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This guide contains information that the Falls Work Group feels may be useful for long-term care providers in 
planning and delivering care.  It is provided as a service to OHCA members and other long-term care 
professionals.  Providers should consider this information in conjunction with each resident’s specific 
circumstances and their own professional judgment.  Use of this guide does not ensure residents will not fall or 
become injured, and the Falls Work Group specifically disclaims any liability for any injuries that may result 
directly or indirectly from use or non-use of the information contained in this guide.    
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Resident Falls Management  
 
Each resident deserves freedom, as stated in F221 – §483.13 (a) The resident has the right to be free from 
physical restraints imposed for purposes of discipline or convenience, and not required to treat the 
resident’s medical symptom. To accomplish this goal, a nursing facility must carefully evaluate its operations 
and create an environment that allows residents their desired level of independence, participation and group 
interaction. A nursing facility’s response to resident falls often reduces resident freedom.  This guide is 
intended to provide nursing facilities the necessary resources to improve services to residents and the 
interventions to reduce resident falls. Perhaps it is a cliché, but prevention is nine tenths of the cure. Falls 
prevention is the responsibility of the entire staff and should never rest on only a few individuals.  
 
Each nursing facility must establish a method for data gathering, analysis and systematic review of residents’ 
care plans. Focusing on previous falls alone will never reduce fall rates  but  can  offer insights into the intrinsic 
and environmental factors that may contribute to  falls.  Nursing facilities must understand the needs of 
residents. A calm, contented resident doesn’t often get into the situations that will encourage falls. A Resident 
whose sense of purpose is being met will live a safer life. Often falls are a result of the three plagues of the 
institutionalized elderly: boredom, loneliness and helplessness. A facility’s goal must be to determine the 
resident’s desire for mobility and then help them meet it.  The ultimate fall prevention tool is the facility’s ability 
to look inside of the resident’s reality… not solely at external things. Consider the following factors in learning 
more about the resident: what does he likes to see, smell, taste, touch and hear.  Each of these is important 
and facilities must learn these things about individual residents. Often it will lead to independent resident 
activities that keep the resident occupied and less likely to act in a manner that leads to falling.  
 
The guiding principle for falls management is use of the Resident Assessment Instrument (RAI).  Fully 
implementing the three key components: the MDS 2.0, the RAPS (resident assessment protocols) and the plan 
of care, arm a facility with the necessary information to manage falls and reduce accidents.    During the initial 
and subsequent assessments, a facility must determine a resident’s baseline behavior and identify resident 
specific risk factors. Each assessment should provide objective data of the resident’s level of functioning and 
skills. This information should be gathered from several sources, including the resident, family and facility staff 
observations. Determination of a resident’s habits and preferences will facilitate a clearer understanding of the 
resident and the course of treatment needed. Facilities should not focus solely on past behavior but current 
conditions, such as medications, improvements or declines in physical functioning, etc. By uncovering 
underlying causes of falls, a facility will be able to individualize a resident’s care plan to reduce falls and/or 
injuries from falls.   
 
Each nursing facility has a unique approach to care plan development.  In each facility, though, it is important 
that an interdisciplinary team approach is established, which includes the resident and family. Facilities should 
also consider using ‘non-traditional’ team members such as nursing assistants and housekeepers.  These 
individuals often have spent a great deal of time with the residents and have a unique perspective to offer the 
facility’s interdisciplinary team.  The team’s responsibility is to identify risks and benefits of various 
interventions for addressing each of the presenting resident issues. Following the initial care plan, the team 
must also analyze resident outcomes to interventions and revise the plan of care as necessary.  
 
Care plans are based on interventions that address resident-specific problems.  The intervention determination 
is either to improve a resident’s physical,  psychosocial function or to reduce or eliminate an undesired resident 
behavior.  When considering resident falls, the interdisciplinary team must choose interventions that address 
both.  The team will attempt to assure that falls are not a result of an unmet need.  The care plan will address 
the resident’s strengths as identified by the assessment and direct interventions for the presenting medical 
symptoms and safety concerns. Goal setting for fall/injury care plans are best not stated in absolute terms such 
as “no falls.”  Reduction of frequency and minimizing injury are better approaches. 
 
Once the facility’s interdisciplinary team has completed their task, the plan of care must be implemented. The 
facility must have mechanisms to educate all staff about interventions and changes to a resident’s plan of care. 
The facility administration must also establish a routine monitoring system to ensure that each resident’s plan 
of care is consistently implemented appropriately.   
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Nursing facilities must aggressively manage all risks and resident falls are no exception. It is important to 
recognize that one size does not fit all when considering interventions for resident fall management. The 
involvement of all staff in falls prevention and education is crucial if a facility is to succeed.  It is also important 
to involve others in the falls management process.  Notifying the nursing facility’s pharmacist each month of 
residents who have sustained a fall and soliciting their assistance in completing or analyzing the review of 
medications is a good idea.  Involving the facility’s medical director is also critical.  

Each nursing facility should review and address the following when considering falls management. While each 
recommendation is important, changes within facilities are necessary in the endeavor to reduce falls and 
mitigate injuries. 
 
Falls Management Process 
 
In order to develop and implement an effective fall/ injury mitigation program, each nursing facility must 
establish a structured process.  After decisions are made, staff must be thoroughly trained and appropriate 
follow-up completed to assure the process is followed.  
 
1. Values  

• Review/ revisit facility philosophy, mission statement, and values to solidify the reasons for falls 
management 

• Discuss the impact of these beliefs on falls management 
• Educate all staff on the correlation between beliefs and the management of falls 
• Consider a method to establish some baseline understanding that not all falls, accidents are 

preventable, such as discussion before or on admission about inherent risks –OHCA  video – “A Time 
of Transition” 

 
2. Assessment  

• Complete a Falls Risk Assessment on admission, readmission, quarterly, when significant change of 
status occurs and according to facility policy 

• Who will complete the resident fall risk assessment?  Has staff been sufficiently trained? 
• What form will be used? 
• Consider using other assessment tools to gain some insight into the resident, such as those related to 

cognition, depression 
• Assure that fall history is part of the admission assessment 

 
3. Plan of Care  

• Initiate plan of care on admission as soon as a determination is made that resident is at risk for falls 
• Gather historical information from resident and/or family on admission if possible.  Learn the resident’s 

story; history of falls, aberrant behavior, wandering, details of events, habits and preferences.  It is most 
important is to find out what the resident likes to see, feel, touch, taste and hear. 

• Use assessment information/ data to develop an individualized plan of care 
• Evaluate plan of care to assure that interventions are effective and appropriate at regular intervals or 

when falls occur. 
• Goal setting needs to be realistic and measurable (vs no falls) 
• Review and revise plan of care as necessary, eliminating ineffective interventions 
• Establish a monitoring process to assure that plan of care is consistently implemented and followed. 
• Establish a facility mechanism to assure that all staff are informed and knowledgeable about the plan of 

care.  
 
4. Post Fall Physical Assessment & Treatment 

• Immediate physical assessment and treatment, as warranted 
• Do not move resident until after assessment 



8/11/07 6 

• Assess for position of resident, injuries, head injuries ( neuro check) pain, swelling, bruising, alignment, 
ROM 
 

5. Investigation 
• determine root cause 
• Who will investigate?  
• What forms will be used? 

a. Narrative versus form 
b. Incident report 
c. Investigative report 

• Who will review information?  
• Who will follow-up on progress? How often 
• Use information to update and revise plan of care 
• Falls due to equipment related malfunctions. 

• Attempt to determine equipment failure vs user error 
• Lock out all malfunctioning equipment document malfunction, keep equipment without 

repair if potential to be involved in litigation. FDA report ,if indicated 
 
6. Data Collection/ Analysis 

• How will falls be monitored, tracked and analyzed? 
a. Form 
b. Log sheet 

• Who is responsible for tracking falls? 
• Completed detailed analysis of each fall 
• Add to fall history profile of each resident 

 
7. Documentation 

• Clearly state that assessment was done, in some detail 
• Consider “no evidence of injuries noted at this time” rather than “no apparent injury” 
• 72 hour post fall documentation in nursing notes 
• Who will describe what happened  
• Fall summary  

• Date, Time, witnesses, physical findings, first aid, treatment, notification of 
physician/family/interim 

• For actual or potential head injury - neuro checks x 72 hours 
• Every 15 min for first 2 hours 
• Every 2 hours for next 10 hours 
• Every 4 hours for remainder of 72 hours 

•  Document every shift for 72 hours post fall that  interventions are  in place with expected 
outcome 

• Assessment of pain, swelling, bruising, injury status, alignment/ROM 
 
8. Establish Falls Oversight Committee 

• Schedule of meetings, agenda, and purpose 
a. Safety or Risk Committee 
b. Quality Assurance Committee 
c. Quality Indicator/Quality Measure Team 
d. Interdisciplinary Team 

• Define responsibilities of committee 
a. Analyze trends and patterns 
b. Evaluate equipment and resource needs 
c. Identify causal factors and motivating forces ( Root Cause ) 
d. Establish action plans 
e. Review Quality Indicator reports 
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• Keep statistical reports to determine if falls are increasing, decreasing or remaining the same.  Collect 
and analyze falls by shift, location, resident and staff involved, etc. 

• Profile and track successful interventions 
 
9.  Communication and Education 

• Incorporate training for all staff regarding falls, interventions, facility commitment, etc. as part of new 
employee orientation and throughout career. 

• Communicate initial plan of care and all changes to direct care staff 
a. How 
b. When 
c. By whom 

• Involve Medical Director and consulting pharmacist  
• As a part of Discharge Planning / home-going instructions 

 
10.  Potential litigation 

•  Potential for litigation with serious falls/injuries/death 
• potentially resulting from facility non compliance with plan of care, equipment or death 

• Analyze compliance with plan and effectiveness of plan after each/any occurrence 
• Consider a method to establish some baseline understanding that not all falls /, accidents are 

preventable, such as discussion before or on admission about inherent risks – OHCA video – “A 
Time of Transition” 

• Sequester copy of medical record,  
• QA audit of care per standards,  
• identify root cause.  
• Mitigate risk of potential litigation or outcome.  
• Present to QA committee for action plan.  

 
 
Regulatory Issues and Trends 
 
There have been an increasing number of citations and serious or immediate threat surveys relating to falls, 
including immediate jeopardy deficiencies relating to falls and injuries.  The Ohio Department of Health has 
drafted a Resident Fall Decision Tree and Falls Protocol to assist facilities in determining the appropriate 
course of action for assessing, care planning, intervention implementation and monitoring residents who fall.  
 
Ohio Licensure  
Rule 3701-17-06: 
(C)(1) The quality assurance committee shall meet at least quarterly to systematically monitor and evaluate the 
quality of care and quality of life provided in the home, review and investigate incidents and accidents that 
have occurred in the home, including, but not limited to, those related to the use of restraints as required by 
rule paragraph (h) of rule 3701-17-15 of the administrative code, identify problems and trends, and develop 
and implement appropriate plans of action to correct identified problems. 
 
Rule 3701-17-12: 
The nursing home administrator or the administrator’s designee shall: 
(a) immediately inform the resident, consult with the resident’s physician or the medical director, if the 
attending physician is not available, and notify the resident’s sponsor or authorized representative, unless the 
resident objects, and other proper authority, in accordance with state and local laws and regulations when 
there is:  (1) an accident involving the resident which results in injury and has the potential for requiring 
physician intervention; 
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Federal Regulation: 
The Federal certification F-tag  that relates directly to falls and accidents is F-323.   
F323 - (h) Accident - § 483.25 
The facility must ensure that – 
(1) The resident environment remains as free of accident hazards as is possible; and 
(2) Each resident receives adequate supervision and assistance devices to prevent accidents. 
 
Synopsis of Regulation 
The requirements at 42 C.F.R. § 483.25(h)(1) and (2) have three aspects. The first aspect requires that a 
resident’s environment remains as free of accident hazards as possible; the second aspect requires that the 
facility provide adequate supervision; and the third is that the facility provides assistive devices to prevent 
accidents. 
 
Criteria for Compliance 
The facility’s responsibility to accommodate individual needs and preferences and abide by the resident’s right 
to choice and self-determination must be balanced against compliance with F323 to protect the resident. 
Documentation regarding the resident’s choices will assist the survey team in making compliance decisions. 
NOTE: It is important to remember that not all accidents in a facility, regardless of outcome to a resident, are 
necessarily due to facility noncompliance. A resident can sustain bodily injury as a result of an accident over 
which the facility had no control (i.e., an unavoidable accident).  The survey team is to review the 
situation that led to the injury or potential for injury, as well as the facility practices, and resident’s rights, 
preferences, and choices, to determine if the potential or negative outcome was avoidable or unavoidable. 
Compliance with 42 C.F.R. § 483.25(h)(1) and (2), F323, Accidents and Supervision. 
 
For the resident who has had an accident or was assessed at risk for an avoidable accident, the facility is in 
compliance with this requirement, if staff have: 

• Identified hazards and risk of an avoidable accident based on the facility’s assessment of the 
resident environment and the resident, including the need for supervision and/or assistive devices; 

• Evaluated/analyzed the hazards and risks; 
• Implemented interventions, including adequate supervision and/or assistive devices, to reduce the 

risks of an accident that were consistent with a resident’s needs, goals, plan of care, and current 
standards of practice; 

• Provided assistive devices consistent with a resident’s needs; 
• Properly deployed and maintained resident specific equipment (e.g., lifts, canes, wheelchairs, 

walkers); 
• Provided a safe environment, such as by monitoring chemicals, wet floors, cords and other 

equipment; 
• Operated equipment in accordance with manufacturer’s recommendations and resident need; 
• Provided and maintain a secure environment (e.g., resident room, unit, common use areas, stairs 

and windows, facility grounds, etc.) to prevent negative outcomes (e.g., prevent falling/tumbling 
down stairs or jumping from windows or eloping through exit doors) for residents who exhibit unsafe 
wandering and/or elopement behavior (regardless of whether ambulatory, in wheelchair or using 
walker); and 

• Monitored the effectiveness of the interventions and modified the interventions as necessary, in 
accordance with current standards of practice. 
 

In instances where a resident has had a “fall with a fracture or other injury that may require surgical 
intervention and results in significant decline in mental and/or physical functioning".   In such cases it is 
recommended to consider restorative programming to address the physical, mental and psychosocial aspects 
of the resident's well-being following the fracture/injury with the goal of maintaining current functioning levels.  
An example would be if the resident is receiving PT for physical activities involving their hips and legs, the 
restorative program needs to focus on maintaining upper body strength and psychosocial and mental 
functioning.  The restorative program's role is to address maintenance in areas or tasks while the therapy is 
focusing on one particular area or task so the resident doesn't decline in other aspects of their functioning.  If 
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there is no therapy involvement, the restorative program needs to address all aspects simultaneously with the 
goal of maintaining the resident's functioning at the level of function present prior to the injury.  
 
“Avoidable Accident” means that an accident occurred because the facility failed to: 

- Identify environmental hazards and individual resident risk of an accident, including the need for 
supervision; and/or 

- Evaluate/analyze the hazards and risks; and/or 
- Implement interventions, including adequate supervision, consistent with a resident’s needs, goals, plan 

of care, and current standards of practice in order to reduce the risk of an accident; and/or 
- Monitor the effectiveness of the interventions and modify the interventions as necessary, in accordance 

with current standards of practice. 
 

“Unavoidable Accident” means that an accident occurred despite facility efforts to: 
- Identify environmental hazards and individual resident risk of an accident, including the need for supervision; 
and 
- Evaluate/analyze the hazards and risks; and  
- Implement interventions, including adequate supervision, consistent with resident’s needs, goals, plan of 
care, and current standards of practice in order to reduce the risk of an accident; and 
- Monitor the effectiveness of the interventions and modify the interventions as necessary, in accordance with 
current standards of practice. 
 
Falls.  
The MDS defines a fall as unintentionally coming to rest on the ground, floor, or other lower level but not as a 
result of an overwhelming external force (e.g., resident pushes another resident). An episode where a resident 
lost his/her balance and would have fallen, if not for staff intervention, is considered a fall. A fall without injury is 
still a fall. Unless there is evidence suggesting otherwise, when a resident is found on the floor, 
a fall is considered to have occurred. Some factors that may result in resident falls include (but are not limited 
to) environmental hazards, underlying medical conditions, medication side effects, and other factors (e.g., 
lower extremity weakness, balance disorders, poor grip strength, functional and cognitive impairment, visual 
deficits, etc.).   
Older persons have both a high incidence of falls and a high susceptibility to injury. Falls can have 
psychological and social consequences, including the loss of self confidence to try to ambulate. Evaluation of 
the causal factors leading to a resident fall helps support relevant and consistent interventions to try to prevent 
future occurrences. 
Proper actions following a fall include: 

• Ascertaining if there were injuries, and providing treatment as necessary; 
• Determining what may have caused or contributed to the fall; 
• Addressing the factors for the fall; and 
• Revising the resident’s plan of care and/or facility practices, as needed, to reduce the likelihood of 
another fall. 

NOTE: A fall by a resident does not necessarily indicate a deficient practice because not every fall can be 
avoided. 
 
Supervision 
Supervision is an intervention and a means of mitigating accident risk. Facilities are obligated to provide 
adequate supervision to prevent accidents. Adequacy of supervision is defined by type and frequency, based 
on the individual resident’s assessed needs, and identified hazards in the resident environment. Adequate 
supervision may vary from resident to resident and from time to time for the same resident.  
 
Assistive Devices for Mobility.  
Mobility devices include all types of assistive devices, such as, but not limited to, canes, standard and rolling 
walkers, manual or non-powered wheelchairs, and powered wheelchairs. Three primary factors that may be 
associated with an increased accident risk related to the use of assistive devices include: 

1. Resident Condition. Lower extremity weakness, gait disturbances, decreased range of motion, and 
poor balance may affect some residents. These conditions combined with cognitive impairment can 
increase the accident risks of using mobility devices. Unsafe behavior, such as failure to lock 
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wheelchair brakes and trying to stand or transfer from a wheelchair unsafely, can result in falls and 
related injuries; 
2. Personal Fit and Device Condition. Devices can pose a hazard if not fitted and/or maintained 
properly. Personal fit, or how well the assistive device meets the individual needs of the resident, may 
influence the likelihood of an avoidable accident; and 
3. Staff Practices. Mobility devices that a resident cannot readily reach may create a hazardous 
situation. Unsafe transfer technique used by staff may result in an accident. Inadequate supervision by 
staff of a resident during the initial trial period of assistive device use or after a change in the resident’s 
functional status can increase the risk of falls and/or injury. Additionally, staff needs to ensure assistive 
devises properly fit the resident and the resident has received proper training in the use of the assistive 
device. 
 

Assistive Devices for Transfer.  
Mechanical assistive devices for transfer include, but are not limited to, portable total body lifts, sit-to-stand 
devices, and transfer or gait belts. The resident assessment helps to determine the resident’s degree of 
mobility and physical impairment and the proper transfer method; for example, whether one or more caregivers 
or a mechanical device is needed for a safe transfer. Residents who become frightened during transfer in a 
mechanical lift may exhibit resistance movements that can result in avoidable accidents. Communicating with 
the resident and addressing the resident’s fear may reduce the risk. Factors that may influence a resident’s risk 
of accident during transfer include staff availability, resident abilities, and staff training. The resident’s ability to 
communicate and identify physical limitations or to aid in the transfer will help determine the need for an 
assistive device, such as a mechanical lift. 
 
Determination of Compliance / Deficiency Categorization 
 
Severity Level 4 Considerations: Immediate Jeopardy to Resident Health or Safety 
Examples of negative outcomes that occurred or have the potential to occur as a result of the noncompliance 
might include the following: 

• Loss of consciousness related to head injuries; 
• Fracture or other injury that may require surgical intervention and results in significant decline in mental 

and/or physical functioning; 
• Entrapment of body parts, such as limbs, head, neck, or chest that cause injury or death as a result of 

defective or improperly latched side rails or spaces within side rails, between split rails, between rails 
and the mattress, between side rail sand the bed frame, or spaces between side rails and the head or 
foot board of the bed; 

• Entrapment of body parts, such as limbs, head, neck, or chest that causes or has the potential to cause 
serious injury, harm, impairment or death as a result of any manual method, physical or mechanical 
device, material, or equipment; 

• Fall(s) that resulted in or had the potential to result in serious injury, impairment, harm or death (e.g. 
fracture or other injury that may require surgical intervention and/or results in significant decline in 
mental and/or physical functioning), and the facility had no established measure(s) or practice(s), or 
ineffective measure(s)or practice(s), that would have prevented the fall or limited the resident’s injury; 

 
Severity Level 3 Considerations: Actual Harm that is Not Immediate Jeopardy 
Some examples of clinical compromise, decline, or the resident’s ability to maintain and/or reach his/her 
highest practicable well-being  include: 

• Pain that interfered with normal activities; 
• Fracture or other injury that may require surgical intervention and does not result in significant decline in 

mental and/or physical functioning; 
• Medical evaluation was necessary, and treatment beyond first aid (e.g., sutures)was required; 
• Fall(s) that resulted in actual harm (e.g., short-term disability; pain that interfered with normal activities; 

fracture or other injury that may require surgical intervention and does not result in significant decline in 
mental and/or physical functioning; or medical evaluation was necessary, and treatment beyond first aid 
(e.g., sutures) was required) and the facility had established measure(s) or practice(s) in place that 
limited the resident’s potential to fall and limited the resident’s injury and prevented the harm from rising 
to a level of immediate jeopardy 
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Physical Restraint Use 
 
“The use of Physical Restraints increase the risk for personal injury and harm.  Therefore use constitutes a 
safety hazard.” 
 
Physical restraint usage today in Ohio is less than 10%, a decrease of more than 75% in the past two decades.  
Restraint reduction and elimination has occurred successfully without a significant increase in injuries to 
residents, according to MDS data and national studies.  
 
“A restraint is an insult to, an attack upon, the unique spirit of the human being; it treats him as less than 
human, it manipulates him; it destroys his self respect.  It is imposed upon confused, inarticulate individuals 
who are given no choice in the matter,” wrote Emily Wilson, a resident at Kendal at Longwood, a restraint-free 
nursing home.  
 
Most restraints are ordered when residents are deemed at risk of injuring themselves or others and when, by 
virtue of their personal habits or needs, they demand more attention from care providers.  In addition to the 
dehumanization and indignity suffered by restrained residents, the limitations of free movement create many 
physical problems as well.  Loss of bone mass, muscle atrophy, decreased ability to walk, decreased appetite, 
pressure sores, incontinence, impaction, and eventual invalidism can and will result from restraint usage. 
Combined, the physical and psychological problems are a tremendous price to pay to prevent a possible injury.  
 
If no alternatives existed then perhaps restraints could be justified.  But, quality nursing care can be delivered 
without restraints.  In fact, many nursing facilities have made great strides with respect to restraint reduction or 
elimination.  Restraint-free living is beneficial for residents and caregivers alike.  The residents are more 
comfortable, better able to perform physical functioning, stronger and, therefore, less agitated and depressed. 
The mission for long-term care facilities should and must be to provide quality care for resident with a profound 
emphasis on the well being and satisfaction of these individuals.   
 
What is a Physical Restraint? 
A physical restraint is any manual method or physical or mechanical device, material or equipment attached or 
adjacent to the body, not easily removed by the person, restricting freedom of movement or normal access to 
one’s body. 
 
Devices Associated with Entrapment Risks. Devices can be therapeutic and beneficial; however, devices are 
not necessarily risk free so it is important to weigh the relative risks and benefits of using certain devices. For 
example, while physical restraints may be used to treat a resident’s medical symptom, the devices may create 
a risk for entrapment.  Physical restraints are defined in the SOM at F221 as any manual method, physical or 
mechanical device, material, or equipment attached or adjacent to the resident’s body that the individual 
cannot remove easily and that restricts freedom of movement or normal access to one’s body. 
 
In 1992, the Food and Drug Administration (FDA) issued a Safety Alert entitled  “Potential Hazards with 
Restraint Devices”.17 Serious injuries, as well as death, have been reported as a result of using physical 
restraints. Some physical restraints carry a risk of severe injury, strangulation, and asphyxiation. Restrained 
residents may be injured or die when they try to remove restraints, to ambulate while restrained, or due to 
an improperly fitted or used device. 
 
Regardless of the purpose for use, bed rails (also referred to as “side rails,” “bed side rails,” and “safety rails”) 
and other bed accessories (e.g., transfer bar, bed enclosures), while assisting with transfer and positioning, 
can increase resident safety risk. Bed rails include rails of various sizes (e.g., full length rails, half rails, quarter 
rails) that may be positioned in various locations on the bed. In 1995, the FDA issued a Safety Alert entitled 
“Entrapment Hazards with Hospital Bed Side Rails.”  Residents most at risk  for entrapment are those who are 
frail or elderly or those who have conditions such as agitation, delirium, confusion, pain, uncontrolled body 
movement, hypoxia, fecal impaction, acute urinary retention, etc. that may cause them to move about the bed 
or try to exit from the bed. The timeliness of toileting, appropriateness of positioning, and other care-related 
activities can contribute to the risk of entrapment.  Entrapment may occur when a resident is caught between 
the mattress and bed rail or in the bed rail itself. Technical issues, such as the proper sizing of mattresses, fit 
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and integrity of bed rails or other design elements (e.g., wide spaces between bars in the bed rails) can also 
affect the risk of resident entrapment.  
 
The use of a specialty air-filled mattress or a therapeutic air-filled bed may also present an entrapment risk that 
is different from rail entrapment with a regular mattress. The high compressibility of an air-filled mattress 
compared to a regular conventional mattress requires appropriate precautions when used for a resident at risk 
for entrapment. An air-filled mattress compresses on the side to which a person moves, thus raising the center 
of the mattress and lowering the side. This may make it easier for a resident to slide off the mattress or against 
the rail. Mattress compression widens the space between the mattress and rail. When a resident is between 
the mattress and rail, the mattress can re-expand and press the chest, neck, or head against the rail. While 
using air therapy to prevent and treat pressure ulcers, facilities should also take precautions to reduce the risk 
of entrapment. Precautions may include following manufacturer equipment alerts and increasing supervision. 

 
NOTE: 42 C.F.R. § 483.13(a), F221, applies to the use of physical restraints. 42 C.F.R. § 483.25(h)(2), 
F323 applies to assistive devices that create hazards (e.g., devices that are defective; not used 
properly or according to manufacturer’s specifications; disabled or removed; not provided or do not 
meet the resident’s needs (poor fit or not adapted); and/or used without adequate supervision when 
required). 

 
 
Who is Commonly Restrained? 
• Physically frail residents, i.e. diminished ADL 

functioning 
• Residents at risk of injury to self or others  

• Residents with cognitive impairments 
• Residents needing improved body alignment 

 
 
Why Are Restraints Used? 
• Immediate impact on behavior 
• A misguided attempt to provide safety 
• Easy application, i.e. little training required 

• Readily accessible 
• Administrative fear of lawsuits 
• Prevent life-threatening emergencies 

 
 
Potential Physical Risks 
• Injuries from falls/  
      accidents 
• Strangulation 
• Functional decline 
• Skin abrasions or   
      breakdown 
• Pneumonia 
• Deceased appetite and  

      malnutrition 
• Contractures 
• ROM decreases 
• Incontinence 
• Urinary tract infections 
• Decreased bone and  
      muscle density and   
      strength 

• Decreased ability to  
      ambulate 
• Cardiac stress 
• Constipation 
• Edema 
• Increased mortality 

 
 
Potential Mental, Emotional & Social Risks 
• Increased agitation 
• Increased confusion 
• Depression 
• Withdrawal 

• Isolation 
• Loss of independence 
• Loss of self-esteem and self-

worth  

• Forced dependence leading to 
regression to infantile behavior 

• Despair 

 
 
 
 
 
 



8/11/07 13 

Elimination of Restraints 
• Provide care that is 

individualized  
• Facility must work as a team  
• Utilize therapists to adapt the 

environment 

• rehab/restorative/strength-
ening focus on improving 
function  

• Provide interdisciplinary 
training for all staff on care, 
needs and expectations 
including emotional problems 

• Allow staff creativity 
• Communication with family and 

physicians 
• Provide emotional support for 

staff 

 
Alternative to Restraints: Physical 
• Positioning 
• Evaluation of medications 
• Toileting schedules 
• Comfort/ pain relief 
• Change in treatments 

• Sensory/ communication 
aids 

• Food and hydration 
• Proper fitting clothing and 

non-skid shoes 

• Positioning – Orthotic body 
devices are solely for 
therapeutic purposes  

• rehab/restorative/strength-
ening focus on improving 
function 

Alternative to Restraints: Psychosocial  
• Provide a sense of security 
• Allow wandering in safe area 
• Choices 
• Pets 
• Frequent visits by staff and 

others 
• Discussion for frequent fallers 
• Use of volunteers 
• Noise reduction 

• Controlled lighting 
• Personal space 
• Video Surveillance 
• Room identifiers 
• Retrofit bathrooms 
• Visual Barriers to Unsafe/  

unwelcome areas 
• Grid of bright tape across doors 
• Notes to “resident” on door 

• Stop signs 
• Creative landscaping 
• Make ‘rest stops’ at end of 

halls, or along long halls 
• Individualized Activity programs 
• Time delay panic bars

 
Intervention Strategies 
• Medical evaluation 
• Monitor for signs and 

symptoms 
• Cues and personal care 
• Freedom of mobility 
• Treatment interventions 
• Treatment of medical illness, 

pain, medication reactions, 
interactions 

• Consider concurrent illness, 
medication or pain first when 
behavior, irritability or 

depression changes and treat 
accordingly  

• Recognize the coexistence of 
dementia and delirium 

• Follow RAPs closely 
• Mental Health 
• Support resident awareness of 

self, feeling of being in control, 
self-esteem and provide 
opportunities to make choices 

• Plan/offer tasks and activities 
that have meaning 

• Keep resident engaged 
especially during periods when 
resident is  agitated 

• Managing Behaviors 
• Ensure staff understands 

effects of brain damage 
• Manage adverse medication 

reactions 
• Reduce stress 
• Avoid boredom 

  
Medications and Falls 
 
Many medications that are used/taken by the elderly increase the risk for falling.  These medications may 
cause side effects including, but not limited to dizziness, nausea, headaches, confusion, hypertension, 
hypotension, muscle weakness, etc.  When nursing facilities assess a resident’s fall risk or investigate a 
resident’s fall, medications must be considered a suspect.  If medications are suspected as a reason for a 
resident’s fall the Falls Medication Review form should be completed.  
 
The following list is not an exhaustive list.  These medications, however, have been known to affect an elderly 
person in such a way to contribute to a fall.  In assessing the risk/reasons for a fall, this list may be helpful in 
determining if medications are involved.  Please use this list as an impetus for investigating each situation.  
The “effects” columns indicate general effects, which each drug may cause.  These categories have been 
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listed below with specific side effects possible within each category.  Please use this information as general  
guidance. 
 
• CNS Depressant Effects 
Include sedation, somnolence, fatigue, dizziness, weakness, ataxia, confusion, delirium, and hallucinations   
 
• Cardiovascular Effects 
Include hypotension, dizziness, postural hypotension, depression, weakness, and confusion related to 
hypotension 
 
• Anticholinergic Effects 
Include confusion, depression, urinary incontinence, and visual disturbances 
 
• Neuromuscular Effects 
Include muscle weakness, paresthesias, rigidity, tremors, muscle cramps, Parkinson-like effects, and 
uncoordination     
 
• Hypoglycemic Effects 
Include fatigue, numbness of extremities, confusion 
 
• Laxatives 
Laxatives should be also considered medications with the potential to contribute to falls.  The laxative action of 
the drug may promote a fall incident by creating an urgency to go to the toilet.  Soiling accidents may further 
cause environmental accidents.  Likewise, diuretics should be medications with the potential to contribute to 
falls due to the potential to cause incontinence. 
 
• Anticoagulants: 
 Drugs such as warfarin and heparin should be monitored in a person who falls due to the potential for injury 
and resultant bleeding.   
 
Quality Indicators/Quality Measures 
 
One of the more critical changes to the survey process, effective July 1, 1999, was the implementation of 
quality indicators and the associated report system.  Quality indicators, which are derived from the facility’s 
MDS 2.0 data and used as part of the offsite survey preparation, initial tour and resident sample selection,  are 
now utilized to provide surveyors additional information when assessing a nursing facility.  While the quality 
indicators are not themselves conclusive evidence of poor care practices, it can give some guidance as to 
where to focus improvement efforts.  It is up to the nursing facility to interpret the significance of the indictors.  
Quality indicators that are unusually high require further evaluation. The quality indicators include a broad 
spectrum of care issues including accidents and falls in the first domain.   
 
The Accident Domain includes a quality indicator that report the incidence of new resident fractures. The 
numerator includes the total number of residents with new fractures on the most recent MDS 2.0 assessment. 
The denominator is the number of residents who did not have fractures on the previous MDS 2.0 assessment. 
The data for this quality indicator is derived from the resident’s most recent MDS 2.0, when either a new hip 
fracture (J4c is checked,) or other new fractures (J4d is checked ). This indicator is not risk adjusted, it applies 
to all residents.  
 
Falls is a quality indicator that reports the prevalence of falls reported on each of the nursing facility’s resident’s 
most recent MDS 2.0 assessment.   The numerator includes all residents who have fallen in the past 30 days 
(J4a is checked). This indicator also is not risk adjusted.  
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It is important for all nursing facilities to review and use the quality indicator data and reports as part on an 
ongoing quality improvement program, as well as to prepare for survey  
 
Resident Assessment Instrument 
 
The Nursing Home Reform Act in the Omnibus Budget Reconciliation Act of 1987 was the most sweeping 
reform legislation in long-term care since the introduction of Medicare and Medicaid.  
 
The Nursing Home Reform Act required that nursing facilities use a clinical assessment tool known as the Res-
ident Assessment Instrument (RAI).  The RAI consists of the Minimum Data Set for Nursing Home Resident 
Assessment and Care Screening (MDS) and 18 problem-focused Resident Assessment Protocols (RAPs).  
The purpose of these assessments is to identify a resident’s strengths, preferences, and needs in key areas of 
functioning and to guide the development of the resident’s plan of care.  
 
Resident Assessment Protocols 
 
The Resident Assessment Protocols (RAPs) are 18 problem-focused care problem-oriented frameworks for 
additional assessment based on triggered conditions and problems. issues that require additional assessment 
and problem identification that link to the decisions made about care planning.  Each RAP is made up of 4 
parts, including a statement of problem, triggers, guidelines and RAP key. The most critical part of the RAP is 
the guidelines.  The guidelines facilitate the additional assessment of important resident issues and provide for 
clinical decision making to develop the resident’s plan of care.  Included in this guide is the fall RAP.  Each 
nursing facility is strongly encouraged to use the fall RAP as a guide when assessing a resident’s fall risk.    
 
Resident Assessment Protocol: Falls 
 
I. Falls are a common source of serious injury and death among the elderly. Each year, 40% of nursing 

home residents fall. Up to 5% of falls result in fractures; an additional 15% result in soft tissue injuries.  
Moreover, most elders are afraid of falling, and this fear can limit their activities. 

 
On about one-third of falls, a single potential cause can be identified; in two-thirds, more than one risk 
factor will be involved.  Risk factors that are internal to the resident include the resident’s physical 
health and functional status. External risk factors include medication side effects, the use of appliances 
and restraints, and environmental conditions.  Identification and assessment of those who have fallen 
and those who are at high risk of falling are the goal of this RAP.  

 
II. Triggers 
 

Potential for Additional Falls [A] or Risk of Initial Fall [R] suggested if one or more of following present:  
• Fell in past 30 days (additional) {c} 

[J4a = checked] 
• Fell in past 31 – 180 days (additional) {c} 

  [J4b = checked] 
• Wandering (Risk) {a}  

[E4aA = 1,2,3] 
• Dizziness (Risk) {c} 

[J1f = checked] 
• Use of trunk restraint (Risk) {b} 

[P4c = 1,2] 
• Use of Antianxiety drugs (Risk) {d} 

[O4b = 1-7] 
• Use of Antidepressant drugs (Risk) {d} 

[O4c = 1-7] 
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{a}  Note: This item also triggers on the Behavior Symptoms RAP. 
{b}  Note: Code 2 also triggers on the Pressure Sore RAP.  Both codes trigger on the Physical Restraint 

RAP. 
{c}  Note: This item also triggers on the Psychotropic Drug Use RAP (when psychotropic drugs present). 
{d}  When present with specific condition, this item is part of trigger on the Psychotropic Drug Use RAP. 
 
III.  Guidelines 
 
To reach a decision on a care plan, begin by reviewing whether one or more of the major risk factors listed on 
the RAP KEY are present. Clarifying information on the nature of the risk or type of issue to be considered for 
the RAP KEY items follows. 
Multiple Falls: Is There a Previous History of Falls, or was the Fall an isolated Event? 
Refer to the MDS, report of the family, and incident reports. 
Internal Risk Factors 
 
Review to determine whether the items listed on the RAP KEY under the following headings are present.  Each 
of these represents an underlying health problem or condition that can cause falls and may be addressed so 
as to prevent future falls.  
• Cardiovascular 
• Neuromuscular/ functional 
• Orthopedic 
• Perceptual 
• Psychiatric or cognitive 
 
External Risk Factors 
 
These risk factors can often be modified to reduce the resident’s risk of falls. 
 
Medications  
 
Certain drugs can produce falls by causing related problems (hypotension, muscle rigidity, impaired balance, 
other extrapyramidal side effects [e.g. tremors], and decreased alertness).  These drugs include: 
antipsychotics, antianxiety/ hypnotics, antidepressants, cardiovascular medications and diuretics. 
• Were these medications administered prior to or after the fall? 
• If prior to the fall, how close to it were they first administered? 
 
 
Appliances and Devices 
 
• If the resident who falls (or is at risk of falling) uses an appliance observe his/ her use of the appliance for 

possible problems. 
• Review the MDS and the resident’s record to determine whether restraints were used or an increase in 

agitation.  
 
Environmental/ Situational Hazards 
 
Many easily modifiable hazards (e.g. poor lighting, patterned carpeting, poorly arranged furniture) in the 
environment may cause falls both in relatively healthy and in frail elderly residents.  
 
 
For Those Who Have Fallen Previously, Review the Circumstances under Which the Fall Occurred 
 
Attempt to gather information on most recent fall.  Needed information includes: 
• Time of day, time since last meal? 
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• Was resident doing usual or unusual activity? 
• Was he/ she standing still or walking?  Reaching up or down? Not reaching? 
• Was resident in a crowd of people? Responding to bladder/ bowel urgency? 
• Was there glare or liquid on floors? Foreign objects in walkway? New furniture placement or other changes 

in environment? 
• Is there a pattern of falls in any of the above circumstances? 
• If you know what the resident was doing during the fall, have him/ her perform that activity and observe 

(protect resident to ensure that a fall does not occur during this test).  
 
 
Take Necessary Vital Signs 
 
• At the time of the fall, obtain supine and upright blood pressure and heart rate, if the resident does not have 

a serious injury such as a fracture of the hip or lower extremity. 
• When reproducing circumstances of a fall (e.g., if the resident fell 10 minutes after eating a large meal, take 

vital sign 10 minutes after the resident eats). 
• Measure blood pressure and heart rate when the resident is supine and 1 and 3 minutes after standing; 

note temperature and respiratory rate. 
 
For Resident at Risk of Future Falls, Review Environmental/ Situational Factors to Determine Whether 
Modifications Are Needed 
 
• Observe resident’s usual pattern of interaction with his/ her environment – the way he/ she gets out of bed, 

walks, turns, gets in and out of chairs, uses the bathroom.  Observations may reveal environmental 
solutions to prevent falls. 

• Observe him/ her get out of bed, walking 20 feet, turn in a 360° circle, standing up from a chair without 
pushing off with his/ her arms (folds arms in front), and using the bathroom. 
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FALLS RAP KEY (For MDS Version 2.0) 
 
 

Trigger – Revision  Guidelines 
 
Potential for Additional Falls or Risk of 
Initial Fall suggested if one or more of 
following present: 
• 

[J4a = checked] 
Fell in past 30 days (additional) {c} 

• Fell in past 31 – 180 days (additional) 
{c} 

[J4b = checked] 
• Wandering (Risk) {a}  

[E4aA = 1,2,3] 
• Dizziness (Risk) {c} 

[J1f = checked] 
• Use of trunk restraint (Risk) {b} 

[P4c = 1,2] 
• Use of Antianxiety drugs (Risk) {d} 

[O4b = 1-7] 
• Use of Antidepressant drugs (Risk) {d} 

[O4c = 1-7] 
 

  
Review risk factors for falls to identify problems that 
may be addressed/ resolved: 
• Multiple Falls.  [J4a, J4b] 
• Internal Risk Factors. 

– Cardiovascular: Cardiac dysrhythmia [I1e] 
– Neuromuscular/ functional: Loss of arm of leg 

movement [G4b,d], Decline in functional status [G9], 
Incontinence [H1], Hypotension [I1l], CVA [I1t], 
Hemiplegia/ Hemiparesis [I1v], Parkinson’s [I1y], 
Seizure disorder [I1aa], Syncope [J1m], Chronic / 
acute condition makes unstable [J5a,J5b], Unsteady 
gait [J1n] 

– Orthopedic: Joint pain [J3g], Arthritis [I1l], Fracture 
of hip [I1m, J4c], Missing limb (e.g. amputation) 
[I1n], Osteoporosis [I1o] 

– Perceptual:  Impaired hearing [C1], Impaired vision 
[D1, D2], Dizziness/vertigo [J1f] 

– Psychiatric or cognitive: Delirium [B5], Decline in 
cognitive skills [B6], Manic depression [I1ff], 
Alzheimer’s [I1q], Other Dementia [I1u] 

 
__________________________ 
{a}  Note: This item also triggers on the 

Behavior Symptoms RAP. 
{b}  Note: Code 2 also triggers on the 

Pressure Sore RAP.  Both codes 
trigger on the Physical Restraint 
RAP. 

{c}  Note: This item also triggers on the 
Psychotropic Drug Use RAP (when 
psychotropic drugs present). 

{d}  When present with specific 
condition, this item is part of trigger 
on Psychotropic Drug Use RAP. 

 
 

 • External Factors 
– Medications: Psychotropic meds [O4a,b,c,d], 

Cardiovascular meds [from record] and Diuretics 
[O4e] 

– Appliances/ devices (time started): Pacemaker 
[from record], Cane/ walker/crutch [G5a],  Devices 
and restraints [P4a,b,c,d,e] 

– Environmental/ Situational hazards and, if 
relevant, circumstances of recent fall(s): [Review 
of situation and environment] glare; poor 
illumination; slippery floors; uneven surfaces; 
patterned carpets; foreign objects in walkway; new 
arrangement of objects; recent move into/ within 
facility; proximity to aggressive resident; time of day; 
time since meal; type of activity; standing still/ 
walking in crowded area/ reaching/ not reaching; 
responding to bladder/ bowel urgency.  
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Falls Interventions  
 
National statistics suggest that up to 50% of nursing home residents fall each year, with approximately 1.5 falls 
occurring per nursing home bed-years. Although most are benign and injury-free, 10% to 25% result in hospital 
admission and/or fractures.   Falls and resulting injuries are commonly due to factors related to new admission 
to the facility, medications, hypotension, and internal needs or motivations such as toileting, cognitive deficits 
leading to poor decision making and other disease processes.  Historically, facilities often utilized restraints, or 
restrictive devices or approaches in their efforts to protect residents from injury.  Moreover, restraint use may 
constitute an accident hazard, as they have been found in some cases to increase the incidence of falls or 
head trauma due to falls and other accidents (e.g. strangulation, entrapment).  Additionally, residents who are 
restrained may face a loss of autonomy, dignity and self-respect, and may show symptoms of withdrawal, 
depression, or reduced social contact.  In effect, restraints can reduce independence, functional capacity, and 
quality of life (ODH Restraint Use Guidelines 2/07). Restraint reduction and elimination efforts over the years 
have occurred successfully without significant increases in injuries to residents, according to MDS data and 
national studies.  

Nursing facilities must proactively assess and thoroughly plan residents’ care and treatment, individualizing the 
plan to meet the physical, mental and psychosocial needs of each resident.  When working to reduce or 
minimize resident falls and injuries, the facility must attempt to identify the factors which may place the resident 
at risk for falls.  Interventions must then be developed that can be reasonably expected to minimize each 
identified risk.  Such approaches should include, but not be limited to: medication issues, therapy and 
restorative nursing needs, functional supports and environmental enhancements.   
 
The Falls Work Group initially developed a comprehensive list of possible interventions to assist in minimizing 
falls or fall-related injuries. This listing has been reviewed and updated by Ohio Health Care Associations 
Facility Standards Committee in July of 2007. The interventions are divided into several sub groups, including: 
socialization/ lifestyle; physical/ emotional; rehabilitative/ restorative; environmental – chairs/beds/ mattresses, 
floors, lighting; mobility devices; alarms/ monitors; bathroom/ toileting and staff education/ communication.    
 
 
Staff Education/ Communication 
 
Incorporate training for all staff regarding resident needs and fall prevention .  ALL Staff should be familiar with 
interventions and strategies to reduce falls and mitigate resident injuries.  Falls management training should 
begin in new employee orientation, and be an on-going process. 
 
Facilities should consider a fall risk management committee to establish a system to monitor resident falls and 
develop comprehensive oversight.  In addition to reviewing individual resident fall occurrences, this committee 
should analyze trends and patterns, evaluate equipment and resource needs, identify factors leading to resident 
falls and injuries, and establish action plans to correct inadequacies.  The committee must also educate and 
communicate  policies, processes and strategies and regulatory requirements to all facility employees in the 
management of resident falls and other safety issues.  
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Possible Falls 
Interventions 

Advantages/Benefits Disadvantages/ 
Risk 

Comments 

Socialization/ Lifestyle 
Appropriately selected individualized socialization components of care will result in residents who have increased 
independence and feelings of self-worth, who are calmer/ more relaxed, and more contented and happy.  Utilization 
of these components will also help to reduce boredom, helplessness and loneliness.  In order for these approaches 
to be successful, it is imperative that the intervention be based on knowledge of the resident’s needs, desires, likes 
and dislikes.  The effectiveness of these components is dependent on involvement of all facility staff.  The 
interdisciplinary education, awareness and responsibility must be employed and continually supported.    
1. Visit with resident by 
facility staff  or suggest 
family visits 

 

1.1 fulfill need for 
personal contact with 
others 
 
1.2 Reduces 
restlessness, anxiety 
 

1.1availability 1.1 . coordinate staff or volunteer 
one on one time for residents 
wit h little or no family/friend 
involvement 

 

2. Begin volunteer program 
that would arrange 1:1 or 
small group visits with 
residents 

 

   

3. Arrangement of adopt a 
grandparent program for 
nursing facility 
 

3.1 fulfill need for 
personal contact with 
others 
 
3.2 Reduces 
restlessness, anxiety 

3.1 Maintaining 
program 

3.1 A natural for facilities with child  
care programs 

 
3.2 Involve local schools 

4. Provide resident with grab 
bag, dresser or treasure 
chests with touchable 
items resident can have to 
divert attention 
 

4.1 A positive way to  
      spend time 

4.1 Maintaining 
each 
resident’s 
items 

4.1Research individual’s interests 
 
4.2Maintain inventory in each 

individual’s box to aide 
maintaining integrity 

5. Designate an admission 
buddy for each new 
resident `for _____ hours 
after admission 
 

5.1 Focused attention on 
the new resident’s 
adjustment to new 
setting 

 5.1 Suggest 48-72 hours 
+additional time for those with 
cognitive impairments 

 

6. Music 
 

6.1 Calming, soothing, 
reassuring 

6.1 cost 6.1Research or test the individual’s 
preferences 

6.2 Consider various delivery 
methods, including 
headphones 

 
 

7. Computers, internet 
access, video games, etc. 
 

7.1 Positive use of  time  
7.2 Up to date interests 

7.1 Cost 
7.2 Sufficient 

electrical 
access 

7.3 Internet 
access 

7.4 Technical 
requirements 

7.1 Encourage residents to bring 
their own devices as much as 
possible 

 
7.2 Consider hand-held games as 

adjunct 
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Possible Falls Interventions Advantages/Benefits Disadvantages/ 
Risk 

Comments 

Socialization/Lifestyle    
8. Determine what the 

resident’s sense of 
purpose is and provide 
tasks that meet needs 

8.1 Individually based 
interventions likely to 
be most successful 

  

9. Orient resident to facility 
(all) after admission 
 

9.1 Focused attention on 
the new resident’s 
adjustment to new 
setting 

 9.1 Suggest 48-72 hours 
+additional time for those with 
cognitive impairments 

10. Determine the appropriate 
level of stimulation (people 
and sounds) for resident 

  10.1 Avoid over-stimulation,  
        agitation 

11. Written or verbal cues 
 
 

11.1 Reminders for 
residents, such as 
to call for assist, get 
up on the right side 
of bed, etc 

11.1 Could 
potentially 
present a dignity 
issue 

11.1 Involve resident/family in 
decision making about such 
reminders 

12. Alcohol use or tobacco use 
 
 

12.1 Quality of life 12.1 Potential 
health hazards 
 
 

12.1 Maintain lifestyle, socialization 
patterns 
12.2 Maintain appropriate balance 
12.3Set limits based on individual 
needs 

13. Position so resident may 
see activities, i.e. outdoors, 
hall, etc.  

 

13.2  Potentiate 
involvement in life 
around the individual, 
even if passive 

13.1Be sensitive 
to potential 
over-
stimulation 

 

14.Consider Culture 
Change/Person Centered 
Care alternative 
approaches 
  

 

  14.1 cost 
considerations of 
pets, their care 
and maintaining 
their ‘living 
environment’ 
 
14.2 Requires 
management 
and staff 
commitment  

 

15.Massage therapy 15.1Relaxation, stress 
relief, personal 
attention 

15.1Cost 15.1 Individual choice issue 

16.Back rubs in the evening 
 

16.1 Relaxation, stress 
relief, personal 
attention 

 16.1 Individual choice issue 

17. Touch therapy 
 

17.1 Relaxation, stress 
relief, personal 
attention 

17.1 Some may 
feel as if their 
privacy is  
invaded 

17.1 Individual choice issue 

18.Aromatherapy 
 

18.1 Relaxation, stress 
relief, comfort 

  

19.Water therapy 
 

19.1 Relaxation, stress 
relief, comfort 
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Possible Falls Interventions Advantages/Benefits Disadvantages/ 
Risk 

Comments 

Socialization/Lifestyle    
20 .Chocolate or ‘favorite food 
therapy’ including warm milk 
at HS and other snacks and 
hydration 
 
 

20.1 Relaxation, stress 
relief, comfort, 
personal attention 

 20.1 All foods should be 
individualized 
20.2 Consider dietary restrictions  
 

21.Identification program for 
residents at high risk for falls 

 

21.1 Increase awareness 
of all staff 
 

21.1 Possible to 
have false 
positive 
assessment 
21.2 Avoid 
negative 
attention, dignity 
issues 
 

 

 
 

Physical/ Emotional    
1. Comfort measures 
1.1 Anticipate and identify 
comfort measures to address 
physical, mental and 
psychosocial comfort 

 
  

1.1 Reduces need for 
resident to get up/move 
 
1.2 Reduces 
restlessness, anxiety 

 1.1 Each resident will have unique 
needs for comfort as related to 
many areas, e.g. temperature, 
environment, etc.  

1.2 Staff need to focus on 
assessment to determine 
individualized interventions for 
comfort.  

 
2. Vision examination/ 

consultation 
2.1 Color discrimination 
2.2 Large print books 
2.3 Books on tape 
2.4 Glasses, contacts or 

magnifier 
2.5 Clean glasses daily 

and when soiled 
2.6 Assess for sequelae of 

CVA, cataracts, 
glaucoma, functional 
field of vision 

2.7 Sport straps for 
glasses 

2.8 Evaluate drugs with 
anticholinergic 
properties, e.g. 
antipsychotics, 
stomach meds, tricyclic 
antidepressants 

2.9 assure that glasses 
have  the most current 
prescription 

2.1 Better vision 
 
2.2 Accommodation for 

poor vision 

2.1 Lost glasses 
 
2.2 Broken 

glasses 

2.1 Label glasses for identification 
to assure that glasses belong 
to resident  
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Possible Falls Interventions Advantages/Benefits Disadvantages/ 
Risk 

Comments 

Physical/ Emotional    
3. Auditory examination/ 

consultation 
3. 1 Auditory 
3.2 Determine which ear is 
best 
3.3 Care plan best ear and 
share with all staff 
 

3.1 Auditory awareness 
and potential for 
improved balance 

3.1 Lost hearing 
aid 

 
3.2 Broken 

hearing aid 

3.1 Hearing aid batteries need to 
be checked at specified 
intervals 

3.2 Hearing aid maintenance 
3.3 Staff training re: proper 

application of hearing aids 
3.4 Label hearing aid for 

identification to assure that 
device belongs to resident 

4. Pain assessment/ pain 
management program 

4.1 assess for acute & chronic  
      pain 
4.2 assess physical and 

psychosocial pain 
4.3 utilize non-pharmacologial 

& pharmacological pain 
mgmt interventions 

4.1 Improves functional 
level by controlling 
pain 

4.2 increases interest in  
living 

4.3 improves quality of 
life 
 

4.1 Medication 
may increase 
risk of falls 
due to 
multiple side 
effects 

 

4.1 Behavioral changes in 
residents with dementia need 
to be carefully assessed/ 
monitored for signs and 
symptoms of pain  

4.2 4.2 Facility standardized pain 
assessment tools and use of 
standard pain scale  

5. Psychological and/or  
      psychiatric evaluation/   
      assessment 

5.1 Ability to treat 
psychological/ 
behavioral 
dysfunction with 
milieu or medications 

5.2 Medication 
may increase 
risk of fall  

 

 

6.  Evaluate sleep patterns 
6.1 reduce time in bed awake 
6.2 promote uninterrupted 
sleep 
 

6.1 Identification of    
      sleep/wake cycle 
6.2 identify & schedule  
      rest periods  
 

 6.1 Weigh carefully risks/benefits  
      before short term use of   
      sedative/hypnotic  
6.2 Evaluate actual sleep needs,  
      in bed and awake increases    
       fall risk 
6.3  educate staff  about 

uninterrupted sleep paradigm 
shift  

7.  Diagnostic testing 7.1 Rule out acute 
physical problems 
contributing to falls 

7.1 Cost 
7.2 May increase 

agitation in 
some 
residents 

7.1 Urinary tract infection and 
pneumonia are common 
infections found in the geriatric 
population which contribute to 
falls and weakness. 

8. Dietary/nutrition consult 8.1 Optimum physical 
function and strength 

8.2 Optimum mental 
function 

 
 

 8.1 Poor nutrition may cause loss 
of bone density and weakness 

8.2 BMI needs to be calculated, as 
it provides a good indication of 
nutritional status; as found in 
App P of the SOM. 

9. Assess hydration 9.1 Optimum physical 
function and strength 

9.2 Optimum mental  
function 

 9.1 Review dehydration protocol 
as found in Appendix P of the 
State Operations Manual. 

9.2 Accuracy is vital 
10. Monitor vital signs 10.1  Monitor physical 

status and be alert to 
abnormalities which 
may increase fall risk 

 10.1 Check for orthostatic 
hypotension by taking blood 
pressure lying, sitting and 
standing 
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Possible Falls Interventions Advantages/ Benefits Disadvantages/ 
Risks 

Comments 

Physical/ Emotional  – cont.    
11. Assess bladder and bowel 
incontinence/ program 
implementation 

11.1 Increase resident 
dignity 

11.2 Bladder and bowel 
assessment 

11.3 Voiding & bowel 
elimination patterns  
 11.4 Determine cause  
of incontinency 
 11.5 Establish  program, 
e.g. TIAN, prompted  
voiding, check +   
change approach, etc.  
11.5 Kegel exercises, if 
appropriate 

 11.1 Assess for atrophic vaginitis 
11.2 Monitor for urinary retention 
11.3 Consider bladder scanner 
11.4 Need to toilet is a motivator in 

many falls 
11.5 Balance night time need for 

sleep versus TIAN program   
 

12. PT, OT and/or Speech 
Therapy Screening as 
indicated 

12.1 Helps staff 
determine need for 
therapy service 
 

12.1  Therapy 
costs / 
reimbursement 

 

13. Resident involved in life 
experiences 
13.1....... Identify each 
resident's stage on Global 
Deterioration Scale(GDS) 
(Reisburg 1982) (GDS) 
 
13.2 assess cognitive 
functional age (CFA) 
 
13.3  utilize CFA when 
interacting with resident 
 
13.4 learn who the resident is 
socially and spiritually 
 
13.5 select involvement at 
which the resident can be 
successful 
 
13.6 plan both recreational 
and therapeutic Involvement, 
including all activities of daily 
living; physical, mental, 
psychosocial 
 
13.7 use person-specific 
involvement to address 
feelings of boredom, 
loneliness, and helplessness 
 
13.8 use person-specific 
conversation starters 

13.1Rresident involved in 
life experiences 
 
13.2  Meet physical, 
mental and psychosocial 
needs. 
 
13.2 Reduce frustration 
from tasks that are too 
difficult. 
 
13.3 Increases feelings of 
calm and being 
comfortable. 
 
13.4 Increase resident 
feelings of self-worth, 
self-confidence. 
provide value to living 
 

13.1 Cost of CFA 
testing. 
 
13.2 Time 
needed to assess 
social needs. 
 
13.3 Time 
needed to gather 
personal effects. 
 

13.1 Need to teach all staff the 
impact of identifying each 
resident’s CFA 
 
13.2 Need to teach all staff their 
role in social interactions. 
 
13.3 All staff must be involved. 
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Possible Falls Interventions Advantages/ Benefits Disadvantages/ 
Risks 

Comments 

Physical/ Emotional  – cont.    
14. Brain-stimulating 
programming for residents 
with dementia 
14.1 Program materials should 
match resident's CFA and 
stage of dementia 
14.2 Utilize CFA and stage of 
dementia when selecting 
program materials 
14.3 Select programming at 
which the resident can be 
successful 
 
14.4 Plan therapeutic brain-
stimulating activities that 
Include physical, mental and 
psychosocial components 
14.5 Use to address feelings 
of boredom, loneliness, and 
helplessness 

14.1 Meet physical, 
mental and psychosocial 
needs. 
14.2 Reduce frustration 
by selecting tasks that 
are within their CFA/GDS 
level. 
14.3 Increase resident 
feelings of self-worth, 
self-confidence. 
14.4 Provide value to 
living. 
14.5 Diminish resident’s 
anxiety and overall 
frustration. 
14.6 Enhance level of 
concentration & ability to 
focus. 
14.7 Can identify when 
CFA changes 

14.1 Managing 
recreation and 
therapeutic 
programming 
timing 
 

14.1 Need to teach all staff the 
impact of programming that 
matches resident’s CFA/GDS 
14.2 Need to teach all staff their 
role in brain-stimulating 
programming. 
 14.3  All staff must be involved 
 

 
 

   

Rehabilitative/ Restorative    
Rehabilitative and restorative programs will prove extremely beneficial in improving physical/psychosocial/mental 
function to allow each resident to achieve their highest possible functional level, improving self esteem while 
increasing self confidence and meeting the educational needs of both the resident and family members.  Each 
resident will have unique needs for individualized rehabilitative and restorative programs that can be identified after 
an assessment is completed.  
1. Physical therapy 
evaluation/ assessment 
and treatment  

1.1 balance & gait 
evaluation 
 

1.1 Increases 
strengthen and 
muscle tone 

1.2 Improves gait, range 
of motion, mobility 
and balance 

1.1 cost/ reimbursement 
may be a consideration  
1.3 May become over 

confident 

1.1 Direct care staff 
involvement and follow-
through in daily routines is 
important 

 

2. Occupational Therapy 
Evaluation/ assessment 
and treatment 

2.1 Include life activities 
that resident can 
accomplish 

2.2 Use of Allen Cognitive 
Level Assessment 

2.3 Maintain strength 
 

2.1 Potential for 
improved transfers, self-
care and mobility 

2.1 Resident may not 
have stamina or 
cognitive ability and 
may have  limited 
motivation 

2.2 May become over 
confident 

2.3 cost/ reimbursement 

2.1  Direct care staff 
involvement and follow-
through in daily routines is 
important  

2.2 All staff must be educated 
on relationship of self-
sufficiency and time needed 
for resident to “do it 
themselves” 

 
3. Speech therapy 

evaluation/ assessment 
and treatment 

3.1 Potential for 
improved speech, 
swallowing and nutrition, 
cognition 

3.1 Resident may not 
have stamina or cognitive 
ability and may have  
limited motivation 
3.2  not applicable 
necessarily to ST 
3.3  cost/ reimbursement 

3.1 Direct care staff 
involvement and follow-
through in daily routines is 
important 
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Possible Falls 
Interventions 

Advantages/ Benefits Disadvantages/ Risks Comments 

Rehabilitative/ Restorative    
4. Respiratory therapy 

evaluation/ assessment  
and treatment 

4.1 Potential for 
improved stamina and 
energy conservation 

4.1  Resident may not 
have stamina or cognitive 
ability and may have  
limited motivation 
4.2  not applicable to RT 
4.3  cost/ reimbursement 
 

4.1 not necessarily appropriate 

5. Psychological evaluation/ 
assessment and 
treatment 

5.1 Address behavioral 
and motivational issues 

5.1 Many medications 
used to treat 
psychological concerns 
have serious side effects 
5.2  timeliness issues 
 

5.1 Consider inpatient or 
partial-hospitalization, 
depending on severity of 
presenting problems   

6. Restorative nursing 
care evaluation/ 
assessment and 
treatment 

6.1 Maintain or improve 
strength &  muscle tone 
6.2 Increase self esteem 
/self worth 
6.3 Reduce anxiety/ 
depression 
6.4  Improve sense of 
purpose. 

 6.1 Direct care staff 
involvement and follow-through 
in daily routines is important 

7. Ambulation 7.1 Decrease in 
osteoporosis 
7.2 Improved strength 
and muscle tone 
7.3 Increase strength 
and safety 
7.4 Improves 
independence and self-
esteem 

7.1 May become over 
confident 
7.2 May increase pain. 

7.1 Direct care staff 
involvement and follow-through 
in daily routines is important 
7.2  Evaluate pain 
management needs 

8. Transfer training 8.1 Increase strength 
and safety 
8.2 Improve 
independence and self-
esteem 
 

8.1 May become over 
confident 
8.2 May increase pain. 

8.1 Direct care staff 
involvement and follow-through 
in daily routines is important 
8.2 Evaluate pain management 
needs. 

9. Range of motion 9.1 Muscle 
strengthening and 
improved stamina  
9.2 Decrease, prevent  
contracture 
development 

9.1 May become over 
confident 
9.2 May increase pain. 

9.1 Direct care staff 
involvement and follow-through 
in daily routines is important  
9.2 Evaluate pain management 
needs 

10.1 Exercise program 10.1 Muscle 
strengthening and 
improved stamina  
10.2 Reduce effects of 
contractures 
10.3 Decrease 
contracture 
development 

10.1 May become over 
confident 
 
 

10.1 Direct care staff 
involvement and follow-through 
in daily routines is important 
 



27 
 

Possible Falls  
Interventions 

Advantages/ Benefits Disadvantages/ Risks Comments 

Rehabilitative/ Restorative – cont. 
11.1 Kinesiotherapy – 

exercise program using 
water and land 

11.1 Augments exercise 
programs  
11.2 Improves and 
maintains maximum 
mobility, control and 
strength 
11.3 Low impact 
exercise 
 

11.1 Need physical 
resources (pool or 
access to one) 
11.2  Recruitment of 
kinesiotherapist may be 
difficult 
 

11.1 Limited number of 
kinesiotherapists 
 

12. Tai Chi – a health 
exercise and meditation 
program that combines 
ancient spiritual insights 
with scientific knowledge 

 

12.1Potential to 
improve balance and 
stamina while 
increasing self 
esteem and feeling of 
well-being 

 

12.1 Recruitment of Tai 
Chi instructor may be 
difficult 
12.2 Staff resistance due 
to lack of knowledge 

12.1  Consider education of 
staff 

13. Bladder and bowel 
program 
13.1  Kegel exercises 

13.1 Increases 
continence and self-
esteem 
13.2 Reduces falls, 
especially for those 
individuals who fall 
attempting to toilet 
13.3 Reduce cost of 
incontinence care 

13.1 Resident may be 
impatient for results and  
perceive failure if 
incontinence is not 
reduced quickly  
13.2 Resident may not 
understand how to 
perform Kegel exercises 
13.3 May not be 
appropriate for 
cognitively impaired 
residents. 
 

13.1 Direct care staff 
involvement and follow-through 
in daily routines is important 

14. Reality orientation 
• For residents without 

cognitive loss 

14.1 Increases feeling of 
self-control  
 

14.1 May not be 
appropriate for resident 
with dementia 
14.2May increase “R” 
anxiety, frustration 
 

14.1 Use primarily with oriented 
residents 

15. Validation therapy 
15.1 Use with resident with 
cognitive loss 

 

15.1 Supports resident 
as individual 
15.2 Gives residents 
with dementia a sense 
of control  

15.1 Need to distinguish 
from “story-telling” and 
falsehoods 
15.2 Need to reflect what 
the resident needs 
validated 
15.3 May not be 
appropriate for 
cognitively intact “R” 
 

15.1 Staff needs to be trained 
in the use and implementation 
of validation therapy 
15.2 Include resident’s family, 
friends and significant others 

16. Resident education and 
involvement in care 
planning 
16.1  Teach resident 
safe methods to fall 

16.1 Increase safety 
awareness 
16.2 Improve resident 
involvement and self- 
esteem 
 

16.1 May not be 
appropriate for resident 
with dementia or those 
with severe osteoporosis. 

16.1 It may be difficult to find  
individuals who are qualified to 
teach safe falling techniques. 
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Possible Falls 
Interventions 

Advantages/ Benefits Disadvantages/ Risks Comments 

Rehabilitative/ Restorative – cont. 
17. Family/ visitor education 

and involvement in care 
planning 

17.1 Awareness and 
input of all individuals 
involved with resident 
17.2 Improve trust and 
sense of security for 
family/visitor 
17.3 Increase 
knowledge of safety 
awareness and risks 

17.1 Ensure that 
resident consents to 
have family/ resident 
involved 

17.1 Careful documentation of 
education provided and 
response to education is critical 

   
 

 

Environmental – Chairs    
Each resident must be carefully assessed before a specific chair is selected. Assessment must include evaluation of 
height requirement, slant, sturdiness quotient, identification of resident’s center of gravity, postural issues, elevation 
of feet capability, pattern of behavior and increased pressure points. The final selection of a chair will be based on 
the functionality of the chair as it relates to the needs of the resident as identified in the assessment. No one chair 
should be used exclusively, as most residents will benefit from alternate seating throughout the day. 
1. Use of regular 

chairs for 
sedentary 
seating 

 

1.1 Increase seating 
comfort 
1.2 Decree image of 
elderly=disabled 
1.3 Keep resident 
physically functional with 
ambulation 
1.4 Keep resident 
physically functional with 
transfers 

1.1 Need to identify appropriate r 
chair for each resident 
1.2 Need to purchase/locate 
sufficient regular chairs 
 

1.1 Need to change 
mindset of staff 
1.2 See 
www.growcoalition.org for 
additional information 
 

2. Bean Bag 2.1 Comfort 
2.2 Limits unassisted 
rising 
2.3 Useful for residents 
with atonic, spastic 
movements 

2.1 Lack of head/limb support with 
unstructured bean bags 
2.2 Limits rising 
2.3 Potential to roll out on to floor 
2.4 Staff may need assistive 
equipment to get resident up 
2.5 Potential for staff injury 
2.6 Lower position may decrease 
interaction 

2.1 Assess amount of 
assistance needed to 
transfer resident in and out 
of bean bag 
2.2 Structured bean bag 
chair may add support 

3. Adirondack 
Chair 

3.1 Prevents sliding by 
shifting center of gravity 
3.2 Head supported due 
to high back of chair 
3.3 Arm rests add 
support 
 

3.1 Cannot self-mobilize 
3.2 Increased risk of skin 
breakdown 
3.3 Increased perspiration if chair 
constructed of PVC 
3.4 Uncomfortable due to lack of 
padding. 
3.5 Increase height may lead to risk 
of higher level of fall 

3.1 Pad chair for comfort 

4. Swing Chair 4.1 Allows resident free 
movement 
4.2 Helpful for residents 
with spastic movements 

4.1 Difficult to enter and leave chair 
4.2 Injury risk for staff and residents 
4.3 Structural and space 
requirements 
4.4 May cause 
dizziness/disorientation 

 

http://www.growcoalition/�
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Possible Falls 
Interventions 

Advantages/ Benefits Disadvantages/ Risks Comments 

Environmental – Chairs – cont.  
5. Rocking Chair 

(platform rocker 
or standard) 

5.1 Comfort 
5.2 Calming effect 

5.1 Injury from pinching 5.1 Consider anti-tipping 
device 
5.2Pad for comfort – 
increased height  may lead 
to a higher level fall risk 
 
 

6. Reclining 
Gerichair without 
tray (as in 
recliner) 

6.1 Easily mobile by staff 
6.2 Head support (high 
back) 
6.3 Allows resident no 
longer able to sit or 
ambulate safely to be up 
in activities, dining room, 
etc.  
6.4 Comfort & positioning  
6.5 Prevents rising, not 
stationary 

6.1 Metal edges on some chairs 
may cause injury 
6.2 Cannot self-mobilize 
6.3 Restraint risk 
6.4 Decreased muscle tone 
6.5 Potential for pressure ulcers 
6.6 Resident’s view may be up, not 
forward, may hold head with neck 
bent in order to see  
6.7 May cause dependent edema if 
chair does not have leg/footrest 
 

6.1 Use with caution in 
residents with spastic 
movements or hyperactivity 
6.2 Need a chair which 
moves independently for 
head and feet 

7. Recliner (home 
type) 

7.1 Prevents rising 
7.2Comfort 
7.3 Able to locate chair in 
a place for better 
observation of resident 
7.4 Head support (high 
back) 
7.5 Allows resident no 
longer able to sit or 
ambulate safely to be up 
in activities, dining room, 
etc.  

7.1 Increase potential for pressure 
ulcer 
7.2 Resident’s view may be up, not 
forward, may hold head with neck 
bent in order to see 
7.3 Metal edges on some may 
cause injury 
7.4 Cannot self mobilize 
7.5 Potential Restraint risk 
7.6 Pressure sore risk 

7.1 Need a chair which 
moves independently for 
head and feet 
7.2 May need pressure 
relief cushions 
increased height  may lead 
to a higher level fall risk 
7.3 Use with caution in 
resident with spastic 
movements or hyperactivity 
7.4 Fire retardance may be 
an  issue 
 

8. Chairs with 
armrests 

8.1 Lateral  support 
8.2 Arm support 
8.3 Assists resident in 
standing and sitting 

8.1 Potential for chair to tip forward 
or slip backward 

8.1 Armrest must extend to 
a reachable length for the 
resident 
8.2 Avoid rollers/casters/ 
wheels 
8.3 Useful for residents 
with deficit on one side. 
 

9. Footrests on 
wheelchairs 

9.1 Prevents sliding 
9.2 Assists in proper 
positioning 
9.3 Assists in transport 

9.1 May prevent resident from self-
mobilization 
9.2 Risk of injuries from residents 
standing on or tripping over the 
footrest or foot being caught 
between footrests 

9.1 If resident has 
hemiparesis, use one 
footrest on nonfunctional 
side 
9.2 Do not use with 
residents who mobilize with 
feet 
9.3 If resident transfers 
independently, make sure 
they can reposition footrest 
safely 
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Possible Falls 
Interventions 

Advantages/ Benefits Disadvantages/ Risks Comments 

Environmental – Chairs – cont. 
10. Seat belts 
 

10.1 Assists resident 
who may slide from chair 
10.2Promotes safety 
during locomotion or 
transport 
10.4 Seat belts with 
alarms are also available 

10.1 resident may not be able to 
remove – then classified as a 
restraint in most cases 
 
10.2 resident removal – may negate 
effectiveness for intended purpose 
10.3 risk for strangulation/ sliding 
10.4 relegates resident to 
wheelchair 
 

10.1 Seat belt must be 
applied at a 45° angle with 
hips fully back in chair 

11. Lap buddies 
 

11.1 Useful for residents 
who still propel in 
wheelchair, to prevent 
unassisted rising 
11.2  Greater comfort 
than a tray. 
 

11.1 Restraint risk if resident cannot 
remove independently 
11.2 Potential for resident to  slide 
under lap buddy 
11.3 resident removal – may negate 
effectiveness for intended purpose 

 11.1 May be effective for 
trunk control  - evaluate 
carefully, involve OT/PT 
 

12. Wedge cushion 12.1 Prevents sliding by 
shifting the resident’s 
center of gravity and/or 
increasing the angle of 
hip flexion 
12.2 Assists in proper 
positioning 

12.1 Potential for pressure ulcer 
development 
12.2 May raise feet off floor which 
increases pressure on popliteal 
space (back of knee) 
12.3 Increase hip flexion greater 
than 90° 
12.4 Potential for foot drop 
12.5 Potential for pedal edema 
12.6 May decrease ability to propel 
wheelchair by feet 

12.1 Make sure cushion is 
positioned properly with 
thick side to the front of 
chair.   
12.2 Also consider use of 
cushions that attach to 
chair to prevent sliding. 

13. Pommell 
cushion 

13.1 May prevent sliding 
in a non-ambulatory 
resident 
13.2 Increases leg 
abduction 

13.1 Potential dignity issues 
13.2 May raise feet off floor which 
increases pressure on popliteal 
space (back of knee) 
13.3 Potential for pedal edema 
13.4 May create pressure ulcers 
May create a fall risk for residents 
who try  to defeat them 
13.5 Discomfort in pelvic region  
 

13.1 Be cautious using this 
product with males 
13.2 Check orthopedic 
orders 
13.3 Least effective, most 
offensive, use rarely. 

14. Electric lift chair 14.1 Maintains 
independence for 
resident who has 
difficulty raising  
 

14.1 Loss of balance or slipping 14.1 Use with resident who 
can stand/walk and has 
reasonable balance 
 

15. Anti-tipping 
device / Anti-
tipping chair 

 

15.1 Prevents tipping of 
chair 

15.1 Tripping risks 15.1 Assess need for front, 
back and/or side anti-
tippers 
15.2  Consider using 
alternate chair 

16. Positioning 
devices, 
wedges, rolls 

16.1 Proper body 
alignment 

16.1 Restraint risk 
16.2 Decreased dignity 
6.3 Pressure ulcer risk 

16.1  
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Possible Falls 
Interventions 

Advantages/ Benefits Disadvantages/ Risks Comments 

Environmental – Chairs – cont. 
17. Postural devices 

such as lateral 
or trunk support 

17.1 Promotes proper 
body alignment 
17.2 Prevents resident 
from leaning to the side 

17.1 Potential for pressure ulcers 17.1  Use properly sized 
supports to minimize 
pressure 

18. Anti-slip 
materials 

18.1 Prevents 
sliding/scooting from 
chair 

18.1 May cause skin irritation 
and/or breakdown 
18.2  Keep clean!  As dirt 
accumulates the “non-skid” 
properties of the material 
diminishes. 

18.1 Assure not in direct 
contact with skin 

 
 
 

  
 
 

 

Possible Falls 
Interventions 

Advantages/ Benefits Disadvantages/ Risks Comments 

Environmental – Beds/ Mattresses 
Each resident must be carefully assessed before a specific bed is selected.  Assessment must include evaluation of 
height requirement, slant, sturdiness quotient, identification of each resident’s center of gravity, postural issues, 
elevation of feet capability, pattern of behavior, and increases in pressure points. The final selection of a bed will be 
based on the functionality of the bed as it relates to the needs of the resident that are identified in the assessment.  If 
a mattress is brought from home, staff needs to determine fire resistance.  All residents need to be assessed for 
gaps between the mattress and frame or mattress and the side rails, if used, to prevent entrapment. If resident is 
incontinent, a protective covering of the mattress may be necessary.  Personal preferences of the resident are 
extremely important when assessing the appropriateness of a particular bed.  If alternative beds are chosen, the 
facility needs to assure that a blanket evacuation procedure is in place and that all staff is trained.   
 
If a resident is getting out of bed, a determination as to why will help in planning care.  If the resident is asleep and 
rolling out, certain appliances may help.  If the resident is awake, the facility needs to assess his/her needs and 
address them.  In most instances the resident should likely be out of the bed to prevent likely falls and/or injury.  At 
times a system of tracking the residents wake/sleep habits will be helpful as part of this overall assessment. 
1. Defined 

Perimeter 
Mattress 
(DPM) 

 

1.1 Most offer 
resident pressure 
redistribution – 
needs to be 
assessed vs 
resident needs 
1.2 Help in side rail 
reduction 
1.3 Reduces rolling 
out of bed 
 

1.1 Possibly limits view 
1.2 May increase falls/injury risk for 
resident who is purposefully trying 
to get out of bed 
1.3 creates false sense of security 
for staff 
1.4 Possibly creates dignity issues 

1.1 OT evaluation to determine 
resident’s ability to identify edge  of 
bed 
1.2 Use swim noodles as bed edge, 
under sheet, to achieve same goal 
(Cover to ensure resident safety 
from biting noodle) - Use with 
judgment. 

2. Water bed 2.1 Pressure relief 
2.2 Temperature 
control 
2.3 Increased 
comfort 
2.4 Decrease in 
ability to rise 
unaided 

2.1 Difficulty turning/ positioning 
2.2 Temperature control limited with 
some mattresses 
2.3 Potential to roll out of bed if no 
defined edge 
2.4 Decreased ability to rise without 
help 
2.5 Potential for staff injury 
2.6 Motion sickness for some 
2.7 Housekeeping concerns 

2.1 Personal preference of resident 
must be considered 
2.2 Do not over or under fill water 
mattress 
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Possible Falls 
Interventions 

Advantages/ Benefits Disadvantages/ Risks Comments 

Environmental – Beds/ Mattresses 
3. Futon 3.1 Homelike 

3.2 Lower to floor 
which minimizes 
injury if resident 
moves or rolls from 
bed 

3.1 Inability of resident to rise easily 
3.2 Decreased support 
3.3 Potential for staff injury 
3.4 Some futon frames present risk 
of injury from exposed metal 
3.5  some have pinch points 

3.1 Personal preferences of 
resident must be considered 
3.2 Design of futon needs to be 
evaluated for safety and support 

4. Day bed 4.1 Homelike 
4.2 Occupies less 
floor space 

4.1 Narrow dimension may increase 
fall risk 
4.2 Height may pose increased risk 
for injury from falls 
4.3 Construction (metal) may 
increase risk for injury from frame 
4.4 Strangulation if construction 
leaves large gaps in frame where 
head can become trapped 
4.5  Decreased ability to turn/ 
reposition may increase pressure 

4.1 Personal preferences of 
resident must be considered 

5. Low beds –  
any bed or 
mattress that 
reduces 
angles < 90° 
of hip, knees 
and ankles 
when seated 

 

5.1 Helpful with 
residents who 
cannot identify edge 
of bed or residents 
with short stature 
5.2 Minimizes injury 
if resident moves or 
rolls from bed 

5.1  Reduces resident’s ability to 
rise from bed 
5.2 Potential for staff injury when 
transferring resident from bed 
5.3 Evaluate other furniture in 
resident’s room to ensure safety 
5.4 Limits access to water or items 
on night stand. 
5.5 Resident must have ability to 
safely get up off the low bed with 
staff assistance 
 

5.1 If wheels are removed from 
bed, may limit ability to move in an 
emergency 
5.2 Evaluate resident’s ability to 
stand from low position with staff 
support 
5.3 Use intermediate heights to 
assist resident to upright position 
5.4 Staff education on caring for 
residents in low beds and transfers 
5.5 Consider using a rising 
mechanism on bed to increase 
height before transferring resident  

6. Couch 
 

6.1 Homelike 
6.2 Occupies less 
floor space 
6.3 Offers two 
planes of reference 
for resident, seat 
and back   

6.2  Narrow dimension may 
increase fall risk 
6.2 Strangulation if construction 
leaves gaps in frame where head 
can become trapped  
6.3 Decreased ability to turn/ 
reposition may increase pressure 

6.1 Personal preference of resident 
must be considered 

7. Recliner 
 

7.1 Homelike 
7.2 Assists residents 
with COPD and CHF 
to rest/sleep 

7.1 Narrow dimension increases 
risk to roll out of recliner 
7.2 Construction (metal) may 
increase risk for injury from 
exposed frame 
7.3  Strangulation if construction 
leaves large gaps in frame where 
head can become trapped – on a 
recliner  
7.4 Decreased ability to turn/ 
reposition may increase pressure 
Pressure sore risk 
Potential for restraint – evaluate for 
individual 

7.1 Supervision of residents with 
dementia very important 
7.2 Consider the danger of power 
chairs to adversely effect resident’s 
ability to safely get up 
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Possible Falls 
Interventions 

Advantages/ 
Benefits 

Disadvantages/ Risks Comments 

Environmental – Beds/ Mattresses 
8. Floor 

cushioning 
or floor mats 

 

8.1 Minimizes injury 
if fall/ roll from bed 

8.1 Slippery – normally mats are 
constructed of vinyl which may 
increase risk of injury to resident, 
staff or others  
8.2 Risk of tripping 
8.3 Infection control issues as 
dirt/debris may be trapped under 
the mat and around the edges. 

8.1 May not be advisable to use 
with ambulatory residents 
8.2 Consider moving resident to 
bed furthest from door so as not to 
increase fall risk for roommate 
8.3 Add reflective tape around 
edges for detection at night 
8.4  Use non-skid material on 
underside of mat 
8.5 Keep clean!  As dirt 
accumulates the “non-skid” 
properties of the material 
diminishes. 
8.5 Rubber mats (like in beauty 
shop -flatter with beveled edges - 
may reduce fall risk for others but 
may also reduce cushioning 

9. Body pillows 
and 
positioning 
bolsters 

9.1 ↑comfort 
9.2 Assists in proper 
positioning and 
decreases ability to 
roll from bed 

  

10. Wedge 
cushion 

10.1 Prevents 
sliding by shifting 
the resident’s center 
of gravity  
10.2 Assists in 
proper positioning 

10.1 Restraint risk 
10.2 Potential for pressure ulcer 
development 
10.3 May decrease ability  for 
resident to rise  

10.1 Make sure cushion is 
positioned properly  

11. Lock  wheels 
on bed 

11.1 Safer transfers 
in and out of bed 
11.2 Increases bed 
stability 

 11.1 Check to assure wheels can 
lock 
11.2 Use non-slip furniture cups 
when wheels do not lock properly 

12. Wider bed/ 
mattress 

12.1 Helpful with 
large resident who 
does not fit  in 
standard bed 
12.2 More familiar 
for residents used to 
larger beds/ 
mattresses 

12.1 May require added room 
space (full sized bed/mattress is 17” 
wider than standard) 
12.2 Linens sized to fit mattress are 
required 

12.1 Use with caution  due to life 
safety code requirements, i.e. 
wheels on beds and resident/ bed 
removal in an emergency  
12.2 Develop policy  on use,  train 
staff on evacuation procedures – 
make sure plan way to get people 
out of their room, as bed won’t fit 

13. Transfer Bar  
Enable resident 
to get up and 
maintain 
balance 
 

13.1 Provides 
support where 
resident needs it - 
vertically and 
horizontally 
13.2 less 
entrapment potential 

13.1 Needs to be properly installed 
for stability 
13.2 Some potential for entrapment 
/ strangulation – assure that it is 
tight against mattress 
 

13.1  Individualize use   based on 
assessment  
13.2 Consider trapeze  
13.3 Use extreme caution for 
residents with spastic movements 
13.4 Consider using devices/ 
approaches that enable resident to 
define edge of mattress or limit 
resident’s ability to rise -  
13.5 May not be appropriate for use 
with residents with dementia 
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Possible Falls 
Interventions 

Advantages/ 
Benefits 

Disadvantages/ Risks Comments 

Environmental – Beds/ Mattresses – cont. 
 
14. Side rails  - 
including half 
rails 
 

14.1 Discourages 
movement from bed 
14.2 Assists resident 
in bed mobility  
 

14.1 Restraint risk 
14.2 Entrapment 
14.3 Strangulation 
14.4 Bruises 
14.5 Abrasions 
14.6 Skin tears 
14.7 Fall from higher level  
14.8 Potential for sensory 
deprivation when side rails are 
padded due to limited field of vision 
and isolating resident 

14.1 Individualize use of side rails 
based on assessment and need 
related to assisting with mobility 
14.2 Check space between side 
rails and mattress and fill space 
with an unremovable material or 
replace mattress to reduce risk of 
resident becoming trapped 
14.3 Pad side rails to prevent skin 
tears,  pinching, getting extremities 
or head caught or wedged, but 
maintain ability to view 
surroundings 
14.4 Consider trapeze to assist with 
bed mobility, transfers 
14.5 Use extreme caution when 
using with residents with spastic 
movements 
14.6 Consider using devices/ 
approaches that enable resident to 
define edge of mattress  

15.Position bed 
against wall 
 

15.1 Helps prevent 
resident from rolling 
out of bed on one 
side 
 

15.1 Restraint risk 
15.2 Entrapment risk 
15.3 Strangulation risk 
15.4 Rough wall surfaces may 
cause abrasions or skin tears 
 

15.1 Individualize use based on 
assessment and reasonable need 
15.2 Check space between wall 
and mattress and fill space with an 
unremovable material or replace 
mattress to reduce risk of resident 
becoming trapped   – lock wheels 
15.3 Pad wall to prevent skin tears,  
pinching, getting extremities or 
head caught or wedged, avoid 
electrical outlets, heaters, etc 
15.4 Consider trapeze to assist with 
bed mobility, transfers 
15.5 Use wheel locks or remove 
wheels 

    
Environmental – Floors 
Exercise caution with use of furniture polish and powder, as both products can  cause increased slipperiness  
 
1. Non-skid 

flooring 
1.1 Provides stable 
flooring 
1.2 Decreases 
slipping 

1.1 In residents who slide or shuffle 
feet may increase risk for falls 

 

2. Slip resistant 
wax 

2.1 Decreases 
slipping 

2.1In residents who slide or shuffle 
feet may increase risk for falls 

 

3. Low glare 
wax 

3.1 Less disorienting 
resident with 
dementia 
3.2 Better 
visualization of floor  
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Possible Falls 
Interventions 

Advantages/ 
Benefits 

Disadvantages/ Risks Comments 

Environmental – Floors 
4. Floor 

coloring/ 
steps 

 

4.1 Increased visual 
acuity 
4.2 Defines floors 
and steps 

 4.1 Contrasting shades can aid 
definition 

5. Carpet 5.1 Reduces noise 
5.2 Homelike 
5.3 May reduce 
injuries from falls 

5.1 May be difficult to move 
equipment or medication/ treatment 
carts 
5.2 Shoes can get caught in pile, 
potential for stumbling 
5.3 Walker/ wheelchairs may be 
more difficult to maneuver 
5.4 Cleaning may be more difficult 
5.5 Potential for infection control 
issues 

5.1 Carpet caster may be used in 
place of wheels on carpeted 
surfaces 
5.2 Cost of maintenance may be  a 
concern 

6. Glow 
pathways on 
floor using 
reflective 
tape 

6.1 Provides walking 
paths 
 

6.1 Tape can be a trip hazard if not 
properly maintained 
6.2 Cost of replacing tape 

 

7. Non-slip 
strips 

7.1 Reduces slip/ 
fall risks 

7.1 May damage floor surface 
7.2 Strips can be a trip hazard if not 
properly maintained 

7.1 Replace frequently 
7.2 Helpful next to bed or chair, 
also important to use in bathroom 
near tub/ shower, toilet and in front 
of sink 

  
 

  

Environmental – Lighting 
1. Night light 1.1 Increased visual acuity 

1.2 Lighted pathways to 
where resident needs to go 
(ie, the bathroom) 
 

1.1 May throw shadows that 
confuse or frighten resident 

1.1 Consider full light rather than 
dim 

2. Reduce 
shadows 

2.1 Increased visual acuity  2.1 shadows  may confuse or 
frighten resident 
 

 
 

   

Mobility Devices 
1. Adult framed 

walker with 
or  without 
seats 

 

1.1 Useful in residents who 
can walk but need support 
1.2 Facilitates independent 
ambulation under direct 
supervision 
1.3 Provides a resting seat 
when used 
 

1.1 Restraint risk 
1.2 Potential dignity issues 
1.3 Tips easily 
1.4 Danger for other 
residents, staff and others 
being hit with device 
1.5 Resident may run device 
into walls, furniture, doors, 
etc., and be injured or 
damage property 
1.6 Resident may slide out 
1.7 Resident may lean over 
and fall out 

1.1 Contraindicated in residents 
with behavior problems or anxiety 
1.2 Must be individualized  to 
resident’s size 
1.3 Use normally reserved as last 
resort, use only under direct 
supervision 
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Possible Falls 
Interventions 

Advantages/ Benefits Disadvantages/ Risks Comments 

Mobility Devices - continued 
2. Walker, 

cane, quad 
cane 

2.1 Rolling 
      walker 
2.2 Hemi walker 

2.1 Increases mobility and 
independence 
2.2 Assists in transfers 
2.3 Stabilizes gait and 
provides balance 

2.1 Increases risk of injuries if 
not used appropriately 
 

2.1 Resident use must be 
individualized, i.e., must be 
appropriate height for resident 
2.2 Resident must be trained on 
proper use 
2.3 Caution when using device with 
residents that have dementia 

3. Wheelchair 3.1 May increase mobility 
and independence  

3.1 Increased potential for 
pressure sores 
3.2 Tipping, sliding & 
decreased ROM risks 
3.3 Potential for limb injuries 
and/or skin tears 
3.4 Potential for falls if chair 
not locked during transfers 
3.5 Potential for increased 
back pain due to lack of 
support. 
3.6 May increase 
dependency on chair, limit 
likelihood of walking 

3.1 Wheelchairs are not meant for 
resident to live in, rather for 
transportation only 
3.2 Resident use must be 
individualized, i.e., must be 
appropriate based on assessment 

4. Mechanical  
lifts 

4.1 May increase mobility/ 
socialization 
4.2 Increases resident and 
staff safety in transfers 

4.1 Potential for injury to staff 
and resident when not used 
appropriately 

4.1 Educate staff to follow 
manufacturer’s instructions, 
especially related to number of 
personnel required 
4.2 Inservice staff on procedures 
and where instructions are 
maintained in facility 
4.3 Preventative maintenance 
important 
4.4 Pads/ slings/ sheets must be 
individualized to resident  

5. Trapeze 5.1 Improves bed mobility 
and independence 
5.2 Improves upper body 
strength 
 

5.1 Potential for resident and 
staff to strike head 

5.1 Need shoulder flexibility and 
strength 

6. Positioning 
bar 

6.1 May improve mobility 
and independence 
6.2 Enabler to assist with 
bed positioning and 
transfers 

6.1 Restraint risk 
6.2 Entrapment 
6.3 Strangulation 
6.4 Bruises 
6.5 Abrasions 
6.6 Skin tears 
 

6.1  Individualize use of  positioning 
bar  based on assessment and 
need 
6.2 Consider trapeze to assist with 
bed mobility, transfers 
6.3 Use extreme caution when 
using with residents with spastic 
movements 
6.4 Consider using devices/ 
approaches that enable resident to 
define edge of mattress or limit 
resident’s ability to rise -  
6.5 May not be appropriate for use 
with residents with dementia 
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Possible Falls 
Interventions 

Advantages/ Benefits Disadvantages/ Risks Comments 

Alarms and Monitors 
1. Alarms – 

bed, chair 
or personal 
alarm 

 
 
 

1.1 Alerts staff to the fact 
that resident is  on the 
move  
1.2 Reminds resident not 
to rise unassisted 
1.3 Provides a means to 
assess when resident gets 
up 
 

1.1 Reactive - Post movement 
notification provides limited 
time for response 
1.2 Ease of removal by 
resident 
1.3 Startle effect  
1.4 Psychological effect 
1.5 Noise pollution which may 
disturb other residents 
1.6 False positive  
1.7 False sense of security by 
staff 
1.8 Possibility of improper 
cord length leading to 
strangulation and/or injury 
1.9 Potential for reduced staff 
attention  
1.10 Psychological effect / 
potential feelings of 
intimidation 
 

1.1 Must be positioned so resident 
cannot remove device 
1.2 Check cord length to ensure 
resident safety 
1.3 Check clip release to prevent 
tangling 
1.4 Maintain battery to ensure 
proper function 
1.5 Keep maintenance log 
1.6 Watch for time span (delay) for 
response to alarms 
 
1.7 Need resident’s  responsible 
party’s agreement to use 
1.8 Need to explain disadvantages 
to resident and responsible party 
 
 
 

2. Door alarms 2.1 alerts staff to the fact 
that resident is on the 
move 
 

2.1 Reactive - Post movement 
notification provides limited 
time for staff response 
2.2 Startle effect 
2.3 Psychological effect 
2.4 Noise pollution which may 
disturb other residents 
2.5 False sense of security by 
staff 
 

2.1 Check function routinely 
2.2 Keep maintenance log 
2.3 Watch for time span (delay) for 
response to alarms 
2.4 Ensure that staff cannot disable 
functioning of door alarms 

3. Auditory 
monitors 

3.1 Increased safety 
monitoring 

3.1 Consent from resident/ 
legal representative 
necessary 

3.1 Limit invasion of privacy by 
educating staff on confidentiality 
 

4. Video 
camera 

4.1 Increased safety 
monitoring 
 

4.1 Privacy concerns 
4.2Consent from resident/ 
legal representative 
necessary 

4.1 Limit invasion of privacy by 
educating staff on confidentiality 
 

5. Motion 
detectors 
(above bed 
or on night 
stand 

 

5.1 Provides constant 
surveillance 
5.2 Alerts staff when 
resident on the move 
5.3 Reminds resident not 
to get up unassisted when 
they hear the alarm sound 

5.1 Potential for invasion of 
privacy 
5.2 Sleep disturbance of other 
residents 
5.3 Relocation or shut off by 
resident or others 
5.4 Post movement 
notification provides limited 
time for staff response 
5.5 False positives 

5.1 For proper use, determine 
appropriate height for device to 
ensure it recognizes difference 
between resident positioning or 
turning in bed versus getting out of 
bed  
5.2 Consider location outside room 
door 
5.3 Rather than use, may move 
resident’s room closer to nursing 
station for closer supervision 
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Possible Falls 
Interventions 

Advantages/ Benefits Disadvantages/ Risks Comments 

Bathroom/ Toileting 
1. Built up toilet 

seat  
1.1 Helpful for tall 
residents with weak 
knees 
1.2 Assists resident in 
transfer ability 

1.1 Resident may slide off if it 
is too high 
1.2 May reduce the potential 
for effective defecation if feet 
are not solidly on floor 
 

1.1 Assure proper knee height  
1.2 Assure that seat is securely in 
place and latched in place  
1.3 Consider over toilet appliance 
with arms 

2. Grab bars in 
bathroom 

2.1 Assists in transfer, 
sitting and rising 
2.2 Improves sense of 
security for resident 

2.1 Resident may grab on to 
towel bars, sink or items in 
bathroom if not available 
2.2 Safety risk if grab bars are 
not properly located or 
anchored 
 

2.1 Affix grab bars securely to studs 
2.2 Consider over toilet appliance 
with arms  

3. Bedside 
commode, 
urinal, or 
bedpan 

3.1 Increases 
independence  
3.2 Convenience 
3.3 Improved 
continence 

3.1 Dignity and privacy 
concerns 
3.2 May cause discomfort or 
ineffective elimination 
3.3 Potential for infection 
control issues 

3.1 May reduce trips to bathroom 
3.2 Check toileting habits and 
programming  
3.3 Make sure wheels are locked 
on bedside commode 
  

4. Non-skid 
shower/ bath 
strips 

4.1 Reduces slip/ fall 
risks 

4.1 Feet may stick to strips 
increasing fall risk 
4.2 Strips can be a trip hazard 
if not properly maintained 

4.1 Maintenance important and 
may have to replace frequently 
 

5. Locate resident 
closer in 
proximity to 
bathroom 

5.1 Increases 
independence 
5.2 Improved 
continence 
 

  

    
Other    
1. Proper 

footwear/ 
appropriate 
fitting clothing 

1.1 Increase stability 
1.2 Decrease chance 
of getting caught in 
clothing 
 

 1.1 Resident choice may cause 
concerns or dignity issues 

2. Protective 
helmets, 
clothing or 
padding 

 

2.1 Decrease injury 
from falls 

2.1 Dignity issues  
2.2 Comfort concerns 

2.1 Individualize use based on 
assessment and need 
 

3. Locate resident 
in  room close 
to nursing 
station  

3.1 Increase 
socialization 
3.2 Increase staff 
supervision and 
response 
 

3.1 Potential for crowd without 
activity 

 

4. Avoid 
rearranging 
furniture in 
resident’s room 

4.1 Reduces tripping 
risk 
4.2 Maintains familiar 
environment for 
resident  
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Possible Falls 
Interventions 

Advantages/ 
Benefits 

Disadvantages/ Risks Comments 

Other  - cont. 
5. Environmental 

Modifications 
5.1 Pad sharp 
edges/ corners 
of furniture 
5.2 Avoid access 
to heaters 
5.3 Cords, 
electric plugs, 
call system and 
oxygen 
5.4 General 
avoidance of 
clutter 
5.5 Floor mats 
around bed 

5.1 Diminish risks of 
tripping 
5.2 Decrease risk of 
accidents such as 
electrical shock, 
strangulation, burns, 
etc.  

5.1 Structural limitations 5.1 Environment must be “fall 
proofed” – cover sharp corners on 
dressers, over-bed tables and night 
stand. 
5.2 Make sure there are no frayed 
cords 
5.3 Limit length of cords, oxygen 
tubing, call system cord to length 
necessary for appropriate resident 
care 
5.4 Use electrical plug covers  

6. Rest stop 
seating in 
hallways or 
other areas 

6.1 Reduces 
incidence of resident 
falls due to fatigue 
and/or weakness 
6.2 Changes 
perception of hallway 
length 

6.1Structural limitations 
6.2 May cause resident or 
others to trip if positioned in 
passage or doorway 

6.1 Maintain all egresses according 
to life safety code 

7. Handrails  7.1 Support for 
ambulation/ mobility 

7.1 Increased fall risk if not 
appropriately attached to walls 
7.2 Increased risk of injury if 
gap between wall and hand 
rail too great 
 
 

7.1 Check often to ensure 
appropriately attached to walls 
7.2 Ensure any damage to handrails 
to repaired quickly, i.e. scratches, 
breaks, or splinters 

8. Stairwells - limit 
resident access 
to stairways 

8.1 Reduce risk of 
falls/injuries 

 8.1 Ensure appropriate lighting 
8.2 Ensure maintenance of stairs  
8.3 Consider using color 
differentiation to increase resident 
visualization  
8.4 Multiple story facilities should 
put alarms on all entrances to stairs 
8.5 Add visual cues, i.e. stop signs 

9. Call lights / 
alternate 
means of 
summoning 
assistance  

 
9.1 Select based 
on resident ability, 
understanding and 
willingness 

9.1 Provide 
mechanism for 
residents to summon 
help. 
 
.  

 
9.1 Residents with dementia 
may not understand how to 
use. 
 
9.2 Time needed to assess 
appropriate 
means to summon help 
 

9.3 Assess resident ability to use 
call light. 
9.1 Ensure call light is positioned 
correctly for resident to use 
9.2Identify other means of 
summoning staff assistance, as 
appropriate 

10. hip protectors 
 
 

10.1 Reduce risk of 
injury with a fall. 

10.1  Potential dignity issue. 10.1  Assess resident for proper fit. 
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Staff Education/ Communication 
 

Incorporate training for all staff regarding resident needs and falls.  Staff should be familiar with interventions and 
strategies to reduce falls and mitigate resident injuries.  Falls management training should begin in new 
employee orientation. 
 
Facilities should consider a fall risk management committee to establish a system to monitor resident falls and 
develop comprehensive oversight.  Committee should analyze trends and patterns, evaluate equipment and 
resource needs, identify factors leading to resident falls and injuries, and establish action plans to correct 
inadequacies.  Committee must also communicate information and changes to all facility employees.  
 
Fall Risk Assessment 
 
Determining the risk for resident falls is critical. From the beginning of the resident’s stay, the nursing facility 
must be assessing each resident for fall risk factors.  There are a variety of fall risk assessment  forms on the 
market, and additionally, the Falls Work Group developed one  fall risk assessment,  which is at the end of this 
manual,  which encompasses the components of the Falls RAP.   Complete each section of the fall risk 
assessment upon admission, readmission, quarterly and according to facility policy.  The work group’s fall risk 
assessment does not have a scoring system for determining risk. In light of the fact that nearly half of all 
residents will fall while residing in a nursing facility, there appears to be an associated risk for all residents. 
Therefore the fall risk assessment allows a nursing facility to identify any increased risk factors.  Each identified 
risk factor then must be acted upon in the resident’s plan of care.   Additional tools that may be of assistance in 
assessing a resident’s risk for falls include:  Reality Comprehension Clock Test (RCCT 1999 Brock, B., et al), 
the Mini Mental State Exam and a Fall Related Medications Assessment 
 
Post Fall Investigation  
 
After each resident fall, a fall / incident investigation must be completed.  The nursing staff on duty at the time 
of the fall should be responsible for initiating the process.  Many facilities utilize standard incident report 
documentation.  The Falls Work Group feels that these standard incident reports are inadequate to determine 
the circumstances, nature, factors and reasons for falls.  Like the fall risk assessment, the Falls Work Group 
developed a post fall-incident investigation form, which is at the end of this manual.   The fall incident 
investigation should not be made part of the resident’s medical record.  It may be an adjunct or complement to 
the facility’s Incident Report  and part of the facility’s quality assurance records.  Some facilities choose 
to write a summary of the occurrence that includes the results of the investigation to include in the 
medical record. 
 
The investigation is completed as part of the facility’s continuous quality improvement program.  Information 
gathered in the process of the  investigation of a fall occurrence should be used to review and analyze the 
need to revise the resident’s plan of care. If medications are suspected as a contributing factor, the Falls 
Medication Review should also  be completed.  
 
Certain items noted on the Fall Investigation form are identified with a Π.  These are items that should be 
appropriately documented in the resident’s clinical record.  All other items should be reviewed by administrative 
nursing personnel and others within the facility.  Each identified problem must be acted upon solely at the 
discretion of the nursing facility.  
 
 
Sample Policy – Risk Assessment  
 
All residents will have a fall risk form completed upon admission, readmission, quarterly, and after a significant 
change.  Some facilities also choose to do another  fall risk assessment after a fall occurrence. The fall risk 
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assessment will be completed and reviewed and analyzed by the RN supervisor.  If there are risk factors 
present, an initial care plan will be completed.   
 
Sample Policy – Post Fall Investigation  
 
Residents experiencing a fall will be promptly assessed and treated for injuries. The resident’s physician, 
family member/responsible party and others will be contacted.  An investigation will be completed to determine 
the circumstances and intrinsic factors of the resident’s fall.  Any identified findings and facility responses will 
be documented in the resident’s medical record as appropriate.  The continuous quality improvement team will 
review the investigative reports on a regular basis, as they may occur,  and make systemic changes to 
reasonably limit future occurrences, consider change in POC interventions, system changes, etc. 
 
Falls/Injuries Prevention/Mitigation - Procedure 

 
1. Fall Risk Assessment  

A. On the day of admission and at least quarterly, or with any significant change, obtain history of falls 
from previous living setting, family, etc. 
a. Resident’s life style issues – sleep habits, nighttime toileting needs, daily routines, likes/dislikes, 

etc. 
b. Some facilities hold a plan of care meetings with resident/family on day of admission to get to know 

the resident – what he/she likes to see/feel/touch/smell, etc.   
c. If history of falls, wandering, etc., find out exactly how these have occurred.  

B. Fall Risk Assessment form doubles as the Fall RAP – serves both purposes. 
 
2. Fall Prevention plan of care is established as soon as the resident is determined to be at risk, i.e., on the 

day of admission (new admission  - interventions tend to be cautious, and eased as appropriate.) 
A. One page Fall Prevention Protocol (plan of care summary)  

a. In MAR book 
b. In ADL book – nursing assistant instructions 
c. Original is maintained in chart with plan of care  

B. Staff mini-inserviced regarding new resident’s risk factors and Fall Prevention Protocols put into place 
(signatures obtained). 

 
3. Post Fall Assessment 

A. Looks into the circumstances of the individual occurrence such as motivators, causative, and 
contributing factors. 

B. Includes review of clinical record documentation of fall occurrence for completeness. 
C. Review of fall history of the individual resident and identification of patterns/trends. 
D. Includes review of current Fall Prevention POC/Protocol for any need to add, change, and modify any 

approaches/interventions.  
a. If changes are made – new copies of Fall Prevention Protocol are made for the MAR and ADL 

books. 
b. Staff is mini-inserviced regarding updates or changes to interventions (signatures obtained). 

 
4. Safety Committee 

A. Held once or twice weekly, and PRN (to enable timeliness of review by interdisciplinary team). 
B. Team consists of Director of Nursing, Assessment Nurse, Nurse Managers, Therapy staff, 

Maintenance, Administrator, Charge Nurses, Nursing Assistants, Social Service, Activities, Restorative 
Nursing, Housekeeping.  

C. Detailed analysis is done of each fall; as well as fall trending of monthly falls, relating to time, shift, 
circumstances, floor/unit. 

D. At these meetings, individual falls and/or residents (trends, patterns) are discussed and analyzed 
further for: 
a. Causes 



42 
 

b. Patterns 
c. Further preventive approaches, interventions 
d. Additional equipment/supply needs 
e. Therapy or Restorative Nursing evaluations/assessment - for decline in function, restraint and/or 

adaptive equipment needs, seating assessments, etc.  
E. Special attention is paid to residents with any repeat occurrence.   
F. Staff has been educated to help determine and analyze the reasons/motivation behind a resident’s 

actions leading to the fall, even if only behaviorally demonstrated, in order to prevent other 
occurrences. 

G. Following Safety meetings - meeting minutes and updated individual Fall Prevention Protocols are used 
to mini-inservice ALL staff on the units of changes/ updates. 

H. Critical: communication and education of direct care staff – many programs fail because decisions for 
care planning, etc. are not communicated to all staff /all shifts who care for the resident.  Additionally, 
inclusion of direct care staff, including nursing assistants and housekeepers, etc., on the Safety 
Committee, is recommended, as these individuals generally know the residents likes, dislikes, 
behaviors and lifestyle patterns best.   

 
5. CQI/PI/QA Monthly Meeting 

A. At the monthly Medical Director meeting, a comprehensive, detailed analysis of fall occurrence and 
trending is reviewed and discussed.  

B. Falls are compared over patient days, and compared to Data from other facilities 
C. Falls are compared over the three shifts, per floor/unit, and at pivotal times of day.   
D. Falls have been studied as they relate to toileting needs. 
E. Another trending issue identified through such analysis was fall occurrence at or around change of shift 

times.   
F. Staff education is targeted at areas needing attention, as evidenced by trending information. 

 
 
Fall Data Collection and Analysis 
 
Data collection and analysis is extremely important.  From the fall incident investigations facilities could 
spreadsheet the data to complete further analysis.  The information would then better prepare the facility to 
identify weaknesses and make changes. Below is an example of facility data gathered and analysis. 
         

Month/Year Patient 
Days 
Falls/ 

% Rate  Residents with 
falls/“stays” 

% Rate  

February 2006 11/848 1.3%     
March 22/1515 1.4     
April 20/2034  .98     
May 30/2353 1.3  18/103 17.4%  
June 21/2426  .86  19/101 19  
July 28/2629 1.06  21/98 21  
August 20/2663  .75  16/102 16  
September 15/2501  .60  12/98 12  
October 30/2692 1.1  20/109 18.3  
November 16/2778  .57  14/108 13  
December 30/2858 1.04  22/110 20  
January 2007 33/2830 1.2  23/110 21  
February 20/2552  .78   17/106 16  
March 22/2776  .79  15/111 13.5  
April 20/2769  .72  17/105 14.3  
May 16/2755  .58  14/111 13  
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Falls Occurring at or Near Change of Shift  

October ‘06 30% February 20% June 13% 
November 0 March 13.5% July  8% 
December 20% April 25% August 23% 
January ‘07 12% May  8% September 35% 

  
Falls Related to Toileting Issues  

October ‘06 33% February 10% June 65% 
November 25% March 18% July 31% 
December 13% April 45% August 32% 
January ‘07 24% May 58% September 26% 

 
Fall Occurring in Individuals who are Independently Ambulatory or Up ‘Ad Lib” 

December ‘06 47% April 25% August  9% 
January ‘07 42% May 33% September 21% 
February 35% June 17%   
March 27% July 15%   

 
 
September “repeaters” (falls):  
 
Mrs. L – 2 Mrs. K - 2 Mrs. S – 3 Mr. F - 2   Mrs. C – 2 Mrs. M - 4 
 
 
Comparisons by Shift  
 APR MAY JUNE JULY AUG SEPT OCT NOV DEC 
7-3 44% 30% 53% 36% 25% 60% 27% 25% 43% 
3-11 39% 40% 33 36 40 27 43 44 37 
11-7 17% 30% 14 28 35 13 30 31 20 
 
 JAN FEB MAR APR MAY JUNE JULY AUG SEPT 
7-3 18% 20% 27% 25%  8% 23% 19% 46% 29% 
3-11 49% 40% 41% 40% 67% 50% 50% 36% 25% 
11-7 33% 20% 32% 35% 25% 27% 31% 18% 46% 
 
 
 
Falls Trending Within a Nursing Facility by Floor and Shift  

MONTH FLOOR % CENSUS % FALLS SHIFT % BY FLOOR 
FEB ‘99 1st 50% 50% day - 30% , eve - 50%,   night -  20% 
 2nd 50% 50% day - 20% , eve - 50%,    night - 30% 
MARCH 1st 51% 59% day - 23%,  eve - 38.5%, night - 38.5% 
 2nd 49% 41% day - 33% ,eve - 44%, night - 22% 
APRIL 1st 51% 75% day - 27%, eve - 33%,night  - 40% 
 2nd 49% 25% day - 25%, eve - 40%, night - 35% 
MAY 1st 51% 67% day - 12%, eve - 63%, night- 25% 
 2nd 49% 33% day – 0, eve - 75%, night  - 25% 
JUNE 1st 51% 57% day - 18%,  eve - 41%, night  - 41% 
 2nd 49% 43% day - 30%,  eve - 60%, night - 10% 
JULY 1st 51% 62% day - 25%,  eve - 50%, night - 25% 
 2nd 49% 38% day - 10%, eve - 50%, night - 40% 
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Appendix 
 
 

A. Resident Assessment Protocol Evaluation Tool 
 

B. Fall Risk Assessment 
 
C. Post-Fall Investigation Form 
 
D. Medication Investigative Form 
 
E. Medication listing 
 
F. Ohio Department of Health Guideline for Restraint Use  2007 
 
G. Ohio Department of Health Falls Requirements for Nursing Homes 2000 
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Resident Name:___________________________________________________________________  
RAP GUIDELINES FOR FALLS #11 

INSTRUCTIONS:       1)  Complete this on all residents on the day of admission; re-admission, significant change, and quarterly. 
   2)  Enter a check mark (√) for a positive response in the current date column, unless otherwise indicated. 
                      DATES: 

FALLS HISTORY                                                                                   None/no history of falls     
Fall(s) in the last 30 days/number:     
Fall(s) in the last 90 days/number:     

Fall(s) in the last 180 days/number:     
LIFESTYLE FACTORS     
   What does the resident like to :                       Usual sleep location:_____________________                            - - - - 
      Hear__________________                          Bed type/size:___________________________ - - - - 
      Smell_________________                           Sleep patterns:__________________________ - - - - 
      Touch_________________                          Night time toileting pattern:________________ - - - - 
      Taste_________________                            Favorite chair:__________________________ - - - - 
      See__________________                             Able to identify edge of bed: YES/NO     √ if NO     
  Behavioral patterns that may make resident unsafe, e.g., wandering, pacing, other          √ if YES         
        - type of behavior:____________________________________________________________ - - - - 
INTERNAL RISK FACTORS     
  Cardiovascular                                                                                                                          None - - - - 

Orthostatic hypotension (systolic BP change > 20mm Hg drop lying → standing) – check if yes     
Lying BP:     

 Sitting BP:    
Standing BP:     

Cardiac Dysrhythmia     
Pacemaker     

Enter date pacemaker last checked:     
Diagnostic indicators, e.g., PVD, other:     

  Neuromuscular Function     
    Body movement problems (gait & balance).  Assess  gait & balance while 1) standing with both  
    feet on floor for 30 sec. unsupported, 2) walking forward, 3) walking thru a doorway & turning: 

    

No difficulty with tasks - - - - 
Partial or total loss of balance while standing     
Partial or total loss of balance while walking     

Jerking movements or instability     
Gait pattern changes when waling     

Loss of arm/leg movement     
Decline in functional status     
Poor muscular coordination     

Unsteady gait     
Transfer difficulties     

Hemiplegia/hemiparesis     
Diagnostic indicators, e.g., CVA, Parkinson’s, seizure disorder, other:______________     

  Orthopedic     
Joint pain     

Hip fracture     
Other fracture     

Missing limb(s)     
Diagnostic indicators, e.g., osteoporosis, arthritis, other:________________     

  Perceptual Deficits                                                                                                                         
None - - - - 

Impaired hearing     
Impaired vision     

Dizziness/vertigo/syncope     
  Medications (if resident is receiving any medications in the following categories, check here 
      and proceed to Falls Medication Review 

    

      Antianxiety            Antiparkinson         Hypoglycemic            Antihistamine             Hypnotic 
      Antipsychotic        Analgesic                Antihypertensive        Anticonvulsant            Laxative 
      Antidepressant     Diuretic                  Narcotics                   Non-steroidal anti-inflammatory 
      Anti-coagulant – increases injury risk if fall occurs 

 
- 
 

 
- 

 
- 
 

 

 
- 
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  Mental Status     
Comatose     

Oriented at all times - - - - 
Confusion/disorientation at all times     
Periods of confusion/disorientation     

Lack of familiarity with surroundings     
Inability to understand and follow directions     

Impaired judgement/decision-making     
Signs of depression/anxiety     

Hallucinations/delusions     
Decline in cognitive abilities     

Diagnostic indicators, e.g., Alzheimer’s, other dementia, delirium,  manic depression/bipolar disease, 
other:________________ 

    

  Elimination Patterns (one or more episodes in the past 7 days)     
Bladder – continent/independent - - - - 

Bladder – continent/dependent     
Bladder – incontinent/independent     

Bladder – incontinent/dependent     
Bowel – continent/independent - - - - 

Bowel – continent/dependent     
Bowel – incontinent/independent     

Bowel – incontinent/dependent     
Catheter or ostomy     

Diagnostic indicators, e.g., UTI, diarrhea, other:________________     

EXTERNAL RISK FACTORS 
    

Restraints / devices / enablers (including side rails)     
Use of mobility devices for ambulation (cane, walker, crutches, etc)     

Unsafe use of mobility devices when walking     
Improper fitting clothing / footwear     

Other (e.g., oxygen tubing):____________________________     
TOTAL CHECK MARKS (POSITIVE RESPONSES)     

THE MORE CHECK MARKS (POSITIVE RESPONSES) – THE HIGHER THE RISK FOR FALLS 

 
Focused Summary (problems, risks, complications, need for referral, reasons why/why not to go to POC):___________________________ 
________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________ 
 ____________________________________________________________     _________________________ 
   Signature       Date 
 
Focused Summary (problems, risks, complications, need for referral, reasons why/why not to go to POC):___________________________ 
________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________ 
 ____________________________________________________________     _________________________ 
   Signature       Date 
 
Focused Summary (problems, risks, complications, need for referral, reasons why/why not to go to POC):____________________________ 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 ____________________________________________________________     _________________________ 
   Signature       Date 
 
Focused Summary (problems, risks, complications, need for referral, reasons why/why not to go to POC):____________________________ 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 ____________________________________________________________     _________________________ 
   Signature       Date 
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Fall Risk Assessment 
Complete fall risk assessment upon admission, readmission and according to facility policy.  Check appropriate 
responses. If a resident has any one of the conditions checked consider proceeding to care planning.    
 
Resident        Date       � Admission   � Readmission 
 
Falls History 
 None/ no history of falls 
 Fall(s) in last 30 days/ Number of fall(s)     
 

 Fall(s) in last 90 days/ Number of fall(s)     
 Fall(s) in last 180 days/ Number of fall(s)  

Circumstances surrounding fall(s)            
                

 
Life Style Factors  
What does the resident like to …… 
Hear        
Smell        
Touch        
Taste        
See        
 
What is the resident’s favorite chair?    
 

Resident identifies the edge of the bed?  YES      NO 
 
Behavioral patterns that make resident unsafe, e.g. 
wandering, pacing, other?     
         
 
Where does the resident sleep at night, including size?  
        

Night time sleep patterns and toileting habits:                 
 
Internal Risk Factors 
Cardiovascular 

 None  
   Orthostatic hypotension (systolic BP change > 20mm Hg drop standing and lying) 

 Standing      
 Sitting       
 Lying      

 Cardiac dysrhythmia 
 Pacemaker    (last date checked     )  

      Diagnostic indicators, e.g. PVD, other            
 
Neuromuscular Function 
Body movement problems (gait and balance).  Assess resident’s gait and balance while 1) standing with 
both feet on the floor for 30 seconds unsupported, 2) Walking forward, 3) Walking through a doorway and 
turning: 

 
 No difficulty with tasks 
 Partial or total loss of balance while standing 
 Partial or total loss of balance while walking 
 Jerking movements or instability 
 Gait pattern changes when walking 
 Loss of arm/leg movement 

 Decline in functional status 
 Poor muscular coordination 
 Unsteady gait 
 Transfer difficulties  
 Hemiplegia/ hemiparesis 
 Other         

 
Diagnostic indicators, e.g. CVA, Parkinson’s, seizure disorder, other        

 
Continued on Reverse 

 
Name: _____________________________________  Physician: ________________________
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Orthopedic 
 Joint pain 
 Hip fracture 

 

 Other fracture  
 Missing limb(s) 

Diagnostic indicators, e.g. osteoporosis, arthritis,  other        

Perceptual Deficits 
 None   
  

 Impaired hearing 
 

 Impaired vision 
 

 Dizziness/ vertigo/syncope

Mental Status 
 Comatose 
 Oriented at all times 
 Confusion/disorientation at all times 
 Periods of confusion/ disorientation 
 Lack of familiarity with surroundings 

 Inability to understand and follow directions  
 Impaired judgment/ decision-making  
 Signs of depression/ anxiety  
 Hallucinations/ delusions 
 Decline in cognitive skills 

Diagnostic indicators, e.g. delirium, manic depression/bi-polar disease, Alzheimer’s or other 
dementia______________________________________________________________    
              

Elimination Patterns (one or more episodes in the past seven days) 
Bladder 
 Continent 
 Incontinent 
 Independent 
 Dependent 

Bowel  
 Continent 
 Incontinent 
 Independent 
 Dependent 

 Catheter or ostomy 
 

 
Diagnostic indicators, such as UTI, diarrhea, other           

 
Medications (If any medications are checked, complete fall medication review) 
 Antianxiety 
 Hypnotic 
 Antihypertensives 
 Antidepressant 

 

 Antiparkinson 
 Antipsychotic 
 Anticonvulsant 
 Diuretics 
 Hypoglycemic 

 Analgesic  
 Laxatives                                
 Narcotics  
 Antihistamine 
 Anticoagulant † 

 Nonsteroidal  anti-
inflammatory 

† Increases risk for injury when fall occurs. 
 
External Risk Factors 
 Restraints/ devices/ enablers (including side rails)         

              
 Use of mobility devices when ambulating?    Corre ctly      Incorrectly       

if incorrectly, explain             
 Appliances, e.g. cane, walker, O2 tubing, crutches, other         

              
 Clothing/ Footwear             

               
 Other                

Summary               
               
               
                
 
Nurse Completing Assessment           Date      
 
Name: _____________________________________  Physician: ________________________ 
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Fall Incident Investigation  
 
Resident     Room/Unit  Date/Time of Fall      
 
According to facility policy, the fall incident investigation shall be completed immediately following any resident fall.  
 
Directions 
This fall incident investigation shall not be made part of the resident’s medical record. The investigation is completed as part of the facility’s continuing quality 
assurance program.  Information in this investigation should be used to revise the resident’s plan of care. If medications are suspected as a contributing factor the 
Falls Medication Review should be completed. Items noted below with a diamond ♦ should be appropriately documented in the resident’s clinical record.  
All other items should be reviewed and acted upon solely at the discretion of the nursing facility.  

♦The following items should be documented in the resident’s clinical record:  

Immediate Action 

 
 Physician contacted  Family contacted  Administration contacted, according to facility policy 

 
 Resident first-aid and treatment 
 Neuro-checks  
 Vital signs:  BP (standing and sitting), temperature, pulse and respiration 
 Signs/ symptoms of injuries such as pain, bleeding, abrasions, contusions, bruises, swelling, reddened areas, etc.  
 Medical conditions that may have contributed to fall, such as chronic or recurrent illness, acute conditions, or signs/symptoms of unknown origin. 
 The position of the resident upon discovery.   
 Resident and witness statements. 

 

♦  What the resident was doing when fall occurred: 
Investigation 

 Resident was standing 
 Resident was in bed 
 Resident was walking 

 

 Resident was sitting 
 Resident was reaching for 

something 
 

 Resident was transferring  
 from bed/chair or visa/versa 

 Other   

♦ Location  
 Resident’s room 
 Resident’s bathroom 
 

 Hall 
 Lounge 
 

 Dining room 
 Other 

 
♦Π Resident state of mind at the time of the fall 
 Oriented/ No Problem 
 Confused/disoriented   
 Judgment impaired 

 Inability to understand others 
 
 Non-communicative 

 Unknown 

Has there been a change in mental status?     □Yes □ No,   if yes, describe________________________________________________________________ 
 
♦Time 
 Day of the week       
 Time since resident had last meal _____________________________ 
 Time since resident was last toileted____________________________ 

 Time since received care ___________________________________ 
 Time since last incontinent episode ___________________________ 
 Phase of the moon        

 
 Environmental Issues 

♦ There should be a summary of environmental factors that contributed to the resident’s fall.   
Is environment new or changed?  □Yes □No, if yes, describe          

Floor surface 
 Unknown 
 No problem 
 Slippery, wet, glare, highly waxed, power or 

polished 

 Loose rug, tiles, thick pile carpeting, patterned 
carpeting 

 Uneven surfaces 
 Clutter, poorly arranged furniture 

 Change in surfaces; e.g. carpet to tile, etc. 
 Threshold greater than ½” 
 Other        

 
Stairs 
 Unknown 
 No problem 
 Tread fastened securely 

 Sufficient lighting 
 Top and bottom identified appropriately 
 No objects on stairs 

 Other     

 
Lighting 
 Unknown 
 No problem 

 Inadequate 
 Excessive 

 Glare 
 Other      
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Handrail 
 Unknown 
 No problem 

 Accessible 
 Loose 

 Difficult to grip  
 Other__________________________  

Bathroom 
 Unknown 
 No problem 
 Grab bar next to toilet 

 Grab bar next to shower/tub 
 Grab bar securely fastened 
 Toilet seat inappropriate height 

 Floor was slippery 
 Other     

 
Chairs 
 Unknown 
 No problem 
 Poorly constructed 

 No armrest 
 Inappropriate height 
 

 Rollers  
 Other ___________________________  

 
Noise   
 Unknown 
 No problem 

 Background sounds 
 Startled 

 Other ___________________________ 
 
Bed 
 Unknown 
 No problem 
 Height inappropriate 

 Width inappropriate 
 Wheel locks used appropriately 
 Side rails 

 Mattress gap(s) 
 Call light within reach 
 Other   

Clothing and Shoes  
 Unknown 
 No problem 
 Fits appropriately 

 Item hung-up or tripped resident 
 Firm, nonskid non-friction soles 
 Loose slippers 

 Walks in stocking feet 
 Other _________________________ 

 
Other 
 No problem 
 Devise contributed to fall 

 
 Restraint contributed to fall 
 Mechanical lift contributed to fall 
 

 Staff responded appropriately 
 Resident able to request assistance 

 
 
Resident Specific Care Plan in Place, Followed and Documented 
 
 Safety precautions and devices    □Yes  □ No  □  Not Applicable      
 Positioning devices      □Yes  □ No  □  Not Applicable       
 Toileting program         □Yes  □ No  □  Not Applicable       
 Rehabilitate/ restorative □Yes  □ No  □  Not Applicable       
 Behavioral management program  □Yes  □ No  □  Not Applicable     
 Other      

      
      
       

 
Action Plan 
 
 Educate resident about safety concerns 
 Educate resident about proper ways to fall  
 Review and revise resident care plan as necessary 

 Review of nursing notes 
 Review of incident report 
 Communicate changes in resident care plan to all staff  

Conclusions/ Summary      
      
      
      
      
      
      
      
     
 
 
 
Individual Completing Investigation            Date________  
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MEDICATIONS WITH THE POTENTIAL TO CONTRIBUTE TO FALLS 
 

The following list is not an all inclusive list however these medications have been known to affect an elderly 
person in such a way as to potentially contribute to a fall.  In assessing the reasons for a fall, this list may be 
helpful in determining if medications are involved.  Please use this list as an impetus for investigating each 
situation.  The “effects” columns indicate general effects which each drug may cause.  These categories have 
been listed below with specific side effects possible within each category.  Please use this information as a 
general guide.  If you have any questions about a medication beyond the scope of this document, please 
contact your consultant pharmacist. 
 
CNS Depressant Effects:  Includes sedation, somnolence, fatigue, dizziness, weakness, ataxia, confusion, 
delirium, and hallucinations 
 
Cardiovascular Effects:  Includes hypotension, dizziness, postural hypotension, depression, weakness, and 
confusion related to hypotension 
 
Anticholinergic Effects:  Includes confusion, depression, urinary incontinence, and visual disturbances 
 
Neuromuscular Effects:  Includes muscle weakness, parasthesias, rigidity, tremors, muscle cramps, 
Parkinson-like effects, and loss of coordination 
 
Hypoglycemic Effects:  Includes fatigue, numbness of extremities, confusion 
 
Laxatives:  Laxatives should be also considered medications with the potential to contribute to falls. The 
laxative action of the drug may promote a fall incident by creating an urgency to go to the toilet.  Soiling 
accidents may further cause environmental accidents. Likewise, diuretics should be medications with the 
potential to contribute to falls due to the potential to cause incontinence. 
 
Anticoagulants:  Drugs such as warfarin and heparin should be monitored in a person who falls due to the 
potential for injury and resultant bleeding. 
 
 

 
Medication Name 

 
CNS Depressant 

Effect 

 
Cardiovascular 

Effect 

 
Anticholinergic 

Effect 

 
Neuromuscular 

Effect 

 
Hypoglyce

mic 
Effect 

Acebutolol (Sectral)  X    

Acetazolamide (Diamox)  X    

Acetohexamide (Dymelor)     X 

Acetophenazine (Tindal) X X X X  

Almotriptan (Axert) X X       

Alprazolam (Xanax) X   X  

Amantadine (Symmetrel)  X    

Amiloride (Midamor)  X    

Amiloride/HCTZ (Moduretic)  X    

 
Revised:  1/31/07 
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Medication Name 

 
CNS Depressant 

Effect 

 
Cardiovascular 

Effect 

 
Anticholinergic 

Effect 

 
Neuromuscular 

Effect 

 
Hypoglyce

mic 
Effect 

Amitriptyline (Elavil) X X X X  

Amlodipine (Norvasc)  X    

Amorbarbital (Amytal) X     

Amoxapine (Asendin) X  X X  

Aripiprazole (Abilify) X X X X   

Atenolol (Tenormin)  X    

Atropine   X   

Baclofen (Lioresal) X X  X  

Belladonna Alkaloids (B&O 
Supprettes) 

X         

Benzepril (Lotensin)  X    

Benztropine (Cogentin)   X   

Bepridil (Vascor)  X    

Biperiden (Akineton)   X   

Bisoprolol/HCTZ (Ziac)  X    

Bromocriptine (Parlodel) X X  X  

Bumetanide (Bumex)  X    

Bupropion (Wellbutrin) X  X X  

Buspirone (BuSpar) X     

Butabarbital (Butisol) X     

Butorphanol (Stadol) X     

Candesartan Cilexetil (Atacand)  X    

Captopril (Capoten)  X    

 
Revised:  1/31/07 
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Medication Name CNS Depressant 
Effect 

Cardiovascular 
Effect 

Anticholinergic 
Effect 

Neuromuscular 
Effect 

Hypoglyce
mic 

Effect 
Captopril/HCTZ (Captopril)  X    

Carbamazine (Tegretol) X     

Carbidopa/Levodopa (Sinemet) X X  X  

Carisoprodol (Soma) X   X  

Carvedilol (Coreg)  X    

Chloral Hydrate X         

Chlordiazepoxide (Librium) X   X  

Chlorothiazide (Diuril)  X    

Chlorpeniramine (Chlor-Trimeton)   X   

Chlorpromazine (Thorazine) X X X X  

Chlorpropamide (Diabinese)     X 

Chlorthalidone (Hygroton)  X    

Chlorzoxazone (ParaPlex) X   X  

Cimetidine X     

Clomipramine (Anafranil) X X X X  

Clonazepam (Klonopin) X   X  

Clonidine (Catapres) X X    

Clorazepate (Tranxene) X   X  

Clozapine (Clozaril) X X X X  

Codeine X     

Cyclobenzaprine (Dantrium) X  X X  

Cyclothiazide (Anhydron)  X    

Cyproheptadine (Periactin)   X   

Dantrolene (Dantrium) X   X  

 
Revised 1-13-07 
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Medication Name CNS Depressant 
Effect 

Cardiovascular 
Effect 

Anticholinergic 
Effect 

Neuromuscular 
Effect 

Hypoglyce
mic 

Effect 
Desipramine (Norpramin) X X X X  

Dexchlorpheniramine (Polaramine)   X   

Diazepam (Valium) X   X  

Dichlorphenamide (Daranide)  X    

Diclofenac (Cataflam, Voltaren) X     

Diclofenac/Misoprostol (Arthrotec) X     

Dicyclomine (Bentyl)   X   

Diflunisal (Dolobid) X     

Diltiazem (Cardizem, Cardizem CD, 
Dilacor, Dilacor XR) 

 X    

Dimenhydrinate (Dramamine)     X     

Diphenhydramine (Benadryl)   X   

Donepezil (Aricept)  X         

Doxazosin (Cardura)  X    

Doxepin (Sinequan) X  X   

Eletriptan (Relpax) X X       

Enalapril (Vasotec)  X    

Enalapril/HCTZ (Vaseretic)  X    

Entacapone (Comtan) X X   X   

Eplerenone (Inspra)   X   X   

Eprosartan (Teveten)   X       

Eszopiclone (Lunesta) X         

Ethacrynic Acid (Edecrin)  X    

Ethchlorvynol (Placidyl) X     

Ethosuximide (Zarotin) X   X  

Ethotoin (Peganone) X   X  

 
Revised 1-31-07 
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Medication Name CNS Depressant 
Effect 

Cardiovascular 
Effect 

Anticholinergic 
Effect 

Neuromuscular 
Effect 

Hypoglyce
mic 

Effect 
Etodolac (Lodine) X     

Exenatide (Byetta)         X  

Felodipine (Plendil)  X    

Fenoprofen (Nalfon) X     

Fentanyl (Sublimaze, Duragesic) X     

Fluoxetine (Prozac) X   X  

Fluphenazine (Prolixin) X X X X  

Flurazepam (Dalmane) X X    

Flurbiprofen (Ansaid) X     

Fluvoxamine (Luvox) X   X  

Fosinopril (Monopril)  X    

Fospheytoin (Cerebyx) X   X  

Frovatriptan (Frova) X X       

Furosemide (Lasix)  X    

Gabapentin (Neurontin) X   X  

Galantamine (Razadyne, Razadyne 
ER; fka Reminyl) 

 X         

Glimepiride (Amaryl)     X 

Glipizide (Glucotrol)     X 

Glutethimide (Doriden) X     

Glyburide (DiaBeta, Glynase Pres. 
Tab, Micronase) 

    X 

Glycopyrrolate (Robinul)   X   

Guanabenz (Wytensin) X X    

Guanadrel (Hylorel) X X    

Guanfacine (Tenex) X X    

Halazepam (Paxipam) X   X  

Haloperidol (Haldol) X X X X  

Hydralazine (Apresoline)  X    

Hydrochlorothiazide (Hydrodiuril)  X    

 
Revised 1-31-07 
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Medication Name CNS Depressant 
Effect 

Cardiovascular 
Effect 

Anticholinergic 
Effect 

Neuromuscular 
Effect 

Hypoglyce
mic 

Effect 
Hydromorphone (Dilaudid) X     

Hydroxine Pamoate (Vistaril)   X   

Hydroxyzine (Atarax)   X   

Hydroxyzine (Atarax, Vistaril) X  X   

Hyoscyamine (Anaspaz, Levsin, 
Cystospaz, Levsinex SL) 

  X   

Imipramine (Tofranil) X X X X  

Indapamide (Lozol)  X    

Indomethacin (Indocin) X     

Insulin (Novolog/Humalog, Novolin 
R/Humulin R, Lantus, Levemir, Novolin 
70/30) 

    X 

Irbesartan (Avapro)   X       

Isocarboxazid (Marplan) X X  X  

Isopropamide (Darbid)   X   

Isosorbide (Ismotic) 
 

 
 

X 
 

 
 

 
 

 
 

Isradipine (DynaCire)  X    

Ketoprofen (Orudis, Oruvail) X     

Ketorolac (Toradol) X     

Labetalol (Normodyne, Trandate)  X    

Lamotrigine (Lamictal) X     

Levitiracetam (Keppra) X         

Levodopa (Dopar, Larodopa) X X  X  

Levorphanol (Levo-Dromorar) X     

Lisinopril (Prinivil, Zestril)  X    

Lithium (Eskalith, Lithobid, Lithonate, 
Lithotabs) 

X   X  

Lorazepam (Ativan) X   X  

Losartan (Cozaar)  X    

Loxapine (Loxitane) X X X X  

Mannitol (Osmitrol)  X    

Maprotiline (Ludiomil) X X X X  

 
Revised 1-31-07 
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Medication Name CNS Depressant 
Effect 

Cardiovascular 
Effect 

Anticholinergic 
Effect 

Neuromuscular 
Effect 

Hypoglyce
mic 

Effect 
Mefenamic Acid (Ponstel) X     

Memantine (Namenda)  X         

Meperidine (Demerol)   X   

Mephenytoin (Mesantoin) X   X   

Mephobarbital (Mebaral) X     
Meprobamate (Equanil, Miltown) X     
Mesoridazine (Serentil) X X X X  
Metaxalone (Skelaxin) X     
Methadone (Dolophine) X     
Methantheline (Banthine)   X   
Methazolamide (Neptazane)  X    
Methocarbamol (Robaxin) X     
Methsuximide (Celontin) X   X  
Methylclothiazide (Enduron)  X    
Methyldopa (Aldomet) X X  X  
Metolazone (Zaroxolyn, Microx)  X    
Metoprolol (Lopressor, Metoprolol, 
Toprol) 

 X    

Minoxidil (Loniten, Minoxidil)  X    
Mirtazapine (Remeron) X   X  
Moexipril (Uniretic)   X     
Molindone (Moban) X X X X  

Monexipril (Univasc)  X    

Morphine (MS-Contin, Roxanol) X     

Nabumetone (Relafen) X     

Nadolol (Corgard)  X    

Nalbuphine (Nubain) X     

Naproxen (Anaprox, Naprosyn) X     

Naratriptan (Amerge) X X       

Nateglinide (Starlix)          X 

Nefazodone (Serzone) X X X X  

Nicardipine (Cardene)  X    
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Medication Name CNS Depressant 
Effect 

Cardiovascular 
Effect 

Anticholinergic 
Effect 

Neuromuscular 
Effect 

Hypoglyce
mic 

Effect 
Nifedipine (Adalat, Procardia)  X    

Nimodipine (Nimotop)   X       
 

Nisoldipine (Sular)  X    

Nitroglycerin (Deponit, Minitran, Nitro-
Bid, Nitro-Dur, Nitrol, Nitrolingual, 
Nitro-Stat, Transderm-Nitro) 

 X    

Nortriptyline (Aventyl, Pamelor) X X X X  

Olanzapine (Zyprexa) X  X X  

Olmesartan (Benicar)   X       

Orphenadrine (Norflex) X  X X  

Oxaprozin (Daypro) X     

Oxazepam (Serax) X   X  

Oxcarbazepine (Trileptal) X        

Oxybutynin (Ditropan, Ditropan XL, 
and Oxytrol) 

    X    

Oxycodone (Oxycontin) X     

Oxycodone/Aspirin (Percodan) X     

Oxymorpone (Numorphan) X     

Oxyphencyclimine (Daricon)   X   

Paramethadione (Paradione) X   X  

Paroxetine (Paxil) X   X  

Penbutolol (Levatrol)  X  X  

Pentazocine (Talwin) X     

Pentobarbital (Nembutal) X     

Pergolide (Permax) X X  X  

Perindopril (Aceon)   X      

Perphenazine (Trilafon) X X X X  

Phenelzine (Nardil) X X  X  

Phenobarbital (Luminal) X   X  
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Medication Name CNS Depressant 
Effect 

Cardiovascular 
Effect 

Anticholinergic 
Effect 

Neuromuscular 
Effect 

Hypoglyce
mic Effect 

Phentolamine (Regitine)  X    

Phenytoin (Dilantin) X   X  

Pimozide (Orap) X  X   

Pindolol (Visken)  X    

Pioglitazone (Actos)         X 

Piroxicam (Feldene) X     

Polythiazide (Renese)  X    

Pramipexole (Mirapex) X X  X  

Pramlintide (Symlin)         X 

Prazopam (Centrax) X   X  

Prazosin (Minipress)  X    

Pregabalin (Lyrica) X       X 

Primidone (Mysoline) X   X  

Prochlorperazine (Compazine) X X X X  

Promazine (Sparine) X X X X  

Promethazine (Phenergan)   X   

Propantheline (Pro-Banthine)   X   

Propoxyphene (Darvon) X     

Propoxyphene/Acetaminophen 
(Darvocet, Wygesic) 

X     

Propranolol (Inderal)  X    

Protriptyline X X X X  

Quazepam (Doral) X X    

Quetiapine (Seroquel) X X  X  

Quinapril (Accupril)  X    

Quinethazone (Hydromox)  X    

Ramipril (Altace)  X    

Ramelteon (Rozerem) X         

Repaglinide (Prandin)     X 

Reserpine (Serpalan, Serpasil)  X    

Revised 1-31-07      
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Medication Name CNS Depressant 
Effect 

Cardiovascular 
Effect 

Anticholinergic 
Effect 

Neuromuscular 
Effect 

Hypoglyce
mic 

Effect 
Risperidone (Risperdal) X X X X  

Rivastigmine (Exelon)  X         

Rizatriptan (Maxalt) X X       

Ropinirole (Requip) X X  X  

Rosiglitazone (Avandia)          X 

Salsalate (Disalcid) X     

Scopalamine (Transderm-Scop)   X   

Secobarbital (Seconal) X     

Selegiline (Eldepryl) X X  X  
Sertraline (Zoloft) X   X  

Sildenafil (Viagra)   X       

Solifenacin (VESIcare)     X     

Spironolactone (Aldactone)  X  X  

Spironolactone/HCTZ (Aldactazide, 
Sprionazide, Spirozide) 

 X    

Sulindac (Clinoril) X     

Sumatriptan (Imitrex) X X       

Tagamet X     

Talcapone (Tasmar)  X  X  

Telmisartan (Micardis)  X    

Temazepam (Restoril) X X    

Terazosin (Hytrin)  X    

Thioridazine (Mellaril) X X X X  

Thithixene (Navane) X X X X  

Tiagabine (Gabatril) X   X  

Timolol (Blocadren)  X  X  
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Medication Name CNS Depressant 
Effect 

Cardiovascular 
Effect 

Anticholinergic 
Effect 

Neuromuscular 
Effect 

Hypoglyce
mic 

Effect 
Tizanidine (Zanaflex) X X  X  

Tolazamide (Tolinase)     X 

Tolbutamide (Orinase)     X 

Tolcapone (Tasmar) X X       

Tolmetin (Tolectin) X     

Tolterodine (Detrol, Detrol LA)     X     

Topiramate (Topamax) X   X  

Torsemide (Demadex)  X  X  

Trandolapril (Mavik)  X    

Tranylcypromine (Parnate) X X  X  

Trazodone (Desyrel) X X X X  

Triamterene (Dyrenium)  X    

Triamterene/HCTZ (Dyazide, Maxzide)  X    

Triazolam (Halcion) X X    

Trichlormethiazide (Diurese, Naqua)  X    

Trifluoperazine (Stelazine) X X X X  

Trihexyphenidyl (Artane) X X X X  

Trimipramine (Surmontil) X X X X  

Tripelannamine (PBZ)   X   

Troglitazone (Rezulin)     X 

Trospium (Sanctura)     X     

Valproic Acid (Depakene, Depakote) X   X  
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Medication Name CNS Depressant 
Effect 

Cardiovascular 
Effect 

Anticholinergic 
Effect 

Neuromuscular 
Effect 

Hypoglyce
mic 

Effect 
Valsartan (Diovan)  X    

Venlafaxine (Effexor) X   X  

Verapamil (Calan, Covera HS, Isoptin, 
Verelan) 

 X  X  

Zaleplon (Sonata) X         

Ziprasidone (Geodon) 
 

X X X X   

Zolpidem (Ambien) X     

 
Revised:  1/31/07 
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EMERGENCY RESTRAINT USE:  Physical restraints may be used in an emergency situation without authorization of, or  
personal examination by, the attending physician only to protect the resident from injury to self or others.  Emergency use  
shall not be continued for more than 12 hours without personal examination and authorization by the attending physician.  
 
DIVISION OF QUALITY ASSURANCE (02/23/07) 

INITIAL ANALYSIS 
 
• Determine the reason for device use in context of 

resident’s condition, circumstances and environment 
• Determine the medical symptoms creating the need for 

device use 
• Determine the impact on the resident’s function 
• Begin risk/benefit analysis 
 

Does the device 
restrict freedom of 

movement? 
 

Document reason for 
use, add to POC, and 

revise periodically 
 

COMPREHENSIVE INDIVIDUALIZED PLAN OF CARE 
 
• Developed with input from the resident and/or family 
• Based on informed choice.  Risks and benefits are 

identified and explained to family/resident 
• Addresses medical symptoms 
• Addresses safety issues as a result of restraint usage 
• Identifies measures to minimize the risk of resident 

decline and maintain strength and mobility (including 
rehabilitative and restorative care) 

• Specifies, at minimum, type of restraint to be used, 
when restraint is to be used, when it should be 
released 

• Addresses meaningful activities and other 
psychosocial needs 

• Ensures the restrained resident receives a nutritionally 
adequate diet 

• Plan muse be evaluated and revised as necessary 

PHYSICIAN’S ORDER 
 
• Specifies:  type/reason/duration 
• Physician makes a personal exam 

prior to use and every 30 days to 
document authorization for the 
restraint 

INFORMED CONSENT 
 
Obtains written consent of resident or 
authorized representative prior to use 
(may honor orders in place on transfer from 
another healthcare facility x 24 hrs) 
 

Reassessment and 
reevaluation for 
reduction/elimination 

INTERDISCIPLINARY TEAM MEETING 
 
• Evaluates relevant factors leading to the 

consideration of a device 
• Determines that the residents’ needs 

are being met and the need to use 
restraints is not the result of an unmet 
need 

• Investigates alternatives to restraints 
and determines that alternative 
measures have been exhausted and 
found to be unsuccessful 

• Weighs the risks and benefits of 
restraint use 

• Develops measures to minimize risks 
and resident decline 

• Makes decision that device is most 
appropriate 

RESTRAINT PROTOCOL 
 
#1 - May not be used for convenience or discipline 
#2 - Must be used to treat medical symptoms 
#3 - An alert resident who requests a restraint must be  
       assessed following the protocol 
 

This meets the definition of a 
RESTRAINT – proceed with 

restraint protocol  
 

INDIVIDUALIZED COMPREHENSIVE ASSESSMENT 
 
• Incorporates restraint and other relevant RAPs 
• Identifies a specific medical symptom that warrants the 

use of the device 
• Identifies the underlying cause of the medical symptom 
• Rules out other possible interventions 
• Involves resident and family in determining the risks 

and benefits 
• Analyzes all information  

 
Information should include at minimum: 
 

 What has happened /or is happening to the 
resident (medical symptom) 

 When is the need occurring? 
 What is the cause? 
 What interventions have been tried? 
 Why didn’t alternative work? 
 What is the least restrictive device? 
 What is the time frame? 
 Will it elevate the resident’s quality of life? 

 

Y 
E 
S 
 

NO 

IMPLEMENTATION 
 

• Correct application is supervised by a nurse 
• Applied per manufacturers’ instructions 
• Resident is monitored at a minimum of every 

30 minutes while restrained 

 

 GUIDELINES FOR 
RESTRAINT USE 
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F221 – §483.13 (a) The resident has the right to be f ree from physical restraints imposed for purposes of discipline or convenience, and not required to treat the 
resident’s medical symptom. 
ASSESSING/REASSESSING THE RESIDENT 
• The determination of whether a device is or is not a restraint is based on an individualized comprehensive assessment of the particular resident. The assessment 

identifies the specific medical symptoms and ev aluates the risks and b enefits and t he purpose being considered for the use of a device or practice.  T he 
determination must include whether the resident is capable of independently removing the device and w hether the device restricts the resident's freedom of 
movement.  The answer to this question will vary with the individual resident and situation. 

• Facilities must assess the resident to determine their functional status.  Determine what the level of function is, what is important to the resident to maintain, and 
what quality of life area will the use of the device improve, maintain or enhance.  Improved functional status can be physical or emotional. 

• In the interpretive guidelines for F221, §483.13, medical symptom is defined as an indication or characteristic of a physical or psychological condition. 
 The law and the statute prohibit the use of physical restraints except to treat medical symptoms.  Evolving professional standards of practice continue to 

identify treatment options that tend to be more effective than restraints.  When added to the strong association of restraint use with negative physical and 
psychological effects there are fewer reasons for justifying the use of restraints to treat medical symptoms than in the past. 

 Short term use of restraints may have some benefits, for example:  
 Restraints used to prevent a severely dehydrated and confused person from pulling out a lifesaving I.V.  Restrain only to the extent necessary to 

protect the I.V.  
 Restraints used to allow a doctor or nurse to examine a delirious person to find the cause of their symptoms.  
 A confused, disoriented resident returns from the hospital after undergoing a surgical procedure.  Restraints used for a limited time to prevent the 

resident from pulling out stitches, tubes or dislocating a hip or knee replacement would constitute medical justification. 
 The medical symptom for the restraint will be the reason  the device is required to improve the resident’s functional status. 
 If a facility has residents who need to be restrained, the facility must have an ongoing systemic gradual restraint reduction program in place. 
 If a restraint is used, it must be the least restrictive for the least amount of time – consider short-term or time-limited orders. 

RESIDENT CHOICE AND RESTRAINT USE 
• An alert resident may request and have a restraint – but the restraint protocol must still be followed. 
• In order for the resident to be fully informed, the facility must explain, in the context of the individual resident’s condition and circumstances, the potential risks 

and benefits of all options under consideration including using a restraint, and alternatives to restraint use.  Whenever restraint use is considered, the facility must 
explain to the resident how the use of the restraints would treat the resident’s medical symptoms and assist the resident in attaining or maintaining his/her highest 
practicable level of physical and ps ychological well-being.  I n addition, the facility must also explain the potential negative outcomes of restraint use which 
include, but are not limited to, declines in the resident’s physical functioning (e.g., ability to ambulate) and muscle condition, contractures, increased incidence of 
infections and dev elopment of pressure sores/ulcers, delirium, agitation, and i ncontinence.  Mor eover, restraint use may constitute an ac cident hazard.   
Restraints have been found in some cases to increase the incidence of falls or head trauma due to falls and other accidents (e.g. strangulation, entrapment).  
Finally, residents who are restrained may face a l oss of autonomy, dignity and self-respect, and may  show symptoms of withdrawal, depression, or reduced 
social contact.  I n effect, restraints can reduce independence, functional capacity, and qual ity of life.  A lternatives to restraint use should be considered and 
discussed with the resident.  Alternatives to restraint use might include modifying the resident’s environment, and/or routine. 

• In the case of a person who is incapable of making a decision, the surrogate or representative cannot require the use of a restraint in the absence of a medical 
symptom.  Legally authorized persons have the authority to act on behalf of the resident to refuse treatment that has been offered under 42 CFR 483.10 (b)(4).  
There is no corresponding right to authorize treatment that is not necessary to treat a medical symptom.   The legal representative with durable power of attorney 
for health care decisions is lawfully authorized to make decisions about restraint use to treat a resident's medical symptoms; however, the representative may not 
request the restraint for the sake of convenience or discipline.   

• Restraints may not be used to countermand an expressed wish of the resident to not receive a particular treatment or to violate an advanced directive. 
BED RAILS 
• The use of bed rails as restraints is prohibited unless they are necessary to treat a resident’s medical symptoms.  Residents who attempt to exit a bed through, 

between, over or around bed rails are at risk of injury or death.  Bed rails used as restraints increase the risk of more significant injury from falling from a bed with 
raised bed rails than without bed rails. They also increase the likelihood that the resident will spend more time in bed and fall when attempting to transfer from 
bed. Therefore, rigorous assessment should tend to avoid using a bed rail as a restraint. Other interventions that may be incorporated in the care plan include: 

 Providing frequent staff monitoring at night with periodic assisted toileting for residents attempting to rise to use the bathroom  
 Providing restorative care to enhance abilities to stand safely and to walk 
 A trapeze to increase bed mobility 
 Placing the bed lower to the floor and surrounding the bed with a soft mat 
 Equipping the resident with a device that monitors attempts to rise 
 Furnishing visual and verbal reminders to use the call bell for residents who are able to comprehend this information  

• Assessments should also include a review of the resident's: 
 Bed mobility (Ex. Would the use of the bed rail assist the resident to turn from side to side, or, is the resident totally immobile and cannot shift without 

assistance?)  
 Ability to transfer between positions, to and from bed or chair, to stand and toilet (Ex. Can the resident transfer safely with no risk of falling? Moderate 

risk? High risk? Would using a bed rail add to or detract from that risk?) 
• It is expected that the restraint reduction process be done i n a systematic, individualized and gradual manner. (Ex. Lessening the time the bed rail is used while 

increasing visual and verbal reminders to use the call bell) 
• Bed rails can create a barrier and decrease socialization and interaction with others, especially when padded.  The plan of care for a resident using bed rails must 

address these issues. 
• The same device may have the affect of restraining one i ndividual but not another, depending on t he individual resident’s condition and circumstances.  F or 

example, partial rails may assist one resident to enter and exit the bed independently while acting as a restraint for another.  
• As a general practice, facilities should consider only adding bed rails when a resident’s assessment indicates that a rail or rails would assist with mobility and 

transfers; bed rails should not automatically be applied to all beds.  When bed rails are used, an assessment of the mattress and bed frame for gaps should be 
completed.     



 

68 
 

FALLS 
RE Q U I R E M E N T S F O R NU R S I N G HO M E S  
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 CONSIDERATIONS  
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