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Fall Prevention
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Morse Fall Scale

Item Item Score Patient Score
1. History of falling (immediate or previous) No 0
Yes 25
2. Secondary diagnosis (= 2 medical diagnoses in chart) No 0
Yes 15
3. Ambulatory aid
None/bedrest/nurse assist Crutches/cane/walker 0
Furniture 15
30
4. Intravenous therapy/heparin lock No 0
Yes 20
5. Gait
Normal/bedrest/wheelchair 0
Weak* 10
Impaired? 20

6. Mental status
Oriented to own ability
Overestimates/forgets limitations 15

Total Score: Tally the patient score and record.
<25: Low risk

25-45: Moderate risk

>45: High risk
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Morse Fall Scale
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* Activity intolerance

* Deficient knowledge

* Impaired memory

Impaired physical mobility
Impaired transfer ability
Impaired urinary elimination
Impaired walking

Risk for falls

Risk for injury

(nEsSpustisal
Nursing Diagnosis

Related factors are individualized based on patient’s
condition or needs.
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RATIONALE

1 Expected outcomes following completion of procedure:
* Patient’s environment is free of hazards.

* Patient and/or family member is able to identify safety

risks..

* Patient and/or family member verbalizes understanding of
fall prevention interventions.

* Patient does not suffer a fall or injury.

Environmental hazards predispose patient to potential
injury

Patient awareness of risks promotes cooperation and
understanding of treatment plan

Makes patient and family partners in prevention

strategies.

Fall precautions are successful in preventing a fall
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Intervention

Implementation/Intervention RATIONALE

* Introduce yourself to patient, including both name and title or Reduces patient uncertainty.

role.
* Explain plan of care. Specifically discuss reasons that * Promotes patient cooperation. Younger patients are very
patient is at tisk for falling. independent and often believe they are not likely to fall.

* Gather equipment and perform hand hygiene.

* Provide privacy. Assign patient to bed that allows an exit
toward his or her stronger side.

* Adjust bed to low position with wheels locked

* Maintains patient’s self-esteem. Enhances patient’s ability to
move in bed and transfer out of bed.

* Allows for proper body mechanics. Height of bed allows
ambulatory patient to get in and out of bed easily and safely.

* Encourage patient to wear propetly fitted skid-proof * Prevents falls from slipping on floor
footwear. Option: Place nonslip padded floor mat on exit
side of bed.

* Orient patient to surroundings and call light/bed control * Enables patient to remain alert to conditions in environment.
system: * Knowledge of location and use of call light is essential to

patient safety



IESTIE T
Evaluation

EVALUATION RATIONALE

* 1 Conduct houtly rounds.. * Monitors patient for ongoing risks of falling

* 2 Observe patient’s immediate environment for presence of * Ensures that there are no obstacles or bartiers to patient’s
hazards.. freedom of movement

* 3 Evaluate patient’s ability to use assistive devices. * . Determines if instruction or clarification is needed

* 4 Ask patient or family member to identify safety risks.. * Determines extent of learning

* 5 Evaluate motort, sensory, and cognitive status and review if * Determines how effective nursing interventions are in reducing
any falls or injuries have occurred. actual or potential threats to patient’s safety
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* https://www.google.com/search?g=prevention+fall+procedure+for+nurse+video
&bih=821&biw=1440&hl=en&tbm=vid&sxsrf=APwXEdcYh36zB1RqJsljZOvYM901Q
zWwWyg%3A1682606275065&ei=w4hKZPnSA-SI4-
EP5vukiAg&ved=0ahUKEwi5wMnqpMr-
AhVkxDgGHeY9CYEQA4dUDCAO&&uact=5&oqg=prevention+fall+procedure+for+nurs
e+video&gs Icp=Cglnd3Mtd2I6LXZpZGVVEAMYCAghEKABEMMEOgUIABCiBDoKC
CEQoAEQwwQQCIAAWIIfYLMIaABWAHgAgAGxAYgBzwaSAQMwLjaYAQCgAQHAA
QE&sclient=gws-wiz-video#fpstate=ive&vld=cid:ddd4e633,vid:JcVI50BseP8

* https://www.google.com/search?g=Assist+patient+to+prevention+fall+procedure
+for+nurse+video&hl=en&tbm=vid&sxsrf=APWXEdcvCNT2-jPsHmM393Ix6LYd4w-
wakw:1682607812177&ei=xI5KZN-nCtby4-
EP3febb6Ag&start=20&sa=N&ved=2ahUKEwjfmcPHqgsr-
AhVe2TgGHd37Bo04KBDyOWN6BAgUEAg&biw=1440&bih=821&dpr=1#fpstate=iv
e&vld=cid:2683b0d7,vid:pnY87IcRKuY
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