Morse Falls Scale Interventions Based on Morse Score

	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
