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. Morse Fall Scale

{Adapted with permission, SAGE Publications)

* The Morse Fall Scale (MFS) is a rapid and simple method of assessing & patient's ikellhood of faifing. A
large majority of nursos (82.9%) rate the scale as “quick and casy to use,” and 54% estimaled that It fook
less than 3 minutas to rate a patient. It consists of six varlables that are quick and easy to score, and It
has been shown to have predictive valicity and interrater reliabliity. The MFS is used widely in acute care

settings, both in the hospital and long term care inpatient settings.
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The items In the scale are scored as follows:

History of falling: This is Scored as 25 I the patient has fallen during the present hospital admission ar if
there was an immeclato history of physiological fals, siich as from sefzures o an impaired gait prior to
admission. If the patient has not fallen, this is scored 0. Note: If a patient falls for the first time, then his
or her score Immediately ncreases by 25,

Secondary diagnosis: This Is scored as 15 If more than one medical diagnosls is listad on the patient's
char; if not, scoro 0.

Ambulatory aids: This Is scored as 0 if the patient walks without a walking ald (even if assisted by a
nurse), uses a wheslchalr, or Is on a bed rest and does not get out of bad at all. f the patient uses
crutches, & cane, or a walker, this ltem scares 15; it the patient ambulates clutching onto the furniture for
support, score this jtem 30.

intravenous thorapy; This ls scored as 20 I the patient hias an intravenoLs apparatus or a heparin lock
inserled; f not, score 0.
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sit, Anormal gaitis characlorzed by the patlent walking wih head erec, arms swinging freely af o
b an ining without hesliant, This gal scoros 0. With a wesk gait {score as 10), the patien s
Shoopad bit s abia to it the head whilo walking without losing balanco. Siops aro short and the patlent
Thay shuffle, With an impalred gait (score 20), he patient may have diffculy ising from the chalr,
attompling to gat up by pushing on the erms of he haitir by bouncing (Le., by using several aiternpts to
Tise), The paents hea fs down, and he or she waichos the ground. Because the pafients batance is
oor, the petient grasps onto the furniure, a suppart person, o @ walking aid for support and cannot walk

without this asslstance.

Mental status, When using this Scale, montel status Is measuired by checking the patient's own self-
enacement of his of her ovn abllty 1o ambulate. Ask the patient, "Are you able to go the baihtaor alone
o do you need assistanco" [f the patlents reply judging his o ner own abilly is consistont with the
ambuiatory order an the Kardex®, the patient s rated as "nomal” and scored 0. 1f the patlent's response
O eonaistont wih the nursing orders o if the patlent's respanse is unrealstc, then the patient is
et to overestinats his or her own ablltias and to bo forgetful of fmitations and scored & 15.

Scoring and Risk Levo: Tho scoro is then tallied and recorded on ihe pafient's chart Risk level and
e ondad actions {o.g. no Intervertions necded, stendard fall prevention interventlons, high isk
prevention intervantions) are thn identffled.

Important Note: The Morse Fal Soale shoid be callbrated for eaeh partcular heallhcare seling or unit
<o that fall pravention strateglos are targeted to thoso most at isk. n other words, risk cut off scores may
be different dopending on if you are using it In an acute care hospital, nursing home of rehabilation
facllty. In addition, scales may be st differently between particular units within a given facilty.
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