
Fall Variance Tool 
Date: ____________  Time: _________  Unit fall occurred: ________
Room #: ______
​​​​​​​​​​
	Staff reporting fall:
	
	

	Title:
	
	


Type of Fall

· From chair/portable commode

· From bed

· While walking

· In bathroom

· Assisted to floor by staff

· Found on floor/unknown

· Other: _________________

Assessment of Injury
Level of Injury

· None apparent
(  Minor   (  Moderate

· Skin – describe:
(  Major   (  Death ________________________________________________________________________________________
· Head – describe: ____________________________________________
· Sprain/strain – describe: ____________________________________________

· Fracture – describe: ________________________________________________________________________________________
· Dental/oral injury – describe: ________________________________________________________________________________________

· Other – describe: ________________________________________________________________________________________
Patient’s report of injury: __________________________________________________________________________________________________

Treatment Needed: ___________________________________________________________________________________________________________________________________________________

Description of Event

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Equipment involved: ___________________________________________________________________________________________________________________________________________________

Was patient given a CNS medication in the past 12 hours prior to fall?         

(  Yes

(  No

Name of medication: ________________________________

Time last administered: ______________


Patient Gender:
(  Male       (  Female

Patient Diagnosis: _______________________________

Was patient incontinent at time of fall?
(  Yes
(  No


Was fall observed?
(  Yes
(  No


Patient’s cognitive status at time of fall:

(  A/O x 3
(  Confused/forgetful 
(  Other

(  Restless/agitated

Has patient fallen during this hospitalization?
(  Yes
(  No

· Fall risk score prior to fall: __________________

· Time last fall assessment completed: __________

· Assessment NOT completed: 
(
· Fall risk score after fall: ____________________

Documentation on ICP prior to fall?

(  Fall Protection

(  Fall Prevention

Documentation on ICP after fall?

(  Fall Protection

(  Fall Prevention

Were CNS/CV meds given in last hour?
(  Yes
(  No

Physician Notification

Name: _______________​_______
Time: ______


Charge Nurse Notification

Name: _______________​_______
Time: ______

	Safety Measures
	Before Fall
	After Fall

	
	Yes
	No
	Yes
	No

	Call light within reach?
	
	
	
	

	Personal items within reach (i.e. telephone, remote control, etc.)?
	
	
	
	

	Bed, wheelchair, commode brakes locked?
	
	
	
	

	Bed in low position?
	
	
	
	

	Side rails up?
	(  2

(  3

(  4
	
	(  2

(  3

(  4
	

	Non-skid shoes/slippers on?
	
	
	
	

	Transfer belt used for transfers/ambulation?
	
	
	
	

	Use of Mechanical Lifting Device?
	
	
	
	

	Bed alarm in use?
	
	
	
	

	Chirper in use?
	
	
	
	

	Restraints in use?
	( Waist

(  Wrist

(  Jacket

(  Other
	
	( Waist

(  Wrist

(  Jacket

(  Other
	


Patient ID Label

Follow up to be completed by involved individual:

	What could have been to prevent this fall?

__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________

Signed: ________________________________   Date: _______________________




Director/Coordinator

Follow up Action:







Comments: ________________________________

(  
None







_________________________________________

(  
Policy/Procedure Changed





_________________________________________

(  
Staff Educator






_________________________________________

(  
Report to Risk Management





_________________________________________

(  
Other

( 
Refer to _________________________

Signed: ________________________________   Date: _______________________

Risk Management Review

Follow up:

_____________________________________________________________________________________________________________________________________________________________________________________________

Signed: ________________________________   Date: _______________________

Additional interventions to prevent future falls:

· Pharmacy review of meds

· Patient moved closer to desk

· Use of mechanical lifting device

· Other: ___________________________________________________________

*  This form is NOT a permanent part of the patient’s medical record.


