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CHAPTER 1: INTRODUCTION

STUDY BACKGROUND

It is often an emotional and difficult decision to place a loved one 

in long term care facility when they can no longer safely live an 

independent lifestyle. Americans are living longer, and as the elderly 

population grows, the demand for long term care increases. Patients 

who historically would have convalesced in the acute care hospital 

setting are now being discharged to their homes, or to nursing homes for 

convalescence. According to Rubienstein (1997), nursing homes have 

become an increasingly important component of the health care delivery 

system. Nationally, there are tw ice the number of nursing home beds 

than acute care hospital beds (Ouslander, 1989). According to the 

American Health Care Association (1996), there are approximately 

1,813,665 nursing home beds in 16,995 nursing facilities through out the 

United States.

Nursing home residents, on the average, are much older, more frail, 

more chronically ill and more physically dependent than hospital patients. 

Currently, there are 450 nursing homes in Michigan with an average of 101 

residents each. According to the January, 1999 Citizens for Better Care 

fact sheet, in 1998, Michigan residents age 65 and older numbered 1.1 

million. While only 5 percent of the elderly population reside in a nursing
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home at any one time, approximately 20% to 30% of all elderly people 

can expect to spend some time in a nursing home setting (Hooyman, 

1993). The median age upon admission is 81 for men and 84 for women. 

42% of persons entering their first nursing home will remain there until their 

death (Citizens for Better Care, 1999).

The quality of care nursing home residents receive hinges on the 

training, experience, skill, workload, patience and motivation of the nurse 

aides who care for them (Wunderlich et al., 1996). Although nursing home 

residents are the responsibility of the licensed staff, it is the nurse aides, 

generally the least trained, least educated, and lowest paid people on 

staff, who provide the majority of physical care to nursing home residents. 

These entry level health care workers are continually faced with the 

challenge of maintaining, often under stressful conditions, a high standard 

of professional conduct and interpersonal interaction while providing 

basic nursing care to nursing home residents (Waxman et al., 1984).

STATEMENT OF PROBLEM

According to Federwisch (1999), many of the resident care 

problems found in nursing homes are directly associated with inadequate 

or poorly trained staff. In a typical 100-bed nursing home, between 100
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and 200 resident falls are reported each year. This elevated fall rate, 

many times, is associated with the lack of resident supervision and/or 

inaccurate or incomplete nursing assessments (Kenney and Shaw, 1998). 

Michigan guidelines for nursing homes state that a facility must ensure (1) 

that the resident environment remain free of accident hazards; and (2) 

that each resident receive adequate supervision and appropriate 

assistance devices to prevent accidents (MDCIS, 1997). Yet, in the 

nursing home, resident fall prevention and resident supervision are not 

routinely scheduled nurse aide in-services. In fact, mandatory nursing 

home in-service education currently include only resident abuse and 

infection control information.

The nursing home resident has the right to expect that his or her 

caregiver will provide a safe environment. Older persons residing in 

medical institutions, whether for a short-term hospital stay or for long term 

care placement, are especially at risk for falls. In the United States, about 

half of all nursing home residents fall every year, and 11 percent of those 

who fall suffer serious injuries. This is tw ice the rate for that of the elderly 

population not residing in a nursing home (Alexander et al, 1992; Davis, 

1995). Fall-related injuries have been identified as the sixth leading cause 

of death in individuals older than age 65, and the fall incidence rate of 

nursing home residents is three times that of elderly persons still living in the
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community (Marottoli, Berkman, Leo-Summers & McCooney, 1994 &

Sattin, 1992).

SIGNIFICANCE OF RESEARCH

This study investigated the im pact of nurse aide experience, initial 

training and in-service education on resident falls in three Detroit nursing 

homes. Although studies mentioned in the literature review have 

supported the need for nurse aide in-service training on falls, little 

investigation to date has addressed the im pact of the nurse a ide ’s nursing 

home experience in the reduction of resident falls. Nurse aides deliver up 

to 95% of the hands on care nursing home residents receive, and 

therefore, have the greatest opportunity to reduce the incidents of 

resident falls. This suggests that nurse aide knowledge and experience are 

major components of the resident’s overall quality of care and fall injury 

prevention.

The processes of aging and age-related physical, emotional and 

economic changes seen in the elderly population are highly 

individualized. However, a major concern for most geriatric individuals is 

the maintenance of functional mobility (Nawas & Balk, 1994). Muscle 

weakness, gait disturbances, balance problems and other physical 

conditions are only a few  factors that predispose nursing home residents
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to falls (Hwag, 1999). Campbell et al (1989) surmised that the majority of 

geriatric falls were multifactorial in nature. In addition, Hogue (1992) also 

noted that the occurrence of a fall in older persons was usually a result of 

an interaction of both personal and environmental factors. Fall 

intervention strategies can be categorized broadly into three areas:

(a) Strategies that focus on the person (caregiver knowledge),

(b) Strategies that focus on the environment (safety hazards),

(c) Strategies that focus on the profession (caregiver training and

experience).

Because of the multifaceted nature of falls in older adults, few 

studies exist that test the effectiveness of fall prevention interventions other 

than those of safety intervention strategies. Although most falls are a 

result of factors such as dementia, visual impairment, neurologic and 

musculoskeletal disabilities, psychoactive medications, gait and balance 

difficulties and environmental hazards, caregiver experience and in- 

service education can be of major significance in fall intervention and 

prevention.
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RESEARCH QUESTIONS

The following research questions were developed to address fall 

events among the residents of nursing home A; B and C:

1. Is there a relationship between nursing homes, nurse aide

experience and length of nurse aide initial training?

2. Is there a relationship between nurse aide experience and nurse

aide resident care responsibility during shift change across nursing 

homes?

3. Is there a relationship between resident fall events and work shift

across nursing homes?

4. Is there a difference in fall location across nursing homes?
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STUDY ASSUMPTIONS

• All nurse aides participating in this study have successfully completed a 

State of Michigan approved nurse assistant training program.

• Each State training program included a minimum of eight (8) hours of 

basic geriatric anatomy and physiology instruction.

• All nurse aides participating in this study have been investigated by 

both the Michigan Nurse Aide Registry and Michigan State Police and 

found to be free of any history of allegations of resident abuse.

• All nurse aides participating in this study have been successfully 

com petency evaluated and have been registered with the State as a 

com petency evaluated nurse aide (CENA).

• Resident demographics will not vary significantly between residents 

who sustain injurious falls and residents who sustain non-injurious falls.
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STUDY LIMITATIONS

• There are 450 Michigan nursing homes. 328 of those are skilled nursing 

facilities. Of the skilled nursing facilities, 79 facilities are in the County of 

Wayne and 39 facilities are in the City of Detroit. The sample will be 

limited to three Detroit area skilled nursing facilities with a resident 

census over 100.

• The study will survey only long-term care nurse aides. Consequently, 

survey results cannot be generalized to nurse aides who work in other 

settings (acute care, home health care, private duty).

• Facility fall event information is limited to data provided by those 

nursing homes randomly selected for this study.

• Resident incident reports, as an index of fall occurrence, are of 

unconfirmed reliability and validity.

• Different incident/accident report formats, soliciting different resident 

demographic and incident information, were used by HOME A, B and 

C.
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ETHICAL CONSIDERATIONS

Researchers have an obligation and the responsibility to protect the 

anonymity of subjects and to maintain the confidentiality of data 

collected during a study (Burns and Grove, 1997). Every subject has the 

right to anonymity, confidentiality, fair treatment, protection from harm 

and fair determination. Each subject also has the right to participate or 

decline participation without repercussion (Massey 1995). Confidentiality 

and anonymity of the sample are of utmost importance during the data 

collection procedure and will be maintained throughout the research 

process. The following considerations will be implemented during the 

study:

• Names were not requested on the nurse aide questionnaire instrument.

• All demographic information derived from facility records were utilized 

without identifying codes or names.

• Data were analyzed as aggregate/group data. No one respondent’s 

response was identified.

• Survey instruments were returned to researcher in a locked box at the 

collection site.
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DEFINITION OF TERMS

The terms used throughout this study were operationally defined to 

prevent misconceptions and to avoid vague or ambiguous terminology.

Accident hazards are defined as physical features in the nursing 

facility environment that can endanger a resident’s safety [MDCIS Federal 

Regulation 483.25(h) (1)]

Accident is an unexpected, unintended event that can cause a 

resident bodily injury.

Activities of Daily Living (ADLs) is the capacity to perform functional 

tasks necessary for an individual to care for themselves and to meet the 

demands of daily life (e.g. eating, walking, dressing, bathing, toileting, 

etc,).

Alzheimer’s Disease is the progressive loss of mental ability and 

function, often accom panied by personality changes and emotional 

stability. The disease progresses to include symptoms of confusion, 

restlessness, inability to plan and carry out activities and loss of sphincter 

(e.g. bladder) control.
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Basic residents are residents who need custodial care rather than 

specialized nursing services and are usually elderly with diagnosis such as 

Alzheimer’s disease or senile dementia.

Competency Evaluation Program (CEP) consists of testing activities 

conducted by a nursing facility, a State Approved Nurse Aide Training 

Program, or a temporary staffing agency on the Michigan Department of 

Public Health (MDPH) testing list, in conjunction with the testing contractor, 

for the purpose of determining the com petence of nurse aides.

Dementia The progressive state of mental decline, especially of 

memory function and judgment, often accom panied by disorientation, 

stupor, and disintegration of the personality.

Diagnostic Related Grouping (DRG) is a concept that was 

introduced in the early 1980’s as a tool of cost containment and the 

resultant early discharge of patients from hospitals.

Fall is defined as any incident by which a resident cam e to land on 

the floor unintentionally (Hakim, 1998).

Health Care Surveyors are pharmacists, sanitarians, Master’s 

prepared nurses, dietitians and social workers who investigate a nursing 

home’s compliance with federal and state rules and regulations by 

assessing the quality of care and services provided to the nursing home 

residents.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



12

Licensed Staff is defined as a physician; physician-assistant; physical, 

speech or occupational therapist; registered professional nurse; licensed 

practical nurse; or licensed or certified social worker.

Medicaid (Title XIX) A State/Federal Medical assistance program 

which provides a basic set of health care related services to public 

assistance clients of the State, and at the State’s option, other needy 

individuals.

Medicare (Title XVIII) A Federal health insurance program providing 

a basic set of hospital and supplemental benefits through providers and 

suppliers participating in the program. Benefits are payable to most 

people over age 65, social security disability beneficiaries under age 65, 

and individuals needing renal dialysis or renal transportation at any age.

Neglect can mean failure of a caretaker to supply a vulnerable 

adult with the food, clothing, shelter, health care, supervision or other 

services necessary to maintain physical and mental health. An act of 

neglect does not have to be intentional. It can occur unintentionally from 

inattentiveness if the inattentiveness is due to factors within the acto r’s 

control.

Nurse aide is defined as any individual providing nursing or nursing- 

related services to residents in a facility who is not a licensed health 

professional or someone who volunteers to provide such services without 

pay (MDCIS, 1997).
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Nursing Homes are places for nursing personnel to serve residents 

who need continuous assistance with their basic activities of daily living as 

well as places where the chronic, multiple, interacting illnesses of residents 

can be monitored (Caudill and Patrick, 1991).

Osteoporosis is a disease process that reduces bone mass, 

predisposes an individual to a multitude of fractures, especially fractures 

of the hip, vertebrae, and forearm.

Physical mobility is defined as the capability to maneuver safely 

and effectively. The most important functional ability that determines the 

degree of independence and health care needs among older persons 

population (Hogue, 1992).

Resident refers to a person adm itted to a long term care nursing 

facility that furnishes regular and frequent, but not continuous, medical 

and nursing services, and furnishes continuous supportive, restorative and 

preventive health services.

Skilled Nursing Facility (SNF) is defined, effective October 1, 1990, as 

a Medicare approved institution which is primarily engaged in providing 

skilled nursing care and related services to residents who require medical, 

nursing, or restorative services, and is not primarily for the care and 

treatment of mental diseases. A SNF must meet the specific set of
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requirements in Section 1819(b),(c) and (d) of the OBRA Nursing Home 

Reform Act.

Skilled residents are residents that require 24-hour professional 

nursing care and special services such as speech, physical and/or 

occupational therapy.

Vital Signs is defined as a person’s temperature, pulse, respiration 

and blood pressure.
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CHAPTER 2: REVIEW OF LITERATURE AND RELATED RESEARCH

INTRODUCTION

This chapter wifi present a review of literature and research relevant 

to resident fall injury events and nurse aide in-service and experience. 

While several investigators have identified fall risk factors among nursing 

home residents, little investigation to date, has addressed the correlation 

of nurse aide in-service education, experience, and resident falls. The 

literature reviewed is presented in the following sections:

(1) State-mandated nurse aide competency,

(2) Nurse aide in-service education,

(3) The nurse aide,

(4) The nursing home,

(5) The nursing home resident

(6) Resident falls.

STATE-MANDATED NURSE AIDE COMPETENCY

Public opinion about nursing homes is strongly tied to perceptions of 

the State and Federal government’s effectiveness in ensuring good care. 

The quest for quality improvement in the nursing home industry began in 

1983 with a study of nursing home quality. In 1986, the final report,
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Improving the Quality of Care in Nursing Homes from the Institute of 

Medicine’s Committee on Nursing Home Regulation resulted in a 1987 

congressionally mandated regulation entitled the Omnibus Budget 

Reconciliation Act of 1987 (Popejoy, L.L. et al. 2000). Moreover, in 1987, in 

an effort to upgrade the standard of care and to improve the quality of 

care to the residents in long term care facilities, as part of this Omnibus 

Budget Reconciliation Act (OBRA) of 1987, Congress also adopted the 

Nursing Home Reform Act (NHRA).

Integrated within the NHRA were stringent nurse aide training and 

com petency standards. Before the NHRA was enacted, nursing home 

residents were subject to over medication, abuse, and untrained staff 

who did not have the skills necessary to care for them (Federwisch, 1999). 

Nurse aides were specifically targeted in this legislation because of the 

growing awareness that it is the nurse aide who provide most of the direct 

care received by residents and the affirmation of the potential nurse aides 

possess for affecting the quality of care received by nursing home 

residents.

The purpose of the NHRA nurse aide training and com petency 

standards, which went into effect October 1, 1990, was to ensure that 

nurse aides have the training, the practical knowledge, and the skills 

needed to care for residents participating in nursing home Medicare and 

Medicaid programs, the primary funders of long term care (MDCIS, 1997). 

This law required all nurse aides employed by Medicare and Medicaid
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participating long term care facilities, to be certified. To becom e certified, 

the nurse aide had to complete and pass a state approved nurse aide 

program of training and the State com petency evaluation. After initial 

certification, the nurse aide had to make application to the State to be 

recertified every two years. For recertification, the nurse aide must prove 

that he/she has worked as a nursing home aide for, at least one eight- 

hour shift within the two certification years, or the nurse aide must re-test.

The Nurse Aide Training Program (NATP) must be a minimum of 75 

clock hours (usually conducted 5 hours a day for 3 weeks) of classroom 

training and clinical experience. The training program, which is designed 

for, but not limited to, participants with a high school diploma or GED, 

introduces the overall concept of geriatric care in a long-term care 

facility.

The objective of the training program is to provide quality services 

to nursing home residents. Therefore, classroom instruction must include, at 

minimum, the following five State mandated objectives:

1. Form a relationship, communicate and interact competently 

on a one-to-one basis with the nursing home residents.

2. Demonstrate sensitivity to residents' emotional, social, and 

mental health needs through skillful, directed interactions.

3. Assist residents in attaining and maintaining independence.
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4. Exhibit behavior in support and promotion of residents’ rights.

5. Demonstrate observational and documenting skills needed in 

the assessment of resident’s health, physical condition and 

well-being.

Within the program’s 75 hours, the student is expected to develop 

basic skills in bedside nursing, communication, interpersonal relationships, 

infection control, safety, and resident rights. The course introduces the 

student to personal care skills, basic geriatric anatomy and physiology, 

signs and symptoms of common diseases of the elderly, diagnostic vital 

signs, identification of mental health and social services needs, basic 

restorative services, care of cognitively impaired residents, and basic 

medical terminology.

A minimum of sixteen hours of supervised practical hands-on clinical 

experience is mandated by the state and is also included within the basic 

75 hour training program. This is conducted at a pre-selected State 

approved nursing home, under the supervision of a registered nurse 

instructor. During this clinical segment, the student is required to, without 

assistance, correctly perform on residents, the basic nursing skills and 

techniques learned in the classroom.
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Although the State of Michigan requires a NATP to be a minimum of 

75 clock hours, individual programs have been conducted for up to 300 

clock hours. The 75 hour nurse aide training program structure is based on 

the 1991 Michigan Model Curriculum. The program curriculum hour 

allocation is presented in Figure 1. The curriculum content listed in Figure 1 

must be included in the basic nurse aide training program.

Subject Class
hours

Clinical
hours

Total
hours

Long term care (LTC facility and the LTC Resident 2.0 2.0
Resident rights 2.0 2.0
Nurse aide as a member of the health care team 2.0 2.0
Human interaction skills 2.0 2.0
Infection control 4.0 4.0
Safety/Emergency procedures 4.0 4.0
Basic personal care skills:
Oral hygiene, skin care, hair care, shaving, 
perineal care, bathing, dressing and appearance.

10.0 6.0 16.0

Resident environment 2.0 2.0 4.0
Care of residents with cogitive impairment 3.0 1.0 4.0
Restraint use/reduction/elimination 3.5 0.5 4.0
Vital signs, Height and Weight 2.0 2.0 4.0
Nutrition and hydration needs 3.0 1.0 4.0
Elimination 3.0 1.0 4.0
Restorative/rehabilitative care 4.0 4.0 8.0
Care of resident with mental retardation 1.0 1.0
Depression 1.0 1.0
Death and dying 1.0 1.0
Care of resident with AIDS 1.0 1.0
Clinical Practicum: integration of clinical skills 7.0 7.0
TOTAL HOURS 50.5 24.5 75.0

Figure 1 Basic Nurse Aide Training Curriculum
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Upon completion of the basic training program, students are 

eligible to take the State Competency Test for Nurse Aides. This test 

includes both an oral or written examination and a skills demonstration. A 

nurse a ide ’s minimal knowledge of the basic concepts relating to the 

care of nursing home residents is tested by the written/oral multiple- 

choice examination, and the nurse a ide ’s ability to perform specific 

resident basic care tasks is tested with a demonstration of the basic skills 

they have learned. OBRA requires that all nurse aides successfully 

complete this state approved Competency Evaluation within four months 

of starting employment. In addition, the State also requires the student to 

successfully complete a Cardio-Pulmonary Resuscitation (CPR) and a 

standard first aid course.

Each state must comply with the OBRA nurse aide training 

standards, as well as establish a system (Nurse Aide Registry) that can 

track all the nurse aides who successfully complete the com petency 

evaluation. Nurse aides who are convicted in court or found by State 

regulators to have abused, neglected or stolen property from a nursing 

home resident have their names flagged on the State Nurse Aide Registry 

and are barred from further nursing home employment. According to the 

Michigan Department of Consumer and Industry Services (MDCIS), as of 

June 1999, approximately 300 former Michigan nurse aides were flagged 

on this registry list.
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Because nurse aides must continually develop new skills to keep 

pace with the rising acuity of long term care residents, once employed, 

nursing homes are mandated to provide the nurse aides in their employ 

12 hours of in-service education each year. It is important to note that 

even with the mandated state training and the mandated nursing home 

in-service education requirements, the nurse aide, representing 43% of 

nursing home employees and 70% fo 90% of the nursing home nursing 

staff, continue to have the least amount of education of the health care 

workers employed in nursing homes (Hagan & Sayers, 1995; Wunderlich, 

Sloan & Davis, 1996).

NURSE AIDE IN-SERVICE EDUCATION

OBRA 1987 regulations also dictate nurse aides must have regular 

in-service education. The nursing home must complete a performance 

review of every nurse aide at least once every twelve months, and must 

provide no less than 12 hours of in-service education per year. Ideally, the 

in-service education should be based on the outcomes of the 

performance reviews, observations by facility management, and any 

special resident needs.

According to Tschop (1996), there is a need to more effectively 

educate nurse aides on the basics of day-to-day resident care. Tschop
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also believes that many entry level nurse aides are unprepared to hold a 

job, let alone care for elderly residents requiring increasingly higher levels 

of care. Tschop suggests that many of the people who gravitate to entry 

level nursing home positions are socially, culturally, and economically 

disadvantaged with limited basic education and borderline literacy skills, 

factors which often hamper the training process.

The American Health Care Association (1996), in response to nursing 

home reform, reported that nursing homes have reduced the use of 

pharmacologic interventions (chemical restraints) for residents and have 

incorporated minimal basic behavior management training into nurse 

aide certification and continuing education programs. In response to this, 

Burgio & Scilley (1994) and Schnelle, et al. (1990) suggest that formal on- 

the-job training is essential for nurse aide performance of new fall 

intervention skills. In fact, Tinetti and Speechley (1989) suggested that 

facilities implementing a comprehensive fall prevention program must 

recognize the importance of staff education and environmental safety 

and include these topics in staff in-service education. Typically, safety 

management skills are taught to nurse aides through in-services; however, 

nurse a ide ’s knowledge and skill acquisition are seldom assessed (Burgio & 

Scilley, 1994). Unfortunately, studies suggest that even intensive on-the-job 

training could not ensure that the performance of nurse aide skills would 

be maintained over time (Stevens et.al, 1998).
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Banaszak-Hall & Hines (1996) studied nurse aide turnover rates to 

determine factors dealing with job design and organization. The job 

design included in-service education on determining resident care. The 

study concluded that involvement of the nurse aide in care planning was 

a significant factor in reducing nurse aide turnover and increase resident 

quality of care. The sfudy did not show, however, that increased nurse 

aide training decreased turnover.

Results of a study, summarized by Gross (1996), on the im pact of 

nurse aide training on resident quality of life, indicated that the overall 

quality of care for the nursing home resident had improved as a result of 

nurse aide training. However, from Pillemer’s (1995) perspective, there is a 

problem with nurse aide continuing education. Pillemer suggested that 

on-going nursing home in-services are not well organized, and the in- 

service topics are chosen haphazardly and are not well-planned. This 

approach, Pillemer continued, cause nurse aide staff to have a cavalier 

attitude about in-service education.

A 1997 study on the nurse aide training program was conducted by 

the University of Northern Colorado College of Health and Human 

Sciences. The purpose of the study was to facilitate improving the quality 

of care delivered by nurse aides and to reduce the nurse aide turnover 

rate. The study concluded that the elements related to nurse aide burnout 

were organizational climate, work load, training, education level, and 

personality. More specifically, results of the study indicated that several
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factors must be present to enhance a resident’s quality of care and 

reduce nurse aide turnover. These factors included nurse aide 

prescreening for suitable personal characteristics, adequate in-depth 

initial and continuing in-service education, reduced work overload, 

competitive salaries, recognition, appreciation, respect, and opportunity 

for advancement.

Additionally, Hooyman and Kiyak (1993) concluded that one reason 

for the high nurse aide turnover rate was that too many prospective nurse 

aides go through training, and get on the job only to discover geriatric 

patient care was not the job for them. As a result, Hooyman concluded 

that a weeding-out factor for those persons not suited for geriatric care 

be added to the nurse aide training programs.

THE NURSE AIDE

As the number of nursing home residents increase, nurse aides will 

continue to be the largest group of nursing home workers and the primary 

providers of direct care to the nursing home residents. There are about 

70,000 nurse aides in Michigan (Mickus & Hogan, 1998). The nurse aide, 

who works under the supervision of a licensed nurse, performs tasks which 

do not require professional training or education. They must, however, 

adhere to licensed staff instructions and follow established nursing home 

policies and practices. They are not permitted to administer medications
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or treatments, but they are responsible for providing hands on personal 

care to nursing home residents. The job of nurse aide ranks low in health 

personnel hierarchies, it is the nurse aide, who has four times more contact 

hours with nursing home residents than professional staff, that will provide 

the main information source for the development of the resident’s initial 

plan of care.

Nurse aides bathe, perform oral hygiene, groom, dress, feed, toilet, 

diaper, lift, transfer and take care of all the daily needs of people who are 

not capable of caring for themselves, but who are either not sick enough 

or too sick to be in a hospital. They assist with ambulation and transport 

residents to various treatment therapies and to nursing home activities. 

They provide passive and/or active range of motion (ROM) to residents 

incapable of movement. Nurse aides oversee and document a resident’s 

physical state of health by obtaining vital signs, measuring food and liquid 

intake and output, measuring urine output and reporting any findings or 

changes in a resident’s condition to the licensed staff.

The nurse aide population is transient by nature. The numbers of 

potential and existing nurse aides are dwindling, and competition for 

nurse aide services are great. (American Health Care Association 1996). 

When a nurse aide is motivated to seek employment elsewhere, the 

quality of resident care is directly and indirectly affected (Rakich, Longest, 

and Darr 1992). A significant factor in the reduced nurse aide pool is the
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influx of other more profitable, less demanding employment opportunities. 

For example, in the Metropolitan Detroit area, two casinos and a new 

sports arena opened in 1999 producing an abundance of better paying, 

less stressful job opportunities for current and potential nursing home 

employees. Because of these and other more appealing employment 

options, work as a nurse aide has becom e less attractive, and the pool of 

potential nursing home employees has been significantly reduced.

To adequately provide good resident care, current law requires 

nursing homes to have 1 nursing staff person on duty for every 8 residents 

during the morning shift; 1 nursing staff for every 12 residents on the 

afternoon shift; and 1 nursing staff for every 15 residents on the midnight 

shift. At present, a nursing home is allowed to count licensed nurses, who 

do not routinely provide basic resident care, in the nursing staff ratio. This 

inclusion significantly reduces the “ true” number of staff actually providing 

care to nursing home residents.

While there seems to be a sufficient supply of nurses, specifically 

licensed practical nurses (LPNs), seeking employment in long term care, 

the increasing demand for nurse aides has kept the temporary nursing 

staff employment agencies busy. These temporary agencies, which are 

not regulated by any state or federal entity, are being used to augment 

nurse aide staffing needs in nursing homes. Because of a lack of state and 

federal regulation, and because temporary staff is often disruptive to the 

resident’s continuity of care, there is concern regarding the in-service
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education (if any), the skill level, as well as the quality of the nurse aides 

these temporary staffing services provide to the nursing homes (Rakich, 

Longest & Darr, 1992).

NURSING HOMES

The modern nursing home industry, involving the construction and 

operation of profit-making, medical-type facilities, was developed after 

World War II. Expansion of the nursing home industry in the mid 1950s was 

encouraged by the Hill-Burton Act. This act provided public money for the 

construction of non-profit nursing homes and initiated the Federal Housing 

Administration’s (FHA) guarantee of mortgage loans to proprietary nursing 

homes. A more rapid nursing home industry growth occurred after 

Medicare was enacted in 1965. The deinstitutionalization of residents of 

mental hospitals, which began in the 1960s, increased the supply of older 

persons who were candidates for nursing home admission. Finally, by the 

early 1970s, more than one million older persons were residing in nursing 

homes, and large scale government support of this industry was in place.

The elderly population influx to nursing homes has been the result of 

the DRG concept of discharge to minimize hospital inpatient cost in 

caring for the elderly. However, nursing homes are an expensive way to 

care for frail older persons. The cost of residing in a middle-range nursing 

home for a year now exceeds $45,000. Because few individuals have
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private insurance to cover long-term care, nursing home expenses are 

paid either out-of-pocket or through governmental funds. Medicaid 

regulations signaled the willingness of government to pay the full cost of 

long term care for the poor elderly residing in nursing homes, but not in 

other settings. Nursing home residents who are poor (or who can appear 

poor through Medicaid estate-planning techniques) qualified for 

Medicaid support. Those who do not, must pay their own nursing home 

expenses until they have spent down their savings and assets. 

Subsequently, all but the wealthy face the threat, in old age, of having to 

transfer their life savings to a nursing home and becoming a ward of the 

state.

In Michigan, about 58,000 older adults live in nursing homes (Mickus 

& Hogan, 1998). Even though nursing homes are in business to make a 

profit, they have a moral and fiduciary responsibility to provide 

reasonable and compassionate care to its residents. Nursing homes 

accepting Medicare or Medicaid payments must care for residents in 

such a manner and in an environment that will promote maintenance or 

enhance of the quality of life of each resident. Nursing homes must also 

provide services and activities to attain and maintain the highest 

practicable physical, mental and psychosocial well-being of each 

resident. Nursing homes do not have to be lavish, but the nursing home 

should be clean, safe, and helpful for the residents who reside there.
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Nursing homes must also be in compliance with both Federal and State 

laws. To assess whether the quality of care being provided is as intended 

by the law and as needed by the residents, nursing homes that admit 

Federal Medicaid and Medicare residents, must undergo both an annual 

Federal certification and a Bi-annual State licensure process. Health care 

surveyors rely on Health Care Finance Administration (HCFA) interpretive 

guidance when evaluating nursing home compliance with federal 

requirements. The incentives for nursing home compliance with 

regulations in terms of legal and economic survival are tremendous 

(Kapp, 1996). Government compliance constitutes financial stability and 

the ability to continually admit residents into the nursing home. Violations 

subject nursing homes to citations and, depending on the violation, to 

sanctions. If a nursing home is found to be out of compliance, sanctions 

include terminating M edicare/M edicaid provider agreements, placing a 

moratorium on or restricting new Medicare/Medicaid admissions, civil 

monetary penalties, temporary management, and, if necessary, facility 

closure (MDCIS, 1997). Although many nursing homes routinely provide 

quality care, few of M ichigan’s nursing homes consistently measured up to 

Federal and State guidelines for optimal resident care (Mickus and 

Hogan, 1998).
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NURSING HOME RESIDENT

In 1996, persons age 65 and older, numbered 33.9 million and 

represented 12.8% of the US population (Duncker and Greenberg, 1997). 

In the year 2000, there were an estimated 35 million people age 65 and 

over, again, almost 13% of the total United States population (U.S.Census 

Bureau, 2000). This age group is expected to more than double by the 

middle of the century. Additionally, the elderly population itself is getting 

older. It is projected that by the year 2030 there will be approximately 70 

million elderly persons comprising 20% of the total population (Duncker 

and Greenberg, 1997). In 1996, the 65-74 age group (18.7 million) was 8 

times larger than it was in 1990, the 75-84 age group (11.4 million) was 16 

times larger, and the 85+ age group (3.8 million) was 31 times larger 

(Duncker and Greenberg, 1997). The U.S. Census Bureau (2000) suggest 

that the age 85 and over population could grow from appropriately 4 

million in the year 2000 to 19 million by the year 2050. The most rapid 

growth for the elderly population in America is expected between the 

years 2010-2030 when the “ baby boom ” generation reaches age 65. This 

geriatric population growth will ultimately result in an increased demand 

for both short and long term care services in a nursing home setting.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



31

There are three kinds of nursing home residents;

(a.) those who are there only for a few weeks or months of care or 

therapy while they recover from illness or injury;

(b.) those who need physical help because their bodies are 

wearing out; and 

(c.) those who need both physical help and supervision. 

Whichever the case, people in nursing homes are a lot frailer than 

they used to be, and their care needs are more intense requiring more 

personal care and supervision. During the aging process, the average 

adult begins to lose overall bone and body mass, followed by a decrease 

of lean muscle mass of the musculoskeletal system. By age seventy, 

muscle mass will decrease 20 to 30 percent and be replaced by fibrous 

tissue (Berman, Haxby & Pomerantz, 1988). This decrease in muscle mass 

does not necessarily lead to a decrease in muscle weakness. In fact, 

although muscle atrophy from aging may appear to be prominent, as 

evidenced by thin, flabby arm and leg muscles, little actual muscle 

weakness occurs (Grob, 1978). Maintenance of balance is also affected 

with increased age. Changes in the musculoskeletal and nervous systems 

usually cause a decreased ability to adequately and quickly correct 

movements affecting the center of gravity (Overstall, 1977).
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RESIDENT FALLS

Falls are a frequent cause of admission to long term care facilities 

among formerly independent older adults (Hogue, 1992). Ebersole and 

Hess (1998) estimate that approximately 20% of hospitalized patients and 

45% nursing home residents will experience a fall. Historically, falls, along 

with loss of memory and failing vision, had been considered a normal 

result of aging. Falls have recently been the focus of increased attention 

from the medical community (Nawas & Balk, 1994). Hwag (1999) suggests 

that the risk of falling increases with age, and the injuries elderly people 

sustain from a fall often result in impaired movement, increased "fear of 

falling," and decreased life quality. As a result, mobility is a vital factor in 

maintaining the quality of life of an elderly individual (Province et al.,1995). 

In 40% of elderly persons, the pain and disability caused by a fall injury can 

continue for a median of seven months after the fall. Historically, the 

public viewed falls among the elderly as “accidents” that were 

unpredictable and therefore unavoidable (Lipsitzs, 1996). Conversely, 

UCLA School of Public Health suggest that although fall injuries result in an 

increased health care utilization, research over the past three decades 

showed that most falls among elders can be predicted and prevented 

(Ory et al., 1993). Concern for falls among the elderly population has 

prompted research such as the Frailty and Injuries: Cooperative Studies of
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Interventions and Techniques (FICSIT). The FICSIT consisted of different 

clinical trials that would effect various interventions on frailty and injuries in 

later life (Ory et al., 1993).

Research studies have also shown that multiple factors contribute to 

the older adult’s risk of falling. In a study of long term care residents,

Hwag (1999) found that impaired visual acuity and dementia were 

significant predictors of falls. In addition, Davis (1995) concluded, major 

factors contributing to falls in older persons to be physiological 

(decreased strength and vision), psychological (confusion), social 

(maintaining independence), and environmental (absence of handrails 

or adequate lighting).

Although the etiology of falls in the nursing home environment is 

multifactorial, it may be useful to examine the concept of falls among the 

elderly through a common framework using: (a) intrinsic or host factors 

related to normal changes of aging or impairments due to disease, (b) 

extrinsic or environmental factors, (c) iatrogenic or treatment factors and 

(d) activity factors or the level of activity during the time of the fall.

Intrinsic factors:

Intrinsic risk factors include diseases that disrupt cognition, balance, 

sensory input, and muscle strength. Aging can cause changes in 

balance, posture, agility and muscle strength which could affect stability. 

Young adults tend to fall forward, injuring arms and wrists. Older adults
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tend to fall either backward or sideways resulting in a more serious injury 

to the hips, head or back (Lipsitzs, 1996). While the fractured bones are a 

concern, it is the immobility caused by falls that do the most long term 

dam age to an elderly person. Results of a study by Hakim (1998) pointed 

out that the residents who are likely to fall were those with an impaired 

cognition and dependency for mobility that required continuous 

supervision. Other researchers (Perry, 1982 & Schmid, 1990) have also 

indicated that a history of prior falls was an important intrinsic predictor of 

falls in older adults.

Tinetti et al. (1993) identified intrinsic fall risk factors included altered 

strength and range of motion, dysfunctional balance, gait and transfer 

ability, postural hypotension and medications. In addition, the intrinsic risk 

factors identified specifically for nursing home residents also included 

advanced age, dementia, disuse syndrome, frailty, ambulation aids, and 

chronic or recurring health conditions.

Extrinsic factors:

Environmental problem areas of concern in the long-term care 

setting include new environment, bed height, the presence of glossy 

floors, inadequate lighting, unstable furniture, unlocked wheelchairs and 

beds, poor positioned seating, ill-fitted walking aids or footwear, excessive 

clutter, and inadequate or a lack of adapted/assistive equipment.
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Taylor & Ray (1990), in an attem pt to identify suboptimal safety 

practices, examined recurrent falls and related injuries suffered by nursing 

home residents. They concluded that the number of falls in nursing homes 

were reduced when and if safety programs were put into place and 

nursing staff, specifically nurse aides, were trained and in-serviced on 

identified safety program techniques. The study also identified safety 

program techniques which included monitoring medication, fixing and 

replacing substandard equipment, encouraging residents to wear 

properly fitted shoes, removing clutter from around beds and hallways 

and giving residents proper assistance when required. Crowell, Perry & 

Schoenfelder (1999) reported that the most frequent location of falls was 

the resident’s room. Specifically, according to Steinweg (1997), the 

unassisted and/or unsupervised traveling to the bathroom was a major 

factor contributing to the incidence of resident falls.

In dealing with geriatric residents in the nursing home setting, being 

able to monitor and/or modify the environment should protect the nursing 

home resident and, as a result, decrease fall related injuries. Kustaborder 

and Rigney (1983) identified environmental factors contributing to falls 

that could be corrected by the nursing staff. They instituted four 

interventions: 1) change in staff relief times to maintain adequate staffing 

levels on the floors at all times; 2) use of long signal cords for easy patient 

access anywhere in the room; 3) pairing of nursing assistants who were
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responsible for one another's patients when one leaves the unit; and 4) 

constant supervision of patients on the toilet when the patient was 

confused, sedated, or on oxygen therapy. Unexpectedly, falls increased 

nine percent after instituting these changes.

Iatrogenic factors:

Polypharmacy has been repeatedly linked to resident falls 

(Cumming et al., 1991). In fact, the most frequently cited iatrogenic 

factor associated with falls among older aldults is medication usage.

Older adults consume a greater number of medications than other age 

groups and are more susceptible to drug side effects and toxic drug 

interactions. Thapa et al. (1998) performed a retrospective study of the 

risk of falls among nursing home residents receiving antidepressants. The 

research concluded that an increased rate of nursing home resident falls 

may be the result of antidepressant medication side effects. The study 

suggested that medication side effect monitoring be implemented by all 

resident caregivers, including the nurse aides. Also, in a study by Fisher, 

Bonder and Falconnier (1988), the number and amount of prescribed 

medications, as well as depth perception (sensory changes) and 

depression (mental status), were found to be the major factor in 

predicting elderly falls.
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Activity factors:

Most falls occur when the older adult is completing his or her usual 

activities of daily living such as walking or changing position (Tinetti & 

Speechley, 1989). Social and physical activities are inversely related to 

reported falls in the nursing home. They conclude that most falls in the 

long-term care setting occur first thing in the morning and in the evening, 

when few structured recreation therapy programs are scheduled. Cook 

and Miller (1996) suggest that falls in nursing homes most often occur 

between the patient’s bed and the bathroom, and generally happen 

when staff is either busy or unavailable.

Falls, resulting in hip fractures, are the most common and the most 

serious of all fall injuries. While fractured bones are a concern, it is the 

immobility necessitated by the falls that cause the most long-term 

dam age to an elderly person. This immobility affects virtually every system 

of the body and makes the normal effects of aging more pronounced 

(Sorock, 1988 and Tinetti & Speechley, 1989). Maas (1989) reported that 

impaired mobility was one of the most frequent nursing diagnosis for 

elderly residents in long-term care facilities. Each year, approximately 8% 

to 10% of persons aged 75 years or older experience a serious fall injury 

such as a fracture, joint dislocation, head injury, or soft tissue tear (Ray et 

al., 1997). The most frequent injuries due to falls are osteoporotic fractures 

of the hip, spine, wrist and forearm. Although not all falls result in injury, the 

likelihood of a serious fall with accompanying physical, emotional and
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economic consequences becomes greater as one ages. Secondary 

complications such as pneumonia, sepsis and skin ulcers may lead to a 

subsequent decline in the health status following a fall induced hip 

fracture (Commodore, 1995). After a fall, Post-fall syndrome (e.g., fear of 

falling, social withdrawal, depression) can also occur resulting in restricted 

mobility and increased dependence in the elderly (Alexander et al.,

1992).

The fear of falling has been recognized as an important 

psychological consequence of falling and was reported among 

approximately 50% of those who had fallen. Of these individuals, 20% 

avoided various activities because of the fear of another fall (Tideiksaar, 

1997). Self-imposed activity restriction is a major consequence of fear of 

falling and a resultant cause of a decline in function and social 

interaction (Commodore, 1995).

A study by Ray et al. (1997) found thaf sampled nursing homes had 

19 percent fewer residents experiencing repeated falls when nursing 

home employees were provided with information about how to decrease 

the number of resident falls. Ray et al. continued by saying that a key 

method of fall injury prevention may be the provision of fall education to 

nursing home direct care staff.

Finally, according to Fletcher, Fletcher & Wagner (1982), a person's 

recall of a fall event may not be accurate in terms of its occurrence, 

causes, and/or consequences. In addition, the definition of a fall varied
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among studies; this variation in definition influences the identification of 

risk factors, which subsequently influence the planning and effectiveness 

of preventive programs.

SUMMARY

Resident falls and related injuries in nursing homes should not be 

viewed as inevitable but as outcomes that can be lessened through the 

in-service education of skills necessary to prevent falls and through closer 

resident supervision (Cook and Miller, 1996). Hakim (1998) concluded 

that although staffing shortages are an issue for many skilled nursing home 

facilities, every effort should be made to educate the nurse aides and to 

prioritize the assistance offered to prevent falls. The literature reviewed in 

this chapter reported a number of studies which have supported specific 

issues regarding the research questions posed in this study.
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CHAPTER 3: RESEARCH METHODOLOGY

INTRODUCTION

This chapter describes the research methodology used to structure 

this study. The following discussion will include (a) study setting, (b) 

population and sample, (c) data collection instrumentation and 

procedures, (d) research design and (e) data analysis methodology.

STUDY SETTING

The Michigan Department of Consumer and Industry Services 

(MDCIS) provided a list of Detroit nursing homes. Nursing homes, with a 

resident census over 100, that employed a minimum of 30 nurse aides 

were isolated. Random sampling was used to reduce sampling error, to 

lessen the opportunity for systematic bias of the subjects and to increase 

the validity of the study. These facilities were numbered, and the numbers 

were placed in a hat. The first three odd numbers pulled from the hat 

were used in the study. To protect both resident and nurse aide 

anonymity, the nursing homes selected were designated as Home A, 

Home B and Home C.
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POPULATION AND SAMPLE

Nursing Home Residents

Incident reports were obtained for the residents who had fallen in a 

12-month time frame. A total of 389 fall events were reported. A total of 

302 residents had a single fall incident, and 87 residents had multiple fall 

events. The number of falls occurring in individual nursing homes is 

reported in Table 1.

Table 1. Resident Falls By Nursing Home

Nursing Home Frequency Percent Valid
Percent

Cumulative
Percent

HOME ‘A ’ Single-Fall 123 79.9 79.9 79.9
M ultip le  Falls 31 20.1 20.1 100.0

TOTAL Falls 154 100.0 100.0

HOME ‘B’ Single Fall 64 76.2 76.2 76.2
M ultip le  Falls 20 23.8 23.8 100.0

TOTAL 84 100.0 100.0

Falls

HOME ‘C ’ Single Fall 115 76.3 76.3 76.3
M ultip le  Falls 36 23.7 23.7 100.0

TOTAL 151 100.0 100.0

Falls

Nurse Aides

As documented in Table 2, a total of 104 nurse aides, employed in 

fhe three designated nursing homes (Homes A , B and C), com pleted the 

survey questionnaire. Nurse aide recruitment into the study was voluntary, 

and all com petency evaluated nurse aides (CENAs), from the day,
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afternoon and midnight shifts. Nurse aides from all three shifts had an 

equal opportunity to participate in the study.

DATA COLLECTION INSTRUMENTATION AND PROCEDURE 

Two instruments were used in this study:

(1) Faciliy incident reports documenting resident fall events, and

(2) nurse aide questionnaires that identified demographics, experience 

and training.

Permission to conduct the study was obtained from the nursing 

home administration in the form of a written agreement. This written 

agreement, which included a statement ensuring individual 

confidentiality and anonymity in the handling and storage of data, 

authorized the release of nursing home resident fall event incident reports 

(Appendix A).

Questionnaire.

A questionnaire, distributed to all consenting nurse aides employed 

at Homes A, B and C, solicited nurse aide personal and professional 

demographic information. The administrators of Home A, B and C were 

contacted to determine the most efficient time and method of survey 

instrument distribution. A cover letter, the questionnaire, and a sealable
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envelope for confidential return of the com pleted questionnaire was 

enclosed in a survey packet that was distributed to nurse aides on each 

shift. The cover letter included the purpose and importance of the study, 

instructions for the return of the com pleted instrument, and assurances 

that all information provided in the questionnaire would be confidential. 

When completed, the nurse aide placed the questionnaire in the 

envelope and deposited the sealed envelope into the locked collection 

box provided by the researcher. The researcher collected the locked box 

from Home A, B and C within forty-eight (48) hours of survey distribution.

One hundred and fifty questionnaires were distributed and a total 

of 104 nurse aides (69.3%) completed and returned the questionnaire 

(Table 2). Coding was not used to identify participants, and there was no 

participant follow-up. Data collection was considered complete two 

weeks following initial survey distribution.

Table 2. Questionnaire Distribution

Nursing Home Questionnaires
Distributed

Questionnaires
Returned

Percent
Returned

Home A 50 40 80%

Home B 50 28 56%

Home C 50 36 72%

TOTAL 150 104 69.3%
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Incident Reports.

An incident report is the usual method for tracking falls in long-term 

care settings and is required any time a nursing home resident is witnessed 

to fall, found after a fall, or reported to have fallen. Nursing homes are 

mandated to document every resident accident or incident on some 

form of an incident report. No written consent from individual residents 

was necessary (Krowchuk, Moore & Richardson, 1995) because incident 

reports are a part of the data source for this study and have been used as 

such in other studies without consent (Capezuti et al., 1996; Ejaz et al., 

1994).

The retrospective data on resident fall events (fall time, fall location, 

fall injury, and pre-fall event) for this study were obtained by reviewing 

facility incident reports from Home A, B and C during the period from 

January 01, 2000 through December 31, 2000.
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RESEARCH DESIGN

The purpose of the study was to analyze the relationship between 

nursing home resident fall events and nurse aide education and 

experience in three Detroit nursing homes. To do this, a non-experimental 

cross-sectional dessign was used. This design was appropriate as the 

independent variables were not manipulated and no experimental 

treatment was used. This exploratory investigation also focused on the 

relationship of falls and other variables across nursing homes. Chi-square 

analysis, analysis of variance (anova), and descriptive statistics were 

performed to analyze the data from nurse aide questionnaires and 

resident incident reports. The results, both statistically significant and non

significant, was illustrated, when appropriate, in tables.

Several variables were included in this study. To address the 

questions posed for this study, some variables were used interchangeably 

as dependent and independent variables. The source of the variables 

used in this study is provided in Table 3.

Table 3. Study Variables

Variable Source
Resident Falls Resident incident/accident reports

1. Resident Cognition 2. Pre-fall events 
3. Number of falls 4. Fall Location 
5. Fall time (Shift)

Resident incident/accident reports 
Nurse Aide Questionnaire

1. Nurse aide Questionnaire responses
2. Demographics
3. Work shifts

Resident incident/accident reports 
Nurse Aide questionnaire
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DATA ANALYSIS

The data collected from the incident reports and questionnaires 

were entered into a computer file for analysis utilizing SPSS-Windows, 

version 7.5 computer program. Both aggregated and individual nursing 

home data were analyzed using descriptive and inferential statistical 

procedures.

The descriptive procedures, which included frequency distributions, 

provided an overview of nurse aide demographics, questionnaire 

responses to nurse aide education and resident care, nursing home 

resident demographics, and fall event data from facility incident reports 

as possible significant predictors of resident fall events.

Inferental statistical procedures including analysis of variance, and 

chi-square analysis were performed to address the research questions 

listed in Table 4. Decisions on the significance of the findings were made 

using an alpha level of 0.05.
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Table 4. Statistical Analysis

Research Questions Variables Statistical Analysis

QUESTION #1

Is there a relationship 
between nurse aide 
experience and length of 
nurse aide initial training 
across Nursing Homes A, B 
and C?

DV: Nursing Home 

IV: Nurse A ide  experience  

Nurse a ide  training

Frequency Table 

Pearson Chi-Square

QUESTION #2

Is there a relationship 
between nurse aide 
experience and nurse 
aide resident care 
responsibility during shift 
change across nursing 
homes?

DV: Nursing Home 

IV: Nurse A ide  experience

Frequency Table 

ANOVA

QUESTION #3

Is there a relationship 
be tw e e n  resident fall events 
and  work shift across nursing 
homes?

DV: Nursing Home 

IV: Resident fall even t 

Work Shift

F requency Table 

Pearson Chi-square 

ANOVA

QUESTION #4

Is there a  d iffe rence  in the 
num ber o f falls by  fall 
loca tion  across nursing 
homes?

DV: Nursing Home 
IV: Fall location

Times resident found 
on floor

Frequency Table 

Pearson Chi-Square 

ANOVA
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CHAPTER 4: RESULTS

This chapter presents the results of the statistical analysis used to 

describe and answer the research questions posed for this study. 

Statistical analyses was performed on data collected from nurse aide 

questionnaires and resident incident reports. The results are presented in 

two segments; descriptive analysis and statistical analysis.

DESCRIPTIVE ANALYSIS

Questionnaire Results.

One hundred and fifty questionnaires were distributed. A total of 

104 nurse aides completed and returned the questionnaire (Table 2). The 

nurse aide responses from survey questionnaires, including demographics 

(age, gender, ethnicity, experience, training), are summarized for 

presentation in the Tables 5 through 17.

Nurse aides age group analysis, as obtained from questionnaires, 

are presented in Table 5.
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Table 5. Nurse A ide  A ge G roup

Age Frequency Valid Percent Cumulative
Percent

18-24 13 13.4 13.4
25 -3 0 20 20.6 34.0
31 -4 0 26 26.8 60.8
41 -5 0 26 26.8 87.6
51 -6 0 11 11.3 99.0
61 -7 0 1 1.0 100.0

Total 97 100.0
Missing 7
TOTAL 104

Twenty-six percent of the nurse aides (n=26) reported their age 

group as 31-40. Another 26.8% (n=26) reported their age group as 41-50. 

There were 20 (20.6%) nurse aides reported to be in the 25-30 age group, 

13 (13.4%) reported in the 18-24 age group, 11(11.3%) reported in the 51- 

60 age group and 1 (1.0%) reported in the over 60 age group. Seven nurse 

aides did not provide their age on the questionnaire.

Nurse aides indicated their gender on the questionnaire. Table 6 

presents the results of this analysis.

Table 6. Nurse Aide Gender

Nurse Aide 
Gender

Frequency Valid
Percent

Cumulative
Percent

Female 79 94.0 94.0
Male 5 6.0 100.0
Total 84 100.0

Missing 20
TOTAL 104

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



50

More females than male nurse aides were employed in the nursing 

homes. The majority of the nurse aides (n=79, 94%) reported their gender 

as female. There were five (6%) who reported their gender as male. 

Twenty nurse aides did not indicate their gender on the questionnaire.

The nurse aides were asked to report their ethnicity on the survey. 

Their responses are presented in Table 7.

Table 7. Nurse Aide Ethnicity

Nurse Aide Ethnicity Frequency Valid Percent Cumulative
Percent

African
American 90 90.9 90.9

Caucasian 1 1.0 91.9
Multiethnic 2 2.0 93.9

Other 6 6.1 100.0
Total 99 100.0

Missing 5
TOTAL 104

From the data gathered from the questionnaires, the majority of the 

nurse aides (n=90, 90.9%) are African American. Five nurse aides did not 

indicate their ethnicity on the questionnaire.

The nurse aides who provided their years of experience on the 

questionnaire are indicated in Table 8.
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Table 8. Nurse A ide Experience

Years of 
Experience Frequency

Valid
Percent

Cumulative
Percent

Less than 1 4 3.9 3.9

1 - 5 28 27.2 31.1
6 - 1 0 36 35.0 66.0

11-15 13 12.6 78.6
16-20 8 7.8 86.4

Over 20 14 13.6 100.0
Total 103 100.0

Missing 1
TOTAL 104

Of the 104 nurse aides, thirty-six (35%) indicated they had 6-10 years 

experience as a nurse aide. Twenty-eight (27.2%) indicated they had 1 to 

5 years experience, 14 (13.6%) had over 20 years experience, 13 (12.6%) 

had 11 to 15 years experience, 8 (7.8%) had 16 to 20 years experience, 

and 4 (3.9%) had less than 1 year experience as a nurse aide. One nurse 

aide did not document how long employed as a nurse aide. In addition, 

nurse aide years of experience across Home A, B and C are presented in 

Table 9.

Table 9. Nurse Aide Experience By Nursing Home

Home A 6-10 years 40.0%

Home B 1-5 years 46.4%

Home C 6-10 years 37.1%
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Of the 40 nurse aides from Home A that returned the questionnaire, 

sixteen (40%) had between 6-10 years experience. Thirteen (46%) of the 

28 Home B nurse aides returning questionnaires had 1 -5 years of 

experience, and thirteen (37%) of the 36 Home C nurse aides returning 

questionnaires had 6-10 years of experience.

The results of the 104 nurse aides who provided their length of initial 

training are provided in Table 10.

Table 10. Nurse Aide Training
Weeks Of Initial Training Frequency Valid Percent Cumulative

Percent
3 - 7 45 46.4 46.4

8 - 1 6 24 24.7 71.1
17 & OVER 28 28.9 100.0

Total 97 100.0
Missing 7
TOTAL 104

Overall, of the 104 nurse.aides who completed the questionnaire, 45 

(46%) indicated they completed a 3-7 week nurse aide training program 

(NATP). Twenty-four (24.7%) indicated they completed an 18 -16 week 

NATP. Twenty-eight (28.9%) indicated they completed a NATP that was 

more than 16 weeks. Seven nurse aides did not document the length of 

initial training on the questionnaire.

The number of nurse aides who participated in a 3-7 week initial 

nurse aide training program (NATP) by nursing home are presented in 

Table 11.
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Table 11. Nurse A ide Training By Nursing Home

Home A 3-7 weeks 28.9%

Home B 3-7 weeks 56.0%

Home C 3-7 weeks 58.8%

Over half of the nurse aides at Home B (56%) and Home C (59%) 

had from 3-7 weeks of initial nurse aide training. Although less than half, 

twelve (29%) of the 40 nurse aides at Home A also had 3-7 weeks of initial 

training.

The responses to the question, “ Do you believe the nurse aide 

training program you attended prepared you to care for residents who 

are ‘at risk’ for falls?” are documented in Table 12.

Table 12. Training Preparation For Resident Falls
Training Preparation Frequency Valid Percent Cumulative

Percent
YES 92 91.1 91.1
NO 9 8.9 100.0

Total 101 100.0
Missing 3
TOTAL 104

The majority of the nurse aides (n=92, 91.1%) perceived they 

received adequate training on resident falls. Nine (8.9%) nurse aides
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believed they had not received adequate training on resident falls. Three 

nurse aides did not respond to this question.

Nurse aide perception of training on resident’s ‘at risk’ for falls are 

presented by nursing home in Table 13.

Table 13. Training Perception

Adequately
Trained?

Percentage

Home A YES 89.5%

Home B YES 85.7%

Home C YES 97.1%

The majority of the nurse aides at all three nursing homes 

considered themselves adequately trained to care for residents ‘at risk’ of 

falling.

Nurse aides were asked to respond to the question, “Who is 

responsible for resident care during change of shift?” The results are 

recorded in Table 14.

Table 14. Shift Change Responsibility

Shift
Frequency Valid

Percent
Cumulative

Percent
On-coming 62 61.4 61.4

Off-going 16 15.8 77.2
Both 23 22.8 100.0
Total 101 100.0

Missing 3
TOTAL 104
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The majority of the nurse aides (n=62, 61.4%) indicated the on

coming shift was responsible for resident care. Sixteen (15.8%) nurse aides 

documented the off-going shift was responsible for resident care. Twenty- 

three (22.8%) nurse aides indicated resident care was the responsibility of 

staff from both the on-coming and the off-going shift. Three nurse aides 

did not answer the question.

Nurse aides were asked to respond to the question, “When you 

work, is your assigned work area usually understaffed?” Table 15 presents 

the results of this analysis.

Table 15. Work Understaffed

Understaffed? Frequency Valid
Percent

Cumulative
Percent

YES 59 57.3 57.3
NO 44 42.7 100.0

Total 103 100.0
Missing 1
TOTAL 104

The majority of the nurse aides (n=59, 57.3%) indicated they 

routinely work understaffed. Fourty-four (42.7%) nurse aides documented 

staffing was not a problem. One nurse aide did not answer the question.

The nurse aides were asked to document how many times per 

week they found residents on the floor. Their response to this question are 

presented in Table 16.
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Table 16. Times Per W eek Resident Found On Floor

Found on Floor Frequency Valid
Percent

Cumulative
Percent

NONE 25 28.1 28.1
Once 54 60.8 88.9

Two or More 10 11.1 100.0
Total 89 100.0

Missing 15
TOTAL 104

The majority of the nurse aides (n=54, 60.8%) indicated residents are 

found on the floor at least once per week. Twenty-five (28.1%) nurse aides 

indicated they never find residents on the floor. Ten (11.1%) nurse aides 

indicated residents are found on the floor two or more times per week. 

Fifteen nurse aides did not answer this question.

The nurse aides docum ented the location within the facility where 

residents experience the majority of falls. Their responses are presented in 

Table 17.

Table 17. Fall Location

Fall Location Frequency Valid Percent Cumulative
Percent

Bedroom 75 74.3 74.3
Bathroom 18 17.8 92.1

Hallway 4 4.0 96.0
Other 4 4.0 100.0
Total 101 100.0

Missing 3
TOTAL 104
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The majority of the nurse aides (n=75, 74.3%) docum ented resident 

falls occur most often in the resident’s bedroom. Eighteen (17.8%) nurse 

aides documented resident falls occur most often in the bathroom. Four 

(4.0%) nurse aides documented resident falls occur most oftern in the 

hallway. Four (4.0%) nurse aides documented resident falls occurred in 

other area of the nursing home. Three nurse aides did not answer the 

question.

Nurse aides were asked to indicate the number of times during the 

year they attended specific fall related in-service education. Tables 18, 

19 and 20 presents the results documented on the nurse aide 

questionnaires.

Table 18. Fall In-service

Num ber o f 
Fall 

In-services

Frequency Valid
Percent

In-service 
Time 

(In Minutes)

Frequency Valid
Percent

One 16 16.8 15-30 58 59.2
Two or 

more
79 83.2 OVER

30
40 40.8

Total 95 100.0 Total 98 100.0

Missing 9 Missing 6

TOTAL 104 TOTAL 104

The majority of the nurse aides (n=79, 83%) documented they 

attended at least two in-services on resident falls annually In addition, the 

majority (n=59, 59%) of the fall in-services were between 15-30 minutes.
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As indicated in Table 19, the majority of the nurse aides (n=68, 79%) 

documented they attended at least 2 in-services on resident physiology 

and mobility. Again, the majority (n=55, 58%) of these in-services were 

between 15-30 minutes.

Table 19. Physiology In-service
Physiology/

Mobility
In-service

Frequency Valid
Percent

In-service
Time

Frequency Valid
Percent

One 18 20.9 15-30 Minutes 55 57.9
Two or more 68 79.1 OVER 30 

Minutes
40 42.1

Total 86 100.0 Total 95 100.0
Missing 18 Missing 9
TOTAL 104 TOTAL 104

Table 20 indicates the majority of the nurse aides (n=68, 83%) 

documented they attended at least 2 in-services on resident supervision. 

Also, the majority (n=55, 58%) of these in-services were between 15-30 

minutes.

Table 20. Resident Supervision In-service
Fall Supervision 

in-service
Frequency Valid

Percent
In-service Time Frequency Valid

Percent
One 14 17.1 15-30 Minutes 55 57.9

Two or more 68 82.9 OVER 30 
Minutes

40 42.1

Total 82 100.0 Total 95 100.0
Missing 22 Missing 9
TOTAL 104 TOTAL 104
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Incident Reports Results

Incident reports were obtained for the residents who had fallen in a 

12-month time frame. A total of 389 fall incidents were reported from 

Home A, B and C (Table 1). Incident report documentation are 

summarized for presentation in the Tables 21 through 27.

Table 21 indicated that most of resident falls (n=134, 35.8%) 

occurred on the day (7:00 a.m. -  3:30 p.m.) shift; followed by 124 (33.2%) 

falls on the afternoon (3:00 p.m.- 11:30 p.m.) shift. The midnight (11:00 

p.m. -  7:30 a.m.) shift documented 76 (20.3%) falls. The falls occurring 

during shift change (6:30-7:30 a.m., 2:30-3:30 p.m., 10:30-11:30 p.m.) 

totaled 40 (10.7%) resident falls. Fifteen incident reports did not document 

the time the resident’s fall occurred.

Table 21. Falls Per Shift

SHIFT 
Fall Occurred

Frequency Valid
Percent

Cumulative
Percent

Days 134 35.8 35.8
Afternoon 124 33.2 69.0

Midnight 76 20.3 89.3
Shift Change 40 10.7 100.0

Total 374 100.0
Missing 15
TOTAL 389

Table 22 indicated the majority of resident falls in Homes A, B and C 

occurred during the week (n=301, 77.4%) as opposed to during the 

weekend.
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Table 22. Day O f Resident Fall

Day of Week 
Fall Occurred

Frequency Valid Percent Cumulative
Percent

Weekday 301 77.4 77.4
Weekend 88 22.6 100.0

Total 389 100.0

As shown in Table 23, the majority of resident falls (n=244, 63.4%) 

occurred in the resident’s room. Forty-two (10.9%) occurred in the 

resident's bathroom, fifty (13.0%) occurred in the hallway, and forty-nine 

(12.7%) occurred elsewhere within the nursing home. Fall location was not 

indicated on 4 incident reports.

Table 23. Fall Location

Fall Location per 
Incident Report

Frequency Valid
Percent

Cumulative
Percent

Bedroom 244 63.4 63.4
Bathroom 42 10.9 74.3

Hallway 50 13.0 87.3
Other 49 12.7 100.0
Total 385 100.0

Missing 4
TOTAL 389

Table 24 indicated that of the 388 resident falls documented on 

facility incident reports, 193 (49.6%) resident falls were not witnessed. 

Eighty (20.6%) falls occurred wth residents falling from their wheelchair. 

Forty (10.8%) falls occurred while the resident was ambulating. Thirty-one 

(8.0%) falls occurred from resident beds. Thirty-two (8.2%) falls occurred 

during resident transfer without assistance. Ten (2.6%) resident falls were
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the result of nurse aide error or negligence. One incident report did not 

document the resident's pre-fall event.

Table 24. Pre-Fall Event

Pre-Fall Event
Frequency Valid Percent Cumulative

Percent
Ambulation 42 10.8 10.8

Fall from Bed 31 8.0 18.8
Fall From 

Wheelchair 80 20.6 39.4
During Transfer 32 8.2 47.6

Staff Error 10 2.6 50.2
Found/Unknown 193 49.6 100.0

Total 388 100.0
Missing 1
TOTAL 389

Table 25 presents resident fall injury events. The majority (n=243, 

63.6%) of resident falls resulted in no injury and no complaints of pain. Forty 

(10.5%) resident falls resulted in no injury, but the resident complained of 

pain. Fifty-two (13.6%) resident falls resulted in a minor injury. Forty-seven 

(12.4%) falls resulted in serious injury. Seven incident reports did not 

document if the resident experienced an injury.
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Table 25. Fall Injury

Fall Injury
Frequency Valid

Percent
Cumulative

Percent
No Injury 243 63.6 63.6

Pain/No Injury 40 10.5 74.0
Minor Injury 52 13.6 87.6

Serious Injury 47 12.4 100.0
Total 382 100.0

Missing 7
TOTAL 389

Resident cognition at time of fall is documented in Table 26.

Table 26. Resident Cognition
Resident Cognition At 

Time Of Fall
Frequency Valid

Percent
Cumulative

Percent
Alert/Oriented 149 40.9 40.9

Impaired
Cognition

215 59.1 100.0

Total 364 100.0
Missing 25
TOTAL 389

The 389 incident reports documented 149 (40.9%) residents who fell 

to be alert and oriented, and 215 (59.1%) residents who fell to be 

cognitively impaired. Twenty-five incident reports did not document 

resident cognition.

Post fall prevention intervention documentation and instruction 

noted on facility incident reports are documented in Table 27.
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Table 27. Post Fall Prevention Intervention

Intervention Documentation 
Resident Instructions

Frequency Valid
Percent

Cumulative
Percent

Cognitive deficient
72 18.5 18.5

Alert/Oriented 87 22.4 40.9
Incomplete or no 

documentation
230 59.1 100.0

TOTAL
389 100.0

As recorded on the facility incident reports, both the cognitive 

deficient and the alert/oriented residents should have received verbal 

redirection after a fall. However, over half (n=230, 59.1%) of the residents 

that fell did not receive redirection or fall prevention instruction after 

falling.
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RESEARCH ANALYSIS

Five research questions were posed for this study. All decisions on 

the significance of the findings were made using an alpha level of 0.05. 

These questions were answered using Crosstabulation, Pearson Chi-square 

and/or ANOVA statistical procedures.

Research Question #1:

Is there a relationship between nursing homes, nurse aide experience, 

and length of initial nurse aide training?

Pearson Chi Square analysis of nurse aide experience indicated 

there was no statistical significance in nurse aide experience across 

nursing homes X2 (10) = 14.54, p>.05.

Pearson Chi square analysis also indicated there was no statistical 

significance in the length of initial nurse aide training across nursing homes 

X2 (8) = 15.75, p=.05. Although a significant number (46%) of the nurse 

aides from all 3 homes completed a basic 3-7 week training program, the 

difference in the length of training program was of no statistical 

significance (Table 28).

T ab le  28. L e n g th  o f  T ra in ing  P rog ram

Length of Training Home A Home B Home C Total
3-7 weeks (29%) 11 (56%) 14 (59%) 20 (46%) 45

8-16 Weeks (29%) 11 (8%) 2 (32%) 11 (25%) 24
Over 16Weeks (42%) 16 (36%) 9 (9%) 3 (29%) 28

Total 38 25 34 97
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Research Question #2:

Is there a relationship between nurse aide experience and perceived 

resident care responsibility during shift change?

An ANOVA (Table 29) was conducted to analyze nurse aide 

experience and perceived resident supervision responsibility during shift 

change. This analysis indicated no statistical significant difference in nurse 

aide experience and perceived resident care responsibility during shift 

change F(3,95)=.13; p>.05.

Table 29. Experience
SOURCE Sum of 

Squares
Df Mean

Square
F Sig.

Between Groups .848 3 .283 .134 .939
Within Groups 199.779 95 2.103

Total 200.626 98

As documented in Table 30, nurse aide questionnaire responses 

indicated that, overall, the supervision of residents during change of shift 

was perceived as the responsibility of the on-coming shift.

Table 30. Resident Supervision during Shift Change

Shift Responsibility HOME A HOME B HOM EC TOTAL

O n-C om ing (53%) 21 (54%) 5 (72%) 26 (62%) 62

O ff-G oing (13%) 5 (18%) 5 (17%) 6 (16%) 16

Both (33%) 13 (21%) 6 (8%) 3 (22%) 22

TOTAL 39 16 35 100
Missing: 4
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Research Question #3:

Is there a relationship between resident fall events and work shift across 

nursing homes?

The ANOVA ( Table 31) indicated there is no statistical significant 

difference in the number of resident falls and work shift(Day shift, 

Afternoon shift, Midnight shift and Shift change) across nursing homes. 

F(3,197)=52, p>.05.

Table 31. Time of Fall Occurence

SOURCE Sum of 
Squares

Df Mean
Square

F Sig.

Between Groups 2.858 3 .953 .520 .669
Within Groups 360.724 197 1.831

Total 363.582 20 0

As presented in Table 32, the total observed resident fall events 

were greater on the day shift. However, at Home B and C, more resident 

falls occurred on the afternoon shift.

Table 32. Resident Falls Per Shift
Resident falls according to 

SHIFT
Home A Home B Home C Total

Day Shift (49%) 75 (30%) 24 (24%) 35 (36%) 134
Afternoon Shift (28%) 42 (41%) 32 (35%) 50 (33%) 124
Midnight Shift (15%) 22 (22%) 17 (26%) 37 (20%) 76
Shift Change (9%) 13 (8%) 6 (15%) 21 (11%) 40
Total 152 79 143 374

Missing: 15
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Research Question #4:

Is there a difference in fall location across nursing homes?

An ANOVA was conducted on resident fall events (Table 24) by fall 

location (Table 23). The ANOVA, presented in Table 33, indicated there 

was also no statistical significant difference in the number of falls per 

resident by fall location F(3,205)=.41, p>.05.

Table 33. Resident Falls
SOURCE Sum of 

Squares
Df Mean

Square
F Sig.

Between Groups 2.266 3 .755 .410 .746
Within Groups 377.428 205 1.841

Total 379.694 208

As presented in Table 34, facility incident reports docum ented the 

majority (63%, n=244) of resident falls occurred in the bedroom. This 

majority was expressed across nursing homes. In Home A, 53% of the falls 

occurred in the bedroom; and in both Home B and C, 70% of resident falls 

occurred in the bedroom.

Table 34. Fall Location From Incident Report
Fall Location from Incident 

Reports
Home A Home B Home C Total

Bedroom (53%) 82 (70%) 57 (70%) 105 (63%) 244
Bathroom (10%) 15 (9%) 7 (13%) 20 (11%) 42
Hallway (18%) 27 (9%) 7 (11%) 16 (13%) 50
Other (20%) 30 (12%) 10 (6%) 9 (13%) 49
Total 154 81 150 385

Missing: 4
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The resultant Pearson Chi square analysis of fall location, as 

reported in facility incident reports, indicated there was a statistical 

significant difference in fall location across nursing homes X2 (6) = 20.65, 

p<.05. Additionally, as presented in Table 35, nurse aide questionnaire 

responses also documented that the majority (n=75) of resident fall events 

in all three nursing homes occurred in the bedroom.

Table 35 Fall Location From Questionnaire

Fall Location from 
Questionnaires

Home A Home B Home C TOTAL

Bedroom (64%) 25 (8 2%) 22 (80%) 28 (74%) 75

Bathroom (8%) 8 (11%) 3 (20%) 7 (18%) 18

Hallway (2%) 2 (7%) 2 (0%) 0 (4%) 4

Other (10%) 4 (0%) 0 (0%) 0 (4%) 4

TOTAL 39 27 35 101
Missing: 3

Table 36 indicated the majority (n=235) of resident fall events 

occurred in the bedroom, and the most falls occurred in the bedroom 

(n=81) on the afternoon shift.

Table 36. Fall Location By Shift

Fall
Location

Day Shift Afternoon
Shift

Midnight
Shift

Shift
change

Total

Bedroom (52%) 69 (22%) 81 (79%) 60 (63%) 25 (63%) 235
Bathroom (9%) 12 (13%) 16 (12%) 9 (8%) 3 (11%) 40
Hallway (16%) 21 (11%) 13 (5%) 4 (28%) 11 (13%) 49
Other (23%) 31 (10%) 12 (4%) 3 (3%) 1 (13%) 47
Total 133 122 76 40 371

Missing: 18
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The resultant Pearson Chi Square analysis indicated there was 

statistical significance in fall location by shift X2 (9) = 38.92, P = <.001.

As shown on Table 37, the majority (n=64) of residents are “ found on 

the floor” at least once per week. However, for Home C, residents are 

usually not found on the floor. This may indicate that resident falls in Home 

B are usually witnessed events.

Table 37. Times Per Week Resident Found On Floor

Times per week resident 
found on floor

Hom e A Hom e B Home C TOTAL

NONE (15%) 6 (0%) 0 (68%) 19 (28%) 25

ONE or MORE (85%) 33 (100%) 22 (32%) 9 (72%) 64

TOTAL 39 22 28 89
Missing: 15

Pearson Chi square analysis indicated there was statistical 

significance in the number of times per week nurse aides found a resident 

on the floor X2 (6) = 34.84, p <.001.

Incident reports documented, in Table 24, that of the 389 facility fall 

events, at least 50% (n=193} of facility residents were found on the floor. 

This was substantiated by the nurse aide questionnaire results illustrated in 

Table 16. Table 16 documented that residents are found on the floor 

once a week 61 % of the time and two or more times a week 11 % of the 

time.
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Descriptive Analysis

104 nurse aides from Home A, B and C completed the 

questionnaire. 94% (Table 6) were female, 91% (Table 7) were of African 

American decent, 46% (Table 10) completed 3-7 weeks of initial training 

and 35% (Table 8) had from 6-10 years nurse aide experience. The 

questionnaire also revealed 91% (Table 12) of the nurse aides surveyed 

believed they received adequate training on resident falls. Nurse aides 

were offered a minimum of two 15 to 30 minute in-services bi-yearly on 

resident falls (Table 18), geriatric physiology (Table 19), and resident 

supervision (Table 20). According to the questionnaire, resident supervision 

in-services were offered at least bi-annually. However, although there is at 

least a half-hour overlap of shifts, nurse aides readily relinquish resident 

responsibility and supervision when the next shift arrived. Sixty-one percent 

(Table 14) of the nurse aides surveyed believed resident care was the 

responsibility of fhe on-coming shift.

In addition, as documented in Table 16, the majority of nurse aides 

(61%) indicated that residents are found on the floor in their bedroom 

(Table 17) at least once per week.

Facility incident reports (389) documented that most falls (63%) 

occurred in the bedroom either during the day shift (36%) or the afternoon
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shift (33%). The least number of falls (11%) occurred during shift change 

(Table 32). Fifty percent of the docum ented falls were of found/unknown 

origin and was without resident injury.

Questionnaire Incident report

Bedroom fall location 74% 63%

Resident found or fall 
of unknown origin

61% 50%

Statistical Analysis.

Three nursing homes were compared. Of the four questions posed 

for this study, there was a statistically significant relationship on falls per 

shift (X2(6)=24.65, pc.001), fall location (X2(6)=20.65, p<.05 and X2(9)=38.92, 

p<.001), and how often residents are found on the floor (X2(6)=34.84, 

p<.001). There was no statistical significant relationship between nursing 

homes A, B and C in nurse aide experience (X2(l 0)=14.54, p>.05) and the 

length of initial nurse aide training (X2(8)=l 5.75, p.05). There was no 

statistical significant relationship between nurse aide experience and 

perceived resident care responsibility during shift change (F(3,95)=.13, 

p>.05). There was no statistical significant relationship between resident 

fall events and work shift (F(3,197)=.52, p>.05).
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CHAPTER 5: CONCLUSION AND RECOMMEDATIONS

DISCUSSION

The purpose of this study was to determine if nursing home resident 

falls were related to nurse aide education and/or nurse aide experience 

in three Detroit nursing homes. Overall analyses revealed there was no 

difference between nursing homes regarding initial nurse aide training 

and nurse aide experience, and nurse aide in-service education. The only 

statistically significant difference between nursing homes were fall 

location, fall location by shift, and the number of times per week a 

resident was found on the floor.

The majority of nurse aides were Africian American females 

between the ages of 31-50 with 6-10 years of long term care experience. 

The initial nurse aide training was between 3 to 7 weeks in length. Nurse 

aides indicated they attended at least two 15-30 minute fall prevention 

and resident supervision in-services per year. The majority of nurse aides 

surveyed also believed they received an adequate initial training on 

resident falls (Table 12).

Resident supervision is the responsibility of all staff on duty, yet, the 

nurse aides surveyed believed their responsibility to the resident ended 

when the on-coming shift arrived which indicated a possible lapse in 

resident supervision during staff shift changes (Table 14). However, when
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compared to the incident report results, the least amount of falls occurred 

during shift change.

Over 50% of nurse aides surveyed indicated they routinely work 

understaffed. This may accounf for the nurse aides’ response that they 

routinely found residents in their room on the floor at least once per week. 

Review of facility incident reports confirm that 63% of falls occurred in the 

resident’s room.

Although, 63% of residents experiencing fall events sustained no 

injury, facility incident reports documented that many fall events occurred 

while the resident was trying to ambulate or while transferring to or from a 

wheel chair. The majority of falls, however, occurred when the resident 

was alone. The residents were found on the floor, and, therefore, the fall 

event was of unknown orgin.

During initial training, the time allotted for resident falls may not be 

sufficient. Long term care facilities should ensure newly hired nurse aides 

receive comprehensive in-service education on resident supervision and 

fall prevention techniques as part of the facility’s orientation. Also, veteran 

nurse aides should routinely receive quarterly fall prevention and resident 

supervision in-service updates. In addition, a multi-discipline approach to 

fall prevention should be taken to ensure all staff understand the 

significance of fall, and are aware of the importance of and their role in 

resident supervision.
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Research Question # t: Is there a relationship between nursing 

home, nurse aide experience and length of initial nurse aide training?

Pearson Chi Square analysis indicated neither nurse aide 

experience nor length of the initial nurse aide training im pacted resident 

fall events across nursing homes. As mentioned, nurse aide initial training 

on falls may be insufficient. As a result, nursing home in-service education 

content should be evaluated for significance and should reflect the 

resident problems and concerns documented on facility incident reports.

Research Question #2: Is there a relationship between nurse aide 

experience and perceived resident care responsibility during shift 

change?

Although nurse aides were instructed during initial training that 

resident supervision was the responsibility of all facility staff and not just the 

nurse aide assigned to that resident, this was not reflected on the 

questionnaire responses. The majority of the nurse aides believed the 

residents were no longer their responsibility once the next shift arrived. As 

such, one would assume there would be an increase in resident fall events 

during shift change. However, analysis results indicated this was not the 

case; the overall majority of falls occurred on the day shift and the 

afternoon shift.
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Research Question #3: Is there a relationship between resident fall events 

and work shift across nursing homes?

There is more opportunity to fall on day shift. The day shift has more 

activity than on any other shift. Residents are awaken early in the 

morning, usually between 5:30 and 6:30 a.m. for morning care with no 

scheduled rest breaks or nap periods throughout the day. Medications, 

including diuretics, are administered in the morning, and residents are 

transported to and from the dining room for breakfast and lunch. In an 

effort to prevent dehydration, residents received increased fluids during 

the day shift. Facility recreational activities, doctor visits, routine medical 

and laboratory procedures, and the majority of residents’ bath or shower 

are scheduled for the day shift. All of this activity can contribute to 

resident fatigue, an increased need for multiple bathroom visits, and 

subsequently, an increased potential for fall events.

Although, the majority of falls across nursing homes occurred on the 

day shift, two of the three homes (B and C) indicated the majority of 

resident falls occurred on the afternoon shift. This is consistent with the 

Tinetti and Speechley (1989) study which documented that most falls 

occur first thing in the morning or in the evening (PM shift). These homes 

have multiple nursing care floors resulting in less staff per floor, and more 

staff time allotted to resident transport between floors for various activities. 

In addition, the staff ratio on the afternoon shift is lower than that of the
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dayshift. However, lower staff ratios do not necessarily indicate diminished 

resident needs. Unlike the day shift, there are no auxilliary staff to assist 

with resident supervision on the afternoon shift. Residents must be 

transported to the dining room for dinner, served their meal, fed or 

assisted with feeding, toileted, given evening care and put to bed. Also, 

baths that were not given on the day shift are scheduled for the 

afternoon shift.

Research Question #4: Is there a difference in fall location across 

nursing homes?

Although there was no statistical significance in the number of falls 

across nursing homes, there was a significant difference in the location of 

the fall event. The fall location findings suggested in this study was 

consistent with the findings of Crowell, Perry and Schoenfelder (1999) and 

Cook and Miller (1996); both of whom suggested resident falls occur most 

often in the resident’s bedroom. The majority of the falls, at all three 

nursing homes, occurred in the bedroom, an area not routinely supervised 

or monitored by staff. To receive assistance, it may be assumed the 

resident must depend on staff seeing the call signal or hearing the 

resident’s verbal call for assistance. If staff is assisting another resident, 

not in the immediate area or away from the nursing station, the resident’s 

call for assistance usually goes unanswered. As a result, the resident may 

attem pt to ambulate or transfer to/from a wheelchair without assistance,
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often resulting in an unwitnessed fall event or being “ found” on the floor 

by staff (Table 24). Although not as high an incidence as bedroom fall 

events, the study documented increased fall events in the residents’ 

bathroom and in the hallway. Residents are routinely put on the toilet and 

left unsupervised (for privacy), or wheeled to designated areas (dining 

room or activity room) and again left unsupervised by staff who must also 

attend to other duties or to other residents. Assistance may once again 

be unavailable causing the resident to attem pt to ambulate or transfer 

without assistance, resulting in a potential fall event.

The nurse aide questionnaire results indicated residents are routinely 

found on the floor in Home A and B, but are rarely found on the floor in 

Home C (Table 37). Although the results indicate there is a significant 

difference across nursing homes in the number of times per week residents 

were found on the floor, the percentage of facility reported fall events 

across nursing homes are consistent. This inconsistency of fall events and 

residents being found on the floor may be the result of how the individual 

nursing home facility defined a fall event and/or how the nursing home 

documented an unwitnessed resident fall.
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CONCLUSION

Although resident supervision, physiology and fall prevention 

education are included in initial nurse aide training, as well as in facility 

in-service education, resident falls are still a major concern for the nursing 

homes in this study. This may suggest that initial training should be more 

comprehensive, in-service times expanded, and the number of in-services 

increased. The lack of a statistically significant relationship between 

resident fall events and nurse aide education/training may also be related 

to other factors introduced in this study.

The data collected via questionnaire was too general. The 

questionnaire tool did not request significant training or in-service 

information. The questionnaire, unintentionally, focused more on where 

and how resident fall events occurred in the three individual nursing 

homes. As a result, with the data collected for this study, it was not 

possible to answer the primary question regarding in-service education 

and experience on resident falls.

Federal and State regulatory process motivates nursing home 

providers to meet standards of care in paper documentation only. For 

example, staffing is a significant consideration in the provision of resident 

care. Nurse aide staffing was addressed in the study’s literature review, 

and the nurse aides were asked, in the questionnaire, if they routinely 

worked understaffed. The current nursing home daily staffing ratios of 2.25
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work hours per resident in a 24-hour period are unrealistic. State and 

Federal guidelines mandate that the 2.25 staffing ratio include both 

licensed (registered and practical nurses) and non-licensed (nurse aides) 

staff. On the day shift the mandated staffing ratio is 1 to 8 (one staff for 

every 8 residents), the afternoon shift the ratio is 1 to 12, and the midnight 

shift the ratio is 1 to 15. When licensed staff are removed from the 

equation the staffing ratio is elevated. For example, Home A staffing for 

one day is documented in Table 38.

Table 38. Staffing Ratios

Staffing Ratios that includes licensed staff (paper compliance)
RESIDENT
CENSUS

RN
LPN

Hours

NA
Hours

AM
RATIO
Days

RN
LPN

Hours

NA
Hours

PM
RATIO

Afternoons

RN
LPN

hours

NA
Hours

MN
Ratio

Midnights

24
HOUR
RATIO

128 64 64 1:8.00 32 80 1:9.15 24 52 1:13.48 1:2 .47

Actual Resid 
(Nurse A ides ON

ent Hands-On care Staffing ratio 
LY -  RN/LPN hours h a v e  b e e n  re m o v e d )

RESIDENT
CENSUS

RN
LPN

hours

NA
hours

AM
RATIO

RN
LPN
Hour

NA
Hours

PM
RATIO

RN
LPN

hours

NA
Hours

MN
Ratio

24
HOUR
RATIO

128 64 1:16.00 80 1:12.80 52 1:19.70 1 :1 .54

The 24 hour staffing ratio is calculated by dividing the total nursing 

hours by the resident census. Shift ratios are calculated by first dividing the 

number of staff hours by 8 (number of hours per shift) for the number of 

staff on duty; then divide the census by the number of staff to calculate 

the shift ratio. Licensed staff maintain an important part in the care of the
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nursing home resident. However, because licensed staff are occupied 

with the passing of medications, the maintenance of enteric feedings, 

oxygen administration and maintenance, wound care, resident referrals, 

admissions and discharges, charting, physician orders, laboratory reports, 

and general “ paperwork” compliance, the physical and personal care 

and supervision of the resident is mainly the responsibility of the nurse 

aides.

Fall prevention and resident supervision in-service once or tw ice per 

year may not be sufficient. More in-service education alone may not 

decrease the number of resident fall events. Resident falls and resident 

supervision in-service education may improved nurse aide knowledge (if 

only for the short term) of the subject matter but may not change nurse 

aide practice. In other words, more nurse a ide ’s knowledge does not 

necessarily equate to improved nurse aide performance. As a result, 

following a resident fall and resident supervision in-service, nurse aide 

performance should be monitored with feedback and contingent 

reinforcement provided as necessary.

The findings in this study suggest that the intent of the nurse aide 

training experience, m andated in the OBRA 1987 initiatives, specifically on 

resident supervision and resident falls should be expanded. Currently, the 

minimum time allotted in the nurse a ide ’s training curriculum for fall 

prevention is nestled in the four class hour safety/emergency procedures 

subject matter and in the two class hour resident environment subject
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matter (Figure 1). Very little, if any, time is focused on the nurse aide role 

and responsibility regarding resident supervision in fall prevention.

Nurse aide in-service education in Home A, B and C focused on 

facility orientation, specific care responsibilities such as mechanical 

(hoyer) lift operation, and basic skills such as turning residents in bed, and 

monitoring the residents' vital signs. Resident falls increased, but resident 

fall in-services did not increase. Resident fall prevention has becom e a 

reactive rather than a preventive concept. Overall, the nursing home 

industry, should envelope a concept where fall prevention is a proactive 

rather than a reactive process-preventing fall events instead of reacting 

after a fall has occurred.

Finally, a standardized definition of a fall event should be adopted 

by the nursing homes. Variations in the definition of a fall may have 

influenced the categorizing of fall events. One nursing home documented 

each time a resident fell onto the floor or was found on the floor as a fall 

event. Another nursing home fall documentation did not include incidents 

where residents are found on the floor as fall events.
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RECOMMENDATIONS FOR FUTURE STUDY

This study has raised issues that require additional research. Based 

on the results of this study and the literature reviewed, the following 

recommendations are presented:

1. In an effort to.study the success of fall prevention and resident 

supervision in-service education programs, future studies could look at 

resident fall events (incident reports) occurrence before and after in- 

service education sessions.

2. Replicate the study using a broader sample. Expand the nursing home 

geographic sample to include both urban and suburban Michigan 

nursing homes.

3. Examine the effects of variables, such as medication therapy and 

resident diagnoses, that were not addressed in this study.

4. Explore the effects of nurse aide staffing ratios in the evaluation of 

resident fall events and supervision.
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5. The facility incident/accident report documented resident fall 

occurrences. However, the format used by the individual nursing homes 

solicted different fall event information. For consistency, a standardized 

incident/accident format or resident fall log, clearly defining witnessed 

and unwitnessed resident fall events, should be developed and instituted 

for nursing homes participating in any future study on resident fall events.

6. The education items on the nurse aide questionnaire were too 

general. Future research should focus on specific in-service education 

and training curriculum.content on resident falls.

7. This study suggested that, although less nursing staff routinely work on 

the weekend, significantly more resident fall events occur during the 

week than on the weekend. Future study could explore resident fall 

events and nurse aide staffing.
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APPENDIX A

NURSE AIDE PERCEPTION OF RESIDENT FALL INJURY EDUCATION
QUESTIONNAIRE

To: _________________________

From: Regina Pierce, M.Ed., R.N.

Re: Participation in Research Study

Date: ______________

I would like to take this opportunity to invite you to participate in a study on in- 

service education and resident falls in long term care (LTC) health facilities. This study 

serves three purposes: (1) to fulfill the requirements for a Doctorate degree from Wayne 

State University, (2) to provide information on nursing home resident fall injury events, and 

(3) to assist the facility in identifying a method of decreasing resident fall injuries.

Your input in this research project is very important. To minimize any social or 
psychological risk that may occur as a result of your completing this questionnaire, the 
collected data will be recorded in such a manner that participants cannot be linked 
directly or indirectly to the responses they provide. NO INDIVIDUAL PARTICIPANTS WILL BE 
IDENTIFIED! All responses to the questions will be confidential, and the findings will be 
presented within the dissertation in summarized form and com pared fo survey responses 
solicited from two other Detroit-based nursing homes participating in this project.

Please put the completed questionnaire in the attached envelope. Seal it, and 
deposit the sealed envelope in the locked receptacle provided. The questionnaire must 
be return within 24 hours of receipt. PARTICIPATION IN THIS STUDY IS STRICTLY 
VOLUNTARY. The return of this questionnaire is considered as your willingness to 
participate in the study. It should be noted that, as the returned questionnaires are not 
coded, it will not be possible to withdraw from this study once your survey has been 
s u b m itte d .

If you have any questions regarding the questionnaire or the research study, 
please feel free fo confacf me at (313)617-6189.

Thank you for your participation.

Regina Pierce
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Questionnaire

Please answer the following questions as they apply to you. (Remember, 
all responses will be confidential.)

Gender: 
Age Group:

[ ] Female 
[ ] 18-24

[ ] Male 
[ ] 25-30

[ ]  41-50 [ ]51-60

Race/Ethnicity: [ ] African American 
[ ] American Indian 
[ ] Other_________

[ ] 31-40 
[ ] 61-70

[ ] Caucasian 
[ ] Hispanic

] Multi-Ethnic 
] Asian

How long have you worked as a nurse aide?

[ ] Less than 1 year 
[ ] 11-15 years

[ ] 1 - 5 years 
[ ] 16-20 years

How long was the training program you attended?

[ ] 3 - 7 weeks 
[ ] 16 -  20 weeks

[ ] 8 -12 weeks 
[ ] OVER 20 weeks

[ ] 6 -10 years 
[ ] Over 20 years

[ ] 12-16 weeks

Do you believe that the nurse aide training program you attended prepared you 

to care for residents who are “at risk” for falls? [ ] YES [ ] NO

Who is responsible for resident care during change of shift?
[ ] on-coming shift [ ] off-going shift [ ] BOTH

At your facility, is there usually coverage for your residents when you go on break or 
lunch? [ ] YES [ ] NO

When you work, is your floor (or section) usually understaffed? [ ] YES [ ] NO
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Page 2.

How many times a week do you “find” residents on the floor?
[ ] one [ ] two [ ] three [ ] four or more

Resident falls in your facility “most often" occur:
[ ] bedroom [ ] bathroom [ ] hallway [ ] dining room [ ] other

Last year (January-December 2000), approximately how many in-services did you 
attend on the following topics?

A. resident falls ? [ ] one [ ] two [ ] three or more •
How long was the in-service on resident falls?
[ ] 15 minutes - 30 minutes [ ] 45 minutes - 60 minutes

B. resident physiology and mobility [ ] one [ ] two [ ] three or more 
How long was the in-service on resident physiology and mobility?
[ ] 15 minutes - 30 minutes [ ] 45 minutes - 60 minutes

C. how to supervise a  resident “at risk" for falls [ ] one [ ] two [ ] three or more 

How long was the in-service on resident supervision?

[ ] 15 minutes - 30 minutes [ ] 45 minutes - 60 minutes

What DO YOU THINK is the main cause of resident fall injuries?

What “ in-service” top ic DO YOU THINK would be most helpful in decreasing resident falls?

DO YOU BELIEVE "Experience" is important in caring for and preventing fall injuries in at 
risk residents? [ ] YES [ ] NO

THANK YOU FOR YOUR COOPERATION AND ASSISTANCE. 
Remember all responses are confidential.

Please p lace  in the sealed envelope and deposit in the locked box
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Nursing home resident falls have become increasingly prevalent in 

the last decade. Previous research has identified numerous fall risk factors 

among nursing home residents. There have also been studies supporting 

the need for nurse aide education on falls; little investigation to date has 

addressed the possible correlation of the nurse a ide ’s in-service education 

alone or in conjunction with nurse aide experience in the reduction of 

resident falls. The nurse aide, who provides the majority of physical care 

and assistance to nursing home residents, has the greatest opportunity to 

affect the incidence of resident falls.

The study compared nurse aide questionnaire results and incident 

report documentation from three Detroit nursing homes. Cross tabulation, 

Pearson Chi Square and ANOVA were performed to test for a relationship
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between resident fall events, nurse aide experience, nurse aide initial 

training and in-service education and experience across three sampled 

Detroit nursing homes.

Neither nurse aide experience nor the length of initial training had 

an im pact on resident fall events. However, there is an indication that 

initial nurse aide training may not be sufficient. A more detailed fall 

prevention and supervision module should be instituted in initial nurse aide 

training as well as in the nursing home in-service education format.

This research also provided additional answers about variables 

which were related to and could assist in explaining resident falls in terms 

that have not been explored in previous research.
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