APPENDIX E: Fall Risk Screening Tool
	Resident Name:

     
	Resident Number:

     
	URI #:

     

	
	
	

	Location:      
	Admission Date: (dd/mm/yy)       /       /      

	Health Card Number:      
	Effective Date: (dd/mm/yy)        /       /      

	Date of Birth: (dd/mm/yy)        /       /      
	Gender:      

	Physician:      

	Diagnosis:      

	INSTRUCTIONS

A fall is any unintentional change in position where the person ends up on a lower level (e.g. floor, ground or seat) that may or may not result in injury. This assessment must be completed as soon as possible following any fall. Discussion with the direct care team is required for the best evaluation of the events leading up to during and after a fall.  
NOTE: If this fall is the 3rd fall for this resident request assessment by the whole team.
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	1. Current Falls
	1. Date of Fall (dd/mm/yy):        /       /      
2. Brief Description 

     
3. Contributing Factors/Conditions 

     
4.  FORMCHECKBOX 
This fall is a result of action(s) by another resident/person.

	2. History of Falls
	1.  FORMCHECKBOX 
 Fell in past 30 days
1b. Number of falls      
1c. Most recent date (dd/mm/yy): 

       FORMTEXT 

     
 /  /      
1d. Brief Description


     

	2.  FORMCHECKBOX 
 Fell in past 31-180 days
2b. Number of falls      
2c. Most recent date (dd/mm/yy):  

      /       /      
2d. Brief Description


     

	3. Triggers
	1.  FORMCHECKBOX 
 Use of Antianxiety drugs
1.a  FORMCHECKBOX 
 New/Changed medication in past 7 days
2.  FORMCHECKBOX 
 Use of Antidepressant drugs
2.a  FORMCHECKBOX 
 New/Changed medication in past 7 days

3.  FORMCHECKBOX 
 Wandering

4.  FORMCHECKBOX 
 Dizziness

5.  FORMCHECKBOX 
 Use of trunk restraint

6. Other:      


	4. Risk Factors
	1.     FORMCHECKBOX 
  Cardiovascular Dysrhythmia
2.     FORMCHECKBOX 
  Loss of Arm or Leg movement
3.     FORMCHECKBOX 
  Decline in Functional Status
4.     FORMCHECKBOX 
  Bowel or Bladder incontinence
5.     FORMCHECKBOX 
  Hypotension
6.     FORMCHECKBOX 
  CVA
7.     FORMCHECKBOX 
  Hemiplegia/Hemiparesis
8.     FORMCHECKBOX 
  Parkinson's
9.     FORMCHECKBOX 
  Seizure disorder
10.   FORMCHECKBOX 
  Syncope
11.   FORMCHECKBOX 
  Chronic/Acute condition makes 
12.   FORMCHECKBOX 
  Unsteady Gait


resident unstable
 

13.   FORMCHECKBOX 
  Joint pain
14.   FORMCHECKBOX 
  Arthritis
15.   FORMCHECKBOX 
  Previous hip fracture
16.   FORMCHECKBOX 
  Missing limb (e.g. amputation)

17.   FORMCHECKBOX 
  Osteoporosis
18.   FORMCHECKBOX 
  Impaired Hearing
19.   FORMCHECKBOX 
  Impaired vision
20.   FORMCHECKBOX 
  Vertigo
21.   FORMCHECKBOX 
  Indicators of delirium
22.   FORMCHECKBOX 
  Decline in Cognitive skills 

23.   FORMCHECKBOX 
  Manic Depression
24.   FORMCHECKBOX 
  Alzheimer'
25.   FORMCHECKBOX 
  Other dementia
26.   FORMCHECKBOX 
  Use of Alcohol
27.  Other      


	5. Medications
	1.   FORMCHECKBOX 
  Using Antipsychotics
1a.   FORMCHECKBOX 
  New/changed medication in past 7 days
2.   FORMCHECKBOX 
  Using Antianxiety 
2a.   FORMCHECKBOX 
  New/changed medication in past 7 days
3.   FORMCHECKBOX 
  Using Hypnotics
3a.   FORMCHECKBOX 
  New/changed medication in past 7 days
4.   FORMCHECKBOX 
  Using Antidepressants
4a.   FORMCHECKBOX 
  New/changed medication in past 7 days
5.   FORMCHECKBOX 
  Using Cardiovascular
5a.   FORMCHECKBOX 
  New/changed medication in past 7 days
6.   FORMCHECKBOX 
  Using Diuretics
6a.   FORMCHECKBOX 
  New/changed medication in past 7 days
7.   FORMCHECKBOX 
  Is the resident using 9 or more medications at least daily


8.   FORMCHECKBOX 
  None of the above


	6. Appliances/
Devices
	1.   FORMCHECKBOX 
  Pacemaker
5.     FORMCHECKBOX 
  Crutches 

2.   FORMCHECKBOX 
  Cane
6.     FORMCHECKBOX 
  Restraints
3.   FORMCHECKBOX 
  Walker
7.     FORMCHECKBOX 
  Full Bed Rails on all sides 

4.   FORMCHECKBOX 
  Posey Mat
8.     FORMCHECKBOX 
  None of the above 


	7. Investigation
	1. Was the resident standing still
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
2. Was the resident walking 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No





























































3. Was the resident reaching up or down 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No





























































4 .Was the resident in a crowd 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No





























































5 .Was the resident trying to go to the bathroom 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No





























































6 .Was there a spill (liquid) on the floor 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No





























































7. Was there furniture or some object in the pathway 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No





























































8. If there have been other falls is there a pattern in any of the above circumstances
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



























































9. Has/Have the circumstances of fall(s) been evaluated? 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No




























































10. Has the physician fully reviewed medications for their possible effect on falls 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No





























































11. Date of the last full medication review by the physician (dd/mm/yy):        /       /      
12. Date of the last full medication review by the pharmacist (dd/mm/yy):        /       /      



























































Date of the last full medication review by the pharmacist

	8. Care Plan
	1. Plan of Care Updated: (dd/mm/yy)        /       /      
2. Comments

     



Sample provided by Perley and Rideau Veterans' Health Centre

Release Date: November 19, 2010
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