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I. Objective:
A. To identify service recipients who are at risk for falls and to systematically assess 

fall risk factors.
B. To apply fall prevention program interventions to all service recipients to ensure a 

proactive, standardized approach to safety that decreases the potential for falls.
C. To assess and identify risk factors within the environment and make any necessary 

changes. (Exhibit C).

II. Policy:

Service recipients are assessed of their risk for falls annually and as needed due to 

changes in the service recipient's health or support needs status. Service providers must 

manage   the environment to prevent falls and implement  appropriate safety supports 

for those who are assessed as a Moderate to High Risk for falls.

III. Application:

• All service recipients receiving  Residential Habilitation services from the 

Division of Developmental Disabilities Services (DDDS).

• All service recipients receiving Day and Employment services authorized by 
DDDS.

• DDDS Community Services staff and contracted Targeted Case Management 
staff.

• Authorized Residential Habilitation, Day Services, and Nurse Consultation 
Providers.

IV. Standards:

A. A fall is defined as an event in which there is uncontrolled, downward 

displacement of a service recipient's body from a standing, sitting, or lying 

position. Service recipients who are assisted to the floor by staff ( and would 

have fallen if they hadn't had staff assistance) will also be identified as a fall.
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Service recipients who are found on the floor and for which no known alternate 

reason can be discerned will also be identified as a fall. Excluded are falls 

resulting from violent blows or other purposeful actions of another individual. 

B. A Fall Risk Screening shall be completed bythe Consultative Nurse upon a  

service recipient's  initial entry into residential habilitation services. (Exhibit 

A). The Consultative Nurse will notify the support team members through a

T-log in the electronic client data management system with the result of the 

screening tool.

C. Re-assessment shall be completed annually in conjunction with the service 
recipient's Person Centered Plan (PCP) date, whether in residential habilitation or 
day/employment services.

D. Re-assessment shall be completed any time there is a change in any service 
recipient's health, medications, or environmental status that would affect his/her 
risk for falls, whether in residential habilitation or day/employment services
(Exhibit D.) The exhibit is intended as a list of examples/references and not as an 
all-inclusive list.

E. The results (score) of the Fall Risk Screening Tool shall be documented by the 
Consultative Nurse in the comments section under "Falls" in the Electronic 
Comprehensive Health Assessment Tool (ECHAT) in the electronic client data 
management system. If the service recipient is in the "Moderate" or "High Risk" 
the Fall Risk Screening Tool must be attached to the RISK section of the PCP by 
the Consultative Nurse. If the service recipient is in the "Low Risk" the Fall Risk 
Screening Tool must be attached to the bottom of the PCP as an external 
attachment by the Consultative Nurse.

F. Service recipients who do not have a Consultative Nurse and/or living with their 
natural family shall have a Fall Risk Screening Tool completed by the day 
service/employment provider upon admission (Exhibit A.) The provider will 
notify the service recipient, family/guardian, targeted case manager, and support  
team with the results of the screening tool. If the service recipient is in the 
"Moderate" or "High Risk" the Fall Risk Screening Tool must be attached to the 
RISK section of the PCP by the Support Coordinator/Community Navigator. If 
the service recipient is in the "Low Risk" the Fall Risk Screening Tool must be 
attached to the bottom of the PCP as an external attachment by the Support 
Coordinator/Community Navigator.

G. As indicated by the Fall Risk Screening Tool (Exhibit A,) any service recipient, 
whether in residential habilitation or day/employment services, with a score of 10 
or higher or receiving anticoagulant therapy (including aspirin) will have an 
individualized fall prevention plan with safety supports developed within 30 days 
of the completed assessment to address the risk( s) and reduce the possibility of a 
fall. This plan shall be documented on the Significant Medical Conditions 
document and attached to the PCP by the Consultative Nurse or Support



Coordinator/Community Navigator if there is no Consultative Nurse assigned. 

H. It shall be requested that any service recipient at "Moderate" or "High Risk"

of falling be assessed for osteoporosis by their primary healthcare provider,

including the need for bone density study. The Other section on page 2 of the

Annual Physical Examination form ( or equivalent form from the healthcare

provider) shall reflect the results of that assessment and any prescribed

treatment plan and/or follow-up.

I. A General Event Report (GER) will be completed in the electronic client data 

management system by any staff who witnesses any fall. For Shared Living 

Providers (SLPs) the DDDS staff who receives the report of the fall incident 

will generate the GER. All GERs will be reviewed by the Consultative Nurse 

and further interventions implemented as warranted. If the service recipient 

doesn't have a Consultative Nurse, the Support Coordinator/Community 

Navigator should initiate a review of supports conversation with the support 

team and make any recommended changes.

J. Individualized fall prevention plans shall include, but need not be limited to, 

fall prevention education and consideration of environment, physical, medical, 

and other relevant factors.

K. Falls shall be reviewed by the Consultative Nurse (or Support

Coordinator/Community Navigator if no Consultative Nurse) any time there is 

an injury that results in the need for medical care. An important step in 

reviewing such cases is trying to understand why the service recipient fell. The 

review shall include consideration of the fall circumstances and intrinsic and 

extrinsic risk factors (Exhibit D.) Such considerations can be reviewed during 

consultation with the healthcare provider, if possible. In consultation with 

support team members, as appropriate, the Consultative Nurse/Support 

Coordinator/Community Navigator can request an assessment by a

physical/occupational therapist. This may include an environmental 

assessment to identify fall risks that may be present in the service recipient's 

environment.

L. The Consultative Nurse ( or Support Coordinator/Community Navigator if no 

Consultative Nurse) is responsible for reporting the results of the Fall Risk 

Screening tool to the support team members through a T-log in the electronic 

client data management system. A fall prevention plan with safety supports 

will be developed with the support team (when warranted, as described in G. 

above)  and included in the Significant Medical Conditions document attached 

to service recipient's PCP.




























