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WHY: Falls and their subsequent outcomes are serious health threats for older adults.  An estimated one third
of all persons age 65 years and over who live at home fall each year; over one half to two thirds of nursing
home residents fall; and around one half of hospitalized older patients fall.  Both in the community and
institutional settings, the rate of falls increases proportionately with the increased number of cognitive and
functional impairments and risk factors. Falls do not have to happen.  Most falls are preventable.

BEST TOOL: A falls prevention program is essential to the provision of holistic care for older adults.  Since
normal and pathological changes, which are common in aging, contribute to falls, assessment of the risk
factors for falls is necessary.  Recommendations for fall prevention are abundant throughout the literature,
and many tools exist to identify individuals at highest risk for injurious falls. The Fall Assessment Tool
presented includes client and environmental factors that contribute to falls.  Additional environmental risks
may be present depending on the physical setting. To administer the tool, simply circle the score that
corresponds with the risk factor listed on the left hand side of the instrument. The tool should be administered
on admission to the facility or agency and again at specified intervals and when warranted by changes in
health status. Scores of 15 and higher indicate high risk, and preventive fall measures should be implemented. 

TARGET POPULATION: Older adults are at the highest risks for falls, especially those with physical and/or
cognitive impairments.  The Fall Assessment Tool presented here is targeted at detecting those physical and
cognitive impairments, as well as environmental factors that place older adults at risk for falls. 

VALIDITY/RELIABILITY: Although no specific reliability and validity reports of this tool were found in
the literature, the practice of fall risk assessment and subsequent prevention is well documented as a means
to prevent falls. 

STRENGTHS AND LIMITATIONS: The strength of this tool lies in it’s efficient ability to detect those
individuals at highest risk for falls.  When used repeatedly on the same individual, the instrument is able to
detect minor changes in cognitive and functional ability, as well as environmental alterations that put
individuals at risk for falls. However, the use of such a tool may limit the establishment of preventive
measures for all older adults as a high-risk population for falls.  Implementing strategies for elderly fall
prevention is good practice  for all facilities and agencies.
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INSTRUCTIONS: Circle the score that corresponds with the risk factor listed on the left hand side of the
instrument. The tool should be administered on admission to the facility or agency and again at specified intervals
and when warranted by changes in health status. 

FALL ASSESSMENT TOOL

Client Factors Date Initial Date Reassessed 
Score Score

History of falls 15 15

Confusion 5 5

Age (over 65) 5 5

Impaired judgement 5 5

Sensory deficit 5 5

Unable to ambulate independently 5 5

Decreased level of cooperation 5 5

Increased anxiety/emotional liability 5 5

Incontinence/urgency 5 5

Cardiovascular/respiratory disease 5 5
affecting perfusion and oxygenation

Medications affecting blood pressure or 5 5
level of consciousness

Postural hypotension with dizziness 5 5

Environmental Factors

First week on unit [facility, services, etc.] 5 5

Attached equipment (e.g., IV pole, chest 
tubes, appliances, oxygen, tubing, etc.) 5 5

Total points: _________

Implement fall precautions for a total score of 15 or greater. 
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