	Post Fall Assessment Elements

	This checklist is a tool that can be used by the provider to evaluate their facility’s own individual resident post-fall assessment process, alongside elements shown to be useful in reducing future/recurrent fall risk.   
Your facility should determine a specific process around completion of such an assessment. Certain elements of the post-fall assessment must be gathered immediately (as that’s when the information is relevant and attainable); others should be done within 24 hours. The remainder should be completed within a period specified by your facility e.g., within a week. 

We suggest you use this tool to identify the elements you are “not currently assessing in facility forms”; so that they may be added to your forms in an effort to enhance your process. 


	Post Fall Assessment Elements


	Currently 
assessing in facility forms
	Not currently 
assessing in facility forms

	Date of last fall risk assessment:


	 
	 

	Date of last fall:


	
	

	Any health and/or behavior changes since last
fall risk assessment or post-fall assessment:  yes/no
     If yes, describe:


	 
	 

	Fall event information:

	Currently 
assessing in facility forms
	Not currently 
assessing in facility forms

	Date/Time/Location of fall

	 
	 

	Observed fall or unobserved fall?

	 
	 

	Witness(es) of fall (other resident, staff member, visitor,  family member)

	 
	 

	Who reported fall: resident, staff, family/visitor

	 
	 

	Description of type of fall:  fall from bed, chair, wheelchair

	 
	 

	Resident's explanation/description of fall event(s), and 
purpose or goal of activity at time of fall:
If resident unable to describe his/her intent or goal at the time, include a staff description of area, and possible/logical explanation of what resident was attempting to do.
	 
	 

	Activity at time of fall (check all that apply): 
( standing 
( sitting 
( transferring
( lying in bed
( getting into bed

( getting out of bed 
( getting into chair
( getting out of chair 
( getting onto toilet
( getting off toilet
( getting into bath/shower
( getting out of bath/shower
( walking
( reaching
( bending
What was resident doing in the time just before the fall occurred? 

Include any behaviors observed just before fall (e.g., calm, rushing, wandering, appeared agitated, distracted, startled, etc.)?

	 
	 

	Does resident normally require use of assistive device or help of another person to ambulate? Yes/no 
     If yes, was resident ambulating with or without assistance of person or assistive device? 

	 
	 

	Fall Injury assessment


	Currently 
assessing in facility forms
	Not currently 
assessing in facility forms

	Vital signs immediately after fall:

	 
	 

	Vital signs stable or unstable after fall:

	 
	 

	Skin: presence of bleeding/skin tear/laceration

	 
	 

	Skin: presence of bruising or edema

	 
	 

	Any other signs of closed or open injury (deformity of arm or leg, inability to move any extremity, level/change in consciousness, or behavior, etc)

	 
	 

	Pain symptoms: check all that apply
( vocal complaints
( facial grimaces and winces
( bracing
( restlessness
( rubbing
( verbal words used to describe pain 
	 
	 

	Pain behavior/behavior change after fall

	 
	 

	Pain location(s): mark on diagram (front/back)

	 
	 

	Able to get up from floor without assistance after
fall:  yes/no

	 
	 

	Resident's cognitive status at time of fall:
( Cognitive status at time of fall:  alert, oriented x3;
( mild/moderate/severe dementia present; 
( awake;
( asleep; 
( conscious/unconscious; 
( communicative/non-communicative

	 
	 

	Resident's cognitive status after fall:
( Cognitive status after fall: alert, oriented x3;
( mild/moderate/severe dementia present; 
( awake;
( asleep; 
( conscious/unconscious, 
( communicative/non-communicative

	 
	 

	911 emergency medical services notification required? Yes/no
If Yes, due to: 
  Injury?
  Required assistance to get resident up from floor? 

	 
	 

	Medical treatment required by fall or fall injury:  yes/no

	 
	 

	Transport to emergency department required due to fall or fall injury:  yes/no

	 
	 

	Inpatient hospitalization required for injury: yes/no, if yes describe diagnosed injury/treatment
	 
	 

	If hospital admission required, describe anticipated length of hospitalization and discharge destination:
	 
	 

	Intrinsic risk factors present at time of fall (from last fall risk assessment):

	Currently 
assessing in facility forms

	Not currently 
assessing in facility forms


	Mobility status at time of fall: independent without assistive device use, independent with assistive device use, dependent on another person to assist with mobility

	 
	 

	Able to stand from a chair without using arms or assistance of another person prior to fall: yes/no

	 
	 

	Balance status prior to fall: poor, fair, good, excellent

	 
	 

	Last assessed cognitive status prior to fall: alert, oriented x3; mild/moderate/severe dementia present; awake; asleep; conscious/unconscious, communicative/
non-communicative

	 
	 

	Presence of any new/recent acute health change or illness? Yes/no 
     If yes, describe:

	 
	 

	Mental health condition(s): yes/no

     If yes, describe:


	 
	 

	Behaviors: 


	 
	 

	Extrinsic risk factors present at time of fall:

	Currently 
assessing in facility forms

	Not currently 
assessing in facility forms


	Number of medications (OTC & prescribed) taken in 
the 24 hrs preceding fall:

	 
	 

	Types of medications that were taken in the 24 hours preceding fall & note time administered in relation to time of fall (check all that apply):
( Diuretic
( Laxative
( Major tranquilizer (psychoactive/narcotic)
( Antidepressant
( Cardiovascular

	 
	 

	Any medication changes (dose and/or medication since last fall assessment: yes/no; 
    If yes, list:


	 
	 

	Resident on the following medications within 24 hrs preceding fall that can cause increased bleeding/bruising:
( ASA
( NSAID
( Anticoagulant


	 
	 

	Hip protector on: yes/no

	 
	 

	Environmental condition: flooring type

	 
	 

	Environmental condition: flooring wet or dry

	 
	 

	Environmental furniture/objects present in proximity
of fall

	 
	 


     If yes, describe:

	 transfer device, positioning pillow, cushion, gait belt

	 
	 

	Resident uses eyeglasses for non-reading activities: yes/no
     If yes, eyeglasses on at time of fall: yes/no

	 
	 

	Lighting conditions at location of fall:
dark-dim (too dark to read);  low light-moderate light; bright lighting

	 
	 

	Location of assigned staff at time of fall

	 
	 

	Presence of non-furniture items (bedding, assistive devices, any other objects) on floor in area of fall

	 
	 

	Assistive device used by resident: none, cane, walker, crutch(es), wheelchair, other   

	 
	 

	Assistive device used before fall?  Yes/no

     If yes, describe device and how long device had been used (days or 
months)
	 
	 

	Resident had footwear (shoes or slippers) on at time of fall: yes/no

     If yes describe type; if no, barefoot or socks

	 
	 

	Monitoring device present at time of fall: yes/no
     If yes, describe:

	
	

	Acquired risk factors present at time of fall:

	Currently 
assessing in facility forms
	Not currently 
assessing in facility forms

	     Has lived in facility for < 90 days

	 
	 

	     Staffing change (e.g., new caregiver for this resident, different care approaches between shifts, etc.)

	 
	 

	     Health change 


	 
	 

	     Change in facility environment 

	 
	 

	     Other change resident is experiencing as a result of health change or facility change:

	 
	 

	Summary of risk factors at time of fall


	Currently 
assessing in facility forms
	Not currently 
assessing in facility forms

	Intrinsic risk factors present at time of fall (list):
      Of these, which are potentially modifiable?
	 
	 

	Extrinsic risk factors present at time of fall (list):
      Of these, which are potentially modifiable?

	
	 

	Acquired risk factors present at time of fall (list):
      Of these, which are potentially modifiable?
	
	

	Staff thoughts on the primary factors contributing to the fall:

	
	

	Identify any similarities/commonalities with previous falls:


	
	

	Changes in individual plan of care that are indicated by post-fall assessment: 


	 
	 

	Changes in staffing/residential practices that are indicated by post-fall assessment: 

Referrals made post-fall:

	
	

	Changes in facility environment or resident's room 
that are indicated by post-fall assessment:

	 
	 


Page 6 of 6 | Reducing Fall Risks | SDCP | Updated March 2013

