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1. Introduction 
Falls are leading cause of hospital-acquired injury and frequently or prolonged hospital days. Falls 
are the most common adverse event reported in the hospitals. Fall prevention program should focus 
on factors associated with increased injury risk. (According to JCI) 
 

2. Purpose 
2. The purpose of this policy is to reduce the incidence of patient falls at Al Adan hospital including: 

2.1.1 Identification of patient at risk for falls. 
2.1.2 Implementing action to prevent harm. 
2.1.3 Providing a safe therapeutic environment across the continuum of care. 

 
3. Policy Statement(s) 

1. All inpatients upon admission should be assessed for risk of fall (using the Fall Risk 
Assessment Tool) by the receiving nurse. 

2. All fall cases in the hospital, regardless of ward/unit and age, should be reported by using the 
incident report. 

3. Hospital staff must be educated on the interventions and responsibilities to reduce the risk of 
patient harm resulting from falls and about the provisions. 
 

4. Fall data in the hospital is collected by the Quality and Accreditation Department and is shared 
with all relevant Head of Departments/ Chairs team. Data on patient falls is monitored and 
analyzed in an effort to: 

4.1 Reduce the number of falls 
4.2 Reduce the number of injuries due to falls 
4.3 Identify trends related to falls 
4.4 Enhance patient care 
4.5 Improve organizational performance 
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5. Definitions: 

 
5.1 Fall: is defined as a sudden, uncontrolled, unintentional, downward displacement of the 

body to the ground or other object, excluding falls from violent blows or other purposeful 
actions(Joint Commission International) 

5.2 Accidental fall: occurs when a patient is oriented but rolls out of bed or trips/ slips due to 
environment risk factors, or an infant are dropped by a parent/ caregiver, healthcare 
provider in the hospital. 

5.3 Assisted fall: means that the patient was being assisted when the fall took place. While any 
fall is bad, assisted falls generally result in less injury than do Unassisted falls. 

5.4 Developmental fall: describes a non-injurious fall that is common to infants/toddlers as 
they are learning to walk, pivot, and run. 

5.5 Near fall: Describes 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 who is able to regain balance, a 
"near miss'. 

5.6 Unanticipated fall: Describes a fall that is attributed to pathological causes but the 
occurrence of the condition could not be predicted e.g. seizure, faint. 

5.7 Unwitnessed fall: Describes the event when a patient is found on the floor and neither the 
patient nor anyone else knows how he/she got there. 

5.8 Loss balance accidently over an obstacle causing the person to fall. 
 

6. Morse Fall Scale (MFS): 
6.1  Is a risk assessment tool that predicts the likelihood of an adult patient falling. 

6.1.1 It focuses on six independent risk factors. Each of the risk factors assigned to a 
specific score 

6.1.2 If a risk factor present, patient receives a positive score assigned to that risk 
factor and isn’t receives a score of ‘0. 
 

6.2 Morse Tool Risk Factors: 
6.2.1 History of falling (Immediate or previous) 

6.2.1.1 Patient has fallen during  hospitalization 
6.2.1.2 Patient had immediate history of falls within the past three months. (If one or more 

above are true can give ‘score 25’) 
6.2.2 Secondary diagnosis: 

6.2.2.1 If only one active medical diagnosis, ‘score 0’ 
6.2.2.2 If patient has 2 or more medical diagnosis (e.g. Diabetes, Hypertension, Seizures, 

deaf/blind, arthritis, Sleep Apnea, Chronic pain, COPD etc) score 15 
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6.3 Ambulatory Aid 
6.3.1 If a patient walks without a walking aid or uses a wheel chair or is on bed rest ‘score 0’ 
6.3.2 If a patient uses crutches or walker ‘score 15’ 
6.3.3 If patient walks clutching on to furniture for support (Eg: needs help but does not ask or 

comply with order for bed rest) ‘score 30’ 
6.4 Intravenous Heparin/Saline lock: 

6.4.1 If the patient does not have an IV (Heparin/Saline lock) ‘score 0’ 
6.4.2 If the patient has an IV (Heparin/Saline lock) ‘score 20’ 

 
6.5 Gait 

6.5.1 If the patient has a normal gait ‘score 0’ 
6.5.1.1 Walk with head erect. 
6.5.1.2 Arms swing freely at the side. 
6.5.1.3 Striding without hesitation. 

6.5.2 If the patient has a weak gait ‘score 10’ 
6.5.2.1 Stooped but able to lift without losing balance. 
6.5.2.2 Support from furniture needed. 
6.5.2.3 Short step may shuffle 

6.5.3 If the patient has an impaired gait ‘score 20’ 
6.5.3.1 Difficult rising from chair (needs to use arms several attempts to rise) 
6.5.3.2 Heads down, watches ground while walking. 
6.5.3.3 Cannot walk without assistance, grabs at furniture/whatever available. 
6.5.3.4 Wheel chair 

 
6.6 Mental status 

6.6.1.1 If the patient’s mental status is normal ‘score 0’ 
6.6.1.2 If the patient is considered to overestimate his/her abilities or is forgetful of 

limitations ‘score 15’ 
6.7 Morse Fall Risk Scoring: When a risk factor is found, the corresponding score is recorded 

in the MFS tool. The final score is the sum of these scores. The highest possible score is 
‘125’. 
 

6.8 Morse Fall Risk Level: It is based on the total scoring. 
6.8.1 Low risk– Less than 25 
6.8.2 Moderate risk – 25 to 45 
6.8.3 High risk– more than 45 
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6.9 Degree of Severity of Fall Injury: The U.S Veterans Administration- National Center for 

Patient Safety, recommended the following degree of severity of fall injury to include in 
documentation. Is a form of assessment, used to assess the degree of injury after a fall 

6.10 None: means no injury or disability 
6.10.1 Minor Injury: means injuries, which are minor in nature. They may require 

medical intervention, but they do not extend the patient's hospital stay except for 
observation or to obtain laboratory and/or radiology results. For example, 
abrasion, bruise, minor lacerations and hematomas. 

6.10.2 Major Injury: means injuries that require medical or surgical intervention, 
increased hospital stays, or are disabling and/or disfiguring to a degree that a 
patient will have any degree of permanent lessened function or require surgical 
repair. For example, hip fracture, head trauma and arm fracture. 

6.11 Death: means fall related death. 
 

7. Humpty Dumpty Fall Scale: 
7.1 The Humpty Dumpty Falls Scale (HDFS) is a seven-item assessment scale developed to assess fall 

risk in pediatric patients. 
7.2 It is used to document age, gender, diagnosis, cognitive impairment, environmental 

factors, response to surgery/sedation and medication usage. 
 

8. Equipment/Materials 
8.1 Appendix 1a: Morse Fall Scale (MFS) 
8.2 Appendix 1b: Humpty Dumpty Fall Scale (HDFS) 
8.3 Appendix 2: Prescription sheet 
8.4 Appendix 3: Universal fall precaution guidelines & high risk fall prevention protocol 
8.5 Appendix 4: Environmental hazards check list 
8.6  Appendix 5: Patient fall documentation 'SPLATTS' 

9. Procedure 
9.1 Fall Risk Assessment 

9.1.1 Staff Nurse 
9.1.1.1 The receiving nurse will identify patients' fall risk utilizing the Morse Fall 

Scale (MFS) (see Appendix 1a) Fall Risk Assessment or Humpty Dumpty 
Fall Scale (see Appendix 1b). It will be done to (as follows): 

9.1.1.2 All in-patients upon admission. 
9.1.1.3 When patient's clinical presentation changes, resulting in the development 

of new risk factors  
9.1.1.4 Monitor gait, balance, and fatigue with ambulation. 
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9.1.1.5 Transfer between departments in the hospital 
9.1.1.6 After any fall 
9.1.1.7 Excluded from the protocol are patients who are comatose or incapable of 

independent movement. 
9.1.1.8 Patient, Families, and Sitters will be educated about and engaged in all 

aspects of fall prevention on admission, if patient is at risk and as deemed 
necessary (e.g. when patients sitter changes). The education must be 
documented on the nurses notes. 

9.1.2 Physician 
9.1.2.1 Writes the orders for the patient's activity level in the medical records. 
9.1.2.2 Documents if the patient is at high risk for fall in the prescription sheet 

SPECIAL INSTRUCTIONS' BOX located below the first page (see Appendix 
2), so that the assigned pharmacist will be informed. 

10. Fall Prevention Protocols 
10.1 Low/moderate risk fall intervention: The following intervention should be initiated by staff 

nurse to all patient. 
10.2 Orient the patient/family to environment and routines. 
10.3 Place call bell within reach and remind patients to call for assistance. 
10.4 Ensure that patient's bed in low position and the brake is on. 
10.5 Place patient's necessary items within the reach. 
10.6 Minimize environmental trip/slip hazards. (Appendix 4 - Environment hazard check list.) 

 
11. High risk fall intervention: (Implement universal fall prevention guidelines, Appendix 3 ) 

11.1 In addition to the above listed intervention, more intensive intervention by health care team are 
warranted for all inpatient’s scoring more than 45 on Morse Fall Scale (MFS) or 12 and above for 
Humpty Dumpty Scale. 

11.1.1 Identify patient by placing 'yellow star alert' on door frame/wall. 
11.1.2 Small yellow star alert sticker/label placed on patient's chart. 
11.1.3 Should monitor patient environment frequently for safety. 
11.1.4 Supervise all transfers and ambulation by staff nurse. 
11.1.5 If patient is on specially low air mattress, make sure all side rails are up and consider 

placing protecting pads on the bed and the head of the bed raised 45° or higher and foot 
end is elevated to prevent fall from sliding. 

11.1.6 Staff nurse should communicate the high risk fall status during each shift endorsement. 
11.1.7 Review fall risk status at all handoffs (Eg.Kardex) for transfer between units & 

utilize the information for safe patient placement. 
11.1.8 Be alert to investigator noises from patient’s room. 
11.1.9 Reorienting to surroundings and environment as needed. 
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11.1.10Educating the patient and family regarding the risk of falling. 
11.1.11Remind the patient to call for help when getting out of the bed. 

 
12. Environmental Factors 

12.1 Utilize high light in patient’s room. 
12.2 Arrange furniture/object safely, remove unneeded things. 
12.3 Adequate walking areas are provided. 
12.4 Wheeled furniture is locked to prevent slippage. 
12.5 Make sure environment is free from hazards. 
12.6 Environmental hazards checklist (Appendix 4) 
12.7 Restraints (soft limb) if requires as per restraint policy. 

 
13. Patient/Family Education 

13.1 Patient/Family education should be provided at their level of understanding about the 
following: 

13.1.1 The purpose of fall prevention measures. 
13.1.2  Measurers taken to decrease environmental fall risk. 
13.1.3 The need for assistance when moving the patient. 
13.1.4 For high fall risk patients who have fallen, it is also important to include the 

information in home safety and plan for emergency fall notification. 
 

14. Documentation 
14.1 Fall risk score upon admission, each shift assessment and reassessment should be 

documented in nurse’s notes. 
14.2 Document risk for injury related to fall on nursing care plan (Nurse 6B) 
14.3 If a patient fall document it according to ‘SPLATTS’ is a key word for documentation 

(appendix 5) 
 

15. Post Fall Assessment 
15.1 If a fall occurs, the following actions should be taken: 

15.1.1 The nurse must call for help and attend to the patient immediately. 
15.1.2 The nurse must assess for the presence of serious injury before attempting to 

transfer the patient to bed/ chair. 
15.1.3 If there is no risk for spinal injury (signs and symptoms of spinal injury-pain or 

stiffness in the neck and back, numbness in the extremities, loss of control of 
bladder or bowels, difficulty with balance and walking) nurse must assist with 
returning the patient to bed or chair using proper body mechanics or can use a 
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mechanical lifting device.  
15.1.4 The nurse must monitor patient's vital signs and level of consciousness. 
15.1.5 Proper fall documentation must be done through "SPLATTS" as a guide(see 

Appendix 5) 
15.1.6 The nurse must notify the physicians to examine the patient. 
15.1.7 The nurse should ensure implementation of high fall risk interventions throughout 

the patient's hospitalizations. The fall occurrence as well as the management and 
interventions must be documented into the patient's clinical record. 

15.1.8 Notify all healthcare members and the patient's family of the patient's fall. 
15.1.9 An incident report should be filled out after a near-miss or actual fall using 

"SPLATTS" documentation as a guide. 
15.1.10 Communicate to all shifts that the patient has fallen and is at risk to fall. 
15.1.11 Monitor patient for 48hrs after fall according to fall risk score. 

 
16. Degree of Severity of Fall Injury: shall be used to assess the degree of injury after a fall and 

must be documented in the patient's file (by the doctor), in the nurse's notes and in the incident 
report (by the one who witnessed and will write the incident). See definition 4.7 
 

17. References 
17.1 National center for patient safety: Falls Toolkit: www.patientsfety.gov 
17.2 Agency for Healthcare Research & Quality. National Guidelines clearinghouse: 

Preventing falls in acute care 
17.3  Morse, JM.Morse Fall scale,university park,PA:the Pennsylvania state university 

school of Nursing. 
17.4 Institute for Health care Improvement: Falls prevention

 http://www.ihi.org/fall prevention.aspx 
17.5 Mosby’s Patient education: fall prevention guidelines for patients 

https://www.utmb.edu/policies_and_procedures/IHOP/Supporting_Documents/IHOP%20-   
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