DRAFT #4

Lakeridge Health Corporation

Fall Risk Assessment Tool

Instructions:

1. To be completed on all inpatients 65 yrs or older and any other patients deemed at risk:
· within 24 hours of admission
· should a significant change in condition occur

· monthly for Continuing Care Patients

2. A “yes” response to 6 or more risk factors identifies a patient at high risk for falls.

3. For each risk factor identified, select appropriate individualized interventions to reduce risk (see Fall Risk Interventions).

4. Document interventions in patient record and care plan.
	Potential Risk Factors
	Yes
	No

	1. Has fallen one or more times in the past three months?
	
	

	2. Length of stay totals fourteen days or more?
	
	

	3. Confusion (impaired thought processes, unable to follow instructions

    consistently) or agitation (attempts to climb out of bed, etc.)?
	
	

	4. Impaired balance, gait, or mobility (unsteady when sitting or standing,  

    shuffles, slow pace, needs support when standing or walking, weakness)?
	
	

	5. Alteration in Bowel or Bladder function (need for frequent toileting, 

    episodes of incontinence, nocturia, urgency)?
	
	

	6. Visual impairment or hearing impairment that affects everyday function?
	
	

	7. Medications (patient takes a total of 4 or more prescription medications OR
    takes one of the following classes of drugs:

· Sedative-hypnotic & anxiolytic drugs, especially benzodiazepines
· Tricyclic antidepressants

· Major tranquilizers (phenothiazines & butyrophenones)

· CV drugs: antihypertensives, betablockers, diuretics, antiarrymthmics

· Anticholinergic drugs

· Hypoglycemic agents
	
	

	8. Age (75 years old or older)
	
	

	9. Postural Hypotension (does patient complain of dizziness when 

    rising from sitting to standing position or drop in systolic BP of 20 
    mm/Hg or more upon standing)?
	
	

	10. Recent acute illness or exacerbation of a chronic illness?
	
	

	11. Nutritional status poor?
	
	

	12. Physical restraint in use?
	
	

	SCORE
	
	


Patient is at high risk for falls (Score is 6 or above)?   □ Yes   □ No    

If yes:

· Proceed to Fall Risk Intervention List to implement appropriate interventions.

· Place logo above bed and in care plan 
· Place Fall Safety Precautions Sheet above bed if applicable

· Provide patient and/or family with pamphlet if applicable
Lakeridge Heath Corporation

Fall Risk Interventions
EXTRINSIC RISK FACTORS
1. Environment

· Close monitoring of patients at risk when floors are being washed

· Wipe up all spills on floor promptly

· Keep hallway or “wandering path” free of clutter so that hand rails can be used

· Keep path to bathroom and bedside area free of clutter

· Keep personal patient items within close reach of bed, to prevent patient reaching or getting up for them (telephone, Kleenex, etc.)

· Ensure call bell is within reach and encourage patient to request assistance when getting out of bed.

· Encourage use of adequate lighting in patient’s room when ambulating

· Mark bathroom door with bright signage

· Orient all new patients to their immediate environment upon admission

· Keep bed wheels locked at all times

2. Physical Restraints

· Implement Continuing Care and Geriatrics Restraint Reduction Program 

INTRINSIC RISK FACTORS

3. Medication:

· Have patient’s medication assessed by physician and/or pharmacist for polypharmacy and any recent medication changes and consider alternative drugs if possible

4. Altered Cognitive Status (Confusion/Dementia/Delirium):

· Evaluate mental status and level of functioning

· Develop consistent daily care plan

· Consistency in staffing when possible

· Encourage patient’s highest tolerated activity level on a daily basis

· Use clear, concise communication strategies

· Provide verbal cues or pictorial aids for ambulating and transfers

· Ensure proper function and use of hearing aid or other communication aids 

· Place in room near nursing station if possible

· Provide increased observation during patient’s peak periods of activity

(e.g. involve in therapeutic recreation activities, increased safety checks at night, close monitoring at change of shift)

· If patient tends to climb out of bed, leave side rail in lowest position and place a mattress or pad on the floor beside the bed, use a high-lo bed against the wall.  
· Consider bed alarm if is extremely high risk (see Least Restraint Protocol)

5. Impaired mobility, gait or balance:

· Have patient assessed by physiotherapy and occupational therapy

· Establish a mobility plan and exercise plan if possible as some elderly individuals with neuromuscular disorders may respond to rehabilitative strategies

· Establish appropriate transfer techniques with physiotherapist (e.g. if patient is unable to weight bear, follow instructions or is unpredictable, they should be mechanically lifted at all times).

· Provide assistive devices as necessary for ambulation and ADLs (e.g. grab bars, raised toilet seats, walkers, etc.

· Ensure assistive devices are maintained regularly and that brakes are in good working order

· Ensure footwear fits properly and has non-skid soles

· Do not allow pt to ambulate in sock feet

· Encourage patients to sit during self care (bathing, grooming, etc.)

· Use chairs in patient’s environment that are at appropriate height with arm rests

· Provide transportation for patients that tire easily, when going to an activity – suggest they take a wheelchair just in case

· Consider a hip-protector device.

6. Sensory Impairment:

· Ensure proper use of eye wear and hearing aid as applicable

· Have patient’s vision assessed regularly to ensure eye wear prescription is accurate

· Have patient’s hearing assessed regularly and hearing aid checked for proper function regularly (e.g. do batteries need replacing?)

7. Nutritional Status

· Arrange for Dietician to assess patient and increase caloric intake if necessary.
8. Postural Hypotension

· Assess BP with position changes (sitting to standing) daily

· Rise from sitting to standing very slowly

· Dangle feet for a few minutes before standing or walking

· Perform ankle pumping in sitting position before walking

· Sit down immediately if feeling dizzy

· Consider use of compression stockings

9. Alteration in Bowel or Bladder Function

· Place commode, urinal or bedpan at bedside if applicable and within easy reach at night

· Offer frequent toileting opportunities if applicable

· If incontinent, offer frequent pad changes

· Reduce fluid intake after dinner if elimination and falls at night are prevalent

9.   History of Falls

· Compare past incidents of falls and identify trends (always occur in the same place or at the same time of day, etc.) and intervene accordingly.  

· Consider the following examples:

- If falls always occur at the same time of day, perhaps consider involving the patient in a recreation therapy activity at that time.

- If falls always occur in the bathroom, encourage the patient to call for assistance before toileting.









Adapted from the Ottawa Hospital Fall Risk Assessment & Intervention Form and the Heslin Tool
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