times. 

Begins to fall 
Staggers, grabs, catches self 
Steady 

= 0 
= 1 
= 2 
 

 

7.  Eyes closed (at 
maximum position #6) 

Unsteady 
Steady 

= 0 
= 1 

 

8.  Turning 360 degrees Discontinuous steps 
Continuous steps 
Unsteady (grabs, swaggers) 
Steady 

= 0 
= 1 
= 0 
= 1 

 

9.  Sitting Down Unsafe (misjudged distance, falls into chair) 
Uses arms or not a smooth motion 
Safe, smooth motion 

= 0 
= 1 
= 2 

 

   Balance 
Score: 

 

Tinetti Assessment Tool:  Balance  



 
 
 
 
 
 
 
Patient’s Name:   ___________________  Date:   _______________________ 
 
 
Location:  _________________________  Rater:  _______________________   
 
 
Initial Instructions:  Subject stands with examiner, walks down hallway or across the room, first at 
“usual” pace, then back at “rapid, but safe” pace (using usual walking aids). 
 

      Task Description of Gait Possible Score 
10.  Initiation of gait 

(immediately after told 
to “go”) 

Any hesitancy or multiple attempts to start 
No hesitancy 

= 0 
= 1 

 

11.  Step length and 
height 

a. Right swing foot does not pass left stance 
foot with step 

b. Right foot passes left stance foot 
c. Right foot does not clear floor completely 

with step 
d. Right foot completely clears floor 
e. Left swing foot does not pass right stance 

foot with step 
f. Left foot passes right stance foot 
g. Left foot does not clear floor completely with 

step 
h. Left foot completely clears floor 

= 0 
 
= 1 
= 0 
 
= 1 
= 0 
 
= 1 
= 0 
 
= 1 

 

12.  Step Symmetry Right and left step length not equal (estimate) 
Right and left step appear equal 

= 0 
= 1 

 

13.  Step Continuity Stopping or discontinuity between steps 
Steps appear continuous 

= 0 
= 1 

 

14.  Path (estimated in 
relation to floor tiles, 
12-inch diameter; 
observe excursion of 
1 foot over about 10 
feet of the course). 

Marked deviation 
Mild/moderate deviation or uses walking aid 
Straight without walking aid 

= 0 
= 1 
= 2 

 

15.  Trunk Marked sway or uses walking aid 
No sway but flexion of knees or back, or spreads 
arms out while walking 
No sway, no flexion, no use of arms, and no use of 
walking aid 

= 0 
= 1 
 
= 2 

 

16.  
 

Walking Stance Heels apart 
Heels almost touching while walking 

= 0 
= 1 

 

  Gait Score:  
 
 

 

  Balance + Gait Score: 
 

  

 

Tinetti Assessment Tool:  Gait 



Fall Event Review  
  

Patient Name                             Unit, Room Number  Age: 

Admitting Diagnosis: 

Fall Time and Location                              How did fall occur?                       Discovering Caregiver 

Pre-Fall Risk Assessment/Interventions/Documentation 

Date and time of most recent fall risk assessment prior to fall:  _________________________      Results:________ 

Time of last Hourly Rounds___________ Was patient:    ___taken to BR          ___pain med offered/given        ___re-positioned   

                                                                          ___personal items within reach (call light, urinal, bedside table, water, tissues, etc.) 

Was a current care plan initiated?  [ ]  No   [ ]  Yes, date and time ___________________    

If pre-fall risk was high, what interventions were in place prior to fall:  

     Bed/Chair/Personal Alarm in place?   [ ]  No   [ ]  Yes        Was alarm on and functioning?   [ ]  No   [ ]  Yes 

     Signage?    [ ]  No   [ ]  Yes               Additional Interventions:  

Assessment Factors 

Medications in the past 4 hours (narcotics, sedatives, sleeping  med,  BP med, etc)? [ ]  No   [ ]  Yes:   

           if yes: list name, route, dose, time___________________________________________  was this 1
st
 dose: [ ]  No   [ ]  Yes  

Was the patient on a specialty bed/mattress at the time of the fall?  [ ]  No   [ ]  Yes, Type:___________________________ 

      If yes:  Did the patient: [ ] fall over side rails    [ ]  slide out the end of the bed   [ ] slide through side rails   [ ]  other ________ 

What environment factors contributed to the fall?  Check all that apply                     [  ] Other  _______________________ 

[ ] Slippery/Wet Floor  [ ] Crowded Space  [ ] Malfunctioning Chair/Bed  [ ] Lighting   [ ] Side Rails Not Up  

Was staff assigned to unit/floor physically on the unit/floor at the time of the fall?  [ ] Yes  [ ] No, ________________________ 

Post-Fall Assessment/Interventions/Documentation 

Date and time of immediate post fall risk assessment:   _______________________      Result:________  

Was a care plan initated/updated?  [ ]  No   [ ]  Yes, date and time ___________________ 

Which interventions initiated after fall:  Hourly Rounds:   [ ] Position    [ ] Pain     [ ] Toileting     [ ] Personal Items  

   Bed/Chair/Personal Alarm in place?   [ ]  No   [ ]  Yes        Is alarm on and functioning?   [ ]  No   [ ]  Yes 

   Signage?    [ ]  No   [ ]  Yes                    Additional Interventions:   

 

Was the patient injured? [ ] No  [ ] Yes,  please describe__________________________________________ 

Were tests ordered to rule out injury? [ ] No  [ ] Yes,  please list ____________________________________ 

If Injury to head and patient on anticoagulant therapy:  INR ordered? [ ] No    [ ]  Yes   CT ordered?  [ ] No  [ ]  Yes 

                                                                                                Post-fall Protocol Entered?  [ ] No   [ ]  Yes 

Post-Fall Documentation completed__________________________________________________________________________  

     Notifications:  [ ] charge nurse  [ ] physician  [ ] family   [ ] unit supervisor or house supervisor _________________________ 

     Summary note completed?   [ ] No  [ ] Yes           Event report completed?   [ ] No  [ ] Yes    

 Action Plan 
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