
Running head: FALL PREVENTION IN DEMENTIA CARE 1 

 

 

 

 

 

 

Fall Prevention in Dementia Care: The Integration of an Evidence-Based Fall Scale to Identify 

Fall Risk and Reduce Fall Events 

Kate N. Ebea 

Arizona State University 

  



FALL PREVENTION IN DEMENTIA CARE          2 

 
 

Abstract 

Falls are prevalent among those aged 65 years and older and may result in minor to debilitating 

injuries in this vulnerable population. Frailty, unsteady gait, and medication side effects all 

contribute to fall risk as well as dementia, a type of cognitive impairment that disrupts memory 

and judgment leading to an underestimation of fall risk. Fall prevention evidence suggests that 

interventions aimed at decreasing fall rates begin with a fall risk assessment and tailored fall 

prevention measures that promote safety. To examine the effectiveness of a fall prevention 

program in dementia care, an evidence-based pilot was conducted in a long-term care facility 

focused on dementia care. A convenience sample of 16 nurses received a fall prevention 

education intervention. A fall prevention knowledge instrument measured pre and post-fall 

prevention knowledge.  There was a significant increase in fall risk knowledge from the pre-test 

(p < .001).  The participants then conducted a fall risk assessment of 50 dementia patients using 

the Morse Fall Scale. Of the 50 dementia patients, 28 were identified as high risk for falls.  The 

nurses then instituted tailored fall risk prevention measures for those high risk for falls. As a 

result of the pilot, 40 fall events were noted within a three-month time period, reflecting a 

significant reduction in falls (p < .001) from the previous year. The institution of a fall 

prevention program in dementia care incorporating nursing education, a fall risk scale, and 

measures to promote safety can reduce fall risk in dementia patients. 

 Keywords: elderly fall, dementia, risk for falls, fall prevention, fall risk assessments, fall 

risk assessment tool  
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Fall Prevention in Dementia Care: The Integration of an Evidence-based Fall Scale to Identify 

Fall Risk and Reduce Fall Events 

The prevalence of falls rises with age, and they are especially prevalent in those aged 65 

years and older. Falls occur among individuals regardless of age, race, and gender, and a fall can 

affect the body’s ability to function, especially if they sustain debilitating injuries. In older adults 

with cognitive impairment such as dementia, falls and fall risk, rises due to a combination of 

poor judgment and physical decline (Salb et al., 2015). Falls are defined as unintentionally 

displacing the body from the initial level to a lower level without the ability to correct it, caused 

by multifactorial circumstances which affect the stability of the body (Luzia, Victor, & Lucena, 

2014). A person who is at “risk” for falls has a higher possibility of falling, which may cause 

physical harm (Luzia et al., 2014). Studies conducted on fall risk, prevention, and tools suggest 

that interventions aimed at decreasing fall rates or events begin with a fall risk assessment and 

tailored fall prevention measures that promote safety. The purpose of this manuscript is to review 

the results of an evidence-based pilot project aimed at identifying those at risk for falls and 

reducing fall events through the institution of a fall prevention program in a dementia care 

setting. 

Background and Significance 

Falls pose threats to the lives of the elderly population, and the life-threatening injuries 

that can accompany a fall necessitate fall prevention measures and their institution. According to 

Slade, Cari, Hill, and Morris (2017), falls have become a worldwide health problem that leads to 

injuries resulting in possible death, thereby ranking falls second after traffic-related accidents. 

Frequently, elderly patients who have had a history of falls are afraid of falling again due to the 
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potential injuries they might sustain (Walker et al., 2015). Therefore, preventing falls is vital in 

promoting safety. 

According to the Arizona Department of Health Services, the Arizona Healthy Aging Plan 

(2014-2018) states that as the population of Arizona gets older, the health and life expectancy of 

individuals who reside in Arizona are hampered by a variety of disease processes. Different risk 

factors are associated with falls among older adults who dwell in the community (Phelan et al., 

2016).  Risk factors such as visual impairment, cardiovascular disease, hypotension, age-related 

musculoskeletal and joint weaknesses, peripheral neuropathy, among others, can lead to possible 

falls (Guse et al., 2015).  

In persons older than 65 years, approximately one-third of them fall annually, and the 

number increases to 50% by the time they are 80 years old (Saccomano, & Ferrara, 2015). 

According to the Centers for Disease Control and Prevention (2016), 29 million falls led to seven 

million injuries among the elderly population in 2014, costing $31 billion in annual Medicare 

costs. In 2014, the number of community-dwelling adults age 65 years and older who fell was 

28.7%, and in 2015, 33,000 fall-related deaths were estimated (Guirguis-Blake, Michael, Perdue, 

Copolla, & Beil, 2018).  The National Conference of State Legislatures (2018) stated that 20 to 30 

percent of falls by older adults leads to serious injuries, these injuries limit their mobility, decreases 

their quality of life, and increases their risk for an untimely death.  

A high fall rate is a problem for a long-term care facility focused solely on dementia care in 

Arizona. The Director of Resident Services in this facility reports a high rate of falls and has an 

interest in instituting a fall risk prevention program to identify those who are at risk for falls and 

reduce fall events. The facility lacks a fall risk assessment process and a fall prevention program. A 

recent increased rate of falls in the facility has led to an interest in finding a solution to their 
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increased fall rate and promoting safety in their dementia population. The facility has an average 

fall rate of 12.4 falls per 2,010 occupied bed days. The facility accommodates 67 

patients/residents. A fall event is recorded when it is witnessed, and when a patient/resident is 

found on the floor. The fall rate may be lower since a dementia patient may voluntarily lie on the 

floor. As reported by the charge nurse, those with a witnessed fall tend to do so due to an 

unsteady gait and loss of balance. 

Due to the higher incidence of falls in this geriatric population at the dementia care 

facility and the need for an evidence-based fall risk reduction program, investigating fall risk 

assessments and their institution is warranted. In an attempt to research this further, a clinically 

relevant PICOT question was developed: in elderly adults with dementia who are at risk for falls, 

how does a fall risk assessment tool compared with standard care affect the fall rate? 

Synthesis of Evidence 

A literature review was conducted to evaluate the PICOT question utilizing four research 

databases, including PubMed, Cumulative Index of Nursing and Allied Health Literature 

(CINAHL), PsycINFO, and Cochrane. Inclusion criteria, while searching through the databases, 

included interventions to prevent falls and reduce fall rates, and exclusion criteria were directed 

towards any interventions that do not relate to fall reduction. 

PubMed  

In the PubMed database, the MESH term used for the initial search was fall prevention or 

fall risk assessment or gait and balance exercise; this database search produced 22,525 results 

for peer-reviewed articles within 10 years. Additionally, other keywords and Boolean phrases 

that were searched include elderly fall and dementia, and risk for falls. This search produced 

2,415 results when the search was limited to peer-reviewed articles within five years. This search 
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was narrowed down to 1,100 when it was limited to peer-reviewed articles within three years and 

750 when the search was narrowed down to within two years, using keywords elderly fall 

prevention and fall risk (Appendix C). 

CINAHL 

In the CINAHL database, the MESH term used included elderly dementia patients or fall 

assessment tool and gait assessment, and this search yielded 488 results. Additional Boolean 

phrases searched with this database include elderly or fall prevention or balance and gait, which 

yielded 94,554 results for peer-reviewed articles within five years. When the search was limited 

to keywords using elderly patient, and fall prevention, and balance and strength, it yielded nine 

results. When searched with keywords elderly population or fall prevention and balance and 

gait, it yielded 8,224 results. When the search was narrowed down to peer-reviewed articles 

within five years, it yielded 6,500, and when narrowed down to two years, the results were 1,545 

articles (Appendix D). 

PsycINFO 

The keywords for searching the PsychINFO database were older adults, and fall risk, or 

fall prevention, and this yielded 3,045 results for peer-reviewed articles within five years, and 

950 when the search was narrowed down to peer-reviewed articles within two years. Additional 

keywords used for more results were older adults and fall risks, which yielded 727 results, when 

keywords elderly population, and falls, and assessment tools were searched, it produced 34 

results for peer-reviewed articles within five years (Appendix E).  

Cochrane Database 
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The Cochrane database was searched, and the keywords used was fall prevention and 

intervention, and this search produced 96 results with articles that were within five years of 

publication (Appendix F). 

After the four-database search, the final yield consisted of 132,108 peer review articles, 

upon narrowing the yield to articles published within two years 950 remained. After an extensive 

manual review, 20 studies were retained. These final studies underwent further critical appraisal, 

and ten of them were chosen based on PICOT relevancy and evidence (Appendix A).  

Critical Appraisal and Synthesis of Evidence 

 Ten high-quality studies between 2014 to 2018 were retained for review. Rapid critical 

appraisal by Melnyk and Fineout-Overholt (2015) was used to evaluate the strengths and 

qualities of the ten studies. Of the ten studies chosen, four are randomized control trials, three are 

systematic reviews, two are longitudinal studies, and the final study is a cross-sectional design. 

The demographics of the research participants were older adults at least 50 years of age 

(Appendices A, B). Participants included those who have cognitive impairment (dementia) or 

intellectual disability, and 90% live in an assisted living or long-term care facility. The major 

variables of the 10 studies included fall risks, fall prevention, and fall reduction. Two of the 

studies were conducted in the United States, and the remaining studies were conducted 

internationally in Germany, Canada, United Kingdom, Sweden, Netherlands, Korea, and 

Norway, and all interventions were directed towards preventing falls and reducing fall rates 

(Appendices A, B). 

 Nine of the 10 high-quality studies utilized different measurement tools to assess falls, 

and even though their measurement tools were different, collectively, they aimed at assessing 

patients who are at risk for falls and identifying risk factors that contribute to falls. One out of 
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the 10 studies did not use a measurement tool, a meta-analysis by Lee and Kim (2017). This 

study noted a bias, but the other nine studies had no bias reported. Four out of the 10 studies 

utilized at least one similar measurement tool to assess the risk factors for falls. The mean age of 

the participants in the 10 studies was between 55 to 83, and the majority of them were females 

(Appendix B). Four studies had nursing interventions focused on fall prevention utilizing fall risk 

assessment tools and the institution of exercise programs. Two studies focused on fall prevention 

in the community, and two other studies addressed interventions for fall risk factors and fall 

reduction rates (Appendix B). 

The data analysis used in the 10 studies included chi-square and independent-samples t-

tests, Cochran’s X2 test for homogeneity, descriptive and analytic statistics, and a multilevel 

Poisson Regression model (Appendix A). Fisher’s exact test was used in the case of rare 

outcomes, STATA version 12, t-tests, and Mann–Whitney-U tests, Review Manager, v.5.3, 

Cochrane Q and I2 statistics for evaluation of statistical heterogeneity, and logistic regression 

analysis was also used (Appendix A). Study strengths included the implementation of effective 

interventions to reduce fall rates and prevent falls. Weaknesses noted in the studies included 

smaller sample sizes, and the authors of one study failed to report which variables were used in 

the final adjusted analysis (Appendix A). The foundation of this pilot project was built from 

these high-level studies that concluded that assessing the elderly population for fall risk by 

utilizing a valid and reliable fall scale, will be beneficial in identifying those at risk for falls and 

then utilizing that data to implement fall prevention measures may reduce fall events 

(Appendices A and B).  

Evidence suggests the assessment of patients who are at risk for falls using an evidence-

based fall risk assessment tool and then implementing fall prevention measures for those who are 
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at high risk. One such tool to assess fall risk, as a first step in reducing falls, is the Morse Fall 

Scale, a risk assessment tool that identifies those who are at risk for falls (Agency for Healthcare 

Research and Quality (AHRQ), 2013). This scale is effective due to its ease of use and its 

consideration of the mental status of patients. Following that assessment of fall risk and 

identifying those at risk for falls, interventions implemented to prevent falls included the use of 

four-wheel walkers or wheelchairs, a one-on-one care from a private duty caregiver, and a 

clutter-free environment. This evidence informed the pilot project through its design. 

Theoretical Framework and Implementation Framework 

Rosswurm and Larrabee’s evidence-based model for change is suitable for the project 

because it is focused on implementing change (Adom, Hussein, & Agyem, 2018). The structure 

of this model outlines the steps needed for the institution of a fall prevention program. The 

implementation framework has six steps, which include assessing the need for change, linking 

the problem, intervention and outcomes, synthesizing the evidence, designing the change needed 

in practice, implementation and evaluation of change, and integrating and maintaining the 

proposed change (Parkosewich, 2013). Additionally, Rosswurm and Larrabee’s step by step 

approach was ideal for the implementation of this project to prevent falls and reduce the fall rate. 

The project began with the identification of the problem of a high fall rate; the problem was 

linked to a lack of a fall prevention program, synthesized evidence suggested utilizing a fall risk 

scale, and then tailoring interventions for those at high risk for falls. A fall prevention program 

was implemented and evaluated with valid and reliable tools, and lastly, the institution of a 

quarterly fall risk assessment plan was suggested to maintain the change. 

The Health Promotion Model (HPM) is a theoretical framework that is suitable for this 

project because the goal is to promote good health. Falls lead to injuries, hospitalizations, and 
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increased costs of over $30 billion yearly (Phelan et al., 2016). This model correlates with the 

project because it will lead to health promotion by reducing fall rates. The organization desires to 

reduce the high incidence of fall rates, and this was the targeted goal of the pilot project. This 

model focuses on individual characteristics and experiences, behavior-specific cognition and 

affect, and behavioral outcomes (Khoshnood, Rayyani, & Tirgari, 2017). The individual 

characteristics and experiences which are about prior related behaviors and personal factors are 

the essential parts of the Health Promotion Model. By assessing prior related behaviors and 

personal factors that lead to elderly falls, interventions to prevent falls was implemented with the 

goal of decreasing the fall rate. 

 Methods 

The project was implemented in a long-term care facility that provides care for geriatric 

patients with dementia. Many are notes to be potentially at risk for falls due to frailty, unsteady 

gait, and several additional factors that increase fall risk. 

Ethics and Human Subject Protection 

Nurse participants were recruited during a staff meeting, and oral consent was read to them by 

this author, after which the nurse participants agreed to participate in the project. Participants IDs 

were linked via an anonymous reproducible ID in which participants were instructed to pick the 

first three letters of their mother’s name and the last three digits of their telephone number. This 

anonymous ID was used to collect and analyze the data. Approval by the site champion of the 

facility where the project was taking place was obtained (Appendix K). An exemption was 

granted by the Institutional Review Board (Appendix L). To implement the pilot project, data 

was obtained, accessed, and stored by this author. All written materials were kept in a folder not 

in plain view when in use and were stored in a secure location in a locked file drawer. All data 
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will be shredded by this author on June 1, 2020. No foreseeable risks to the participants were 

noted. 

Population and Setting 

The setting where the project occurred is a memory care community that provides long-

term care for geriatric patients with dementia. Currently, there are 50 geriatric patients in the 

facility with 67 beds when it is at full capacity, and their age range is from 60 years and older. 

These geriatric patients have chronic conditions, including dementia, diabetes, hypertension, 

hyperlipidemia, and cardiac issues.  

Project Impact 

The project facility does not have a fall risk assessment tool, the implementation of the 

Morse Fall Scale would enable the nurses to identify patients who are at risk for falls and 

implement measures to prevent falls, leading to a positive system change. The facility is likely to 

experience positive change related to reduced fall rates and injury due to the establishment of a fall 

prevention program. The nurse participants will be likely impacted positively by gaining 

knowledge on how to assess patients to identify those who are at risk for falls.  

Organizational Impact  

The short-term impact of the project to the organization is a reduction in fall rates, thereby 

preventing unwanted injuries. The long-term impact may be the prevention of death, and a 

decrease in hospital expenditures related to falls. The impact on the body of knowledge would be 

the use of Morse Fall Scale to assess the dementia population who are at risk for falls, 

strengthening the use of fall assessments and nursing fall prevention protocols in dementia settings. 

Procedures 
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The pilot project conducted over a three-month timeframe included procedures of fall risk 

education, implementation of a fall risk tool, and tailored fall prevention measures. Fall risk 

education was initiated through the recruitment of the facilities nursing staff.  All nursing staff 

that agreed to participate completed a “Participant Demographic Questionnaire” created by the 

author which includes basic demographic questions and questions regarding prior fall risk 

education and use of fall risk assessment tools (Appendix M). Then, participants completed the 

“Fall Prevention Knowledge Pre-test” consisting of seven questions regarding fall prevention 

knowledge based on the Self-Efficacy to Prevent Falls (SEPFN) tool (Dykes et al., 2011) 

(Appendix N). The author then conducted an elderly fall prevention education intervention 

consisting of a 20-minute PowerPoint presentation titled “Elderly Fall Prevention.” The 

presentation included education on fall risk, fall risk prevention, use of the Morse Fall Scale, and 

integration of the Morse Fall Scale in the dementia care setting.  

After the education session, participants completed the “Fall Prevention Knowledge Post-

test,” the same test as the pre-test (Appendix O). The total time to complete the education and 

tests was 30 minutes.  The following week, the nurse participants performed fall risk assessments 

in the dementia care setting. They utilized the “Morse Fall Scale” created by Janice Morse 

(AHRQ, 2013) and conducted a fall risk assessment on every patient in the dementia care 

facility.  Each assessment took less than 5 minutes. The nurse participants calculated each 

patient’s score. Those patients found to be high risk for falls were identified, and the nurse 

participants instituted a fall prevention measure per agency protocols. At the end of the pilot 

project, the agency reported the number of falls during the pilot time period and the number of 

falls last year during that same time frame.  

Instrumentation 
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The nurse participants performed the fall risk assessments utilizing the Morse Fall Scale to 

identify those who are at risk for falls. The assessment is based on a patient’s history of falling, 

secondary diagnosis, ambulatory aids, IV/Heparin lock, gait, and mental status (Appendix J). A 

score of 0-24 identifies a patient at no risks for falls, a score of 25-45 identifies a patient low risk 

for falls, and a score greater than 45 indicates a patient is a high risk for falls (AHRQ, 2013). A 

case-control study by Baek et al. (2014) tested the Morse Fall Scale’s validity by examining the 

electronic medical records of patients who are at risk for falls during different phases of 

hospitalization. Validity indicators showed a value of 0.72 for sensitivity, specificity value of 

0.91, a positive predictive value of 0.63, and a negative predictive value of 0.94. The authors 

concluded that there was a high predictive performance by the Morse Fall Scale for determining 

fall risk in the population studied (Baek et al., 2014). 

Participants completed a pre and post-test consisting of seven questions regarding fall 

prevention knowledge based on the Self-Efficacy to Prevent Falls (SEPFN) tool (Dykes et al., 

2011). The SEPFN tool consists of seven questions that measure a nurses’ knowledge of fall 

prevention measures. Dykes et al. (2011) conducted a study on assessing the self-efficacy of 

nurses in preventing falls, and the authors concluded that the SEPFN tool had an alpha of 0.89 

for all the items, and 0.3-0.7 range was the item-total correlation. To interpret the correlation, 

there was psychometric adequacy among the nurses utilizing the SEPFN tool. The tool is 

recommended when measuring the self-efficacy of bedside nurses and their ability to prevent 

patients from falling (Dykes et al., 2011). 

Data Collection 

Data was collected from the Morse Fall Scale assessment sheets that the nurse 

participants filled out, and the scores were calculated to identify the rate of fall risk among the 
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patients/residents. SEPFN pre-test and post-test scores, the demographics of the nurse 

participants, and prior fall data were collected. After identification of patients/residents’ high risk 

for falls, the author recorded the number of implementation measures to prevent falls set by the 

Agency policy and protocols for fall risk reduction measures, such as the utilization of four-

wheel walkers, wheelchairs, and one-on-one sitters. At the end of the pilot project, the agency 

reported the number of falls during the pilot time period. 

Data Analysis 

 Data collected by the author included demographic information (age, sex, race/ethnicity) 

(Appendix M) a Fall Prevention Pre and Post Test, Morse Fall Scale scores, the number and type 

of fall prevention measures implemented for those high risk for falls, and fall rates for this 

quarter and last year’s same quarter. Data analysis began with reviewing all instruments for 

missing date.  No missing items were noted. All answers were recorded on paper and entered 

directly into Intellectus Statistics statistical software. After entry, the data were checked two 

times for accuracy, to prevent any error from occurring when running the data.  

Budget 

 No funding was received during the project rollout. The costs of the project included 

materials for the stakeholder meeting, the self-education of the author on how to use the fall 

assessment tool, and a binder to hold all the project materials. The facility allowed the author to 

print out fall risk assessment tool, the questionnaires for the nurses, the pre-test and post-test 

self-efficacy knowledge tool, and other materials needed for the implementation of the project.  

Project Results 

Descriptive Data/Data Analysis Procedures 
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The pilot project required statistical analysis. Intellectus Statistics software was utilized to 

store, manage, and analyze the data. Descriptive statistics were used to describe the samples, 

which included nurse participants and dementia patients, and outcome variables (self-efficacy, fall 

risk, fall rate). A paired-samples t test was used to analyze the outcome variables, a statistical 

summary was conducted to determine each interval and ratio value, and frequencies and 

percentages were calculated for nominal data. Finally, additional statistical analysis provided 

notation of statistical significance regarding pilot interventions. 

Demographic Data 

A convenience sample of facility nurse participants (n=16) completed the pilot.  The 

mean nurse participant age was 46.88 years, with a range of 31-64 years (SD = 10.94). All 

participants spoke English, and the majority were females (81.25%). The race/ethnicity of the 

participants included eight African Americans (50%), two Hispanics (12.5%), and six White, 

non-Hispanics (37.50%).  The average number of years as a nurse among participants was 9.03 

years, with a range of 2 to 28 years (SD = 7.62). On average, participants have been employed 

for 3.12 years at the facility, with a range of 6 months to 7 years (SD = 1.81). The majority of 

participants (81.25%) have received prior education regarding fall risk assessment tools, seven 

participants (43.75%) reported using a fall risk assessment tool in the past, and all participants 

reported “sometimes” or “always” caring for patients who are at risk for falls. Of note, those 

participants who have utilized a fall risk tool in the past, none reported utilizing the Morse Fall 

Scale. Appendix P details the participant demographics. 

Outcomes 

Fall Prevention Education. The SEPFN pre-test scores revealed adequate baseline fall 

prevention knowledge among the participants (M = 4.44, SD = 0.96). After the education 
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intervention, SEPFN post-test scores improved (M = 6.62, SD = 0.50). A paired-samples t test 

was calculated to compare the mean value of the SEPFN pre-test scores and the mean value of 

the SEPFN post-test scores. A statistically significant increase in mean scores (SEPFN Tool) was 

noted among the participants (t(15) = -9.61, p < .001). These findings suggest the nurse 

participants’ knowledge of fall prevention improved significantly after the education 

intervention. 

Morse Fall Scale Implementation. Fall risk assessments were implemented by the nurse 

participants. They assessed fall risk in 50 dementia-care patients in the facility utilizing the 

Morse Fall Scale. Over half of the dementia care patients were noted to be at high risk for falls 

(56%) (Appendix Q). Individual Morse Fall Scale assessment questions reflected increased risk 

factors in the dementia-care patients assessed (Appendix Q).  All dementia-care patients 

screened had two or more medical diagnosis, most had a prior history of falls (80%), many use 

an ambulatory aid such as a nurse assist, cane or walker, or furniture to support gait (78%), and 

at least 32% overestimate or forget their gait limitations (Appendix Q).  As a result of the Morse 

Fall Scale results, all patients found to be high-risk for falls received tailored fall prevention 

measures based on the facility’s protocol.  The majority received a walker (93%), and the 

remaining received a wheelchair (7%). In addition to the utilization of walkers and wheelchairs, 

the facility opted to implement one-on-one sitters for those patients who fail to or cannot 

recognize their gait limitations. These results verified fall risk assessment tool efficacy in 

identifying fall risk in dementia-care patients. 

Facility Fall Rates. Fall events were calculated by using the facility’s incident report 

data log. In 2018, based on the fall log, the facility averaged 300 falls. In 2019, from January 

through August, the facility recorded approximately 200 falls. During the implementation of the 
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pilot project, 40 fall events were noted within a three-month time period (September 2019-

December 2019), reflecting a significant reduction in falls (p <.001) from the previous year. The 

fall rate for the assessed dementia patients decreased by 50%. 

Clinical Significance/Project Impact 

Pilot project results showed a positive impact on the nurse participants, dementia-care 

patients, and the facility. The nurse participants demonstrated improved knowledge in fall 

prevention and then successfully utilized the Morse Fall Scale to identify fall risk among their 

facility’s entire dementia-care population. As a result, several residents were found to be high risk 

for falls, and tailored fall prevention measures were implemented. Based on the results of the pilot 

project, the facility reported a statistically significant reduction in the fall rate among the patients. 

Due to the project implementation, the facility now has an established fall risk assessment 

prevention process to continue fall risk monitoring and prevention measures. 

Falls among the geriatric population are a global public health issue. Therefore, it is 

necessary to utilize a fall risk assessment tool to identify those at risk for falls and implement 

measures to prevent them from falling. This project will impact the lives of the geriatric 

population in positive ways because with the institution of a fall risk prevention program with 

use of fall risk assessments, fall rates are likely to reduce and thereby prevent injuries, decrease 

hospitalizations and costs, and prevent unexpected deaths. For healthcare professionals, it is 

important to screen the geriatric population when they come in for their routine visits. This will 

positively impact care by preventing the geriatric population from falling instead of treating them 

for fall-related injuries. This preventative screening will be beneficial in improving health 

outcomes while promoting quality of life. 
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Additionally, screening for fall prevention will reduce fall-related Medicare costs that has 

affect healthcare system through injuries, hospitalizations, and surgeries. According to Huang 

and colleagues (2018), the population of older adults globally will continue to increase because 

of the aging baby boomers and longer life expectancy. In the United States of America, the 

population of older adults who are 65 years and older will increase to 83.7 million in 2050. 

These statistics suggest a rising geriatric population is likely to experience more falls, and the 

impact will be detrimental to their health. Medicare will likely continue to incur increased costs 

of fall-related injuries.  

Policy has an important role to play in geriatric falls and increased Medicare expenditures 

related to falls. In 2010, the Affordable Care Act (ACA) was created by President Barrack 

Obama to reduce healthcare costs for those who qualify (Manchikanti et al., 2017). Even with 

this added coverage, the geriatric population continues to pay out of pocket for their fall-related 

healthcare costs. The ACA allows for free screening of health-related issues as recommended by 

the United States Preventive Services Task Force (USPSTF) and the Advisory Committee on 

Immunization Practices (ACIP) (Fox, & Shaw, 2015). Unfortunately, fall prevention screening is 

not one of them. Pilot projects and research supporting their efficacy could help drive policy 

change to mandate coverage for fall screening and prevention. 

Sustainability of the Project Intervention 

The pilot project took place in a long-term care facility that provides care for the geriatric 

population with dementia that did not utilize a fall risk assessment tool in the past. The nurses 

previously identified those at risk for falls from the information they received from patients’ 

families. The integration of the Morse Fall Scale is vital to this facility and will be beneficial in 

assessing new geriatric patients upon admission to the facility and quarterly assessments of the 
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geriatric patients that reside in the facility. This author established a program for the facility to 

sustain the integration of the fall risk assessment tool. New patients will be screened for fall risk 

upon admission to the facility, and there will be quarterly assessments of all patients in the 

facility. The project intervention will be sustainable because it produced significant results in 

reducing falls, was easily integrated, and a long-term plan for continued use was developed. 

These actions and outcomes are likely to support the sustainability of the fall prevention program 

into the future as the project site plans to continuously work towards preventing falls. 

Discussion 

 Falls among the geriatric population pose threats to their lives due to their impact on 

quality of life. Falls lead to unwanted injuries, loss of mobility, dependence on others for 

assistance, hospitalizations, increased Medicare costs, and unexpected deaths. Some risk factors 

of falls include frailty, unsteady gait, cognitive impairment, and poor judgment, and the side 

effects of medications. Evidence has shown that the utilization of an evidence-based fall risk 

assessment tool is effective in identifying fall risk patients, and through identification of those that 

are a moderate to high fall risk tailored prevention measure further prevent falls.  This pilot 

project validated the evidence suggesting fall risk assessment tools with tailored fall prevention 

measures can reduce fall rates.  

Recommendations 

Falls among the geriatric population also affect their safety and wellbeing. The rate at 

which the elderly population fall and the injuries they sustain may lead to the fear of falling, 

which is a psychological consequence resulting from the aftermath of falls (Schoene et al., 

2019). To reduce fall rates, falls risk assessments are vital. After identifying fall risk patients, 

measures should be implemented to prevent further falls while promoting the safety of this 
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vulnerable population. 

Limitations and Barriers/Challenges 

 There were no limitations, barriers, or challenges noted during the implementation of this 

pilot project by the author. The participants were cooperative and compliant throughout the 

duration of rolling out the quality improvement project. They showed a willingness to participate 

in activities that enhanced their self-efficacy knowledge on the importance of utilizing a fall risk 

tool to assess the geriatric dementia patients who are at risk for falls. 

Related Findings to the Literature 

Various evidence supports the need to use fall risk assessment tools to identify fall risk 

patients. Evidence suggests that implementing measures to prevent falls will decrease falls rate 

and prevent it from recurring while improving the functionality of this population. Also, it would 

reduce health care expenditures of fall-related hospitalizations and improve their quality of life. 

Additionally, because dementia is a progressive cognitive impairment which affects the memory 

and functional independence (Duong et al., 2017), implementing measures to improve the safety 

of this population is vital. This can be done by making their environments free of clutter and 

hazards. Dementia patients do not recognize danger, and the lack the ability to properly judge 

their gait and ability, therefore, implementing safety measures for this population may prevent 

them from falling and mitigate the possibility of debilitating injuries. 

A multifactorial approach is recommended as an effective beneficial measure to manage 

the modifiable risk factors in association with the falls of the elderly population (Dellinger 

2017). Medications, Vitamin D supplements, home and environmental safety assessments, vision 

assessment and improvement, strength and balance programs, and footwear are some of the 

important measures to improve fall prevention among the elderly population (Dellinger, 2017). 
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Proper assessment of this vulnerable population is significant in identifying patients who are at 

fall risk and implementing measures that would prevent further falls and improve their safety. 

The importance of exercise, including balance, strength, and gait training, intake of vitamin D 

supplements, and modification of home environment management of postural hypotension are 

important measures to improve falls among the elderly population (Moncada et al., 2017). 

Recommendations for further study or Research 

 Geriatric falls will continue to impact this vulnerable population in negative ways, 

therefore, continuing research to improve fall prevention measures will be beneficial to the 

geriatric population and the healthcare system. Further research in prevention measure efficacy in 

dementia-care populations would be a beneficial next step in fall prevention research. 

 Falls are a global public health issue, and it is most prevalent amongst elderly adults. 

Risk factors for falls include cognitive impairment and poor judgment, unstable gait, frailty, and 

the side effects of medications. The impact of falls on this vulnerable population leads to 

unwanted injuries, dependent on others for assistance, loss of mobility, hospitalizations, and 

unexpected death. Evidence shows that fall risk assessment tools are effective in identifying the 

elderly population at risk for falls and that implementing tailored fall prevention measures 

prevents falls and reduces fall events. Findings from this pilot project confirm this evidence in 

dementia-care populations. Educating nurses in fall prevention, instituting a fall risk assessment 

scale, and then implementing measures to prevent falls support fall rate reductions. Fall risk 

screening in dementia patients is an essential measure; it allows for the initiation of proactive fall 

prevention measures, which long term is likely to impact health outcomes and quality of life in 

this population.  
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Comorbidities 

 

 

DV 1- 

Decreased fall 

rates 

 

DV 2 - 

Effective fall 

reduction 

through 

structured 

visit note 

template 

 

 

 

Romberg Test 

 

Monofilament 
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implement plans 
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Funding 

 

Bias 

None 

Health 

Promotion 

Model 

Design 

 

A 

systematic 

review: 

 prospective 

cohort study 

 

 

Method 

 

A detailed 

literature 

search, 

without 

language 

restriction 

was used 

and 

articles 

published 

between 

January 

N=215 unique 

abstracts 

 

 

n=38 full-text 

articles retrieved 

for eligibility and 

kept for detailed 

analysis 

 

 

Electronic 

database search 

is 

N=130(CINAHL 

30; PubMed 48; 

EMBASE 43; 

PsychINFO 9) 

 

 

Additional 

records identified 

through other 

sources is N=250  

IV 1 – Risk 

factors 

 

 

 

DV 1- Falls 

 

Instruments 

 

Downs and  

 

Black Scale  

 

Tooth Scale 

 

 MMSE 

 

ACE–R 

 

DSM-5 

 

MDDAS 

 

NINCDS-

ADRDA 

Cochran’s X2 

test for 

homogeneity 

 

 

All studies 

used multi-

variable 

regression 

analysis to 

identify and 

quantify the 

magnitude of 

the 

association 

between risk 

factors and 

falls. 

 

 

By using the 

tooth Scale, the 

average quality of 

reporting score 

was 19.4 (range 

13–27) which 

indicated fair to 

good 

reporting. 

Regardless of 

gender, 

ambulation with 

mobility aid was 

associated with 

an increased fall 

risk, with a 

summary risk 

estimate of 

OR=2.4343 (95% 

CI: 1.43, 4.14; 

χ2
1=10.71, 

 p=0.001; I2=0.0

%)  

LOE= Level I 

 

Strengths 

Four electronic 

databases were 

searched 

 

Broad search 

strategy, 

including all 

types 

of dementia, 

allowed the 

authors to 

provide large 

numbers of 

articles that 

contributed to the 

synthesis of 

information. 

 

Rigorous 

inclusion criteria 
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1, 1988, and 

October 16, 

2014, were 

identified 

 

 

A 

hand 

searched 

bibliographi

c references 

was 

performed 

in the 

extracted 

articles and 

existing 

reviews to 

identify any 

studies not 

captured in 

the 

electronic 

searches. 

 

Demographics 

participants in the 

studies were aged 

55 years or older 

with dementia  

 

Setting 

Long term care 

facility/Residenti

al facility 

 

Outpatient 

Primary Care 

Clinic 

 

Inclusion 

 

Qualitative and 

Quantitative 

syntheses are 

N=17 

Exclusion 

N=177 

 

In five of the 

studies it 

weren’t clear 

which variables 

were entered in 

the 

regression 

analysis 

 

 

Some 

studies had 

specific priority 

risk factors of 

interest, which 

had been 

analyzed with a 

confounding 

control 

 

Others used the 

statistical 

significance of 

falls in univariate 

analysis to 

determine which 

variables would 

be evaluated 

in multi-variable 

regression. 

 

 

ensured the risk 

estimates 

were reported 

and adjusted for 

confounding 

variables 

to reduce 

possible 

false/fake 

associations 

 

Weaknesses 

 

Several articles 

were identified, 

and they 

presented 

only adjusted 

risk estimates 

that were 

statistically 

significant 

 

 

Sometimes, the 

authors did not 

report which 

variables were 

used in the final 

adjusted analysis 

to at 
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BBS- Berg Balance Score; PPT-Physical Performance Test; POMA-Performance Oriented Mobility Assessment; GDS-15-15 item Geriatric Depression Scale; 

TMT-B- Trail Making Test Part B; NA- Nursing Assistant; LS-Longitudinal Study; CSCS-Cross-Sectional Cohort Study 

 

Various intrinsic 

and extrinsic 

factors 

contributed to the 

fall risk in 

people with 

dementia, 

although the 

evidence for 

several 

standard fall risk 

factors, such as 

age and gender, 

are conflicting. 

least identify 

insignificant 

factors. 

 

A couple of 

summary risk 

estimates were 

calculated from 

the available data 

 

Feasibility 

The information 

in this article 

emphasized the 

importance of 

considering 

different factors 

when assessing 

patients for falls.  

 

This will be 

beneficial in my 

project because it 

is important to 

consider the 

intrinsic and 

extrinsic factors 

of falls while 

implementing a 

fall risk 

assessment tool. 
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Walker, 

G.M., 

Armstrong 

S., Gordon, 

A.L., 

Gladman, J., 

Robertson, 

K., Ward, 

M.,…Logan, 

P.A (2015). 

The falls in 

care home 

study: A 

feasibility 

randomized 

controlled 

trial of the 

use of a risk 

assessment 

and decision 

support tool 

to prevent 

falls in care 

homes. 

 

Health 

Promotion 

Model 

Randomized 

Control 

Trial 

 

Method 

Two-center, 

cluster 

feasibility 

randomized 

controlled 

trial, and 

process 

evaluation. 

Sample 

N= 198 Residents 

in six care 

homes, 63(32%) 

screened for 

eligibility 

 

n= 52(82%) 

participated 

 

 

Demographics 

Residents over 

50years, fallen at 

least once in the 

past year and not 

bed-bound, hoist-

dependent or 

terminally ill 

 

 

Setting 

Long stay care 

homes  

 

IV 1 - Fall 

prevention 

intervention 

training 

 

IV 2 – The 

Guide to 

Action Care 

Homes fall 

risk factor 

checklist 

 

IV 3 – 

Standard/Usu

al Care 

 

DV 1 – 

Decrease in 

fall rate 

Guide to Action 

Care Home  

 

Barthel Index  

 

 

Counts and 

proportions 

were 

calculated for 

categorical 

variables  

 

Descriptive 

statistics were 

calculated for 

continuous 

variables. 

 

Statistical 

analysis 

includes, the 

difference in 

means/median

s  

 

95% 

confidence 

intervals  

 

145 homes 

contacted by post, 

22 (15%) 

expressed an 

interest in taking 

part  

 

Additional 59 

(48%) homes 

indicated by 

telephone that 

they would have 

shown interest if 

they were initially 

contacted by 

telephone 

 

Adherence to the 

Guide to Action 

Care Home 

program was 

difficult in the 

home for people 

with learning 

disabilities 

LOE= Level I 

 

Strength 

 

Attrition and 

missing data 

rates, which were 

lower than other 

published 

research 

performed in 

care home 

settings 

 

 

Weakness 

The number of 

institutional 

variables that 

might influence 

the success of a 

subsequent 

randomized 

controlled trial 

may have been 
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Country 

United 

Kingdom 

 

Funding 

National 

Institute of 

Health 

Research 

(NIHR) 

Research for 

Patient 

Benefit grant 

funding 

stream 

 

The 

Collaboratio

n for 

Leadership 

in Applied 

Health 

Research and 

Care East 

Midlands 

(CLAHRC 

EM)) 

 

Bias 

None 

Exclusion 

146 participants 

 

 

Intervention 

group (n= 3) 

received the 

Guide to Action 

Care Home 

intervention 

training 

 

Controlled group 

(n=3) 

 

Attrition 

Data could not be 

determined from 

10/52 (19%) 

participants at six 

months: seven 

had died and 

three had moved 

outside the region 

pretest/posttes

t  

 

Within and 

between 

group 

comparisons. 

 

The Guide to 

Action Care 

Home is 

implementable 

under trial 

conditions.  

 

Recruitment and 

follow-up rates 

indicate that a 

definitive trial 

can be completed.  

 

Falls (primary 

outcome) can be 

ascertained 

reliably from care 

records. 

missed due to the 

small number of 

homes recruited 

 
Less than our 

expected resident 

participant 

sample size 

(76%) were 

recruited, but the 

participants had 

higher falls rate 

 

Feasibility 

 

This will be 

feasible for the 

project.  

 

Keeping records 

of the numbers of 

falls in a week, 

month, and/or 

year will provide 

accurate 

information in 

analyzing the 

validity of the 

fall assessment 

tools that will be 

implemented for 
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fall prevention 

and reduction of 

fall rates. 
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Fahlstrom, 

G., 

Kamwendo, 

K., Bodin, L. 

(2018). Fall 

prevention 

by nursing 

assistants 

among 

community-

living 

elderly 

people. A 

randomized 

controlled 

trial. 

 

Country 

Sweden 

 

Funding 
 

Health 

Promotion 

Model 

A 

randomized 

control trial 

from 2007-

2009 

Sample 

N=214 

 

n=148(72 

Controlled group; 

76 intervention 

group) 

 

Demographics 

Community-

living persons 

65 years or older 

have experienced 

at least one fall 

during the last 12 

months 

 

Setting 

Participants’ 

homes 

 

Inclusion 

IV 1 – 

Exercise 

program/Dail

y Physical 

exercise 

 

IV 2 - PT 

assessment 

and data 

collection in 

participants’ 

homes 

 

IV 3 - Daily 

physical 

exercise 

including 

walks 

 

DV 1 - 

Individually 

designed 

program 

Instruments 

 

FES 

 

SF-36 

 

Berg Balance 

Scale 

 

TUG 

 

CST 

Descriptive 

and analytic 

statistics 

 

A 

multilevel 

Poisson 

regression 

model 

 

chi-square 

tests for group 

comparison  

 

Fisher’s exact 

test in the 

case of rare 

outcomes 

 

Statistical 

Package for 

Social 

Science 

P=<0.05 

 

To summarize 

variables, Mean 

values with 

standard 

deviation and 

proportion of 

individuals were 

used. 

 

214 elderly 

persons were 

assessed for 

eligibility, 69% 

were enrolled in 

the study 

resulting in 

inadequate 

statistical power. 

 

LOE= Level I 

 

Strength 

None 

 

Weaknesses 

Assessors were 

not blinded to 

participants 

allocation 

 

 

Feasibility 
 

Utilizing NAs in 

a fall prevention 

program like the 

one in the study 

will be beneficial 

in this program. 

Older adults with 

dementia require 

assistance due to 
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The Swedish 

Research 

Council  

 

The National 

Board of 

Health and 

Welfare, 

Sweden 

 

The County 

Council of 

Orebro, 

Sweden. 

 

Bias 

None 

Community 

living 

persons 65 years 

or older(65years-

94years) 

 

Able to 

walk 

independently 

with or without 

walking device(s) 

  

Experienced at 

least one fall 

during the last 

12 months; and  

 

Able to 

communicate and 

cooperate. 

 

Exclusion 

N=45 (n=43 

refused; n=2 did 

not meet the 

criteria) 

 

Ongoing 

physiotherapy 

treatment  

 

supported by 

NA 

(SPSS) 

version 20.0 

 

STATA 

version 12  

 

 

 

64 staff from 

three professional 

groups in care of 

elderly 

participated in the 

study.   

 

 27 nursing 

assistants 

(NA) and 17 

occupational 

therapists (OT) 

worked 

for social services 

and 20 

physiotherapists 

(PT) worked in 

primary health 

care. 

 

A home-based 5-

month 

intervention with 

individually 

designed exercise 

program, which is 

supervised by 

trained NAs, 

failed in 

preventing falls in 

elderly persons 

their cognitive 

impairments, so 

the help of care 

staff will be 

efficient in 

reducing fall 

rates. 
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Ongoing 

participation in 

exercise or 

activity including 

balance and 

strength 

enhancing 

components 

 

A 

diagnosis of 

dementia  

 

A mental 

disorder that 

affects 

the ability to 

communicate 

and/or cooperate 

 

Other medical 

reason making 

study 

participation 

inappropriate 

who have history 

of falling. 
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Guse, C.E., 

Peterson, 

D.J., 

Christiansen, 

A.L., 

Mahoney, J., 

Purushottam, 

L., & Peter, 

M. (2015). 

Translating a 

fall 

prevention 

intervention 

into practice: 

A 

randomized 

community 

trial.  

 

Country 

United States 

of America 

 

Funding 

By the State 

of Wisconsin 

 

Bias 

None 

Health 

Promotion 

Model 

Method 

 

Longitudina

l Study 

Sample 

N=24 

 

n=20 

 

Demographics 

Adults aged 65 

years and older 

 

Setting 

10 controlled 

communities, 5 

standard support 

communities, and 

5 enhanced 

support 

communities 

 

Exclusion 

n=4 (n=2 not 

meeting inclusion 

criteria, n=2 nit 

selected in 

randomization 

process) 

 

Deaths and 

admissions from 

acute care 

facilities 

IV 1 - 

Stepping On 

fall 

prevention 

program 

 

 

IV 2 - 5 

standard 

support 

communities 

receiving 

modest 

funding to 

implement  

 

5 enhanced 

support 

communities 

receiving 

funding and 

technical 

support.  
 

DV- 
Significant 

population-

level 

reduction in 

discharges for 

fall injuries 

Instruments 

 
The Stepping On 

program 

 

 

A mixed-

effects 

Poisson 

regression 

model was 

used 

Standard and 

enhanced support 

communities 

showed a 

significant higher 

community wide 

reduction in fall 

injuries 

 

9% reductions in 

fall injuries for 

standard support 

arm  

 

8% reductions in 

fall injuries for 

enhanced support 

system arm 

 

Standard and 

enhanced support 

system arms 

showed a 

significant 

reduction in 

inpatient and 

emergency 

department 

discharges for 

falls compared 

with the control 

arm 

LOE= Level II 

 

Strength 

None 

 

Weaknesses 

Stepping On was 

not originally 

intended as a 

population-based 

approach to 

reducing 

inpatient and 

emergency 

department fall 

injury 

discharges. 

 

A limited 

number of older 

adults in each 

community (< 

20%) 

participated in 

the workshops. 

 

The effect of the 

program was 

diluted by older 

adults who did 

not participate.  
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requiring 

hospitalizatio

n  

 

No significant 

difference was 

found between 

the enhanced 

support system 

and the standard 

support arms.  

Challenges 

bringing key 

stakeholders 

together to form 

a coalition,  

 

Staff turnover 

competing for 

priorities 

 

Varying levels of 

commitment to 

the program by 

agencies and 

staff. 

 

 

Feasibility 

The information 

in the study will 

be beneficial to 

reduce the rates 

of falls among 

older adults who 

are 65 years and 

older. 
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application to 

practice 

Jansen, S., 

Schoe, J., 

Van Rijn, 

M., Abu-

Hanna, A., 

Moll Van 

Charante, 

E.P., Van 

Der Velde, 

N., De Rooij, 

S.E. (2015).  

Factors 

associated 

with 

recognition 

and 

prioritization 

for falling, 

and the 

effect on fall 

incidence in 

community 

dwelling 

older adults 

Country 

Netherlands 

 

Funding 

Health 

Promotion 

Model 

Cluster 

Randomized 

Control 

Trial  

 

Purpose 

The effect 

of 

preventive 

intervention

s for 

geriatric 

problems in 

older 

community-

dwellers at 

risk of 

functional 

decline.   

N=10670 

 

n=6668 

n=3430 for 

intervention 

group 

n= 3238 for 

controlled group 

 

Demographics 

Participants were 

community 

dwellers, 70years 

and older, in 

whom falling was 

identified as a 

condition. 

 

Setting 

General practices 

in the 

Netherlands. 

 

Inclusion 

Participants were 

eligible if they 

were at risk of 

functional decline 

and thus 

underwent 

IV-A 

comprehensiv

e geriatric 

assessment 

(CGA) 

performed by 

a registered 

community 

care nurse. 

 

DV-

Identification 

of 

community-

dwelling that 

benefited 

from fall-

preventive 

interventions. 

Comprehensive 

Geriatric 

Assessment 

(CGA) 

Conventional 

statistics were 

used to 

compare 

differences 

from both 

group 

 

Categorical 

variables 

compared 

using Chi-

squared tests.  

 

Independent 

sample was 

used for 

continuous 

variables 

 

T-tests and 

Mann–

Whitney-U 

tests 

 

Statistical 

package for 

the social 

sciences 

(SPSS) 

Among 380 

participants 

(41 % of those at 

risk of functional 

decline), falling 

was identified as 

a condition  

 

16 % (n = 62) 

patients 

recognized the 

risk  

 

10 % (n = 37) of 

participants 

prioritized for 

treatment and/or 

prevention for 

falling 

 

78 % (n = 29) 

received an 

intervention for 

falling.  

LOE= Level I 

 

Strength 

Weaknesses 

The number of 

participants that 

recognized and 

prioritized for 

falls as a problem 

was small, and it 

resulted in a 

small sample 

available for the 

current analyses. 

 

Information on 

falls was 

collected 

retrospectively at 

six-month 

intervals, which 

is likely to have 

resulted in 

underreport 

 

Feasibility 

 

The study was 

aimed at fall 

prevention 
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The study is 

funded by 

the 

Netherlands 

Organization 

for Health 

Research and 

development 

 

Bias 

None 

 

 

comprehensive 

geriatric 

assessment 

 

Exclusion 

There was loss of 

participants in the 

intervention 

group arm due to 

postponed inform 

consent 

procedure 

computer 

software for 
statistical 

analyses 

 

interventions, 

and this is going 

to be effective in 

the project 

because the goal 

is to decrease fall 

rates and prevent 

falls. 

Citation 

 

Theory/ 

Conceptua

l 

Framewor

k 

Design/ 

Method 

Sample/ Setting Major 

Variables & 

Definitions 

Measurement/ 

Instrumentation 

Data Analysis 

(stats used) 

Findings/ 

Results 

Level/Quality of 

Evidence; 

Decision for 

practice/ 

application to 

practice 

Lee, S.H., & 

Kim, H.S. 

(2017.). 

Exercise 

interventions 

for 

preventing 

falls 

among older 

people in 

care 

facilities: A 

Health 

Promotion 

Model 

A meta-

analysis of a 

randomized 

control trial  

 

Purpose 

 

To evaluate 

the 

effectivenes

s of exercise 

intervention

s on the 

N=21 studies 

from eight 

databases (Ovid-

Medline, 

Embase, 

CINAHL, 

Cochrane 

Library, 

KoreaMed, 

KMbase, KISS, 

and KisTi). 

 

IV - 

Preventive 

interventions 

for falling, 

derived from 

the toolkit fall 

and fracture 

risk 

 

DV - Fall 

prevention 

No instruments 

were used for 

measurements 

 

Balance and 

strength training 

were the 

common 

exercise 

intervention 

Statistical 

analyses were 

performed 

using SPSS 

(version 20) 

 

Review 

Manager, v. 

5.3 

 

two-tailed 

tests of 

Meta-analysis 

showed that 

exercise had a 

preventive 

effect on the rate 

of falls (risk ratio 

[RR] 0.81, 95% 

CI 0.68–0.97). 

 

There was a 

stronger effect 

when exercise 

was combined 

LOE= Level I 

 

Strength 

 

Exercise 

intervention 

effectively 

reduce falls 

 

Weaknesses 

Inability to avoid 

the 
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meta-

analysis 

 

Country 

Korea 

 

Funding 

 

Bias 

The quality 

of the studies 

was 

independentl

y assessed 

by using the 

Cochrane 

risk of 

bias (RoB) 

for 

randomized 

controlled 

trials. 

 

5 studies had 

the potential 

risk of bias  

rates of falls 

and the 

number of 

fallers in 

care 

facilities. 

 

Method 

Literature 

from 

different 

databases 

n=5540 

participants 

 

Demographics 

older people over 

65 years living 

in care facilities  

 

Settings 

Care facilities 

 

Inclusion 

All studies that 

were randomized 

trials including 

quasi-randomized 

trials 

 

Participants 

living in care 

facilities older 

than 65 years 

 

Exercise 

interventions 

designed to 

reduce falls 

compared with 

any other 

intervention, 

usual care, or 

placebo 

significance 

(p < .05). 

 

Dichotomous 

variables were 

pooled using 

relative risk 

(RR) 

 

Continuous 

variables were 

pooled using 

mean 

difference 

(MD). 

 

Cochrane Q 

and I2 

statistics for 

evaluation of 

statistical 

heterogeneity 

 

fixed effects 

model was 

used 

for studies 

with low or 

moderate 

statistical 

heterogeneity 

(I2 < 

with other fall 

interventions on 

the rate of falls 

(RR 0.61, 95% CI 

0.52– 

0.72) and the 

numbers of fallers 

(RR 0.85, 95% CI 

0.77–0.95). 

methodological 

limitations 

inherent to meta-

analyses  

 

There were 

limitations in 

heterogeneousne

ss regarding the 

amount and 

intensity of 

exercise, sample 

size, gender, 

participant 

condition, level 

of care facilities, 

indicating 

cautious 

interpretation pf 

the results 

 

Inability to 

access 

participants data, 

and the effects of 

exercise 

interventions on 

individual 

participants 

could not be 

estimated 

because of this 
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Rates of falls, or 

number of 

participants 

sustaining at least 

one fall during 

follow-up 

 

Care facilities 

which include 

assisted living, 

nursing home, 

skilled nursing 

facility, long-

term facility. 
 

Exclusion 

Studies that were 

not original 

 

Preclinical 

studies 

 

Studies not 

written in English 

or Korean 

 

Studies that 

lacked a placebo 

or controlled 

group 

 

25, 25–50%) 

 

A random 

effects model 

was used for 

studies 

with high 

statistical 

heterogeneity 

(I2 >50%). 

 

Feasibility 

The limitations 

in the study made 

the feasibility 

questionable, but 

because the study 

addressed fall 

prevention it 

might be 

beneficial in 

reducing fall rate 

and preventing 

falls. 
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Studies that 

recruited 

participants from 

the community, 

hospital, home, 

or clinic. 

Citation 
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Instrumentation 

Data Analysis 

(stats used) 

Findings/ 

Results 

Level/Quality of 

Evidence; 

Decision for 

practice/ 

application to 

practice 

Dolatabadi, 

E., 

Ooteghem, 

K.V., & 

Taati, B. 

(2018). 

Quantitative 

mobility 

assessment 

for fall risk 

prediction in 

dementia: A 

systematic 

review 

 

Country 

Canada 

 

Funding 

Health 

Promotion 

Model 

Design 

Cross 

sectional 

 

Method 

Literature 

search from 

different 

databases 

N=3081 

(Identified 

through database 

searching 

 

n=61 (articles 

selected for full-

text review) 

 

Demographics 

Older adults with 

mild to moderate 

dementia 

 

Setting 

Long Term Care 

 

Inclusion 

 

 

IV – 

Assessment of 

gait and 

balance as 

predictors of 

falls among 

older adults 

with dementia 

 

 

DV - Older 

adults with 

dementia.  

 

TUG 

 

BBS 

 

6 minutes-walk 

 

Tandem gait 

 

Romberg Test 

 

Functional reach 

 

Grip strength 

 

4 step-balance 

None It is important to 

understand the 

relationship 

between gait, 

balance, and fall 

risks 

 

Individuals with 

dementia have a 

high risk for fall 

 

 

LOE= I 

 

Strength 

 

Weaknesses 

Many of the 

studies were 

cross-sectional 

Involved short 

follow-up after a 

single assessment 

 

Heterogeneity of 

the disease, its 

progressive and 

deteriorating 

course affected 

the ability of the 

single cross-

sectional 
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Partially 

funded by 

the 

Alzheimer’s 

Association, 

Brain 

Canada, and 

AGE-WELL 

Canada’s 

technology 

and aging 

network 

 

Bias 

None 

Exclusion assessment to 

identify those 

most at risk of 

falling. 

 

Statistical 

analysis for 

identifying fall 

predictors in 

humans raises 

concerns because 
human 

movement 

episodes exhibit 

inter-trial, 

temporal 

dependency as 

well as intra-trial 

correlation. 

 

Feasibility 

This study has 

information that 

will be beneficial 

in preventing 

falls among older 

adults with 

dementia. 

Assessment of 

gait and balance 

is important 

when ruling out 
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the possible 

causes of falls. 

 

Citation 

 

Theory/ 

Conceptua
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Framewor

k 
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Level/Quality of 
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practice/ 

application to 
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Kyrdalen, 

I.L., 

Thingstad, 

P., Sandvik, 

L., & 

Ormstad, H. 

(2018). 

Association 

between gait 

speed and 

well-known 

fall risk 

factors 

among 

community-

dwelling 

older adults.  

 

Country 

Norway 

 

 

Funding 

Health 

Promotion 

Model 

Method 

 

Cross-

sectional 

cohort study 

 

N=108 people 

 

n=93 women and 

64 men 

 

Demographics 

Older adults  

 

Setting 

Community, 

Municipality of 

Sande 

 

IV – Gait 

speed 

measured 

over short 

distance 

 

DV- gait 

speed with 

cut‐off 

1.0 m/s a 

useful tool for 

identifying 

individuals 

who could 

benefit from 

fall‐
preventive 

exercise. 

 

GDS-15 

 

TMT-B 

 

Self-reported 

standardized 

questionnaire 

SPSS (version 

22 

 

Chi-square 

test 

 

Logistic 

regression 

analysis 

Statistical 

significance of 

p<0.05 

 

 

The gait speed 

was 0.98 ± 0.28 

m/s for women 

and 1.01 ± 0.25 

m/s for men (p= 

0.162). 

 

The nonlinear 

relationship 

between fall risk 

and gait speed 

 

 

findings indicate 

a gait‐speed cut‐
off of 1.0 m/s 

captures several 

additional risk 

LOE=Level I 

 

Strength 

None 

 

Weaknesses 

Small sample 

resulting in low 

statistical power 

 

The cross-

sectional study 

did not provide 

information on 

how well gait 

speed predicts 

information 

 

 

Feasibility 

 

This study will 

be beneficial for 
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None 

 

Bias 

None 

factors for falls 

among 

community‐
dwelling elderly 

 

 

Findings could 

represent a useful 

tool for 

identifying 

vulnerable 

individuals who 

are not disabled 

and could benefit 

from exercise 

interventions 

aimed at 

preventing falls. 

the project 

because it 

emphasizes fall 

prevention. 
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Appendix B 

Table 2 

Synthesis Table 

           
Author Salb et.al. Phelan et. 

al. 

Fernando et. al. Walker et al. Fahlstrom et. al. Guse et. al Janse et. al.  Lee et. al. Dolatabi et al. Kyrdalen 

et. al. 

Year 2015 2016 2017 2015 2018 2015 2015 2014 2018 2018 

Country Germany USA Canada UK Sweden USA Netherlands Korea Canada Norway 

Design/LOE ESL/I SR/I SR/I RCT/I RCT/I LS/II RCT/I RCT II SR/I CSCH/I 

Sample size/# of 

Studies included 

37 

 

116 38 articles 52 72 -CG, 76 – IG 20 6668 21 studies, 

5540 

participant

s 

61 articles; 

20-358 

participants 

108 

   Study Characteristics        
Demographics           

       Age(mean) 59.3 79 55 years 83 81- CG, 82- IG 65 years  70 years 65 years   
% Male 9          

% Female 28 68  67   78.4% PF, 

69.7% NPF 
  59.2% 

Dementia/Intellect

ual disabilities 

X  X      X  

Setting           
Outpatient Primary 

Care Clinic 

 X         

Long Term Care 

facility 

X   X    X X  
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TMT-B- Trail Making Test Part B; NA- Nursing Assistant; LS-Longitudinal Study; CSCS-Cross-Sectional Cohort Study 

 

Community 

Dwellers 

    X X X  X X 

Measurements 

Tools 

TUG, CST, 

HG, ROMB 

TUG, 

Romberg 

Test, 

Monofila

ment 

examinati

on for 

feet/foot 

wear 

Downs and  

Black Scale, Tooth 

Scale, MMSE, 

ACE–R. DSM-5, 

MDDAS, NINCDS-

ADRDA 

Guide to 

Action Care 

Home 

Reference 

Manual, 

Barthel 

Index  

 

FES, SF-36 

Berg Balance 

Scale, TUG, 

CST 

Stepping 

On 

Program 

CGA None TUG, BBS, 6 

minutes-

walk, 

Tandem gait, 

Romberg 

Test, 

Functional 

reach, grip 

strength,4 

step-balance 

GDS-15, 

TMT-B, 

Self-

reported 

standardi

zed 

question

naire 

Interventions           
Fall prevention  X  X  X  X X  

Standard Care    X  X     

Exercise Program    X X     X 

Assessment/Fall 

risk assessment 

tools 

X    X  X    

Outcomes           

Gait improvement X          

Fall prevention 

Interventions 

X X X X  X X X X X 

Findings           

Significant X X  X  X X X X X 

Non-Significant   X  X      
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Appendix C 

Search Strategy 1 

PubMed 
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Appendix D 

Search Strategy 2 

CINAHL 
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Appendix E 

Search Strategy 3 

PsycINFO 
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Appendix F 

Search Strategy 4 

Cochrane 
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Appendix G 

Evidence Based Practice Model 

Model for Evidence-Based Practice Change (Rosswurm & Larrabee, 1999) 
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Appendix H 

Theoretical Framework 

Pender’s Health Promotion Model (Khoshnood et al., 2017) 
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Appendix I 

Budget 

 

 

 

 

PHASE ACTIVITIES COST DIRECT OR 

IDIRECT 

COST 

NOTES 

Preparation Stakeholder’s 

meeting 

$0.00 Direct cost Notes by DNP student regarding project 

Evaluation of 

evidence for 

presentation of DNP 

project 

$0.00 Indirect cost PowerPoints of DNP project 

Printing of 

assessment 

tool/handouts 

$0.00 Indirect cost Utilization of project sites printer 

Self-education of 

DNP student on how 

to use the fall 

assessment tool 

$0.00 Direct cost YouTube videos and links 

Binder to hold all 

DNP project 

$20 Direct cost Walmart 

Delivery Present information 

on fall to staff of the 

project site on how 

to use the assessment 

tool 

$0.00 Direct cost Time provided by DNP student, printouts 

of handouts from site facility 

Presentation on DNP 

project topic 

$0.00 Direct cost PowerPoints of DNP project 

Refreshments for 

staff after 

presentation 

$100 Direct cost Time and financial resources volunteered 

by project site 

Project poster for 

DNP project 

$100 Direct cost DNP student out of pocket cost 

Funding DNP student’s time $0.00 Indirect cost Hours spent to prepare for presentation 

Donation by project 

site 

$0.00 Indirect cost Printouts of handouts 

Potential 

Revenue/Cost 

Savings 

Invitation of a nurse 

educator to present 

on elderly fall 

prevention 

$100 if educator 

is local 

$500 for out of 

state 

accommodations 

Direct cost 

 

 

Direct cost 

Receipts of payments 

 

 

Receipts of payments 

    



FALL PREVENTION IN DEMENTIA CARE          59 

 

Appendix J 

Morse Fall Scale (AHRQ, 2013) 
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Appendix K 

Letter of Approval from Project Site 
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Appendix L 

IRB Approval  
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Appendix M 

Fall Prevention Education Participant Questionnaire 
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Appendix N 

Fall Prevention Knowledge Pre-test  
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Appendix O 

Fall Prevention Knowledge Post-Test 
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Appendix P 

Table 3 

Nurse Participant Demographic Nominal Data 

Variable n % 

Gender     

    Female 13 81.25 

    Male 3 18.75 

Language Preference     

    English Language 16 100 

Race Ethnicity     

    Black/African American 8 50 

    Hispanic 2 12.50 

    White, non-Hispanic 6 37.50 

Previous Fall Risk Tool education     

    No 3 18.75 

    Yes 13 81.25 

Previously utilized a Fall Risk Tool     

    No 9 56.25 

    Yes 7 43.75 

Type of Fall Risk Tool utilized     

    Falls risk assessment for detox patients 1 6.25 

    LOC Assessment 2 12.50 

    On Point Click Care 1 6.25 

    Schmid 1 6.25 

    Stratify Scale 2 12.50 

Care of patients at risk for falls     

    Always 13 81.25 

    Sometimes 3 18.75 

    Never 0 0 
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Appendix Q 

Table 4 

Dementia-care Patient Morse Fall Scale Results 

Variable n % 

Morse Fall Scale result   

    High risk 28 56 

    Moderate risk 15 30 

    Low risk 7 14 

History of falling (immediate or previous)     

    No 10 20 

    Yes 40 80 

Secondary diagnosis ( 2 medical diagnoses in chart)     

    No 0 0 

    Yes 50 100 

Ambulatory Aid     

    None 12 24 

    Bedrest/Nurse Assist 5 10 

    Cane/walker 21 42 

    Furniture 12 24 

Intravenous therapy/heparin lock     

    No 50 100 

    Yes 0 0 

Gait     

    Normal/bedrest/wheelchair 36 72 

    Weak 14 28 

    Impaired 0 0 

Mental status     

    Oriented to own ability 34 68 

    Overestimates/forgets limitations 16 32 

 


