[image: image1.emf]

Neurology Fall Risk Screening
	Fall Risk Assessment

	
	Date:
	
	
	
	

	
	Time:
	
	
	
	

	Risk Factors


	Scores

	Age 65-79
	0.5
	
	
	
	

	Age 80 or greater
	1
	
	
	
	

	Impaired cognition (unable to follow instruction to stay in bed/chair)
	2
	
	
	
	

	Attempts to get out of bed/chair 
	5
	
	
	
	

	Previous fall related to patient condition
	1
	
	
	
	

	Impaired mobility, balance or gait
	1
	
	
	
	

	Generalized weakness
	1
	
	
	
	

	Alteration in elimination (frequency, urgency, nocturia, incontinence, evening diuretic)
	1
	
	
	
	

	Medications within 24 hours (benzodiazepines, tranquilizers, narcotics, 
	1
	
	
	
	

	Immobile
	-5
	
	
	
	

	Risk Assessment Total Score
	
	
	
	
	


	Assessment Summary
	
	
	
	

	Fall Risk Level I – Score (0.5 - 2)*
	
	
	
	

	Fall Risk Level II – Score (2.5 - 4)**
	
	
	
	

	Fall Risk Level III – Score (≥ 4.5)***
	
	
	
	

	
	
	
	
	


	Nurse’s Initial
	
	
	
	


	Fall Risk Levels
	Required Interventions

	[image: image1.emf]Possible Fall Risk
	*Fall Risk Level I
	Call bell in reach, complete fall prevention care plan non-slip footwear. Assess and assist ambulation where required.

	Potential Fall Risk



	**Fall Risk Level  II Interventions
	Supervised toileting.  However, if the patient is unable to ambulate safely and cannot follow instructions to wait for assistance, then stay with the patient when they are in the washroom.  Screen for fall risk medications. Assess sleep wake pattern.

	Actual Fall Risk


	***Fall Risk Level III 

Interventions
	Bed/chair exit sensors for agitated patients who attempt to get out of bed/chair.  Stay with the patients while they are in the washroom.


(Heslin  et al., 1992)
Fall Prevention Risk Screening

Procedure:

1. Complete the fall risk assessment by marking the corresponding score in the appropriate column for the risk factors that apply to the patient.  Consider the following:

Impaired Cognition: inability to follow instructions, impaired short-term memory, impaired thought processes, and conditions that potentiate agitation such as delirium that can be caused by infection and hypoxia.

Attempts to get out of bed: attempts to get out of bed and symptoms of agitation.

Previous fall related to risk factors: note previous falls (within one year) related to patient condition such as weakness, impaired gait or balance, or confusion.  Do not include previous falls related to environmental factors such as faulty equipment.

Impaired mobility: impaired gait (shuffling, small steps, slow pace, holding onto staff, bed, walls, or chairs, for support) and/or impaired balance (unsteady when standing or sitting or transferring).  Impaired mobility secondary to hemiplegia and/or other neurological conditions.

Generalized weakness:  insufficient energy to perform activities of daily living, verbalizes is feeling weak, systemic weakness related to reduced calorie, dehydration, fever, and very low endurance level.
Alterations in elimination: frequency, urgency and/or incontinence and/or medications such as diuretics that may alter elimination patterns including evening diuretics.

Immobile: patient who is unable to initiate movement to get out of bed, a negative score of  5 is assigned to prevent eligibility for a bed sensor.

2. Add the values for each risk factor indicated, and place the total score in the risk assessment total score row.

3. Determine the patient’s fall risk by referring to the Assessment Summary and initial the fall risk level based on the risk assessment total score. For example a total score of  3, would mean that the patient is a level II fall risk. 

4. Review the required interventions for the corresponding fall risk. For example the level II fall risk requires to assist with ambulation where required, and to stay with the patient when they are in the washroom, if they are unable to ambulate safely and cannot follow instructions to wait for assistance. 

5. Complete the fall prevention plan of care by checking those items of interventions that apply to the patient that you have assessed.  Initial & date the plan of care.  Reassess patient’s  fall risk  and revise the plan of care as appropriate at 3-week intervals post-admission, or whenever there is a change in the condition of  the patient, or upon a fall incident. 

6. Review the interventions with the patient and the family. 
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