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Going Above and Beyond in 
Reducing Falls

Steven Levenson MD, CMD

Already Good Enough?

• Falls are a fact of life
– Need to show “medically unavoidable” outcomes

• What if I think I am already doing a great job?
– Sometimes, this is true
– However, you would be amazed!

• Wide range of experience and quality
– The degree of variability is inexplicable and 

unacceptable

• There are good ways to double check
• Performance improvement is an ongoing process

The Reality is a Mixed Bag

• Cause analysis is highly variable and often 
rather weak
– For example, no one falls because of 

noncompliance or dementia

• Patients are falling 60 and 70 times in a year 
with no meaningful cause analysis

• Medications are a huge cause of the problem 
and are often being missed

• Falls are not categorized adequately
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The Times They Are A-Changin’

A Whole New Ballgame

Why a Standardized Approach to 
Preventing and Managing Falls?

• Patient costs of falls

– Patients suffer unnecessarily

– Avoidable negative outcomes (e.g., Large percent 
of women who fall and fracture are never the 
same again)

– Patient and family satisfaction (What if this were 
us, or a family member?)

– Quality of care
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Osteoporosis

Standardized Approach: Why?

• Operational costs of falls
– Expectations for performance and results are rising
– Consequences for inadequate performance are more severe 

and about to get worse
– Newly revised regulations expect increased clinical 

competence
– QAPI requirements include performance improvement 

activities
– Patient population has decreased
– Waste and costs associated with inadequate care and 

avoidable negative outcomes impact survival

Standardized Approach: Why?

• Care-related basis

– Same care delivery process approach works for all 
conditions and symptoms

– Ultimately, it streamlines workload and enables 
better use of staff and resources

– Saves time and money, reduces waste, improves 
results all around

– Old ways of thinking about, and managing 
patients are inadequate now and in the future
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Standardized Approach: Why?

• Why learn this process?

– Uses good medical evidence

– Universal - No reason for markedly different 
approaches

• Once learned, it never changes

– Initially—like anything different—it takes time and 
practice

Basic Principles of Diagnosis

• “A fundamental principle in medicine is that if 
you get the diagnosis wrong, you'll probably 
apply the wrong therapy.” 

• “A corollary is that if the therapy isn't working, 
increasing the dose may make things worse.” 

– Ed Marsh, Reflections of a Medical Ex-Practitioner; 
http://online.wsj.com/article/SB100014241278873247895045
78380382204116270.html

Challenge of Changing Habitual 
Approaches

• Habits are wired into the brain

• Takes a while to unlearn old habits

• Good habits are efficient and effective

• Even bad habits can work, sometimes

– But not enough to avoid some unfortunate 
consequences

http://online.wsj.com/article/SB10001424127887324789504578380382204116270.html
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The Error “Cascade”

• Cognitive “biases” 
cognitive errors
diagnostic errors 
inappropriate and 
problematic treatment 
 poor outcomes 
(patient harm + wasted 
resources)

13

Cutting Corners / Skipping Steps

14

Making Assumptions

15
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Jumping To Conclusions

16

Doing Things Robotically, by Rote

17

Acting Without Understanding 

18
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Sources

• Where is this coming from?

• References and resources are available

Examples of Reliable References on 
Falls

Examples of Reliable References on 
Falls
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IMPLEMENTING a Falls 
Protocol

22

Three Key Implementation Steps

• Implementation Step 1

– Develop or adopt a truly in-depth approach

• Implementation Step 2

– Use it for falls in all residents / patients 

• Implementation Step 3

– Review the success of your approaches and 
modify your processes as indicated

23

Establish Expectations

• Key facility disciplines review, discuss, and 
acknowledge the following components of 
the Falls Management process, including 
– Why it must be followed consistently

– What should occur

– Who should follow it

• Key participants in this review
– Administrator, medical director, nursing, medical 

practitioners, rehab, others

24
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All or None–or Not?

• We can’t do this whole thing at once
• Do it in stages, but don’t drag it out

– Follow the instructions
– Identify and address the challenges - don’t use them 

as excuses
– Clean up your systems and processes, if you need to
– Hold everyone accountable
– Check your results
– Refine your actions

• Commit to doing it totally right, even if totally 
right needs time to spread throughout the facility 

All For One and One For All?

• Do I have to do this for everyone?

• Steps should be universal

• Depth and scope of investigation will vary

 Prioritize to some extent

The Same For All?

• Especially for individuals with multiple fall 
risks, history of falls, recurrent falls, falls with 
injury, high risk for falls-related complications, 
cause not obvious, interventions didn’t 
change the situation

• Don’t keep guessing or assuming until it is too 
late!



6/23/2017

10

Appropriate Roles of Various 
Disciplines

• Key individual roles and responsibilities in 
implementing FCS 
– Especially, problem definition and cause identification

• Each discipline and department understands and 
can articulate their role

• Each discipline and department understands 
general principles underlying the falls care delivery 
process, including 
– Care delivery process in general 

• Information collection (assessment), Information analysis 
(cause identification), Treatment decision making, Monitoring

– Importance of problem definition and cause 
identification

28

Always Follow the Falls Protocol

• All disciplines and departments must 
follow the steps in each case 

– Not all cases require the same depth at each 
step

29

The Basic Falls Process (Part 1)
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The Basic Falls Process (Part 2)

Core Interventions

• Implement core interventions (regardless of 
identified risks or causes)

• Emphasize multi-factorial interventions (those 
related to individual risk and cause categories, 
based on individualized evaluation) more than 
multi-component; that is, relevance counts 
more than quantity

• Identify and address both intrinsic and 
extrinsic risk factors

Core Generic Interventions

• Look for possible safety hazards

• Instruct in use of bed controls, call light, etc. 

• Ensure personal items, call light, and fluids are 
within easy reach

• Provide adequate lighting

• Remove clutter 

• Inspect for wet and/or slick areas on floor
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Core Generic Interventions

• Lock wheelchair and bed wheels  

• Provide skid-resistant footwear 

• Keep any corrective eyewear within easy reach 
and encourage use 

• Educate patient/family regarding precautions

• Reinforce need for the individual to call for 
assistance

PROBLEM DEFINITION

35

Falls Problem Statement 

• Defining each individual resident / 
patient’s falls-related issues

• Reason why a detailed problem statement 
is needed for each fall or patient with a 
fall problem

– Review and discuss examples in the FCS 
document (p. 8 and Addendum B)

36
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Creating a Falls Problem Statement 

• How to write a problem statement about a 
specific resident who falls or a specific 
situation or incident

• Get relevant disciplines and departments 
to jointly develop a fall-related problem 
statement for individuals who fall

37

Problem Statement: Example

• Mrs. Robinson is a 73-year-old woman who was admitted 
three weeks ago. She fell occasionally before she was 
admitted. 

• She ambulates intermittently with difficulty. When she 
walks, she is unsteady and tends to lean slightly to the left. 
She does not feel dizzy or lightheaded. She does not have 
active acute medical issues. 

• She has had 3 falls in the past 2 weeks, all of which 
occurred when she was ambulating. 

• Her risk factors for falls include: recent CVA with left 
hemiplegia and associated visual/balance/mobility deficits, 
and multiple medications representing a fall risk, including 
some for hypertension, incontinence, and sleep. 

Falls-Related Documentation

• Consider what should be documented 
regarding a fall, by whom, how, and 
where

• Elements of appropriate falls-related 
documentation

– Review several examples of good and 
undesirable documentation related to falls

39
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Handling a Fall

• Objective, organized, clear

• Limit speculation

• Avoid cognitive biases

– Don’t confuse assumptions and unsupported 
conclusions with objective evidence

• Don’t buy “fell due to noncompliance,” “fell 
because of dementia,” etc.

– Separate risk factors from causes

Assessing Risk Factors

• Where to find information about how to 
address risk factors appropriately 

• How risk factors should be documented 
and addressed

– Who will be responsible for ensuring that this 
is done

41

Initiate a Time-Out
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Adequate Assessment 

• How to collaborate with a medical 
practitioner to review and discuss risks 
and causes

– How staff will engage medical practitioners in 
discussing causes of falls in individual patients

– Who will be responsible for doing so

– What information should be collected and 
conveyed

43

Essential Medication Review

• Why every situation and patient needs a 
medication review
– Discuss why the medication review must be done 

on every patient related to their fall risk and 
identifying causes of actual falls

• Use of accessible and reliable references and 
resources
– For example, Google, Medscape or Epocrates

• Appropriate consultative role of the 
consultant pharmacist 

44

Adequate Medication Review

• Staff and practitioner roles in a 
collaborative adequate medication review

• What to do if medical practitioners do not 
collaborate adequately

• How to locate and document review of an 
individual patient’s medication list

• How to use the Beers list and F329 OBRA 
guidance to identify medications of 
concern in a patient’s medication regimen

45
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Assessing and Managing Risk 
Factors

• How and when to begin reviewing and 
defining risk factors

• How to identify and define risk factors 

– For example

• What is a fall risk factor

• Read the hospital discharge summary for 
information about conditions and medications that 
may relate to fall risk

46

FALL-RELATED CAUSE 
IDENTIFICATION 

47

Approach to Cause Identification 

• Use cause identification protocol in 

– all but simple and easily corrected situations

– anyone who falls repeatedly despite 
interventions

• How to decide when there has been 
adequate investigation

48
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Drilling Down Far Enough

Prioritizing Search for Causes

• Prioritize the search for causes of falls, 
based on the assessment and problem 
statement 

• How staff will collaborate with the 
practitioners to identify specific causes of 
falls based on patient-specific evidence

50

Medications as Causes and 
Contributing Factors

• How to identify which medications or 
combinations may be contributing to falls

• How staff and practitioners will collaborate 
to identify specific medications associated 
with an individual’s fall problem 

– What to do if such medications are identified

• Use actual case examples from the facility 
to perform such reviews

51
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Major Medication Risks

ADRs Increase With Number of 
Medications

Importance of the “Big Picture”
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INTERVENTIONS

Falls Care Planning and Falls Risk 
Management 

• How to develop and document an 
appropriate, patient-specific falls-related 
plan (p. 15 and Addenda E and F)

• Essential elements of an appropriate 
patient-specific falls related care plan

– Including patient-specific interventions related 
to identified causes

56

Modifying the Care Plan Related to 
Falls and Fall Risk

• How, why, and when to modify the falls 
care plan

• Collaborative effort to reassess the 
situation and update the plan

– Not just one discipline

• Reviewing the relevance and overall 
quality of care plans of specific cases 

57
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The Rehab Referral

• Why just making a “rehab referral” is not 
enough

– Appropriate way to make a referral to therapy 
related to individuals who fall or who have fall 
risks

– Importance of having an adequate problem 
statement as a basis

– Information and communication between nursing 
staff and therapists in order to maximize benefits 
of therapy for patients who fall or have fall risk

58

FALLS MONITORING AND 
FOLLOW-UP

59

Monitoring Patients Over Time 

• How staff and practitioners will monitor 
and follow up on 

– Individuals who have fallen 

– Those with ongoing fall risk or recurrent falls

• Importance of revisiting the falls care 
delivery process steps

60
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Updating Approaches

• Review and discuss how and when care 
plans will be updated and who will be 
responsible for doing so

61

Identifying New or Changing Risks 

• How and when to identify and address 
additional risk factors that occur or worsen 
over time

• Review and discuss what will be done if 
additional risk factors arise or existing 
ones worsen over time in individual 
patients

62

REVIEW FALLS-RELATED 
QUALITY ISSUES

IMPLEMENTATION STEP 3

63
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What Do Our Fall Rates Mean?

• What constitutes a “high” and an 
“acceptable” rate of falls

• Review facility’s current fall rates

• Review and discuss what constitutes a 
reasonable benchmark for falls

64

What is the Target?

• Are we supposed to stop all falls?

– No, but there are reasonable targets

• What is our target for falls?

– Still to be determined

– A target to consider

• Approximately 15% facility average

• Approximately 0.20% average per facility for falls with 
major injury

Six Elements of Quality (IOM)

• Safe

• Effective

• Efficient

• Patient-Centered

• Timely

• Equitable
– - Institute of Medicine. Crossing the Quality Chasm; 2001

66
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Improving Performance

• Ask: Have we done all we can do? 

• Compare fall rates to benchmarks

• Assess falls over time

• Improving performance and practice all 
around

– Apply to other aspects of care, as well

67

Risk and Claims Data Review

• Match facility’s falls data and other related 
information; for example

– Survey citations

– Facility risk and claims data

68

How Do We Know If We Are 
Improving?

• How to assess falls over time and see 
whether there is improvement 

• Methods for tracking falls and correlating 
fall rates with other quality measures such 
as medication usage

69
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What Do We Do Subsequently?

• What to do if falls remain high despite 
interventions 

– Review and discuss how to identify areas for 
additional improvement and correct factors 

that may be impeding a reduction in falls 

• Especially if fall rates do not decline appreciably 
despite multiple efforts over time

70

Just Doing It

• What do I do?

– Follow the directions explicitly

– Read the document carefully

– Use the implementation protocol in detail - follow 
the steps

• Prepare to address the many implementation issues

Reasons and More Reasons

• We can’t do this

– We are overstretched

• Everyone can do it

• Some of you might need more effort than others

• Depends on how together your facility is, and how 
much it is into performance improvement 
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Reasons and More Reasons

• This is too much

– It just looks that way, especially if you haven’t 
done it this way before

Reasons and More Reasons

• We don’t have time
• We don’t have the staff / we have a lot of 

turnover
– These are challenges but not adequate excuses for not 

doing it
– It takes more work up front, but it saves time in the 

end
– Once it is done right, it never changes
– Processes must be good enough to remain constant 

over time
– Practices must prevail over personal preferences

PARTICIPANTS IN THE PROCESS

75



6/23/2017

26

Getting Staff Involvement

• How do we prepare our staff?

– Follow the implementation guide

– Explain the big picture to everyone

– Give explicit directions - focus on steps that are 
relevant to each category of staff

– Remind them that they are all critical to the 
success of the process

• Everyone’s actions affect one another

Alignment of Forces

Checking Up on the Success

• How will I know it is getting done?

– Incorporate into QAPI process

• Actual case reviews are vital

• Above all else, don’t just take people’s word 
for it; look for supporting evidence
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The Bottom Line

• Do whatever it takes to do it right
– Support systems will help see it through

– Everyone must come together and do what it 
takes to make this work

• Systems will be put in place to check up on 
results

• We expect everyone to ask for help

• If you want, be skeptical
– But NOT cynical and undermining

Practitioner Participation

• The doctors won’t cooperate

• What if I see something like a medication or 
some other likely cause, and I cannot get a 
response?

• Use available resources

• An opportunity to totally review how the 
facility interacts with, and influences, its 
practitioners

Practitioner Participation

• Use the successful strategies that have been 
used elsewhere

– No magic, nothing new

• Appropriate efforts to engage medical 
practitioners are often much less than optimal
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Engaging the Medical Practitioners

• How to engage the medical practitioners 
to discuss fall risks and causes including 
medications

– What staff should do if medical practitioners 
do not participate adequately in such 
discussions

82

Improving Performance of Medical 
Practitioners

• How to improve the performance of 
medical practitioners in reviewing and 
discussing falls and identifying and 
addressing causes

• What to do next if medical practitioners 
are not adequately involved in helping 
manage falls and reducing fall risks

83


