Cylaiallus Ja gl ujﬁ U:"# s )

bagy Glga Jldag Lasa

doa 9 ) (galala g olu ys saSRAdla als A




b g jhd o)) ) a

Ohialls 5 ylad (sl ) #SU Senn ) (lalid s b i Hlad (25 ) ) e

M\ij)\&)m



il b i i i sl )

* Morse Fall Scale (MFS)

» Johns Hopkins Fall Risk Assessment Tool (JHFRAT)

* Hendrich Il Fall Assessment
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Iltem Scale Scoring
1. History of falling; immediate or within 3 months No 0
' 4 | Yes 25
2 F No 0
2. Secondary diagnosis Yes 15
3. Ambulatory aid
Bed rest/nurse assist 0
Crutches/cane/walker 15
Furniture 30
: No 0
4. IV/Heparin Lock Yes 20
5. Gait/Transferring 0
Normal/bedrest/immobile
10
Weak 20 o
Impaired
6. Mental status 0
Oriented to own ability 15 o
Forgets limitations
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Risk Level MFS Score Action

No Risk 0-24 Good Basic Nursing Care

Implement Standard Fall

Low Risk 25 -50 ; :
Prevention Interventions

Implement High Risk Fall

High Risk 291 Prevention Interventions
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Age (single-sefect)
o G0 - 69 years (1 point)
o 70 -7T8 ye=ars (2 points)
o greater than or equal to 80 years (3 points)

- Fall History (single-select)
o One fall within & months before admission (5 points)

Elimination. Bowel and Urine (ssgfe-ssfect)
o Incontinence (2 points)
o Urgency or frequency (2 points)
o Urgency/freguency and incontinence (4 points)

Medications: Includes PCAJopiates, anticonvulsants, ant-hypertensives, duretics. hypnotics.
laxatives, sedatives. and psychotropics (sangle-salect)

o On 1 high fall risk drug (3 points)

(= | On 2 or more high fall risk drugs (5 points)

o Sedated procaedurse within past 24 howurs (7 points)

Patient Care Equipment: Any eguipment that tethers patient (e g., I'V mfusion, chest tube, indwe=lling
catheter, SCDs, etc.) (sagfe-ssfect)

o One presant (1 point)

a Two present (2 points)

a 32 or more present (3 points)

Mobility (mulhi-select choose all that sppfy and add points fogether)
= Requires assistancs or supervision for mobility. transfer, or ambulation (2 points)
o Unsteady gait (2 points)
O Visual or auditory impairment affecting mobility (2 points)

Cognition (mulfi-sefect. choose all thad spply and sdd points fogether)
o Altered awaraeness of immediate physical environment (1 point)
o Impulsive (2 points)
o Lack of understanding of one’s physical and cognitive Iimitations (£ points)

Total Fall Risk Score {(Sum of all points per category)
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FALL RISK MODEL
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Hendrich Il Fall Risk Model

RISK FACTOR RISK POINTS SCORE
Confusion 4
Symptomatic Depression 2
— | Altered Elimination s | —
Dizziness/Vertigo 2 |
Gender (Male) 1
Any Administered Antiepileptics (anticonvulsants):
(Carbamazepine, Divalproex Sodium, Ethotoin, Ethosuximide, Felbamate, Fosphenytoin, Gabapentin, >
Lamotrigine, Mephenytoin, Methsuximide, Phenobarbital, Phenytoin, Primidone, Topiramate, Trimethadi-
one, Valproic Acid)*
Any Administered Benzodiazepines:?
(Alprazolam, Chloridiazepoxide, Clonazepam, Clorazepate Dipotassium, Diazepam, Flurazepam, B
Halazepam?, Lorazepam, Midazolam, Oxazepam, Temazepam, Triazolam)

Get-Up-and-Go Test: “Rising from a Chair”

If unable to assess, monitor for change in activity level, assess other risk factors, document both on patient chart with date and time.

Ability to rise in single movement - No loss of balance with steps o
Pushes up, successful in one attempt <
Multiple attempts but successful 3

Unable to rise without assistance during test
4

If unable to assess, document this on the patient chart with the date and time.

(A score of 5 or greater = High Risk) TOTAL SCORE
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