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Overview

The following is a suggested falls prevention policy. It is not required to be implemented. There are several areas that need to be covered in a falls prevention policy:

I. Definition of a Fall

II. Fall Risk Assessment for Inpatients

III. Fall Risk Assessment for Outpatients

IV. Environmental Rounds

V. Responsibilities of Staff

VI. Intervention Strategies

VII. Post Fall Procedures/Management

VIII. Example Fall Prevention and Management Program Core Policy

I. Definition of a Fall

A fall is defined as a sudden, uncontrolled, unintentional, downward displacement of the body to the ground or other object, excluding falls resulting from violent blows or other purposeful actions.

A near fall is a sudden loss of balance that does not result in a fall or other injury. This can include a person who slips, stumbles or trips but is able to regain control prior to falling.

An un-witnessed fall occurs when a patient is found on the floor and neither the patient nor anyone else knows how he or she got there.

II. Fall Risk Assessment for Inpatients

Patients should be assessed for their fall risk:

· On admission to the facility

· On any transfer from one unit to another within the facility

· Following any change of status

· Following a fall

· On a regular interval, such as monthly, biweekly or daily

Although there are many risk assessment tools available, NCPS recommends that you use either:
A. Morse Fall Risk Assessment or
B. Hendrich Fall Risk Assessment

A. Morse Fall Risk Assessment

This is one of the most widely used fall risk assessment scales available. It is a reliable and valid measure of fall risk.

	Morse Fall Risk Assessment

	Risk Factor
	Scale
	Score

	History of Falls
	Yes
	25

	
	No
	0

	 Secondary Diagnosis
	Yes
	15

	
	No
	0

	Ambulatory Aid
	Furniture
	30

	
	Crutches / Cane / Walker
	15

	
	None / Bed Rest / Wheel Chair / Nurse
	0

	IV / Heparin Lock
	Yes
	20

	
	No
	0

	Gait / Transferring
	Impaired
	20

	
	Weak
	10

	
	Normal / Bed Rest / Immobile
	0

	Mental Status
	Forgets Limitations
	15

	
	Oriented to Own Ability
	0


 To obtain the Morse Fall Score add the score from each category.

	Morse Fall Score*

	High Risk
	45 and higher

	Moderate Risk
	25 - 44

	Low Risk
	  0 - 24



      * Based on most common scores used in VA

The major advantages to this assessment are:

1. Research driven

2. Interventions are standardized by level of risk
The major disadvantages:

Not designed for the long-term care setting, consequently nearly all patients will be at high risk.

B. Hendrich Fall Risk Assessment

Some long-term and geriatric wards are using this scale.

	Hendrich Fall Risk Assessment

	Risk Factor
	Scale
	Score

	Recent History of Falls
	Yes
	7

	
	No
	0

	Altered Elimination (incontinence,

nocturia, frequency)
	Yes
	3

	
	No
	0

	Confusion / Disorientation
	Yes
	3

	
	No
	0

	Depression
	Yes
	4

	
	No
	0

	Dizziness / Vertigo
	Yes
	3

	
	No
	0

	Poor Mobility / Generalized Weakness
	Yes
	2

	
	No
	0

	Poor Judgment (if not confused)
	Yes
	3

	
	No
	0


The main advantages of this assessment are:

1. Focuses interventions on specific areas of risk rather than general risk score.

2. Easy to determine if someone is high-risk because nearly every risk factor categorizes a patient as high-risk.

3. There are only two categories of patients: high-risk and low-risk.
The main disadvantages of this assessment are:

1. Not as researched as the Morse Fall Risk Assessment

2. Nearly every patient will be put into the high-risk category
C. Comparing Morse and Hendrich Assessment

Some of the factors are the same between the Morse and Hendrich assessment.

Both are good assessments depending on how you structure your program.

1. Use the Morse Fall Risk Assessment if interventions are based on level of risk

2. Use the Hendrich Fall Risk Assessment if the interventions are based on area of risk

Currently Janice Morse is working on interventions that will be tied to the areas of risks highlighted by her risk assessment scale.

Cautionary Notes

There are risks not captured by either risk assessment scale. For instance, although the Morse Fall Risk Assessment scale has a rating of 0 for patients who use wheel chairs, some facilities have found that these patients are at risk for falling. Wheelchairs can tip over backwards or can slide out from under a patient while transferring. Although these events can be easily addressed with the use of wheel chair anti-tip devices and self-locking brakes, it is important to keep track of data that could highlight other potential environmental risks at your facility which can be dealt with easily.

III. Fall Risk Assessment for Outpatients

Outpatient fall risk assessments can be done on two levels. The primary care provider can do an initial screening, then refer patients that are at risk to either physical or occupational therapy to perform a more in-depth balance assessment.

Initial Screening for Fall Risk

1. Send the patient a "Self Report" and review at the appointment

a. If patient does not have a self report then go over it with them (be sure to annotate this in the notes section of the appointment)

b. If several medications and supplements are listed, have a pharmacist review the medications and supplements for any drug interactions or side effects which could increase the likelihood of falls.

2. Perform the Timed Up & Go test1
a. Place a chair against the wall or another sturdy object. Set up a cone or other visible marker 8 feet away for the patient to walk around. Tell the patient to get up and walk as quickly as they can around the object and sit back down.

b. If the patient takes longer than 8.5 seconds they should be considered high risk and be referred to PT/OT for further evaluation.

Note: Allow the patient to practice one time.
Note: Janice Morse recommends calibrating this high-risk score based on the patient population and acceptable fall rate. For more information see Janice Morse’s book: Preventing Patient Falls.
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