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Objectives



Objectives

1. Upon completion the participants will be able to:

2. Enumerate some statistical data related to falls and 
its significance.

3. Define falls, fall related injury and other 
terminologies.

4. State the federal regulations related to accident 
supervision and falls, federal abuse prohibition, and 
related investigative protocol.

5. Explain the proper MDS coding on Section J related 
to falls.



Objectives – cont’d

6. Discuss some prevention strategies and the process 
of root cause analysis in determining cause(s) 
related to falls.

7. Discuss care plan considerations related to fall 
prevention and potential interventions to 
implement for falls.

8. Summarize content learned.



Help! I’ve Fallen & I Can’t Get Up!



Did you know?

Be 
aware



Falls are Leading cause of 
Morbidity & Mortality in Elders?

[  ] [  ]

TRUE FALSE



Leading Cause of MM

Falls is the leading cause of morbidity and 
mortality of Seniors not just those in skilled 
nursing facilities (SNFs) but also in other 
settings per the Centers of Medicare Medicaid 
Services (CMS).  

*In chapter 4 of your Resident Assessment 
Instrument manual.



Falls are Leading cause of 
Morbidity & Mortality in Elders?

[ x ] 

Source RAI Manual 

[  ]

True False



Statistics Related to Falls

Approximately 50% of resident in LTC facilities 
fall at least one a year and up to 40% fall more 
than once 

Falls are recorded as a contributing factor in 
40% of admissions to LTC facilities



Statistics Related to Falls

The incidents of falls can double after elderly 
residents are relocated to a new environment; 
then they usually return to baseline after 3 
months

Residents 85 and older account for 20% of fall-
related deaths in LTC settings 



More on Fall Related Statistics

➢ Approximately 10% of falls result in serious 
injury

➢ Approximately half of all fallers who fracture 
their hips are never functional walkers again 
and 20% will die within six months of 
incident



Research (University of Nebraska Omaha)

Results of Post-Fall Huddle completed in 2015 - 17 
rural hospitals participated. 

With the following results:

➢ Interdisciplinary team works best

➢ Falls with injuries decreased by as much as 20 
percent

➢ The severity of the fall reduced by 30 percent



Causations identified:

There were 3 categories listed as causation factors;

➢ Task directions

➢ Personal Judgement

➢ Coordination of staff members

The results:

➢ Judgement errors were consistently the most at 
fault

➢ With the huddle added, task related errors 
decreased



CMS 2013 REPORT:

➢ 2.3 million nonfatal fall injuries occur each 
year among older adults

➢ 600,000 of those result in hospitalization

➢ Conclusion:

▪ Spending ‘10’ minutes discussing where 
the errors occurred between staff and 
departments can save lives, time and 
money



CMS Definition of a Fall



Definition of a Fall

The unintentional coming to rest on a lower 
surface, such as a chair, the bed or the floor or 
onto the next lower surface (e.g., onto a bed, 
chair, or bedside mat).  



Intercepted Fall

This occurs when a resident would have fallen if 
he or she had not caught him/herself or had not 
been intercepted by another person (this is still 
considered a fall regardless if the resident does 
not hit the floor).



Definition of a Fall

The fall may be witnessed, reported by the 
resident or an observer or identified when a 
resident is found on the floor or the ground. 

Falls include any fall, no matter whether it 
occurred at home, while out in the community, 
in an acute hospital, or in a nursing home.   



Not Considered a Fall

Falls are NOT a result of an overwhelming 
external force (e.g., a resident pushes another 
resident).



Definition Fracture r/t Fall

Fracture related to a fall:

Any documented bone fracture (in a problem 
list from a medical record, an x-ray report, or by 
a history of the resident or caregiver) that 
occurred as a direct result of a fall or was 
recognized and later attributed to the fall.  Do 
not include fractures caused by trauma related 
to car crashes or pedestrian versus car accidents 
or impact of another person or object against 
the resident.   



Accident Hazards Requirements



Accident Hazards

Regulatory Definition

The facility must ensure that the resident 
environment remains as free of accident 
hazards as is possible; and each resident 
receives adequate supervision and assistance 
devices to prevent accidents.



Accident Hazards

Regulatory Definition

Bed Rails – The facility must attempt to use 
appropriate alternatives prior to installing a side 
or bed rail. If a bed or side rail is used, the facility 
must ensure correct installation, use, and 
maintenance of bed rails, including but not 
limited to the following elements.

1. Assess the resident for risk of entrapment 
from bed rails prior to installation.



Accident Hazards

Regulatory Definition – cont’d

2. Review the risks and benefits of bed rails with 
the resident or resident representative and 
obtain informed consent prior to installation.

3. Ensure that the bed’s dimensions are 
appropriate for the resident’s size and weight.



Interpretive Guideline

INTENT:

The intent of this requirement is to ensure the 
facility provides an environment that is free 
from accident hazards over which the facility 
has control and provides supervision and 
assistive devices to each resident to prevent 
avoidable accidents. 



Interpretive Guideline

This also includes:

➢ Identifying hazard(s) and risk(s);

➢ Evaluating and analyzing hazard(s) and 
risk(s);

➢ Implementing interventions to reduce 
hazard(s) and risk(s); and

➢ Monitoring for effectiveness and modifying    
interventions when necessary.



Recognizing Choice v. Safety

There is a balance that CMS encourages all of us 
to evaluate between the resident choice and 
the resident safety.  

What examples can you think of?



Minimum Data Set Fall Coding



Minimum Data Set Fall Coding

The minimum data set (MDS) is a standardized 
instrument used to access nursing home 
residents.  The MDS is a collection of basic 
physical (e.g., medical conditions, mood, 
preferences, goal, and interests) information 
about residents. 



Section J 1700 Coding



Section J 1800 Coding

Fall History Admission/Entry or Reentry or Prior 
Assessment (OBRA or Scheduled PPS), whichever is 
more recent



Section J 1900 Coding

J1900 Number of falls since admission/entry or reentry 
or prior assessment (OBRA or Scheduled PPS),  
whichever is more recent



Section J 1900 Definitions

Injury Related to a Fall

Any documented injury that occurred as a result of or 
was recognized within a short period of time (e.g., 
hours to a few days) after the fall and attributed to the 
fall.

Injury (Except Major)

Includes skin tears, abrasions, lacerations, superficial 
bruises, hematomas, and sprains; or any fall-related 
injury that causes the resident to complain of pain.



Section J 1900 Definitions

Major Injury 

Includes bone fractures, joint dislocations, 
closed head injuries with altered consciousness, 
subdural hematoma. 



Care Area Assessments 11



Care Area Assessments 11

The goal of care area assessment (CAA) 11 is for 
the facility to gleam from the assessment 
should be used to help identify and address the 
underlying cause(s) of the resident fall(s), as 
well as to identify any related possible causes, 
and contributing and/or risk factors. 



More on CAA 11

When CAA 11 is triggered, nursing home staff 
should follow their facility’s chosen protocol or 
policy for performing CAAs.

CAAs use a standard clinical risk approach



Strategies for Prevention



Strategies for Prevention

Tracking and Trending:

➢ Are there a number of accidents or injuries of a 
specific type or on any specific shift?

Smoking Programs:

➢ Are residents who smoke properly evaluated

➢ Are resident who smoke supervised and 
monitored?

➢ What kind of program is in place



Strategies for Prevention

Fall Follow-up:

➢ Is the resident assessed for being at risk for falls?

➢ What care-planning and implementation is the 
facility doing to prevent accidents and falls for 
those residents identified at risk?

➢ How did the facility fir, and monitor, the use of that 
resident’s assistive devices?

➢ How were drugs that may cause postural 
hypotension, dizziness, or visual changes 
monitored?



Identifying Risk Factors

Classified as:

➢ Intrinsic factors – factors that originate with 
the resident:  changes with age(vision, gait, 
hearing), diseases (chronic and acute), and 
medication

➢ Extrinsic factors – factors that are outside the 
resident:  physical environment, assistive 
devices and footwear



Intrinsic Factors

Age related changes

➢ Vision

➢ Balance and gait

➢ Psychological

➢ Change in Mental status

➢ Medical Conditions

➢ Multiple Medications



Age Related Changes – Vision

➢ Decline in visual acuity

➢ Decrease in color sensitivity

➢ Decreased depth perception

➢ Greater sensitivity to glare

➢ Difficulty in detecting changes in shapes

➢ Decreased acuity in low lighting

➢ Decline in light sensitivity



Age Related Changes – Balance

➢ Decreased sense of body position and 
movement

➢ Slower steadying reflexes

➢ Decreased muscle tone

➢ Changes in walking

➢ Orthostatic hypotension



Age Related Changes - Psychological

Fear of falling

➢ Decrease in activities

➢ Deconditioning

➢ Loss of independence



Changes in Mental Status

Alzheimer’s Disease and Dementia

➢ Impaired judgment

➢ Poor reasoning

➢ Lost geographically

➢ Changes in perception

➢ Behavioral changes



Medical Conditional

Acute illness

➢ Infections

➢ Exacerbations of chronic illnesses

Cardiovascular problems

➢ Changes in blood pressure

➢ Heart failure

➢ Lightheadedness/dizziness

➢ Edema



Medical Conditional

Neurological/cognitive

➢ Gait disorders

➢ Parkinson’s disease/Alzheimer’s disease

➢ Strokes



Medical Conditions

Musculoskeletal

➢ Muscle weakness

➢ Arthritis – Decrease in physical activity

➢ Foot disorders

Gastrointestinal 

➢ Diarrhea

➢ Nausea/Vomiting

➢ Incontinence



Extrinsic Factors

➢ Physical environment

➢ Assistive devices

➢ Footwear



Physical Environment

➢ Poor lighting

➢ Floors and stairs
▪ Rugs/carpeting

▪ Handrails

▪ Spills/incontinence 
➢ Bathroom

▪ Doorways

▪ Grab bars
▪ Bathtubs/showers

➢ Bedside table

➢ Pets



Assistive Devices

➢ Canes

➢ Walkers

➢ Wheelchairs

➢ Elevated toilet seats

➢ Grab bars



Footwear

➢ Proper fit

➢ Slip resistant soles

➢ Low heels



Preventing Falls

➢ Ensure adequate lighting

➢ Eyeglasses – clean

➢ Proper footwear

➢ Non-slip shoes

➢ Use of assistive devices

➢ Provide assistance with transfers

➢ Ensure safety devices are in place if ordered

▪ Alarms

▪ Floor mats

▪ Restraints



Care and Services That Matter



Safety Risk Evaluation

Important to utilize the same Safety Risk 
Evaluation by all staff members upon admission 
and when change in status.

Complete initial safety risk evaluation within 24 
hours of admission due to increased risk for falls 
(change in environment increases this risk),



Safety Risk Evaluation

Evaluation includes:

➢ Level of Consciousness / Mental Status

➢ History of Falls

➢ Continence Status

➢ Vision Status

➢ Gait / Balance / Ambulation / Assistive Devices

➢ Use of Side Rails

➢ Medications

➢ Predisposing Diseases

➢ Smoking Status



Evaluation/Documentation

Body systems assessed for cause (i.e., UTI)

Control pain

Family and Physician notification

❑ Discuss “non-compliance” issues

Re-assess Care Plan interventions, medications, 
environmental precautions, Resident / Patient 
monitoring



“At Fall Risk”

➢ New or Re-admits

➢ Decline in condition

Identify those Residents / Patients at higher risk for 
fracture due to conditions and diagnoses such as 
diabetes, osteoporosis, history of CVA



When To Evaluate?

When to evaluate?

➢ Upon admission

➢ When transferred within the facility

➢ Change of status

➢ Following a fall or other related accident/incident

➢ Quarterly / Annually / In conjunction with the RAI

➢ When the IDT Feels appropriate



After the Accident/Incident

Incident / Occurrence / Exception / Change in 
Condition / Report is completed:

➢ Specific information (time, location, injury, potential 
causes, resident/patient statements, witness 
statements) – be thorough, be precise

➢ All actions conducted by the staff (contacted 
physician, contacted family, performed assessment, 
etc.)



After the Accident/Incident

➢ Continuous monitoring of resident/patient post fall 
for complaints, change in condition, behavior.

➢ Update Care Plan – which interventions need 
updating?

➢ Review patterns in falls – develop strategy to 
reduce future risk.



Clinical Management

➢ Minimize environmental hazards

▪ Furniture placement; lighting; no clutter; clean 
up spills; no rugs; no mats

➢ Implement interventions to minimize injury 
(educate / follow up)

➢ Respond promptly to the fall or other 
accident/incident

➢ Shift report

➢ Manage family expectations (enlist their help; 
communicate)

➢ Physician notification



Clinical Management

➢ Therapy screen; evaluate if appropriate

➢ Side Rail Evaluation upon admission and in 
conjunction with RAI

➢ Appropriate care planning: manage fall risk / 
minimize injury

➢ Medication Regimen Review 

➢ Blood pressure x 3 days post admission

➢ Comfort rounds (assess and address needs for pain 
relief, toileting, positioning)



Clinical Management

➢ Resident/Patient Check: Pain / Potty / Positioning / 
Possessions

➢ Check: Telephone, Television, Tray Table Clean, 
Trash Removed, Tissue

➢ Bed in lowest position and proper working order

➢ Side rails in use and are in proper working order

➢ Gait belts for ambulating and transferring

➢ Walkers and wheelchairs are in good working order

➢ Surveillance



Integrating RCA



What is RCA?

As a reminder:

Root cause analysis (RCA) is a method of problem 
solving that tries to identify the root causes of faults or 
problems. A root cause is a cause that once removed 
from the problem fault sequence, prevents the final 
undesirable event from recurring. A causal factor is a 
factor that affects an event's outcome but is not a root 
cause. Though removing a causal factor can benefit an 
outcome, it does not prevent its recurrence for certain.



RCA is Systematic

To be effective, root cause analysis must be 
performed systematically, usually as part of an 
investigation, with conclusions and root causes 
that are identified backed up by documented 
evidence. 

A team effort is beneficial in fall evaluation 
and reduction programs!



Timeline

To be effective, the analysis should establish a 
sequence of events or timeline to understand 
the relationships between contributory (causal) 
factors, root cause(s) and the defined problem 
or event to prevent in the future.



Considerations at a Glance

▪ Define the problem or 
describe the event factually.

▪ "Why" means "What were 
the factors that directly 
resulted.

▪ Identify harmful factors as 
possible “RCs.“

▪ Identify corrective action(s) 
to prevent…

▪ Implement the 
recommended RC 
corrections.

▪ Gather data and classifying it 
along a timeline of events.

▪ Classify causes into factors 
that relate.

▪ If multiple root causes, reveal 
those clearly for later 
optimum selection.

▪ Identify solutions that to 
prevent recurrence.

▪ Identify other methods for 
problem solving and  
avoidance. 



Root Cause Analysis - Ishikawa



What are the 4 P’s

The 4 P’s include:

1. Policy and Procedure

2. Place

3. People

4. Paper (communication)



What are the 5 W’s

Understanding the 5 W’s:

➢ who, 

➢ what,

➢ where, 

➢ when, and 

➢ why (or why not)



Fall Care Plan Practices



Fall Care Plan Practices

Care Planning is a process that has several steps 
that may occur at the same time or in 
sequence. The following key steps ad 
considerations may help the IDT develop the 
care plan after completing the comprehensive 
assessment. 



Care Plans are important to help 
Residents Attain or Maintain…



Care Plan Orientation

PRIMARY:

➢ Resident Centered

➢ Respecting the resident’s rights to decline 
treatment

➢ Preventing avoidable declines in functioning 
or functional or functional levels or 
otherwise clarifying why another goal takes 
procedure (e.g., palliative approaches in an 
end-of-life situation)



Care Plan Orientation

➢ Managing risk factors to the extent possible 
or indicating the limits of such interventions

➢ Addressing ways to try to preserve and build 
upon residents' strengths

➢ Applying current standards of practice

➢ Evaluating treatment of measurable 
objectives, timetables and outcomes of care



Care Plan Orientation

➢ Offering alternative treatments as applicable

➢ Using an appropriate interdisciplinary 
approach to care plan development to 
improve the resident’s functional abilities

➢ Involving resident and other resident 
representatives as appropriate



Care Plan Orientation

➢ Assessing and planning for care to meet the 
resident’s medical, nursing, mental and 
psychosocial needs

➢ Involving the direct care staff with the care 
planning process relating to the resident’s 
expected outcomes

➢ Addressing additional care planning areas 
that are relevant to meeting the resident’s 
needs in the long-term care setting



Is the Accident/Incident under SNF 
Control… or not…?



Preventable or Not?

To determine if the event is adverse meaning is 
it under the facility control? Was it foreseeable, 
predictable, able to be prevented? One knows 
this only with investigation.



Base Regulatory Considerations

➢ Accidents and Supervision

PLUS

➢ Neglect – failure to appropriately supervise

➢ Failure to operationalize policy and 
procedure to prevent abuse, neglect

➢ Administration

➢ QAPI



Reporting Requirements

In response to allegations of abuse, neglect, 
exploitation, or mistreatment, the facility will:



Reporting Requirements

1. Ensure that all alleged violations involving abuse, neglect, 
exploitation or mistreatment, including injuries of 
unknown source and misappropriation of resident 
property, are reported immediately, but not later than 2 
hours after the allegation is made, if the events that cause 
the allegation involve abuse or result in serious bodily 
injury, or not later than 24 hours if the events that cause 
the allegation do not involve abuse and do not result in 
serious bodily injury, to the administrator of the facility 
and to other officials (including to the State Survey Agency 
and adult protective services where state law provides for 
jurisdiction in long-term care facilities) in accordance with 
State law through established procedures.



Reporting Requirements

2. Have evidence that all alleged violations are thoroughly 
investigated.

3. Prevent further potential abuse, neglect, exploitation, 
or mistreatment while the investigation is in progress.

4. Report the results of all investigations to the 
administrator or his or her designated representative 
and to other officials in accordance with State law, 
including to the State Survey Agency, within 5 working 
days of the incident, and if the alleged violation is 
verified appropriate corrective action must be taken.



Fall Prevention Program

➢ Review Fall Prevention Program Policy

➢ Review Documentation required per program

➢ Review Interventions

➢ Review Huddle



Post Fall Huddle



Responding to a Fall

We call it the Post - FALL HUDDLE 

All staff respond: Dietary, Nurses, CNA’s, 
Housekeeping, Maintenance, Therapy, 
Activities, Social, Administration



What questions do we ask?

➢ The 4 P’s

➢ Position

➢ Personal needs

➢ Pain

➢ Placement



Position

➢ Where is the walker, the wheelchair?

➢ What position is the bed in?

➢ Where are the resident’s shoes?

➢ What was their last activity?

➢ Who last saw this resident?



Personal Needs

➢ Hungry?

➢ Thirsty?

➢ Wet?

➢ Clothed?



Pain

➢ Is this resident in pain?

➢ Facial Grimacing?

➢ Location and severity?



Placement

➢ How was the resident placed in wheelchair?

➢ Is the wheelchair comfortable?

➢ Is the bed comfortable?

➢ Where is the call light?

➢ Where is the water pitcher?



Post Fall Huddle

➢ We must respond. 

➢ We must discuss.

➢ We must intervene.



Summary

➢ In summary, the process to identify the risk 
of hazards and especially falls is a challenging 
one.  We believe that with your facility 
system in place, open mindedness, and 
commitment to the overall safety and well-
being of your residents that you can create, 
improve, and maintain excellence in the 
reduction of incidents and accidents 
especially falls. 
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Forms

➢ Policies

➢ Incident/Accident Form

➢ Post Fall Huddle

➢ Post Incident/Accident Investigation Form



Questions???

Q & A     



To learn more about this topic please contact 
Robin A. Bleier, President 
with regards to this or other services at 
robin@rbhealthpartners.com or call her at
727.786.3032. Click HERE for more info about 
this Presenter

Thank you for your participation
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