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Directions for completion of the independent study program: 
• Download and print the independent study packet. 
• The Zoomerang post-test can be accessed online at 

http://www.zoomerang.com/Survey/WEB22AS5EQRLC6 
• Document when you start and when you finish the independent study packet, post-test 

and evaluation. This information will be requested in the evaluation section. 
• Read and study the material. 
• As part of the independent study packet, the case study is expected to be completed prior 

to completing the post-test and evaluation. 
• Upon completion of the independent study, access the Zoomerang online post-test by 

clicking on the link or pasting it into your browser, and complete the post-test and 
evaluation, including entering a unique e-mail address (non-institutional) within the 
evaluation. 

• Submit your responses. 
• A post-test score of 80 percent or more is required for successful completion. 
• If you do not pass the post-test, you will receive an e-mail informing you of the need to 

re-take the post-test. Follow the directions closely. 
• Successful completion of all requirements will result in a contact hour certificate of 

completion. 
• If you have problems with the independent study packet or Zoomerang post-test link 

please contact Kati Bennett at 1.877.346.6180, ext. 7702, or kbennett@wvmi.org. 
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Objectives: 

1. Describe the culture of patient safety as it relates to a falls reduction program. 
2. Identify the risk factors, assessment tools and interventions of a falls reduction program. 
3. Describe how the quality improvement process can assist in maintaining a falls reduction 

program. 
 
Accreditation 
This independent study has been approved for 1.0 contact hours by Quality Insights of 
Pennsylvania, an approved provider of continuing nursing education by the PA State Nurses 
Association, an accredited approver by the American Nurses Credentialing Center’s Commission 
on Accreditation. Provider # 029-3-M-10. Start date:  06/14/2010  End date:  06/14/2012 
 
Audience 
This course is designated for nurses and other health care providers. Continuing education 
certificates are provided to all participants who read the independent study, successfully 
complete the post-test and evaluate the program. 
 
Conflict of Interest 
There is no conflict of interest on the part of the author/presenter/speaker or any member 
associated with planning, development, or evaluation of this independent study program. 
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Introduction 
 
In the United States, one out of three people over the age of 65 suffers a fall each year. 
Unintentional falls are the most common cause of non-fatal injuries and accidental deaths for this 
age group. In 2000, the total cost of all fall injuries for people over 65 exceeded $19 billion 
(Stevens, et al., 2006). By 2020, that cost is expected to reach $54 billion (Englander, et al., 
1996). Injury and mortality rates rise significantly for people over age 85. Men are more likely to 
die from a fall than women (CDC, 2005), but women have more non-fatal falls then men (CDC, 
2006). Individuals 75 years of age and older are four to five times more likely to be admitted to a 
nursing home for a year or longer as a result of a fall (Donald, et al, 1999). Fall-related injuries 
are responsible for up to 15 percent of re-hospitalizations in the first month after being 
discharged from a hospital (Mahoney, et al., 2000). 
   
Falls are one of the most common adverse events in health care settings. Each year in the nursing 
home, it is estimated that 45-70 percent of residents will sustain a fall. Thirty to forty percent 
will fall two or more times and 11 percent will suffer a serious injury from a fall (Agostini, et al., 
2001). There are various definitions of a fall. The ANA-NDNQI® (American Nurses 
Association, National Database of Nursing Quality Indicators®) defines a fall as an unplanned 
descent to the floor (or extension of the floor e.g., trash can or other equipment) with or without 
injury. All types of falls are included in this definition, including those that may occur due to 
intrinsic/physiologic factors ( i.e., stroke and extrinsic factors, i.e., those relating to the 
environment). A near fall is a sudden loss of balance that does not result in a fall or an injury, 
and the person regains control prior to falling. Parry, et al. (2001) identified individuals who 
developed fallophobia or a fear of future falls. Fear of falling can cause further loss of function, 
depression, feelings of helplessness, and social isolation (Rubenstein et al, 1994). Falls 
prevention is a challenge in any setting where the older adult resides. Some health care facilities 
have been able to improve their falls rate by developing a falls reduction program that includes 
formation of a multidisciplinary falls team, completion of a falls risk assessment, and the use of a 
quality improvement process to sustain the change.     
 
 
Culture of Patient Safety 
 
Organizations that are able to develop a culture of patient safety will be better able to integrate a 
falls reduction program into their organization. A culture of patient safety leads to changes in 
staff attitudes, beliefs, and behaviors as well as changes in management styles. This style of 
management requires strong leadership, effective communication, new policy development, and 
a multidisciplinary team to address areas for improvement. The primary role of leadership is to 
make safety a top priority and have clearly defined safety policies. Facility leaders can 
accomplish this by setting goals and allocating resources to support patient safety programs. 
Effective communication means that the organization supports discussion about patient safety 
and direct care staff feels free to report unsafe conditions without fear of punishment. 
Empowered staff should be encouraged to participate in all levels of care. (Emory University 
Falls Management Program, 2005) 
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• Pain management – assess for effectiveness and side effects of medication 
• Medications – monitor for side effects such as dizziness, vertigo, confusion, sedation and 

hypotension 
• Behavior – attempt to eliminate unnecessary noises, provide quiet areas and places to sit 

 
Individuals who have frequent falls or may present with unsafe behaviors such as standing or 
walking alone, pacing, or propelling a wheelchair in an unsafe manner will need more frequent 
monitoring. The multidisciplinary staff will need to be resourceful in assisting these individuals. 
Teams should assess the appropriateness of past and current interventions. A thorough review of 
each fall including time of day, location and situation is crucial. A root cause analysis of the 
individual’s behavior or fall pattern may need to be completed. 
   
Establishing a Care Plan 
The plan of care should include all interventions related to both intrinsic and extrinsic risk 
factors identified by the fall risk assessment. Following a fall, the multidisciplinary team needs to 
review the plan of care and the interventions that were immediately added following the fall. 
Direct care staff should be included in the review since they have knowledge of the individual’s 
behavior and the interventions that were effective and ineffective. The team should update the 
plan as needed related to the successfulness or lack of success of the interventions. The 
individual and family should be part of the care plan decision making process. 
  
Education 
Education for all staff, family members and the individuals themselves is an important 
component of fall prevention. Staff from every department should have falls management as part 
of their education during orientation and at least annually. This education should include the 
facility’s commitment to a falls reduction program with a no blame, no shame philosophy. 
Emory University’s Falls Management Program suggests educating staff as to why falls happen 
and ways to reduce falls. Along with the physiological factors of a person’s fall risk, 
environmental factors should also be included. Staff should be encouraged to communicate 
environmental and equipment safety factors they may find. Good communication between the 
nursing staff and other departments is essential. 
 
Nursing staff will require additional education. All nursing staff will need to know the facility’s 
policy regarding an immediate response to an individual’s fall. Licensed staff will need to have 
an understanding of the fall risk assessment, post falls assessment and post fall evaluation 
process. Direct care staff should have an understanding that they are part of the falls review 
process. In a “Culture of Safety” environment, the individual’s fall is the result of a system 
failure rather than an individual failure. It is important that all staff understand this philosophy. 
 
Education of the resident and family regarding the facility’s falls program is a first step in 
providing communication and acknowledging the facility’s commitment to keeping people safe. 
The resident should be an active participant in the development of the individualized plan of 
care. Families should be encouraged to share the resident’s individual needs for bathing, 
dressing, dining and social activities prior to admission. Resident and family participation will 
assist in the facility’s goal of safety. 
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Quality Improvement 
Using a quality improvement process will also help ensure a successful falls prevention program. 
Data collection is an important first step in the quality improvement process. Collecting data 
such as fall rates, major injury rates and physical restraint and side rail use will enable the team 
to: 
• Identify trends and show areas of need 
• Determine if interventions are working after the policies and interventions have been 

implemented 
• Track progress 
• Celebrate successes   

 
Building a monitoring system into the falls program will enable the falls team to make sure the 
process continues to be followed and is still working. On a routine basis, the team should: 
• Monitor QI/QM fall trend reports 
• Monitor other QI/QM indicators that influence falls such as behavior, physical restraints and 

medications 
• Perform random audits/chart reviews 
• Designate responsibility and accountability for fall prevention and oversight 
• Provide timely and appropriate education for staff, residents and family 
 
 
Summary 
 
Falls and injuries related to falls can be reduced. Appropriate risk assessment, interventions and 
a plan of care need to be provided for the individual. Use of a multidisciplinary team and the 
quality improvement process as part of the facility culture will also assist in development of a 
falls reduction program. Facilities that are able to develop a successful falls reduction program 
can then shift from crisis management to proactive reduction of fall risk and related injuries.  
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