Incident/Fall Root Cause Analysis

Resident Name:  	

Active Diagnosis:  	

Date of Incident/Fall:		Time:	AM	PM

Assigned Caregiver (s): 	

1. Was DON/Nurse Manager made aware of Incident/Fall? Yes / No (please circle)
2. Was the incident/fall witnessed?           Yes         No    If yes by whom? 	
   (Name / Title)
If witnessed – please describe what was observed:





	3. Does the resident have a history of incidents?	Yes	No	If yes, list dates of all previous falls for past 30 days

	DATE / TIME OF INCIDENT
	DATE / TIME OF INCIDENT

	
	

	
	

	
	



4. Ask the following question immediately after the incident: “WHY DO YOU THINK THIS OCCURRED?”




5: Ask the following questions immediately after a fall:
a. Were you hungry?	Yes	No	d. Did you need to use the bathroom?	Yes	No

	b.	Were you in pain?
	Yes
	No
	e. Other: 	

	c.	Were you bored?
	Yes
	No
	 	


6. What footwear did the resident have on?   	
7. Was there anything unusual about the resident during the shift (i.e. not eating, lethargic?) 	
8. Were all interventions in place?	Yes	No	If no, please describe:  	

9. What mechanical devices were in use?

	Cane	Straight	Hemi	Quad
	Was cane in good repair?	Yes	 	No

	Crutches
	Were crutches in good repair?	Yes	 	No

	Walker
	Was walker in good repair?	Yes	 	No

	Wheelchair
	Was wheelchair in good repair?	Yes	 	No
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10. Mental status of resident (check all that apply): **Neuro checks if changes

	Mental status prior to the fall:
	Yes
	No
	Mental status after the fall:
	Yes
	No

	Alert
	
	
	Alert
	
	

	Oriented
	
	
	Oriented
	
	

	Disoriented/ Confused
	
	
	Disoriented / Confused
	
	

	Unable to follow directions
	
	
	Unable to follow directions
	
	

	Other:
	
	
	Other:
	
	



11. Physical status of resident prior to the incident (check all that apply):

	Physical status prior to the fall
	Yes
	No
	NA
	Physical status prior to the fall
	Yes
	No
	NA

	Unsteady gait
	
	
	
	Impaired mobility/transfer
	
	
	

	Visual Impairment
	
	
	
	Glasses On
	
	
	

	Weakness/ Fatigue
	
	
	
	Recent acute illness
	
	
	

	Hearing impairment
	
	
	
	Hearing aid in / working
	
	
	

	Dizziness
	
	
	
	Recent change in lab values(Hgb/Hct,
blood sugar, O2, etc.
	
	
	

	Other:
	
	
	
	
	
	
	



12. Environmental status at the time of the incident (check all that apply)

	Environmental status at the time of fall
	Yes
	No
	NA
	Environmental status at the time of fall
	Yes
	No
	NA

	Call Light within reach
	
	
	
	Call Light on at time of fall
	
	
	

	Bed Locked
	
	
	
	Room light on
	
	
	

	Wheelchair Locked
	
	
	
	Floor Wet
	
	
	

	Night light on
	
	
	
	Patterned carpet/throw rugs
	
	
	

	Uneven floor surfaces
	
	
	
	Power/phone/TV cords out
	
	
	

	Glare on floor
	
	
	
	Other:
	
	
	



13. Medication Status

	
	Yes
	No
	NA
	
	Yes
	No
	NA

	Diuretic
	
	
	
	Cardiac
	
	
	

	Antihypertensive
	
	
	
	Antibiotic
	
	
	

	Psychotropic
	
	
	
	Anticoagulant:
	
	
	

	Laxative
	
	
	
	  Other: 
	
	
	



14. List all new medications prescribed/administered to resident in the past 7 days:


15. Is there a need to re-educate the resident, family, staff?	Yes	 	No
16. Has the resident’s care plan been updated with an intervention?	Yes	No
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