
 
 

 
 

 
 
 
 
 

   

 
 

  

 
 

  

 
 

 
 
 
 
 

 
 
 
 
 

 
 

 
 
 
 

 
 
 
 
 

 
 
 

 
 

 
 

 
 
 
 

 
 

 
 

Screening for Inpatient Risk 

STRATIFY risk assessment tool 
1.	 Did patient present to hospital with a fall or has s/he fallen since 

admission? 
(Yes = 1, No = 0) 

2.	 Is patient agitated? 
(Yes = 1, No = 0) 

3.	 Is patient visually impaired to the extent that everyday function is 
affected? 
(Yes = 1, No = 0) 

4.	 Does patient need frequent toileting? 
(Yes = 1, No = 0) 

5.	 Does patient need help to transfer or require personal assistance or 
wheelchair for mobility? 
(Yes = 1, No = 0) 

Score of 2 or more = high risk
 
Adapted from Oliver D, et all. Br Med J 1997;315:1049-53.
 

MDS2 Fall Risk Triggers 
� Wandering 
� Dizziness 
� Previous fall 30 days/6 months 
� Antianxiety and/or antidepression drug 
� Trunk restraint 

Home Inspection and Modification Suggestions 
� Ask about environmental contributions to the client’s previous falls, near falls, slips, and trips. 
� Ask about or observe clients engaging in activities while in their home, particularly tasks the client finds difficult. 
� Ask about or assess the outside as well as the inside of the home. 
� Refer clients to an occupational therapist for a thorough home assessment. 
� Refer clients to home modification agencies (e.g., Rebuilding Together). 

Extrinsic Fall Risk Factors Home Modification Goal Common Methods and Examples 

Clutter – objects on the floor or in walking 
pathways 

Minimize trip hazards – remove misplaced ob
jects or change haszardous situations that can 
contribute to falls 

Hazard reduction – decrease clutter, remove 
throw rugs 
Adjusting the location – rearrange furniture 

Flooring – glossy or waxed floors Hazard reduction – wipe up spills and puddles 
Presence of liquids – wet areas such as bath- Maximize slip resistance – increase floor trac immediately 
rooms, kitchens, and pool decks tion by addressing wet or slippery surfaces or Installing equipment – use non-slip reflective 
Weather – moisture brought inside, such as by adding treads treads on step edges, slip resistant floor treat-
from sprinklers or snow ments 

Placement of items – out of reach Adjusting the location – place commonly used 
Location of controls – light switches, thermo- Minimize excessive reaching – place frequently items in easily accessible areas 
stats, windows, and power outlets that are used items within easy reach Installing equipment – use alternative controls 
difficult to reach such as motion sensors 

Lighting – dim ambient room lighting or task Maximize visual support – increase illumination, Installing equipment – increase lighting around 
lighting—especially at night but tailor to the individual. One should be able the home, use lamp shades to reduce glare, 
Flooring – level changes to read comfortably without straining add contrast to make level changes visible 

Lack of physical supports – around stairs and 
other transition points where a person may lose 
balance (e.g., standing up from a chair, getting 
into a bathtub) 

Maximize physical support – place supportive 
features so that upper body strength can be 
used to assist lower body strength 

Installing equipment – add grab bars and 
handrails, add a tub bench, use chairs with arm 
rests 

Fall Prevention Websites 

For Seniors: 
� www.Stopfalls.org 
� www.cdc.gov/ncipc/duip/preventadultfalls.htm 
� www.nia.nih.gov/HealthInformation/Publications/falls.htm 
� www.nihseniorhealth.gov 

For Healthcare Professionals: 
� www.profane.eu.org 
� www.patientsafety.gov 
� www.cdc.gov/ncipc 
� www.publichealth.gc.ca 
� www.safeaging.org 

Where Seniors Can Find Local Exercise and Fall Prevention 
Programs 
� Senior and community centers 
� Recreation and parks 
� Community colleges 

This pocket guide was made possible in part through generous support 

of the Southern California Regional Geriatrics Society (SCRGS) 


and the Archstone Foundation.
 

Recommending Exercise 
Suggest starting conditioning and endurance exercises at low rates of perceived 
exertion starting with shorter bouts of activity and increasing slowly and 
cautiously to the goal of 30 minutes on most days. 

References: American College of Sports Medicine, Guidelines for exercise 
testing and prescription, 7th edition, 2007; ACSM/AHA Recommendations, Circ 
2007;116:1094–1105. 

Move More, A Little More Often 
� Do any type of activity that gets the heart pumping 

a little faster. Try the following: 
� March in place while you’re washing the dishes or talking on the phone. 
� Get up from the couch and walk continuously during TV commercials. 
� Park your car further away from the store. 
� Take the stairs instead of the elevator or escalator 

(but hold handrail for safety). 
� Call a friend and go for a walk. 
� Practice rising from chair 3–5 times whenever sitting down. 

VA Geriatric 
Scholars Toolkit 

Preventing & 
Managing Falls in 
Older Persons 
Falls: A serious health risk 
� >1/3 of older persons fall each year. 
� Unintentional injuries are 5th leading 

cause of death in seniors. 
� >2/3 of these injuries are from falls. 
� >$20 billion in annual medical costs for falls. 
� >5% of hospitalizations are from falls. 
� 1/6 of disability days are due to falls. 
� Major reason for nursing home entry. 

Many Falls are Preventable 
� Falls ê 30–50% in controlled trials. fa
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Brief Fall Risk Screening Tests

Timed Up and Go Test (TUG)
The TUG is a measure of functional mobility. A person is timed while 
performing the following task:

Stand up from a chair, walk 3 meters, turn, walk back to the chair, and sit down.

Time >10 seconds is associated with increased fall risk and warrants further 
evaluation.

Reference: Podsiadlo D, Richardson S. J Am Geriatr Soc 1991;39: 142–148.

One-Leg Balance
This is a measure of static balance. Ask the person to stand unassisted on one leg 
for 5 seconds. (Person can choose either leg and take one practice attempt.)

Inability to stand on one leg >5 seconds is strong predictor of future fall.

Reference: Vellas BJ, et all. J Am Geriatr Soc 1997;45:735–8.

Assessment and Management of Falls: Practice Guideline Post-Fall Evaluation: Key Elements

Fall History & Examination (for persons with recent fall or >1 
fall in past 6 months)

 � History: Fall circumstances, mobility, ADL, medical conditions, 
medications, alcohol use

 � Examination: Orthostatic pulse & BP, visual acuity, heart & lungs, 
neurological (including gait & balance, cognition, strength & sensation)

Protocal for Postural Hypotension
 � Ask patient to lie comfortably for 5 minutes.
 � Measure pulse and BP.
 � Ask patient to stand and ask if lightheaded.
 � Recheck pulse and BP after 1 & 3 minutes.
 � (Recheck after 2 minutes if only one standing BP is taken.)
 � Postural hypotension = systolic drop ≥ 20mm or diastolic drop ≥ 10mm.
 � If postural hypotension occurs and pulse does not increase, then 

autonomic insufficiency is suggested; otherwise, hypovolemia is 
suggested.

Risk Factors for Falls
Factor Signif/All* Mean RR** Range

Muscle weakness 10/11 4.4 1.5-10.3

History of Falls 12/13 3.0 1.7-7.0

Gait deficit 10/12 2.9 1.3-5.6

Balance deficit 8/11 2.9 1.6-5.4

Use assistive device 8/8 2.6 1.2-4.6

Visual deficit 6/12 2.5 1.6-3.5

Arthritis 3/7 2.4 1.9-2.9

Impaired ADL 8/9 2.3 1.5-3.1

Depression 3/6 2.2 1.7-2.5

Cognitive impairment 4/11 1.8 1.0-2.3

Age > 80 years 5/8 1.7 1.1-2.5

Adapted froom Rubenstein LZ, Josephson K. Clin Geriatr Med 2002; 18: 141–58.
*Studies with significant association/all studies testing for factor.
**Mean Relative Risk

Pathological Gait: Main Causes
 � Muscle weakness (e.g., deconditioning, neuropathy)
 � Sensory/balance deficit (e.g., neuropathy, stroke)
 � Limited ROM (e.g., arthritis, contractures)
 � Impaired central processing (e.g., dementia, stroke, delirium, drugs)
 � Pain (e.g., arthritis, injury)
 � Spasticity (e.g., stroke, cord lesion)

Tinetti Balance and Gait Evaluation

Reference: American & British Geriatrics Societies. 
J Am Geriatr Soc 2001; 49:179–187.

Balance

Instructions: Subject is seated in hard armless chair. The following maneuvers are tested:

1. Sitting balance

leans or slides in chair = 0
steady, safe = 1 

¨

2. Arise

unable without help = 0 
able but uses arm to help = 1
able without use of arms = 2

¨

3. Attempts to arise

unable without help = 0
Able, but requires more than one attempt= 1

able to arise with one attempt = 2

¨

4. Immediate standing balance (first 5 seconds)

unsteady (staggers, moves feet), marked trunk sway =0
steady, but uses walker or cane or grabs other object for support = 1

steady without walker or cane or other support = 2

¨

5. Standing balance

unsteady = 0
steady, but wide stance (heels >4” apart) or uses cane or other support = 1

narrow stance without support = 2

¨

6. Nudge (subject at maximum position with feet as close together as possible), 
examiner pushes lightly on subject’s sternum with palm of hand 3 times.

begins to fall = 0
Staggers, grabs, but catches self = 1

steady = 2

¨

7. Eyes closed (at maximum position #6)

unsteady = 0
steady = 1

¨

8. Turn 360°

discontinuous steps = 0
continuous = 1

unsteady (grabs, staggers) = 0
steady = 1

¨

¨

9. Sit down

unsafe, misjudged distance; falls into chair = 0
uses arms or not a smooth motion = 1

safe, smooth motion = 2

¨

Balance Score: ____/16

Gait

Instructions: Subject stands with examiner; walks down hallway or across 
room (about 25’) at “usual” pace, then back at “rapid, but safe” pace.

10. Initiation of gait (immediately after told to “go”)

any hesitancy or multiple attempts to start = 0
no hesitancy= 1

¨

11. Step length and height

a. Right swing foot does not pass L stance foot with step = 0 
passes L stance foot = 1

R foot does not clear floor completely with step = 0
R foot completely clears floor = 1

¨

¨

b. Left swing foot does not pass R stance foot with step = 0
passes R stance foot = 1

L foot does not clear floor completely with step = 0
L foot completely clears floor = 1

¨

¨

12. Step symmetry

R and L step length not equal (estimate) = 0
R and L step are equal = 1

¨

13. Step continuity

stopping or discontinuity between steps = 0
steps appear continuous = 1

¨

14. Path (Observe excursion of one foot over about 10 feet.)

marked deviation = 0
mild/moderate deviation or uses walking aid = 1

straight without walking aid = 2

¨

15. Trunk

marked sway or uses walking aid = 0
no sway but flexion of knees or back or spreads arms out while walking = 1

no sway, no flexion, no use of arms and no walking aid = 2

¨

16. Walk stance

heels apart = 0
heels almost touching while walking = 1

¨

Gait score: ___/12

Total score: ___/28

Adapted from Tinetti M, et al. Am J Med 1986;80:429–34

Assessment and Management of Falls: Practice Guideline Risk Factors for Falls Post-Fall Evaluation: Key Elements Tinetti Balance and Gait Evaluation Brief Fall Risk Screening Tests 
Factor Signif/All* Mean RR** Range Fall History & Examination (for persons with recent fall or >1 Balance Gait Timed Up and Go Test (TUG) 
Muscle weakness 

History of Falls 

10/11 

12/13 

4.4 

3.0 

1.5-10.3 

1.7-7.0 

fall in past 6 months) 
� History: Fall circumstances, mobility, ADL, medical conditions, 

Instructions: Subject is seated in hard armless chair. The following maneuvers are tested: 

1. Sitting balance 

Instructions: Subject stands with examiner; walks down hallway or across 
room (about 25’) at “usual” pace, then back at “rapid, but safe” pace. 

The TUG is a measure of functional mobility. A person is timed while 
performing the following task: 

Gait deficit 10/12 2.9 1.3-5.6 

Balance deficit 8/11 2.9 1.6-5.4 

Use assistive device 8/8 2.6 1.2-4.6 

Visual deficit 6/12 2.5 1.6-3.5 

Arthritis 3/7 2.4 1.9-2.9 

Impaired ADL 8/9 2.3 1.5-3.1 

Depression 3/6 2.2 1.7-2.5 

Cognitive impairment 4/11 1.8 1.0-2.3 

Age > 80 years 5/8 1.7 1.1-2.5 

Adapted froom Rubenstein LZ, Josephson K. Clin Geriatr Med 2002; 18: 141–58. 
*Studies with significant association/all studies testing for factor. 
**Mean Relative Risk 

Pathological Gait: Main Causes 
� Muscle weakness (e.g., deconditioning, neuropathy) 
� Sensory/balance deficit (e.g., neuropathy, stroke) 
� Limited ROM (e.g., arthritis, contractures) 
� Impaired central processing (e.g., dementia, stroke, delirium, drugs) 
� Pain (e.g., arthritis, injury) 
� Spasticity (e.g., stroke, cord lesion) 

medications, alcohol use 
� Examination: Orthostatic pulse & BP, visual acuity, heart & lungs, 

neurological (including gait & balance, cognition, strength & sensation) 

Protocal for Postural Hypotension 
� Ask patient to lie comfortably for 5 minutes. 
� Measure pulse and BP. 
� Ask patient to stand and ask if lightheaded. 
� Recheck pulse and BP after 1 & 3 minutes. 
� (Recheck after 2 minutes if only one standing BP is taken.) 
� Postural hypotension = systolic drop ≥ 20mm or diastolic drop ≥ 10mm. 
� If postural hypotension occurs and pulse does not increase, then 

autonomic insufficiency is suggested; otherwise, hypovolemia is 
suggested. 

leans or slides in chair = 0 
steady, safe = 1 

2. Arise 

unable without help = 0 
able but uses arm to help = 1 
able without use of arms = 2 

3. Attempts to arise 

unable without help = 0 
Able, but requires more than one attempt= 1 

able to arise with one attempt = 2 

4. Immediate standing balance (first 5 seconds) 

unsteady (staggers, moves feet), marked trunk sway =0 
steady, but uses walker or cane or grabs other object for support = 1 

steady without walker or cane or other support = 2 

5. Standing balance 

unsteady = 0 
steady, but wide stance (heels >4” apart) or uses cane or other support = 1 

narrow stance without support = 2 

6. Nudge (subject at maximum position with feet as close together as possible), 
examiner pushes lightly on subject’s sternum with palm of hand 3 times. 

begins to fall = 0 
Staggers, grabs, but catches self = 1 

steady = 2 

¨

¨

¨

¨

¨

¨

10. Initiation of gait (immediately after told to “go”) 

any hesitancy or multiple attempts to start = 0 
no hesitancy= 1 

11. Step length and height 

a. Right swing foot does not pass L stance foot with step = 0 
passes L stance foot = 1 

R foot does not clear floor completely with step = 0 
R foot completely clears floor = 1 

b. Left swing foot does not pass R stance foot with step = 0 
passes R stance foot = 1 

L foot does not clear floor completely with step = 0 
L foot completely clears floor = 1 

12. Step symmetry 

R and L step length not equal (estimate) = 0 
R and L step are equal = 1 

13. Step continuity 

stopping or discontinuity between steps = 0 
steps appear continuous = 1 

14. Path (Observe excursion of one foot over about 10 feet.) 

marked deviation = 0 
mild/moderate deviation or uses walking aid = 1 

straight without walking aid = 2 

15. Trunk 

¨

¨

¨

¨

¨

¨

¨

¨

Stand up from a chair, walk 3 meters, turn, walk back to the chair, and sit down. 

Time >10 seconds is associated with increased fall risk and warrants further 
evaluation. 

Reference: Podsiadlo D, Richardson S. J Am Geriatr Soc 1991;39: 142–148. 

One-Leg Balance 
This is a measure of static balance. Ask the person to stand unassisted on one leg 
for 5 seconds. (Person can choose either leg and take one practice attempt.) 

Inability to stand on one leg >5 seconds is strong predictor of future fall. 

Reference: Vellas BJ, et all. J Am Geriatr Soc 1997;45:735–8. 

7. Eyes closed (at maximum position #6) marked sway or uses walking aid = 0 ¨

unsteady = 0 
steady = 1 

¨
no sway but flexion of knees or back or spreads arms out while walking = 1 

no sway, no flexion, no use of arms and no walking aid = 2 

8. Turn 360° 
16. Walk stance 

discontinuous steps = 0 
continuous = 1 

¨
heels apart = 0 

heels almost touching while walking = 1 
¨

unsteady (grabs, staggers) = 0 ¨ Gait score: ___/12 
steady = 1 

Total score: ___/28 
9. Sit down 

Adapted from Tinetti M, et al. Am J Med 1986;80:429–34 
unsafe, misjudged distance; falls into chair = 0 ¨

uses arms or not a smooth motion = 1 

Reference: American & British Geriatrics Societies. 
safe, smooth motion = 2 

J Am Geriatr Soc 2001; 49:179–187. Balance Score: ____/16 


