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Audit Questions Yes No

Falls screening & assessment of fall AND injury risk factors
1a)  The organization requires, and has a designated place to document, screening of all patients for fall risk factors within 8 hours of 

admission for inpatients.
1b)  The organization requires, and has a designated place to document, screening of all patients for injury risk factors (i.e., ABCs – Age; 

Bones; Coagulation; post-Surgical) within 8 hours of admission for inpatients.
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Anticoagulants (Increased injury risk for patients taking anti-coagulants)

2a)  Inpatients on anticoagulants are identified within 4 hours of admission during the medication reconciliation process.
2b)  Nursing falls screening also captures anticoagulant use as part of fall injury risk screening.
2c)  Anticoagulation usage is flagged within the electronic medical record to increase awareness across providers and nursing staff.
2d)  The care plan is reviewed for patients on anticoagulants to include interventions specific to anti-coagulant risk:

• Patient is evaluated for discontinuation of anti-platelets by the provider
• Patients are encouraged to wear shoes during ambulation versus slippers
• Perform environmental checks to make sure any possible environmental hazards are mitigated (e.g., no sharp corners, 

reduce equipment/furniture by bed that patient could hit if they do fall, obstacles between bed and bathroom)
• Institute “Within Arms Reach” with toileting and ambulation for all patients on anticoagulants
• Video-monitored bed (if available) if meets following criteria: on anticoagulants; impulsive or confused; risk of falling 
• If video-monitoring is not available, evaluate for bed/chair alarms

2e)  Patient and family education is provided outlining increased risk for injury for patients on blood thinners along with fall and injury 
prevention strategies and steps to take if the patient does fall. 
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Linking interventions to specific risk factors 
3a)  The organization has decision-support tools accessible (electronic or paper) that provide staff with the interventions that should be 

considered for each fall and injury risk factor.
c c

Learning from events (Post-fall huddles)

A post-fall policy and process is in place that includes, at minimum:
4a)  A fall with suspected injury to the head, or an unwitnessed fall, experienced by a patient taking anticoagulants is included as part of a 

Rapid Response Team or Rapid Response Process (if a fall was unwitnessed, it is assumed the patient hit their head).
4b)  Vital signs and neurological checks are performed immediately post fall at the following intervals, at minimum:

• q15 minutes x 2, then
• q 30 minutes x2, then
• q 1 hour x 4, then
• q 4 hours for 24 hours
• Re-evaluate the need for frequent monitoring after 24 hours.

4c)  Changes in patient’s status are reported promptly to the physician, especially if patient is on anticoagulants.
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Safe environment (Rounding; equipment such as video monitoring and 
alarms; room design)

5a) The organization has conducted an assessment of the bathroom, and pathways to the bathroom, identifying opportunities for reducing 
hazards. 

5b) Environmental changes have been instituted in patient rooms and bathrooms to reduce hazards while in the bathroom or on the way to 
the bathroom.

5c) A process is in place for staff to perform fall prevention checks as part of their rounding process for every patient, which includes ensuring 
alarms are activated and working properly.
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