
Fall Risk Assessment

Clinical Education
4/2021



Learning Objectives

At the end of the presentation, the nurse will be able 
to:

1. Explain the definitions of falls.

2. Lists the common modifiable & non-modifiable fall 
risk factors.

3. Identify the measures NKC uses to raise 
awareness in preventing falls.

4. Identify when fall risk assessment should be 
completed.

5. Understand the steps in completing fall risk 
assessments & meaning of scores.

6. Describe the nursing implications when a patient 
falls – with or without injury.



Fall - Definitions

❑ FALL – An unexpected, inadvertent change in position that 
causes a person to land at a lower level; on an object, or the 
floor/ground

(Note: A fall doesn’t always involve landing on the floor)

❑ ASSISTED FALLS – When a caregiver assists the patient to 
the floor from chair, bed, wheelchair, or toilet, etc.  

(Note:  An assisted fall is still treated as a fall)

❑ FOUND DOWN – Anytime a patient is found on the floor, it 
is assumed the patient has fallen and treated as such

❑ WITNESSED or NOT WITNESSED



•Falls are the number one cause of “unintentional 
injury” and the & 7th leading cause of death of 
death among older adults in the U.S.

•Each year, 3 million older adults are treated in 
ED for fall injuries

•Over 950K people hospitalized every year due to 
fall injury that resulted in head injury or hip 
fracture

•Falls are the most common cause of traumatic 
brain injuries

Impact of Falls – U.S. 



•About 1 out of 3 adults > 
65 years old in the U.S. fall 
each year and 1 out of 5 of 
those result in serious 
physical injury

•Approximately 32,000
Americans die each year
due to falls – increased of 
30% in older adults from 
2007 - 2016

• In 2015, the total medical 
costs for falls totaled more 
than $50 billion

Impact of Falls – U.S. 



In calendar year 2020, there were 143 recorded 
incidences of patient falls at NKC facilities

Impact of Falls - NKC



Consequences of Falls



Risk Factors

Modifiable Risk Factors:

•Difficulties with gait and 
balance

• Lower extremity weakness

•Adverse drug events and 
polypharmacy

•Vitamin D deficiency

•Orthostatic hypotension

•Visual impairment

• Foot issues or improper 
footwear

• Environmental hazards

Non-modifiable Risk 
Factors:

•Age > 65 years old, 
higher risk > 85 years 
old

•Gender – women have 
higher risk / incidence of 
falls

•Race/Ethnicity – Native 
American & Alaskan 
Native

•History of falls 



Risk Factors

Common Health Conditions:

•Neurological conditions including stroke, 
Parkinson’s disease, and dementia

•Depression

•Musculoskeletal conditions, such as arthritis

•Cardiac conditions, such as arrhythmia

•Diabetes

•Urinary incontinence



Common Causes of Falls 

There are numerous reasons why people fall. 
Some of the most common causes of falls on our 
older CKD patients are due to:

•Multiple comorbidities 

•Postural instability

•Decreased muscle strength

•Unsteady gait

•Visual or cognitive impairment 

•Polypharmacy

•Metabolic imbalance

•Environmental factors



Falls are Preventable

Remember: 

Approximately half of older adults who fall do 
not tell their healthcare providers about it or 
discuss their concerns for falling. Therefore, 
routinely ask the question “have you fallen in the 
past….”

Many falls can be prevented by addressing the 
modifiable risk factors such as unsteady gait and 
balance, orthostatic pressures, & environmental 
factors.



❖ NKC has developed a comprehensive fall 
prevention program

❖ NKC’s fall prevention program targets specific 
patient problems with individual care strategies

❖ Includes patient and staff education regarding 
fall risks and fall prevention

❖ Fall Prevention Awareness Campaign 

Fall Prevention at NKC



Program Purpose

NKC’s Fall Reduction/Prevention Program aims to:

1.Promote commitment to patient safety. 

2.Provide a multidisciplinary information sharing approach 
for risk assessment, root cause analysis, and 
management strategies for fall prevention tools.

3.Integrate the latest clinical guidelines from community 
partners and agencies in preventing falls.

4.Ensure a comprehensive documentation process using the 
available internal tools and resources along with 
continuous process evaluation on effectiveness of 
interventions based on outcomes. 



Fall Prevention Awareness - NKC



Fall Prevention Safety Bundle



Fall Prevention Awareness - Patients

Fall Prevention literatures provided to patients

– Preventing Falls at home

– Focuses on balanced exercise program, 
regular MD check up, medication 
awareness (doses, side effects, etc.), 
vision & hearing check ups, home safety, 
& talking to family.

– Preventing Falls in the clinic

– Focuses on effects of dialysis, prevention 
of dizziness, avoiding quick position 
changes, environmental awareness, & 
effects of medications



Fall Prevention Safety Bundle



Fall Prevention Awareness - Staff

Fall Prevention Awareness Campaign

• Mandatory staff training

• Posters, buttons, staff memo, & emails

Policies & Procedures

• Fall Reduction / Prevention Program –
QI-F17502

• Fall SAS Patient Fall Disposition Pathway –
QI-Q17500C

• Fall Risk Assessment –
QI-Q17500A-C

• Person “Found Down” – Patient or Visitor –
ADM-P12016



Completion of Fall Risk Assessment 

➢All NKC patients will have a Fall Risk 
Assessment completed within 30 days of 
admission

➢ All NKC patients will have an updated Fall Risk 
Assessment done with each Plan of Care (POC)

➢ All NKC patients involved in a fall will have an 
updated Fall Risk Assessment completed at the 
time of the incident

Nurse Specific Roles



Risk Assessment Workflow

Completing the Fall Risk Assessment involves 
several steps:

1.Patient Assessment 

– Mental status, **recent & history of falls, 
elimination & vision status, gait & balance

2.Medication Reconciliation **

– have patient bring ALL medications including 
vitamins – “brown bag” method

3.Review of patient records

– BP changes in RTC, comorbid conditions (from 
H&P, hospital discharge summary, MD notes, 
etc.)

4. Enter the score in the EMR



Where to Find Info in EMR

Prior to completing Fall Risk Assessment, go to 
Clarity > Patient > Patient Chart View

Provides easy access to patient’s:

– Medications

– Treatment History

– Hospitalization

– Notes

– Document Management – scanned 
hospitalization notes



History of Falls

Nurses need to fully investigate patient’s fall 
history by asking these questions:

•Have you had any falls or slips in the past 6 
months?

•When & where did you fall?

•Did you hurt yourself and what type of injury 
occurred? 

•What symptoms did you feel before the fall?

•What do you think contributed to your fall?



Fall Risk Assessment Form



Medications

The side 
effects of 
these 
medications 
increases 
the risk of 
falls.



The Patient’s Score



EMR Entries

To complete a Fall Risk Assessment in Clarity > 
Patient > Patient Assessments then select:

Annual Fall Assessment (for initial, POC, & post fall 
updates)

Post Fall Assessment – after fall incident in 
addition to updated Annual Fall Assessment

The patient’s Fall Assessment score will appear in 
the RTC > Pretreatment screen 

Refer to Clarity User Guide in K-NET



The fall risk assessment score identifies the 
patient’s risk level as follows: 

Fall Risk Categories



GREEN PRECAUTIONS  (score = 0 – 6)

Green precautions are for all NKC patients

✓ Chair/bed wheels locked

✓ Dialysis space free of clutter/spills

✓ Personal items within reach

✓ Adequate lighting

✓ Pt oriented to unit, call light, and fall prevention 
program

✓ Pt educated on fall prevention

✓ Pt instructed to ask for assistance when needed

Interventions – Low Risk



YELLOW PRECAUTIONS (score = 7 – 11)

Yellow precautions = all green interventions plus the 
following:

✓ Weights with staff standby/assist

✓ Standby/assist with transfers and ambulation prn

✓ Remain outside of bathroom door when patient in 
bathroom

✓ Social Worker evaluation for medical equipment 
prn

✓ Fall risk addressed in POC 

Interventions – Moderate Risk



RED PRECAUTIONS (score = 12 or higher)

RED precautions = all green & yellow interventions 
plus the following:

✓ Assist with all transfers

✓ Consistent use of available assistive devices

✓ BP per protocol without exception

✓ Escort everywhere in unit (lobby, scale, chair, 
bathroom)

✓ Assure assistance to and from transportation

Interventions – High Risk



High Risk - Awareness

The YELLOW sticker on Saline bags provides quick 
visual reminder & identifies high fall risk patients



Our Dialysis Environment



Response To Patient Fall

Nurse completes patient assessment:

✓Check for injuries

✓Assess level of consciousness

✓Determine if safe to move patient

(Note:  If not safe to move patient or unable to 
move patient, call 911)

• If unwitnessed fall, attempt to determine how 
fall occurred



Patient Fell - Next Steps 

If safe to move the patient:

• Move patient into dialysis unit

• Nurse might need to examine patient more 
thoroughly for injuries

• Assign staff member to monitor the patient

• Contact patient’s MD

• Contact patient’s family / caregiver



Determine Patient Disposition

When contacting patient’s MD, determine:

➢Does patient need to be sent to the ER?

➢ Did the fall occur pre-dialysis? If so, is it safe to 
dialyze patient? Should heparin dose be 
decreased or held?  

➢ Did the fall occur post-dialysis? Can patient be 
sent home? Will caregiver be available to monitor 
patient?

➢Use SBAR charting



✓ Notify MD and send patient to ER 

✓ Contact patient’s family

✓ If unit manager unavailable, notify NKC 
Administration

For Injured Patient



Follow Up & Documentation

✓ Document in EMR and complete SAS report

✓ Include assessment, communication with MD, 
patient disposition, instructions given to patient / 
caregiver

✓ Contact patient/caregiver within 48 hours to 
check patient’s condition and document in EMR

✓ If patient fell at home, document in EMR and 
complete an SAS report

✓ Complete an updated Fall Risk Assessment 
Form!



Fall Disposition Pathway 

NKC Fall 
Disposition 
Pathway QI-
Q17500C –
provides an 
algorithm guide 
for nurses to 
follow in an 
event of patient 
fall.



✓ Call 911

✓ Request assistance from the unit

(Note: A nurse may attend to person IF safe to leave 
the unit. A nurse may NOT leave unit if he/she is the 
only nurse. A nurse may send other staff to help 
person if safe for the dialysis patients.) 

✓ Stay with person until help arrives

✓ Complete an SAS report

Person Found Down Outside of Unit



Post Fall Huddle



Our Huddle Moments

•Briefings are short detailed IDT huddles to discuss 
the plan and the expected outcome.

– Discuss safety concerns & “heads up.” 

– Continue with the goal of creating a culture of 
safety, reduce the risks of falls, and improve 
quality of care.

•Debriefings are concise IDT huddles with 
exchange of ideas that occur after occurrence of 
the fall:

– Identify what happened

– What the team members learned

– Properly identify high risk patients – use yellow
sticker on NS bag



Remember The Nursing Process!
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