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Morse Fall Scale

Assessing Fall Risk and Determining Fall Risk Prevention Interventions

Purpose:

The purpose of this learning packet is to describe the Morse Fall Scale assessment tool and the procedure used to determine fall risk prevention interventions for patients.

Target Audience: HealthEast Registered Nurses
Objectives:
· To identify when a patient needs to be assessed and reassessed for the potential of falling.

· To understand the variables and scoring process used in the Morse Fall Scale risk assessment tool.

· To be able to interpret a patient’s fall risk level by using the Morse Fall Scale Score.

· To describe low, medium and high Fall Risk Prevention Interventions.

· To state where the Morse Fall Scale Score is documented in the patient’s medical record. 

· To know when a patient is to be put on the Falls Prevention Program according to his/her Morse Fall Scale Score.

Content:
· Introduction

· HealthEast Nursing Procedure Card # NUR 7360 P “Falls – Assessment of Fall Risk and Prevention Interventions Using the Morse Fall Scale”

· Morse Fall Scale Post Test and Answer Key

· Morse Fall Scale Assessment Form

Learning Activities:
· Read the packet introduction and the nursing procedure card provided.

· Answer the Post Test questions and check your answers with the Answer Key.

· Become familiar with the Morse Fall Scale Assessment Form.

References:
· HENSA Policy F-2 “Falls Prevention”

· HealthEast Nursing Procedure Card # NUR 7360 P “Falls – Assessment and Prevention Interventions Using the Morse Fall Scale”

· 2005 & 2006 JCAHO National Patient Safety Goals

· Morse, J.M. (1997). Preventing patient falls. Thousand Oaks: Sage Publications 

· Premier. (2004). Morse fall scale. Retrieved on March 27, 2005, available at www.premierinc.com
· NDNQI. 2005. Patient falls indicator.
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According to research studies, in acute care hospitals, 2–10 % of patients fall during their hospital stay. To keep our patients from falling, we use precautions and put preventive measures in place for all of our patients. However, some patients are still more likely to fall than others. Those at highest risk often need special precautions and additional protective measures. In the HealthEast hospitals, the Morse Fall Scale tool will be used to assess a patient’s fall risk and then determine the fall risk prevention interventions that need to take place.

What is considered a “fall”?

There are three terms that are used to describe a fall.
· A witnessed fall is defined as an unintentional event resulting in a person coming to rest on the ground, floor or level lower than where he/she started.

· An unwitnessed fall is when a person is reported to have landed on the ground, floor or level lower than he/she started due to unintentional movement.
· An assisted fall is when a staff member is with a patient and attempts to minimize the impact of a fall by easing the patient’s descent to the floor or in some manner attempts to break the patient’s fall.

Note: An intentional lowering to the floor by self is not a fall.
Note: Using the above definitions, a “Patient/Visitor Safety Report” form is required to be completed for all fall events.
What is the Morse Fall Scale?

The Morse Fall Scale (MFS) is a reliable and simple method of assessing a patient’s likelihood of falling. A large national majority of nurses (82.9%) rate the scale as “quick and easy to use” and 54% estimate that it takes less than 3 minutes to rate a patient. The scale consists of six variables that are quick and easy to score, and provides consistent fall assessments with accurate targeting of interventions. The MFS is used widely in hospital and long term care settings across the nation.

In randomized studies, the Morse Fall Scale has shown to identify up to 78% of patients who fall. According to J. Morse, the researcher and developer of the MFS, falls are classified into 3 types:
· 8% are considered accidents

· 14% are due to change in the patient’s condition and are not easily foreseeable
· 78% are anticipated physiologically – related to the condition of the patient

How will the Morse Fall Scale be used?

According to the new HealthEast protocol for falls prevention, every patient will be assessed at admission using the Morse Fall Scale. After this initial assessment, patients will be reassessed according to the guidelines listed in the nursing procedure card included in this packet. The Morse Fall Scale, hints for 
“scoring” the patient, how to determine the patient’s “fall risk level” and how to determine what “fall risk prevention interventions” need to be put in place are also included in the nursing procedure card.

Why is this change in the HealthEast Falls Prevention Program 
being made at this time?

This change in patient care pertaining to falls assessment has come about at this time for several reasons. 

The “HealthEast Nurses Journey Toward Magnet Status” is one factor that is producing this change. Working toward the goals of the American Nurses Credentialing Center’s (ANCC) Magnet Recognition Program, HealthEast has chosen to participate in the National Database of Nursing Quality Indicators (NDNQI). The Morse Fall Scale is one of the recognized tools in the database for indicating fall risk assessment. The use of this tool and the results it produces is a proven objective indicator of fall risk.

This change is also coming about because of the 2005 & 2006 JCAHO Patient Safety Goals pertaining to falls.
· The 2005 goal states “Reduce the risk of patient harm resulting from falls. Assess and periodically reassess each patient’s risk for falling, including the potential risk associated with the patient’s medication regimen, and take action to address any identified risks.”
· The 2006 goal states “Reduce the risk of patient harm resulting from falls. Implement a fall reduction program and evaluate the effectiveness of the program.
The most compelling reason of all for this change is that a recent study done by a HealthEast staff nurse in one of the HealthEast hospitals resulted in convincing data.

· HealthEast hospitals need to improve the consistency of how falls are managed and evaluated.

· Falls do happen in HealthEast hospitals and have produced serious injury.
· Falls occur at all hours of the day and night; however, patients were most likely to fall during the nighttime hours. 
· Toileting issues were found to be the leading cause of falls in HealthEast hospitals.
As a result of this study, the HealthEast Nurse Practice Committee charged a group of nurses to look into the issue of falls. The HealthEast Falls Committee was formed to develop a nursing policy and procedure with the important purpose of creating a safe environment that protects patients from harm due to falls. This learning packet was developed from the work that the committee has done.

In summary, Janice M. Morse, the creator of the Morse Fall Scale, speaks to nurses providing patient care at the bedside with the following words. “The burden of preventing falls has been placed firmly on your shoulders. Your wisdom and judgment, your observational skills, and your past experiences provide an excellent background for you to develop a repertoire of innovative and creative ways to prevent patients from falling.” The goal of this learning packet is to introduce HealthEast bedside nurses to a tool that will assist in the prevention of patient falls.

Please continue on and read the nursing procedure card which will describe the Morse Fall Scale in detail.

	Intervention:
 Score:


	 0-24
(low risk)
	 25-44 
(medium risk)
	45-100  

(high risk)

	1.  All Admitted Patient
Implement low risk interventions for all hospitalized patients.  
	yes
	no
	no

	2.  Communication
· Orient patient to surroundings and hospital routines

· Very important to point out location of the bathroom

· If patient is confused, orientation is an ongoing process

· Call light in easy reach – make sure patient is able to use it

· Instruct patient to call for help before getting out of bed.
	yes
	yes
	yes

	· Patient/Family Education

· Verbally inform patient and family of fall prevention interventions.
	yes
	yes 
	yes

	· Shift Report

· Communicate the patient’s “at risk” status.
	yes
	yes
	yes

	· Plan of Care

· Collaborate with multi-disciplinary team members in planning care.

· Healthcare team should tailor patient-specific prevention strategies. It is inadequate to write “Fall Precautions”.
	yes
	yes
	yes

	· Post a “Falls Program” sign at the entrance to the patient’s room. 

(Exception: Bethesda Behavioral units will not use the sign because of patient/staff safety concerns.)
	prn
	yes
	yes

	· Make “comfort” rounds every 2 hours and include change in position, toileting, offer fluids and ensure that patient is warm and dry.
	prn
	yes
	yes

	· Consider obtaining physician order for Physical Therapy consult.*
	prn
	prn
	yes*

	3.   Toileting
· Implement bowel and bladder program.
	yes
	yes
	yes 

	· Discuss needs with patient.
	yes
	yes
	yes

	· Provide a commode at bedside (if appropriate).
	prn
	prn
	yes

	· Urinal/bedpan should be within easy reach (if appropriate).
	prn
	prn
	yes

	4.  Medicating
· Evaluate medications for potential side effects.
	yes
	yes
	yes

	· Consider peak effect that affects level of consciousness, gait and elimination when planning patient’s care.
	yes
	yes
	yes

	· Consider having a Pharmacist review medications and supplements to evaluate medication regimen to promote the reduction of fall risk.
	prn
	prn
	yes

	5.  Environment
· Bed

· Low position with brakes locked, document number of side rails.
	yes
	yes
	yes

	· Bedside stand/bedside table 

· Personal belongings within reach.
	yes
	yes
	yes

	· Room “clutter” - Remove unnecessary equipment and furniture

· Ensure pathway to the bathroom is free of obstacles and is lighted. 

· Consider placing patient in the bed that is close to the bathroom.
	yes
	yes
	yes

	· Use a night light as appropriate.
	prn
	yes
	yes


	6.  Safety
· Nonskid (non-slip) footwear.
	yes
	yes
	yes

	· Do not leave patients unattended in diagnostic or treatment areas.
	prn
	yes
	yes

	· Consider placing the patient in a room near the nursing station, for close observation, especially for the first 24–48 hours of admission.
	prn
	prn
	yes

	· Consider  patient safety alarm (tab alarm &/or pressure sensor alarm).

· Communicate the frequency of alarms each shift.
	prn
	prn
	yes

	· If appropriate, consider using protection devices: hip protectors, a bedside mat, a “low bed” or a helmet.
	prn
	prn
	yes

	· If “Fall Risk Prevention Interventions” have been initiated and are  unsuccessful, refer to HENSA Policy R-3 “Use of Restraint and Seclusion”.*
	prn
	prn
	yes*


* Requires a physician order

1. If a patient has fallen during his/her present hospital admission or if there is an immediate history of physiological falls, what score should be used for the variable “History of falling”? 
a. 20

b. 25

c. 30

2. When is a fall assessment or reassessment required to be done at  HealthEast hospitals?

3. A patient scores 15 for “Secondary diagnosis” when ______________​​​​_____.

a. the patient has another condition, regardless of whether the condition is related to the reason for admission
b. the condition for which the patient was admitted results from a diagnosed underlying condition

c. a patient’s primary diagnosis or a secondary diagnosis is a known indicator of fall risk
4. A patient walks with head erect and arms swinging freely at their side. What score should the patient receive for the variable of “Gait”?
a. 0

b. 10

c. 20

5. When administering the Morse Fall Scale, the phrase “Mental status” is defined in terms of the _______________________.

a. patient’s orientation to person, place and time

b. presence or absence of mild-to-moderate dementia

c. patient’s orientation to his/her own ambulatory capabilities

6. An “impaired gait” receives a score of _____ based on the patient having difficulty rising from a chair, their head is down, and he/she watches the ground. In addition, the patient’s balance is poor, he/she grasps onto the furniture, a support person, or a walking aid for support and cannot walk without assistance.

a. 10

b. 15

c. 20

7. What score should the patient receive for the “Ambulatory aid” variable? (Stooped with walker)
a. 0

b. 15

c. 30

8. The purpose of fall risk assessment using the Morse Fall Scale is to identify ____________________.
a. those patients for whom a Fall Prevention Plan is required

b. the underlying cause of a patient’s fall risk
c. risk prevention methods for a facility or unit 

9. When there is a change in a patient’s fall risk score ___________________.
a. the patient’s fall prevention interventions should be reviewed and, if necessary, changed
b. the physician should be notified immediately

c. the nursing staff no longer needs to regularly assess the patient’s fall risk
10. Does the patient’s Morse Fall Scale Score need to be recorded in the patient’s medical record when an assessment is done?

a. Yes

b. No

Answer Key

1. b
2. A fall assessment/reassessment is required to be done at HealthEast hospitals:

· On admission.

· Daily on the day shift.

· When a patient’s condition changes or there has been a change in the patient’s medication regimen that could put the patient at risk for a fall.

· When a patient is transferred to another unit.

· After a fall. 
3. a

4. a

5. c

6. c

7. b

8. a

9. a
10. a
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Address each line to select the appropriate answer to reflect your patient’s condition.  Note: some answers have numerical value.





Example of selected answers for patient.





Choices to describe patient’s gait.





Mental status choices.





User must total assessment points from above selections. �This patient’s score is 70.





Morse Risk is determined by Morse Score total points. �This patient would be at high risk.





From Morse Risk determination, continue documentation in Morse Interventions charting class.





(Orient pt to rtn)





From Morse safety criteria, select appropriate interventions from charting choices.





Toileting choices: as on any line, choose as many as appropriate.





Medication �charting�choices.





Some of the environmental choices.  Continued on next �screen print.





Remaining environment charting choices.





Safety selections.





Save charting. Review selections, making any changes to date/time, selections, significant or adding any annotations. Confirm.





To display full information, hover with mouse or click on any words.





Charted information.








