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Learning Objectives

• Examine the reasons alarms are used in 

long term care, and strategies for alarm 

reduction

• Identify common factors that increase a 

person’s risk of falling.

• Discuss critical thinking skills used in 

determining appropriate alternatives to 

alarm use
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• Standardized "treatments" based 
upon medical diagnosis

• Schedules and routines are 
designed by staff

• Work is task-oriented and staff 
rotates assignments

• Decision making is centralized

• There is a “sterile” environment

• Structured activities are only 
available when the activity staff are 
on duty

Pioneer Network 

Institutionalized Culture
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Revisions to Interpretative Guidance

Implemented June 17, 2009

•Quality of Life

•Environment

Result of national 

symposium co-

sponsored by CMS and 

the Pioneer Network in 

April 2008
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“…A “homelike environment” is one that de-emphasizes 
the institutional character of the setting, to the extent 
possible, and allows the resident to use those personal 
belongings that support a homelike environment. A 
personalized, homelike environment recognizes the 
individuality and autonomy of the resident, provides an 
opportunity for self-expression, and encourages links 
with the past and family members. The intent of the word 
“homelike” in this regulation is that the nursing home 
should provide an environment as close to that of the 
environment of a private home as possible. This concept 
of creating a home setting includes the elimination of 
institutional odors, and practices to the extent possible. 
Some good practices that serve to decrease the 
institutional character of the environment include the 
elimination of:  
 
 

F-252 Environment
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Slide 6 Overhead paging and piped-in music throughout the building; 

Meal service in the dining room using trays (some residents 

may wish to eat certain meals in their rooms on trays);

Institutional signage labeling work rooms/closets in areas 

visible to residents and the public; 

Medication carts (some innovative facilities store medications in 

locked areas in resident rooms);

Mass purchased furniture, drapes, and bedspreads that all look 

alike throughout the building (some innovators invite the 

placement of some residents’ furniture in common areas);  

Large, centrally located nursing/care team stations. 
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The widespread and long-term use of audible 

(to the resident) chair and bed alarms, instead 

of their limited use for selected residents for 

diagnostic purposes or according to their care 

planned needs. These devices can startle the 

resident and constrain the resident from 

normal repositioning movements, which can 

be problematic.

For more information about the detriments of alarms in terms of 

their effects on residents and alternatives to the widespread use 

of alarms, see the 2007 CMS satellite broadcast training, “From 

Institutionalized to Individualized Care,” Part 1, available through 

the National Technical Information Service and other sources 

such as the Pioneer Network. 
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“…A “homelike” or homey environment 

is not achieved simply through 

enhancements to the physical 

environment. It concerns striving for 

person-centered care that emphasizes 

individualization, relationships, and a 

psychosocial environment that 

welcomes each resident and makes 

her/him comfortable…”
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•Care giving relationships are  based upon 
individualized care needs and personal 
desires of the resident

•Staff have consistent assignments

•Personal knowledge of the resident is part of 
the care giving process

•Care is no longer “task driven”, but based on 
personal knowledge of resident/needs 
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Slide 10 • Decision making is as close to the resident 
as possible

• The environment reflects the comforts of 
home 

• Spontaneous activities are available 
around the clock

• There is a sense of community and 
belonging for residents, staff and families

Pioneer Network
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• Bed-exit alarms

• Chair alarms

• Personal Alarms
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Physical 

Restraint 

Elimination

Fall 

Prevention
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Misuse of Alarms:  Negative Outcomes

• Staff respond to the alarm, and not the 
resident

• Create noise, confusion = increased 
agitation

• Desensitized to sounding alarms

• Potential to immobilize resident-decrease 
in ADL’s

• Restraint 

• Interrupted sleep
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Misuse of Alarms:  Negative Outcomes

continued

• False sense of security

• Residents turn alarms off

• Alarms can malfunction in a number of 

ways

• Sounding alarms may contribute to 

increase risk of falls

• Dignity issues

• Institutionalized atmosphere

• Survey deficiencies
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F-323

§483.25(h) Accidents. 

The facility must ensure that the resident environment 

remains as free of accident hazards as is possible; and 

each resident receives adequate supervision and 

assistance devices to prevent accidents.

Examples of fall-related deficiencies involving alarm use: 

• Alarms did not sound

• Resident turned alarm off “I know how to turn off that             

thing and will because it’s driving me nuts”

• Resident removed clothing to which alarm was 

attached
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No conclusive evidence that alarms prevent

falls!
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Getting started….
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Keys to Success

• Consistent assignments

• “Champion” the cause

• Develop a plan

• Gain support 

• Team

• Educate, educate, 
educate

• Review fall risk factors

• Communicate

• Coordinate with care plan 
process
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QUESTIONS/COMMENTS ?
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Process

• Assemble an Interdisciplinary Team.

• Train Team in Effective Dynamics.

• Establish Team Goals.

• Plan Team Strategies.

• Provide Time and Resources.

• Team trains all staff.

• Empower Leaders throughout facility.
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Positive Promotional Campaign

• Focus on fostering relationships

• Focus on what is being Added

– Relationships among staff

– Relationships with Residents and Families

– Buddies for Care Assignments

• Less focus on things being Removed
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Slide 22 Important Steps

to changing any care process:

• Focus on resident - centered assessment

• Individualized interventions 

– Facilitates the development of critical thinking

skills for the staff

– Eliminates “cookie-cutter” care plans

– Ensures the development of a care plan that 

will allow the resident to achieve or maintain 

their highest level of functioning
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Resident-Centered Process

• Assess the Individual

– Knowing the Resident Takes Time

– Share Knowledge Gained 

• Use Critical Thinking Skills

– Evidence-based & Past Experience

• Personalize Interventions

– Include past history

– Include Family and those most familiar
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Common Risk Factors that Increase Falls

Internal:

• bowel and bladder issues

• pain

• sensory impairment

• medications

– polypharmacy

– use of blood thinners, including aspirin

– cathartics/diuretics
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Common Risk Factors that Increase Falls : 

(Internal continued)

• behaviors

• disease processes, including impact of 

dementia on falls

• orthostatic hypotension

• osteoporosis

• history of previous head injury
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Common Risk Factors that Increase Falls

External:

• condition of floors

• arrangement of furniture and personal items

• temperature

• noise

– overhead paging

– loud roommate/staff conversations

– correct use or overuse of personal alarms

– change of shift  !!!
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Common Risk Factors that Increase Falls

(External continued)

• fit of clothing and 

footwear

• correct bed, chair and 

furniture heights

• fall mats

• restraints 
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Most Common Risk Factors from 16 Studies

Risk factor Mean RR or OR*

Muscle weakness 4.4

History of falls 3.0

Gait deficit 2.9

Balance deficit 2.9

Use assistive device 2.6

Visual deficit 1.5

Arthritis 2.4

Impaired ADL 2.3

Depression 2.2

Cognitive impairment 1.8

Age > 80 years 1.7

Source: Guideline for the prevention of 
falls in older persons. JAGS 
2007;49:664-672.
*RR for prospective studies; OR for 
retrospective studies.
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Critical Thinking

What minimizes or eliminates the risk?

Requires team to consider details about the 

internal and external environment and spend 

time skillfully:

- Gathering Data

- Analyzing these data 

- Synthesizing 

- Incorporating these into a relevant Care Plan 
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Critical Thinking

(continued)

Using the Data to plan Care that is

Resident Centered:

- Resident’s personal history 

- Resident’s preferences/fears/dislikes

- Resident’s Internal Risks

- Resident’s External Risks
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What is a Care Plan Anyway??

• Actions

• Rationales

• Roles

• No standardized Interventions unless IDT 

thinks is personal and specific.

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Slide 32 
The Interdisciplinary Team Engages in  

Discussion and Care Planning  

Who can contribute?

• Administration

• Housekeepers

• Dietary Staff

• Social services

• CNAs

• Nurses

• Physicians

• Resident

• Friends/Family
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Back to the Drawing Board

Use of Critical Thinking 

with Use of 

Assessment Tools

• Think by Number

• Evaluation of Plan
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Think by Number

DESCRIPTION VALUE SCORE

Hx of Falls in past 3 

months

0 = No falls           2 = 1-2 falls

4 =  3 or more falls

Ambulation 0 = Independent   2 – Non-ambulatory

3 = Assist required    4 = Assist required/attempts

Toilet Use 0 = Independent     2 = Does not use

4 = Assist required

Gait 0 =  Normal   1 = Unstable

1 = Requires assistive device

Balance 0 = Normal    1= Problem when standing

1 = Problem when walking

Vision 0 = Adequate with or without glasses/lens

2 = Poor    4 = Blind

Mental status 0 = Oriented X 3    2 = Intermittent confusion

4 = Disoriented X 3
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Remember !

• Residents’ needs change.
- Reassess at least monthly.

- Keep a log.

- Are you updating RCP with new information?

- Is the alarm justified? For how long?  

• LTC providers tend to be overprotective
- resident need for safety

- staff need for security

• Bed alarms in and of themselves do not prevent 
falls, but used judiciously can contribute to the 
prevention of falls.
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QUESTIONS/COMMENTS ?
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Regional Coordinators

Ruth Bish

610-335-1280

rbish@kendaloutreach.org

Janet Davis

610-932-8002

jdavis@kendaloutreach.org

Sadie Mitchell

610-348-3293

smitchell@kendaloutreach.org

Karen Russell 

814-375-6011

krussell@kendaloutreach.org
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T h a n k     Y o u  !
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