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A74-year-old woman is brought to the emergency department via stretcher by EMS after a fall at 

home. The paramedic informs you that the woman said she fell in the kitchen while preparing 

her husband’s lunch. She was found lying on the kitchen floor when the paramedics arrived at 

the home. The patient denies having lost consciousness and complains of a sore right elbow. Her 

vital signs are as follows: temperature, 97.6°F; blood pressure, 138/80 mm Hg; pulse, 88 beats 

per minute; and respirations, 16 breaths per minute. Pulse oximetry shows an oxygen saturation 

of 97%, and her cardiac monitor reveals normal sinus rhythm. She is alert and oriented. 

 

As you prepare to assess this woman, you mentally review your knowledge of falls in the elderly. 

Falls are a major problem for the elderly, occurring in almost one third of those 65 to 74 years of 

age and in more than half of those older than 85 years in any given year.1,2 Falls, directly or 

indirectly, cause 12% of all deaths in people older than 65 years.1 Whereas only 5% of falls in 

the elderly result in fracture, an additional 5% to 10% result in a serious enough injury to require 

medical care.1 More than two thirds of elders who fall will fall again within 6 months, and if a 

person older than 65 years is hospitalized for a fall, the risk of death in the year following the fall 

is up to 50%.1 Finally, women are more likely to fall; falls occur in 42% of women aged 65 to 74 

years, compared with only 20% of men in the same age group.2 

 

As you help the patient into a hospital gown, you question her about the fall. Identifying the 

cause of the fall is important, because the problem that caused the fall may be more serious than 

the injuries sustained in the fall. This information is necessary to prevent future falls. The patient 

tells you she is “getting clumsy” and has fallen “just a few times” during the past few weeks. Her 

husband heard her fall and would not let her get up until the ambulance came. Asking her if she 

was able to get up after the fall is very important. Patients who are unable to get up unassisted 

within 5 minutes after a fall are more likely to experience a decline in independent living status, 

be hospitalized, or have an early death.1 

 

As you place an ice pack on the patient’s elbow, you quickly check her body for other injuries or 

healing bruises that may indicate possible elder abuse. You note no other bruises, and she 

appears clean and well nourished. You ask her if she remembers what caused the fall, and if her 

husband actually saw her fall. She says that she does not really know what happened—one 

minute she was opening the refrigerator, and the next minute she was lying on the floor. Her 
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husband was in the next room watching television and says he heard her yell out and then heard 

the sound of her hitting the floor. Both report that she did not lose consciousness. 

 

After controlling her pain, you continue to get a history. You ask her about any changes in her 

home environment such as new carpeting, furniture, or lighting. She was wearing house slippers 

with nonskid soles, and the floor was clean and dry when she fell. She says the other falls 

occurred in the bedroom and bathroom, where there have been no changes in “over a hundred 

years.” You then ask her about acute and chronic illnesses, as well as her medications. You know 

that normal physiologic changes associated with aging, such as a decline in cardiovascular, neu-

rologic, sensory, and musculoskeletal system functioning, also contribute to increased risks for 

falls. She denies any history of cardiac dysrhythmias, seizures, strokes, or infections and says 

that she has a “little high blood pressure” and needs to watch her sugar and salt intake. Her last 

physical examination was 6 months ago. You also ask about alcohol use, knowing that the 

incidence of alcoholism in the elderly ranges from 2% to 10%.3 She denies drinking alcohol at 

any time, except for an occasional wedding or social event. She also denies being depressed or 

having any memory changes. Her husband confirms that he has not noticed any physical or 

mental status changes. Falls often have many causes; the likelihood of falling 

 

increases with the number of risk factors present in a person4 (Table 1). 

 

You finally ask for the names of all medications taken by the patient. As many as 35% of 

Americans older than 65 years take at least 1 of 20 medications that are relatively 

contraindicated in the elderly; 5% take 2 or more of these drugs1 (Table 2). Medications 

commonly associated with increased risk for falls include diuretics, hypnotics, sedatives, 

narcotics, antidepressants, psychotropics, and some antihypertensive medications.4 Medications 

can contribute to falls by causing drowsiness, poor balance, and postural hypotension. In older 



adults, the risk of falls is greatest for persons taking medications with a half-life of more than 24 

hours.5 The patient’s medications include hydrochlorothiazide, 25 mg every morning, diltiazem 

hydrochloride (Cardizem CD), 120 mg every day, and a baby aspirin (81 mg) daily. She states 

that she has not changed the time of day or frequency with which she takes her medications. 

After her husband leaves the examination room, you ask if there is anything else she is taking or 

any other information she would like you and the physician to know to determine why she has 

been falling. She replies, “Well, I have been taking a little pill my sister gave me to help me 

sleep. I have been very worried lately about my husband, who is having some prostate 

problems.” She does not take a pill every night, just on the nights she is having a lot of trouble 

sleeping. A phone call to her sister reveals that the patient has been taking diazepam. 

Interestingly, a recent study found that a single dose of diazepam affects neuromuscular 

processing related to balance control in the elderly.6 Diazepam also has a long half-life (20 to 70 

hours) and may cause dizziness or drowsiness. 

 

Nursing actions 

After a complete evaluation, results of the patient’s blood work are within normal limits. Her 

complete blood cell count and electrolytes are within the normal range, and her stool is negative 

for occult blood. Results of urinalysis are normal, and her urine is clear. Her EKG shows no 

changes, and her serum troponin is negative. A radiograph of her elbow shows a 

 

possible hairline fracture, and she will need to wear a sling for several weeks. 

 

In light of the relatively negative results of her evaluation, the patient will be discharged. Based 

on the patient’s admission that she had been using her sister’s diazepam, the physician 

determines that the cause of her fall is an adverse effect of that medication. Prior to discharge 

you arrange for a case manager to assess the patient for potential home care needs. A referral will 

be made for a visiting nurse to evaluate home safety. You also provide the patient and her 

husband with fall prevention information and specifics about exercise classes for senior citizens 



in the area. Older people who fall often reduce their activity levels. Studies have shown that 

strengthening and conditioning exercises can decrease the risk of falls.2 You remind the patient 

to take calcium and vitamin D supplements to keep her bones strong. She should consume a diet 

rich in potassium, because hydrochlorothiazide may cause hypokalemia. You also provide 

education about her medications and the importance of never taking a medication from a friend 

or family member without first discussing it with her primary care provider. You remind her to 

have her vision and hearing checked routinely and to always wear proper footwear. Her home 

should be free of hazards and well lit. She should remove scatter rugs and make sure all other 

rugs are properly tacked to the floor. Floors should not be highly polished, and clutter should be 

avoided. The patient should install grab bars in her bathroom and use night-lights. She should be 

taught to always change her position slowly and to never quickly rise from the bed or a chair to 

prevent a fall from orthostatic hypotension. She also should purchase a portable telephone to be 

kept near her usual sitting area so she never has to rush for a ringing telephone. Before final 

discharge, you complete one last assessment strategy—the “Get Up and Go” test. By simply 

asking her to get off the stretcher and walk to the wheelchair, you can assess strength, gait, and 

balance. Baraff et al1,2 believe that this simple test is as important as vital signs in the evaluation 

of patients who fall and is the one test that is most likely not to be performed. Lastly, you remind 

the patient that older adults have a decrease in the average numbers of hours of sleep, often 

because of nocturnal awakenings and a decrease in nocturnal sleep efficiency. The patient should 

avoid daytime napping, retire and awaken at the same time each day, avoid consuming caffeinat-

ed and alcoholic beverages after dinner, and drink a warm beverage such as warm milk at 

bedtime. 

 

Follow up 

The case manager calls the patient the day after her ED visit and then weekly to see if she has 

had any subsequent falls. The visiting nurse also visits the home and notes that it is clean and 

free of major obstacles. After reading a recent study reporting deficiencies in emergency nurses’ 

knowledge of falls in the elderly,7 you also conduct an in-service session for your colleagues in 

your department. 
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