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Objectives

1

Identify stroke-related 
impairments that heighten 
vulnerability to falls. 

2

Identify recommended 
screening/assessment tools post 
stroke and recognize limitations to 
generalized screening for fall risk 
in persons living with stroke. 

3

Identify appropriate interventions 
for fall risk management and 
phased approach for integration. 

4

Review educational materials and 
resources tailored for falls risk 
management in stroke patients.



Key Messages

▪ Falls /related injuries are increasingly common especially 
post stroke

▪ Many falls can be prevented

▪ Fall /injury prevention needs multidisciplinary management

▪ Individualized multidomain interventions are effective for 
reducing the rate of falls in high-risk individuals i.e post 
stroke

▪ In care homes/hospital settings, all older adults should be 
considered as high risk



Universal Fall Risk 
Interventions

• Ensure mobility aids within reach

• Offer help as needed 

• Allow for family to remain with 
patient as much as possible

• Work to reduce clutter

• Encourage patient to use eyeglasses, 
hearing aids and walkers/canes

• Erect a caution sign and call 
housekeeping immediately to clean 
up a spill 



Algorithm

3 Key Questions

1. Have you fallen in the past year?
2. Do you feel unsteady when 

standing or walking?
3. Do you have worries about falling?

© World Falls Guidelines 



worldfallsguidelines.com

©World falls Guidelines



In care homes/hospital settings, all older adults 
should be considered as high risk

75% of our stroke population >65 
or older adults 



Inpatient Case Study

Bernie 60-year-old gentleman 
who suffered a left stroke 3 
days ago and presents with:

▪ Weakness in his right arm and leg

▪ Vision changes - hemianopia/visual field cut

▪ Decreased sensation

▪ Impaired coordination

▪ Apraxia - difficulty planning movements

▪ Decreased attention and insight

▪ Difficulty communicating 

▪ Right knee pain, secondary to arthritis but worse in 
hospital

▪ Fatigue

Past medical history:
▪ HTN

▪ OA 



Screening = High Risk
Atlas Screening Tool:

Bernie scores “High Risk” on general facility falls screening tool and fall risk identified in chart

Allied health assesses within 48 hours and recommends:

1 person assist to stand with a 4WW to transfer to chair or walk to bathroom to toilet. They note 
that he is impulsive and attempts to do things without assistance.

Next Steps?



Best Practice Recommendations



Interventions
▪ Identification of patient at risk

▪ Visual reminders to call for assist

▪  Environmental set up /

▪ Frequent rounding

▪ Regular toileting (Q2hr)

▪ Education patient/ family on risk of 
falls 

▪ Communication/ documentation of fall 
risk and strategies

▪Ongoing assessment



Ongoing 
Assessment of 
Risk What should you do?

▪ Determine the motivation for mobilizing

▪ Encourage family to be more present

▪ Implement chair and bed alarms 

▪ Posey mat on floor 

▪ Consider use of wheelchair to allow for 
independent mobility

Despite targeted interventions 
and regular reminders when 
rounding you continue to find 
Bernie attempting to mobilize 
independently. 



Myths or Truths

True or False?



Community 
Case Study

Patient presents with:

▪ CVA with mild cognitive changes

▪ Using walker secondary to right sided weakness and 
decreased balance 

▪ Osteopenia

▪ Newly diagnosed afib 

▪ Hypertension

▪ Smoker

▪ Dizziness

▪ Unintentional weight loss, BMI 19.6

▪ Unknown environmental risks

▪ Requires bathing assist

▪ History of falls in the bathroom, exiting home, at 
night-prior to CVA dx

▪ Meds- Atenolol, Rivaroxaban , Bisprolol, Plavix, 
Vitamin D, 

Mr. C: 80-year-old man suffered a 
mild right CVA and was  recently 
discharged home from acute care 
with homecare for bathing, and 
home OT assessment pending.



Assess fall 
severity = High 
Risk 

▪ Injury

▪ Previous falls

▪ Frailty

▪ Lying on the floor/unable 
to get up

▪ LOC/suspected syncope

 ©World falls Guidelines



Multi Factorial  
Assessment:

▪ Cognition

▪ Dizziness 

▪ Home environment

▪ Balance, strength and gait  
assessments

▪ Medication

▪ Footwear



Individualized 
Tailored 
Interventions for 
Mr. C :

High Risk:
▪ Strength gait and balance program/ Physiotherapy 
▪ Nutritional counselling
▪ Home OT
▪ Footwear recommendations
▪ Monitoring and support for cognitive concerns-

family  home care , friends and neighbors
▪ Medication deprescribing as indicated
▪ Sleep hygiene education and avoidance of medication
▪ Bone health treatment for injury prevention
▪ Consider need for a personal alarm



Generalized 
Interventions:

▪ Community Exercise

▪ Physio referral: gait aids, strength and 
balance 

▪ Environmental adaptations to consider

▪ Education on fall risk and postural 
hypotension strategies

▪Meds requisition/deprescribing 

▪ Personal alarm



Myths or Truths

True or False?



Patient/Caregiver 
Resources
▪ Champlain Regional Stroke 

network infographics: CRSN

▪WHO falls: WHO falls fact 
sheet

▪ The Ottawa Hospital:

✓ Hypotension

✓ Footwear

✓ Reduce falls at home

▪ Staying independent Checklist:

StayingIndependentChecklist

https://www.crsn.ca/en/resources-for-stroke-care-and-recovery
https://www.who.int/news-room/fact-sheets/detail/falls
https://www.who.int/news-room/fact-sheets/detail/falls
https://www.champlainhealthline.ca/healthlibrary_docs/StayingIndependentChecklist_En.pdf


Health Care Provider 
Falls Resources
▪ Staying Independent Checklist 

▪ Technology: personal alarms, watches

▪ ADP: assistive-devices-program

▪ Deprescribing: deprescribing.org/

▪ Regional Geriatric Program of Eastern 
Ontario: https://www.rgpeo.com/

▪ Paramedicine program: Community 
Paramedicine Programs 

▪ World falls Guidelines: 
https://worldfallsguidelines.com/

▪ iWalkAssess: iWalkAssess

https://www.fallpreventionmonth.ca/resource/customizable-sic
https://www.ontario.ca/page/
https://deprescribing.org/
https://www.rgpeo.com/
https://www.champlainhealthline.ca/listServices.aspx?id=402563
https://www.champlainhealthline.ca/listServices.aspx?id=402563
https://worldfallsguidelines.com/
http://www.iwalkassess.com/


Key Messages 
6.3. Falls Prevention and Management

Patients with strokes are at much higher risk for falls than other Hospitalized patients 

(14-65% higher risk)

✓All patients should be screened for fall risk by an experienced clinician

✓Those identified as being at risk should undergo a comprehensive interdisciplinary 
assessment

✓An individualized falls prevention plan should be implemented for each patient.

✓Bed and chair alarms should be provided for patients at high risk for falls according to 
local fall prevention protocols.

✓If a patient experiences a fall, an assessment of precipitating factors should be 
completed and fall prevention plan updated



Contact Info:

Mary Haller Retired PT

email: mary.haller@brunt.name

Dana Guest PT, BSc PT
email: dguest@toh.ca

This Photo by Unknown Author is 
licensed under CC BY-SA-NC

mailto:dguest@toh.ca
https://taliawhyte.com/2016/11/23/whats-in-a-name-indigenous-people/
https://creativecommons.org/licenses/by-nc-sa/3.0/

	Slide 1: Navigating Recovery Safely:  Minimizing Risk of Falls Post Stroke 
	Slide 2: PRESENTER DISCLOSURE
	Slide 3: Objectives 
	Slide 4
	Slide 5: Universal Fall Risk Interventions
	Slide 6: Algorithm
	Slide 7
	Slide 8:   
	Slide 9: Inpatient Case Study  Bernie 60-year-old gentleman who suffered a left stroke 3 days ago and presents with:
	Slide 10: Screening = High Risk
	Slide 11: Best Practice Recommendations
	Slide 12: Interventions
	Slide 13: Ongoing Assessment of Risk
	Slide 14: Myths or Truths  True or False?
	Slide 15: Community Case Study
	Slide 16: Assess fall severity  = High Risk 
	Slide 17: Multi Factorial  Assessment:
	Slide 18: Individualized Tailored Interventions for Mr. C :
	Slide 19: Generalized Interventions:
	Slide 20: Myths or Truths  True or False?
	Slide 21: Patient/Caregiver Resources
	Slide 22: Health Care Provider Falls Resources
	Slide 23: Key Messages  6.3. Falls Prevention and Management
	Slide 24

