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Logistics – Zoom Webinar

To ask a question, click on the Q&A icon.

Raise your hand if you want to verbally ask a question.

Resources from today’s session will be posted in Chat.

You may adjust your audio by clicking Audio Settings.

You have been automatically muted with video turned off.
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Today’s Presenters

Judy Carte
RN-BC, LNHA

Quality Improvement Advisor

Jackie Elliott
RN, RAC-CT, RAC-CTA

Quality Improvement Advisor



Objectives
• Review the prevalence and cost of falls in long-term care
• Apply evidence-based practices to                                                 

successfully manage falls and prevent injury
• Utilize fall data and translate it into                                                

information that can be used to manage                                   falls 
successfully

• Explore key components for fall management and reduction
• Review evidence-based tools and resources for fall management
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Fall Statistics
• 1 out of 4 persons (65 and older) fall each year
• Falling once doubles your chance of falling again
• 1 out of 5 falls causes serious injury such as broken 

bones or a head injury
• Each year, 3 million older people are treated in the 

ER for falls
• More than 95% of hip fractures are caused by 

falling, usually falling sideways
• In 2015, the cost of falls totaled more than $50 

billion
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Source: Facts About Falls | Fall Prevention | Injury Center | CDC

https://www.cdc.gov/falls/facts.html


Fall Statistics
More than 1 in 4 older adults fall each year, leading to:
• 36,000 deaths
• 3 million ER visits
• 1 million hospitalizations
• 100-200 falls occur per year per                                           

average size nursing home
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Source: Older Adult Falls | Fall Prevention | Injury Center | CDC

https://www.cdc.gov/falls/


Fall Statistics
In 2022 F-Tag 689 (accident hazards/supervision/devices) was the third 
most common citation nationally

According to the Agency for Healthcare Research and Quality (AHRQ):
• 1.6 million residents in U.S. nursing facilities
• Approximately half fall annually 
• 1 in 3 will fall two or more times in a year
• Residents who fall often develop a fear of falling
• 1 in every 10 residents who fall has a serious related injury
• About 65,000 residents suffer a hip fracture each year
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Source: Quality, Certification & Oversight Reports | CMS

https://qcor.cms.gov/report_select.jsp?which=0
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Components of a Successful Fall 
Management Program – Team Approach
• Assessment
• Planning
• Interventions/Implementation
• Evaluation
• Performance Improvement (QAPI)
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Types of Assessments

• Risk
• MDS/CAA
• Situational

− Clinical
− Investigative
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Risk Assessment
• Recent fall history
• Ambulation/continence
• Mental status
• Vision
• Balance
• Blood pressure
• Medications
• Pre-disposing conditions

Fall Risk Factors Checklist | CDC

https://www.cdc.gov/steadi/pdf/STEADI-Form-RiskFactorsCk-508.pdf
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Risk Assessment Tips
• Evaluate the frequency in which the                                         

assessment will be completed; this may                              
be different for your short-stay rehab                                  
residents than your long-term care residents

• Validate accuracy – not just that the form                                
is complete

• Respond to the identified risk – don’t let the total score guide your 
critical thinking – all risks need to be assessed and have responsive 
interventions in place
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What is a Fall? MDS Coding for Falls

A fall is an unintentional change in position coming to rest on 
the ground, floor or onto the next lower surface (e.g., onto a 

bed, chair, or bedside mat).

According to the MDS 3.0 RAI Manual v1.17.1
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What is a Fall? MDS Coding for Falls

Does not include falls 
as a result of an 

overwhelming external 
force

Does include any fall 
whether it occurred at 

home, in the 
community, in an acute 

hospital or a nursing 
home

May be witnessed, 
reported or identified 
when resident is found

An intercepted fall occurs 
when the 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
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What is a Fall? MDS Coding for Falls
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Using the RAI Process – More 
Assessment Opportunities

MDS 
COMPLETION

CAA 
COMPLETION

FALL 
ASSESSMENT

CARE PLAN 
MEETING
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Falls: Causal Factors
Intrinsic Factors:
• Advanced age
• Previous falls
• Muscle weakness
• Gait and balance problems
• Poor vision
• Postural hypotension
• Chronic conditions including arthritis, stroke, 

incontinence, diabetes, Parkinson’s, dementia
• Fear of falling

Source: STEADI - Older Adult Fall Prevention | CDC 

https://www.cdc.gov/steadi/index.html
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Falls: Causal Factors
Extrinsic Factors:
• Lack of stair handrails
• Poor stair design
• Lack of bathroom grab bars
• Dim lighting or glare
• Obstacles and tripping hazards
• Slippery or uneven surfaces
• Psychoactive medications
• Improper use of assistive devices

Source: STEADI - Older Adult Fall Prevention | CDC 

https://www.cdc.gov/steadi/index.html
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Post-Fall Assessment

1. Clinical Assessment
2. Situational Assessment
3. Investigation
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Clinical Post-Fall Assessment
Vital signs - blood pressure 

[sitting and standing]; 
temperature, pulse and 

respiration

Bilateral pupil check - BEST 
PRACTICE - NeuroChecks for 

falls in which resident hit 
head and unwitnessed falls in 

which it cannot be determined if 
resident hit head

Visual observation of body 
alignment and position

Observe for dislocation or 
fracture

Range of motion (when not 
contraindicated by obvious 

dislocation or fracture)

Skin condition –
abrasions/lacerations/skin tears, 

bruising, redness, etc.
Alertness/level of consciousness Compare to level prior to 

incident or change

Signs/symptoms of 
pain/discomfort - verbal; facial 

or gestures; guarding or 
protective actions

Medications that may pre-
dispose to falls
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Situational Post-Fall Assessment

Resident activity 
prior to fall

Physical or mental 
conditions that 

pre-dispose risk factors
Incontinence Weakness

Confusion/dementia or 
psychiatric conditions

Cardiovascular or 
neuromuscular conditions Use of assistive devices

Environmental issues 
(i.e., wet floor; clutter; glare; 

crowds or other resident 
involvement; location, time, 

staff accessibility, etc.)
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Situational Post-Fall Assessment

Take a moment to observe the resident, location and 
surrounding area or activity

Document timely, while it is fresh in your memory

Recreate the scene
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Post-Fall Investigation
Needs to be started immediately on discovery
• Interview the resident as soon as possible
• Interview staff as soon as possible
• Include any staff who may have seen or 

heard something



Fall Huddles
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Involve staff with knowledge of the fall

Involve staff caring for that resident

Review the findings of clinical and situational assessments

• Were current fall interventions in place?
• Has there been a change in risk factors?
• What could have prevented the fall?
• What could have prevented any injuries?
• Were needs related to any of the 4 Ps unmet? (pain, position, potty, possessions)
• Embrace the 5 Whys
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The Five Whys
• The Five Whys is a simple 

problem-solving technique 
that helps get to the root of a 
problem quickly

• Involves looking at any 
problem and drilling down by 
asking: ”Why?” or “What 
caused this problem?”

• One of the simplest tools, easy 
to complete without statistical 
analysis

Why

Why

Why

Why

Why

Root
Cause
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Five Whys After a Fall

A resident 
was found on 
the floor in 
her room

Why

Why

Why

Why

Why

She got up without assistance

She was trying to turn her radio 
on and lost her balance

She tried to bend down

The radio was sitting on the floor

There is no outlet near 
her table
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Interventions/Care Plan
Interventions in a resident's plan of care can be 
added on admission, after a fall and any other time

Interventions should be:
• Meaningful
• Person-centered
• Achievable
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Interventions/Care Plan

• Resident/family
• Physician – primary/consulting
• Nursing – licensed/CNA/restorative
• Rehab – PT/OT/speech
• Activities

• Social work
• Pharmacy
• Environmental services
• Engineering
• Others

Involve the whole team
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Interventions/Care Plan

Medication 
Evaluation

Can medications be 
eliminated, dosages 
decreased or timing 

changed?

Vision
Are glasses clean 

and well-fitting? Are 
glasses available 
and appropriate? 

Could cataracts be 
removed?

Pain
Is pain causing increased 

restlessness or poor 
mobility? Could alternative 

pain interventions or 
intervention timing 

changes assist with pain?
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Interventions/Care Plan

Bed Accessibility 
Are personal items within 
reach? Is there adequate 
storage within reach for 

resident’s personal items? 
Would a larger bed or 

mobility aids better 
accommodate the 

resident’s movement 
needs?

Wheelchair Accessibility 
Are personal items within 
reach? Could furniture or 

closet be changed to allow 
access from wheelchair 
level? Are adjustments 

needed for fit or 
positioning? Are anti-

rollback or anti-tip 
additions needed?

Ambulatory 
Accessibility 

Could furniture or grab 
bars be moved or 
repositioned to 

improve accessibility? 
Is a nightlight needed?
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Interventions/Care Plan

Call Light
Is the call button within reach? 

Can the resident locate it? 
Would an alternative call 
button be easier for the 
resident to use? Would a 

different colored call button 
be easier for the resident to 

find or remember?

Toileting
Has toileting frequency changed? Are 
incontinent products sufficient? Is the 
resident receiving PT, OT or restorative 

nursing? Is a toileting program 
indicated? How does staff know when 
resident needs assistance? Would a 
different room or bathroom better 
accommodate resident’s needs?
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Interventions/Care Plan

Environment
Is the floor wet? Could 

different incontinent products 
or alternative cups help 

prevent wet floors? Are floors 
uneven? Could flooring 

transitions or obstacles be 
minimized?

Boredom
Does the resident need 

prompting or assistance to 
attend activities? Are 

personalized independent 
activities available? Are primary 

caregivers aware of activity 
preferences or options?
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So Much Data!
• Logs
• Spread sheets
• Quality measures
• Clinical operations report
• Advancing excellence
• And more!
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Tracking and Trending Data in One Place

Nursing Home Falls 
Tracking Tool | HQIN

https://hqin.org/resource/nursing-home-falls-tracking-tool/
https://hqin.org/resource/nursing-home-falls-tracking-tool/
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Developing a Falls Team/QAPI 
"Culture of Safety"
• A “culture of safety” describes the facility that creates coordinated, 

proactive systems to provide for resident safety
• The facility that promotes this culture takes a team approach in 

identifying and analyzing risks and hazards, implementing practices 
to reduce risk or remove hazards, and to prevent avoidable accidents

• All levels of staff are educated to carry out the program; it is a 
facility-wide initiative that requires tools and – most of all – teamwork

• The facility that has a “culture of safety” keeps accident prevention as 
a realistic, high priority goal for all staff and residents
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Create a "Culture of Safety"
• Acknowledge the high-risk nature of an organization’s activities 

and model determination to achieve consistently safe operations
• Foster a blame-free environment where individuals can report 

errors or near misses without fear of reprimand or punishment
• Encourage collaboration across ranks and disciplines to seek 

solutions to patient safety problems
• Demonstrate an organizational commitment of resources to 

address safety concerns
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Model for Improvement

PDSA Worksheet | HQIN

ACT PLAN

DOSTUDY

• Objective
• Predictions
• Plan to carry out the cycle                               

(who, what, where, when)
• Plan for data collection

• Carry out the plan
• Document observations
• Record data

• Analyze data
• Compare results to 

predictions
• Summarize what was             

learned

• What changes are to 
be made?

• Next cycle?

https://hqin.org/wp-content/uploads/2021/03/PDSA-Worksheet-508.pdf


Performance Improvement Project (PIP)
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Measures

Ideas

Aim

Model for Improvement

What are we trying to accomplish?

How will we know that a 
change is an improvement?

What changes can we make 
that will result in improvement?

Testing

S
M
A
R
T

SMART Goal

pecific

easurable

elevant

ttainable

ime bound
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PDSA Tips

Take your time to:
• Identify opportunity
• Design a plan
• Engage the team and stakeholders
• Implement
• Evaluate
• Modify/re-design
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Developing a Falls Team/QAPI

Stay focused:
• Establish a “champion(s)”
• Keep your “eye” on the goal – set

target goals
• Assess and re-design as needed
• Provide frequent and timely

feedback to stakeholders – make fall
management part of your routine QAPI
meetings
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Start Today!

• Establish your falls team
• Designate a falls champion
• Review your current fall 

tracking system
• Start a PIP
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Resources
• Simple Strategies for Falls Management offers practical ways to lower 

the risk of falls among your residents. These education tools can be 
quickly read and referenced and are great for in-services and huddles, 
and can be posted throughout your facility.
− Simple Strategies - Environmental Safety and Fall Prevention
− Simple Strategies - Falls Prevention
− Simple Strategies - Engagement and Sleep Hygiene
− Simple Strategies - Medication Management

• Share with staff the Four P’s to Purposeful Rounding, which describes the 
benefits of purposeful rounding to prevent falls.

https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhqin.us14.list-manage.com%2Ftrack%2Fclick%3Fu%3Dbcb2517ddbb0d4ba3a6ead088%26id%3D65476dbed2%26e%3D2776d2fe1e&data=02%7C01%7Caspangler%40hqi.solutions%7C3d2e30e9e7b34e713cc508d8183a477c%7Cd2798d0f9fe24eacbdf166c9890342c9%7C0%7C0%7C637285985897183695&sdata=KFqE76BaS9zLWWcyOJEXStXDXK%2FjMjrW%2FTePJabn9bY%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhqin.us14.list-manage.com%2Ftrack%2Fclick%3Fu%3Dbcb2517ddbb0d4ba3a6ead088%26id%3Dc4136efa04%26e%3D2776d2fe1e&data=02%7C01%7Caspangler%40hqi.solutions%7C3d2e30e9e7b34e713cc508d8183a477c%7Cd2798d0f9fe24eacbdf166c9890342c9%7C0%7C0%7C637285985899312437&sdata=f7AIykvf9vSoKuZiGWjhsheXRYOiOp2cawk9Rvbud9I%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhqin.us14.list-manage.com%2Ftrack%2Fclick%3Fu%3Dbcb2517ddbb0d4ba3a6ead088%26id%3D57ecb877f2%26e%3D2776d2fe1e&data=02%7C01%7Caspangler%40hqi.solutions%7Ce5f7e6b96d734005207308d8233aa6bd%7Cd2798d0f9fe24eacbdf166c9890342c9%7C0%7C0%7C637298082118292183&sdata=TDaDJx%2BAEoLL4gk5hY1byb%2FdEuOJYcAR05eSA4dT7PU%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhqin.us14.list-manage.com%2Ftrack%2Fclick%3Fu%3Dbcb2517ddbb0d4ba3a6ead088%26id%3Dec7d0ce492%26e%3D2776d2fe1e&data=02%7C01%7Caspangler%40hqi.solutions%7Ce5f7e6b96d734005207308d8233aa6bd%7Cd2798d0f9fe24eacbdf166c9890342c9%7C0%7C0%7C637298082118292183&sdata=n7ArZwV2bOOC4tlN7B2DZjxrjzPrz974v%2BpY0xPeNbM%3D&reserved=0
https://hqin.org/resource/four-ps-to-purposeful-rounding/
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Resources
• Algorithm for Fall Risk Screening, Assessment, and Intervention | CDC
• Facts About Falls | Fall Prevention | CDC
• Older Adult Fall Prevention: CDC's Injury Center Uses Data and Research 

to Save Lives | CDC
• Older Adult Fall Prevention | Injury Center | CDC
• Keep on Your Feet—Preventing Older Adult Falls | CDC
• The Falls Management Program: A Quality Improvement Initiative for 

Nursing Facilities | AHRQ
• The Falls Management Program: A Quality Improvement Initiative for 

Nursing Facilities, Appendix B1: The FMP Self-Assessment Tool | AHRQ
• Risk Factors for Falls Fact Sheet | CDC

https://www.cdc.gov/steadi/pdf/STEADI-Algorithm-508.pdf
https://www.cdc.gov/falls/facts.html
https://www.cdc.gov/falls/pdf/CDC-DIP_At-a-Glance_Falls_508.pdf
https://www.cdc.gov/falls/pdf/CDC-DIP_At-a-Glance_Falls_508.pdf
https://www.cdc.gov/falls/index.html
https://www.cdc.gov/injury/features/older-adult-falls/index.html
https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/injuries/fallspx.html
https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/injuries/fallspx.html
https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/injuries/fallspx/manapb1txt.html
https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/injuries/fallspx/manapb1txt.html
https://www.cdc.gov/steadi/pdf/STEADI-FactSheet-RiskFactors-508.pdf


Questions? Comments? Share What is 
Working or What is Difficult for Your Team!

Raise your hand to verbally ask a question

Type a question by clicking the Q&A icon

Don’t hesitate to ask a question after the webinar is over. 
Email  LTC@hqi.solutions or your HQIN Quality Improvement Advisor.
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mailto:LTC@hqi.solutions


FOR MORE INFORMATION
Call 877.731.4746 or visit www.hqin.org

LTC@hqin.solutions

Kansas
Brenda Groves

Quality Improvement Advisor
bgroves@kfmc.org

785.271.4150

South Carolina
Kristine Williamson

Quality Specialist
kwilliamson@thecarolinascenter.org

919.461.5525

Virginia and Missouri
Allison Spangler

Consulting Manager
aspangler@hqi.solutions

804.289.5342

This material was prepared by Health Quality Innovators (HQI), a Quality Innovation Network-Quality Improvement Organization (QIN-QIO) 
under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services 
(HHS). Views expressed in this material do not necessarily reflect the official views or policy of CMS or HHS, and any reference to a specific 
product or entity herein does not constitute endorsement of that product or entity by CMS or HHS. 12SOW/HQI/QIN-QIO-0480-03/23/23

http://www.hqin.org/
mailto:bgroves@kfmc.org
mailto:bhercher@thecarolinascenter.org
mailto:aspangler@hqi.solutions


From HQIN:

To all essential care giving teams 
supporting residents and families,

Thank you for attending
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CONNECT WITH US
Call 877.731.4746 or visit www.hqin.org

@HQINetwork
Health Quality Innovation Network
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