
It’s not surprising that recently revised LTC Surveyor Guidance includes a focus on falls. Whether it’s due to 

balance or gait issues, medication-related problems, or other causes, falls are common in older adults and are 

the leading cause of injury for those aged 65 and older. How you work to address and prevent falls can help 

keep residents safe and improve outcomes; and how your team defines and documents data about falls can 

affect your survey results and your quality ratings.

The revised guidance includes significant updates and changes such as new and revised definitions, as well 

as clarifications and technical corrections throughout Appendix PP. The guidance focuses on several areas, 

including how falls are discussed, addressed, documented, followed up on, and prevented.

It is important to read the most recent version of the Resident Assessment Instrument (RAI) manual and take 

note of the new definitions and supplemental information regarding falls. For instance, Leah Klusch, RN, BSN, 

FACHCA, executive director of The Alliance Training Center, said, “Documenting aftercare is more clinical and 

refined, and we are dealing with a lot of clinical terms regarding the outcome of the fall. The definition of a 

major injury now includes a lot more technical terms that describe injuries that can happen with falls that we 

did not use before, so is the vernacular is growing.” She stressed, “We have to get very aggressive and make 

sure our clinicians complete incident reports and include all documentation correctly.”

Falls Facts
According to the Centers for Disease Control and Prevention (CDC), over 14 million older adults report falling 

every year. At the same time, fall-related deaths in this population are on the rise in recent years. It is possible 

to miss falls in a senior or long-term care community, especially if they happen when residents are alone. They 

may fail to report falling for various reasons, including they fear losing their independence and mobility or 

being viewed as frail or weak. 

At the same time, staff may be hesitant to report falls due to fears of retaliation or other negative 

consequences. This happens even when a fall is unavoidable. In fact, a recent Office of the Inspector General 

(OIG) report determined that nursing homes failed to report 43% of falls with major injury and hospitalization 

among their Medicare-enrolled residents. 
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The OIG found that failure to report falls on MDS 

assessments leads to inaccurate fall rates on the Care 

Compare website and that those facilities with the lowest fall 

rates were the least likely to report them. OIG recommended 

that the Centers for Medicare & Medicaid Services (CMS) 

take steps to ensure complete, accurate MDS data used to 

calculate quality measures for falls with major injury and 

examine whether approaches to improving quality measures 

related to falls could be applied to other areas. 

Get, Keep Everyone on the Same Page, Using 
the Same Language
There are some steps facility team leaders can take to get 

and keep everyone on board with new survey guidance related to falls:

•	 Talk clinicians and other clinical team members through the new clinical terms. For instance, it is 

important to know the difference between traumatic and pathologic fractures. Traumatic fractures, 

according to the guidance, are those that “occur due to external forces such as falls, accidents, or other 

injuries. They are classified in ICD-10-CM categories 800 to 829, with specific codes for the bones involved 

and whether the fracture is open or closed.” Pathologic fractures are those resulting “from internal disease 

or conditions that weaken the bone such as osteoporosis, tumors, or infections. They are classified in ICD-

10-CM category 733.1x, with a fifth digit identifying the fracture site.” Assessing and documenting fractures 

appropriately are essential for accurate coding and billing.

•	 Understand that all falls must be documented. Slipping to the floor, even when there is no injury, is 

defined as a fall. For instance, if a resident slips out of a chair onto the floor, staff should assess range of 

motion and determine if there is any injury prior to returning them to the chair. A skin assessment should 

also be conducted promptly to confirm the absence or presence of an injury.

•	 Make sure you are using correct, consistent terminology on the incident report, MDS assessments, and 

other documentation. “Sometimes there has to be a discussion among the physician and other staff – 

including nurses and therapy teams – about how we are going to define the outcomes. We need to involve 

our clinical, rehab, and direct care staff in consistent training,” said Klusch. 

•	 Training isn’t enough; create a ‘cheat sheet’ with definitions. Distribute this to clinicians and others 

involved in patient care and have copies at nursing stations and in the billing offices. Klusch added, “There 

are some facilities that actually put the definition of the outcome of the fall on their incident report so that 

everybody uses the same terminology when describing that outcome.”

•	 Ensure a complete fall history is taken for each resident on admission/entry or reentry. The rationale 

for this, according to CMS, is that “a previous fall, especially a recent fall, recurrent falls, and falls with 

significant injury are the most important predictors of risk for future falls and injurious falls.” Coding 

instructions for J1700B are as follows:



o	 Code O, no: if the resident and family report no falls and transfer records and medical records do not 

document a fall in the 2-6 months prior to the resident’s entry date item (A1600).

o	 Code 1, yes: if the resident or family reports a fall, or if transfer or medical records document a fall in the 

2-6 months prior to the resident’s entry date item (Al 600).

o	 Code 9, unable to determine: if the resident is unable to provide the information, or if the resident and 

family are not available or do not have the information, and medical record information is inadequate to 

determine whether a fall occurred.

Detailed, appropriate, and consistent documentation may seem like common sense and standard procedure. 

However, it can be challenging when organizations are short staffed and nurses and other team members are 

juggling more tasks than ever. 

“We have to have consistency of thought and understanding about falls among our clinical, rehab, 

administration, and social service staff; so the first step is knowing the definitions. We need to make sure 

that everybody sees that page where those definitions are and understands that we’ve got some additional 

clarification,” said Klusch, adding, “We need to make sure that nurses talk to the caregivers about how to 

approach every fall-related situation and how to document what they see and do.” This is essential, regardless 

of whether they witness the fall, they see a resident on the floor or ground, or an individual reports having 

fallen or has pain, bruises, or other injuries indicative of a fall. 

This is just one topic Klusch will address at an upcoming PharMerica webinar, LTC Survey Process: 

Approaches for Operational and Clinical Leadership to Reduce Risk and Improve Compliance, set for 

November 18 at 1:00 pm ET. 

u Click here to register. 
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