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Appendix of ED Fall Risk Assessment Instruments 
 
Memorial Emergency Department Fall Risk Assessment Tool 
 

 
 
 
 
               
 
 
 
 
 
Reference: 
Flarity K, Pate T, Finch H. Development and implementation of the Memorial Emergency Department 
Fall Risk Assessment Tool. Adv Emerg Nurs J 2013;35(1):57-66. doi:10.1097/TME.0b013e31827c6a54 
  



Kinder Fall Risk Assessment Tool 
 

 
 
 
 
 
 
 
 
 
 
 
 
Reference: 
Townsend AB, Valle-Ortiz M, Sansweet T. A Successful ED Fall Risk Program Using the KINDER 1 
Fall RiskAssessment Tool. J Emerg Nurs 2016;42(6):492-497. doi:10.1016/j.jen.2016.03.028 
  



Johns Hopkins Fall Risk Assessment Tool 

 
 
Reference: 
Luo S, Kalman M, Haines P. Evaluating a Fall Risk Assessment Tool in an Emergency Department. J 
Healthc Qual 2020;42(4):205-214. doi:10.1097/JHQ.0000000000000233 
  



Hendrich II Fall Risk Model 
 

 
 
 
Reference: 
Hendrich AL, Bender PS, Nyhuis A. Validation of the Hendrich II Fall Risk Model: a large concurrent 
case/control study of hospitalized patients [published correction appears in Appl Nurs Res 2003 
Aug;16(3):208]. Appl Nurs Res 2003;16(1):9-21. doi:10.1053/apnr.2003.YAPNR2 
  



Falls Risk for Older People in the Community (FROP-Com) tool 
 
Balance 

1) Number of falls in the past 12 months? 
- No falls (0 points); 1 fall (1); 2 falls (2); 3 or more falls (3) 
2) Was an injury sustained in any of the fall/s in the past 12 months? 
- No (0); minor injury, did not require medical attention (1); minor injury, did require 

medical attention (2); severe injury (fracture, etc.) (3) 
3) Describe the circumstances of the most recent fall in the past 12 months. 

Medications 
4) List all medications currently taken. 
5) Number of prescription medications. 
- No medication (0); 1-2 medications (1); 3 medications (2); 4 or more medications (3) 
6) Does the individual take any of the following type of medication? E.g sedative, 

antidepressant, anti-epileptic, central acting analgesic, digoxin, diuretics, type 1A 
antiarrhythmic, vestibular suppressant 

- None apply (0); 1-2 apply (1); 3 apply (2); 4 or more apply (3) 
Medical conditions 

7) Does the individual have a chronic medical condition/s affecting their balance & 
mobility? E.g. arthritis, respiratory condition, Parkinson’s disease, diabetes, dementia, 
peripheral neuropathy, cardiac condition, stroke, other neurological conditions, lower 
limb amputation, osteoporosis, vestibular disorder, other dizziness, back pain, lower limb 
joint replacement 

- None apply (0); 1-2 apply (1); 3-4 apply (2); 5 or more apply (3) 
Sensory loss 

8) Does the client have an uncorrected sensory deficit/s that limits their functional ability? 
- Vision: No (0), Yes (1) 
- Somatosensory: No (0); Yes (1) 

Feet and footwear 
9) Does the client have foot problems, e.g. corns, bunions, swelling, etc.? 
- No (0); Yes (1) 
10) Does the client have inappropriate, poorly fitting, or worn footwear? 
- No (0); Yes (1) 

Cognitive status 
11) AMTS score -- age, time (to the nearest hour), address to recall, current year, current 

location (where are we?), recognition of two persons (Dr., nurse), date of birth, years of 
first World War, name of current prime minister, count backwards from 20 by ones 

- Number of correct responses: 9-10 (0); 7-8 (1); 5-6 (2); 4 or less (3) 
Continence 

12) Is the individual continent? 



- Yes (0); No (1) 
13) Does the individual regularly have to go to the toilet in the night (3 or more times)? 
- No (0); Yes (1) 

Nutritional status 
14) Has the individual’s food intake declined in the past three months due to a loss of 

appetite, digestive problems, chewing or swallowing difficulties? 
- No (0); small change, but intake remains good (1); moderate loss of appetite (2); severe 

loss of appetite, poor oral intake (3) 
15) Weight loss during the last 3-12 months 
- Nil (0); minimal (<1 kg) or unsure (1); moderate (1-3 kg) (2); marked (>3 kg) (3) 
16) Number of alcoholic drinks consumed in the past week 
- Nil (0); 1-3 (1); 4-10 (2); 11+ (3) 

Environment 
17) Did the home environment appear safe? 
- Yes (0); minimal environmental hazards (1); moderate environment hazards requiring 

modification (2); extremely unsafe environment (3) 
Functional behavior 

18) Observed behaviors in Activities of Daily Living and Mobility indicate 
- Consistently aware of current abilities/seeks appropriate assistance as required (0); 

generally aware of current abilities/occasional risk-taking behavior (1); under-estimates 
abilities/inappropriately fearful of activity (2); over-estimates abilities/frequent risk-
taking behavior (3) 

Function 
19) Prior to this fall, how much assistance was the individual requiring for personal care 

activities of daily living (eg dressing, grooming, toileting)?  
- None (completely independent) (0); supervision (1); some assistance required (2); 

completely dependent (3) 
20) Has this changed since the most recent fall? 
- No (0); Yes (1) 
21) Prior to this fall, how much assistance was the individual requiring for instrumental 

activities of daily living (eg shopping, housework, laundry)? 
- None (completely independent (0); supervision (1); some assistance required (2); 

completely dependent (3) 
22) Has this changed since the most recent fall? 
- No (0); Yes (1) 

Balance 
23) Does the individual, upon observation of walking and turning, appear unsteady or at risk 

of losing their balance? 



- No unsteadiness observed (0); Yes, minimally unsteady on walking or turning (1); Yes 
moderately unsteady on walking or turning (needs supervision) (2); Yes, consistently and 
severely unsteady on walking or turning (needs constant hands on assistance (3) 

Gail/Physical activity 
24) Can the individual walk safely around their own home? 
- Independent, no gait aid needed (0); independent with a gait aid (1); safe with 

supervision/physical assistance (2); unsafe (3) 
25) Can the individual walk safely in the community? 
- Independent, no gait aid needed (0); independent with a gait aid (1); safe with 

supervision/physical assistance (2); unsafe (3) 
26) If a walking aid is used, list the aid and when it is used.  
27) How physically active is the individual? 
- Very active (exercises 3 times per week) (0); moderately active (exercises less than twice 

per week) (1); not very active (rarely leaves the house (2); inactive (rarely leaves one 
room of the house (3) 

28) Has this changed since the most recent fall? 
- No (0); Yes (1) 

 
Grading of falls risk: 
 
0-11; Mild falls risk; Implement actions for identified individual risk factors, & recommend 
health promotion behaviour to minimise future ongoing risk (eg – increased physical activity, 
good nutrition) 
12-18; Moderate falls risk; Implement actions for identified individual risk factors 
19-60; High falls risk; Implement actions for identified individual risk factors, and implement 
additional actions for high falls risk (e.g. refer to a specialist Falls Clinic) 
 
 
 
 
 
 
 
 
 
 
 
Reference: 
Mascarenhas M, Hill KD, Barker A, Burton E. Validity of the Falls Risk for Older People in the 
Community (FROP-Com) tool to predict falls and fall injuries for older people presenting to the 
emergency department after falling. Eur J Ageing 2019;16(3):377-386. Published 2019 Jan 21. 
doi:10.1007/s10433-018-0496-x  



Tiedemann score 
 

1) Two or more falls in the past year? (2 points) 
2) Take 6 or more medications? (1 point) 

 
Interpretation Score > 2 = older adult at increased risk for falls. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reference: 
Tiedemann A, Sherrington C, Orr T, et al. Identifying older people at high risk of future falls: 
development and validation of a screening tool for use in emergency departments. Emerg Med J 
2013;30(11):918-922. doi:10.1136/emermed-2012-201783 
  



Centers for Disease Control & Prevention STEADI tool 
 

 
 
 
 
 
 
 
 
 
 
 
Reference: 
Sri-On J, Tirrell GP, Kamsom A, Marill KA, Shankar KN, Liu SW. A High-yield Fall Risk and Adverse 
Events Screening Questions From the Stopping Elderly Accidents, Death, and Injuries (STEADI) 
Guideline for Older Emergency Department Fall Patients [published online ahead of print, 2018 Mar 
25]. Acad Emerg Med 2018;10.1111/acem.13413. doi:10.1111/acem.13413 



Timed Up and Go  

 



 

Reference: 

Chow RB, Lee A, Kane BG, et al. Effectiveness of the "Timed Up and Go" (TUG) and the Chair test as 
screening tools for geriatric fall risk assessment in the ED. Am J Emerg Me. 2019;37(3):457-460. 
doi:10.1016/j.ajem.2018.06.015 

 

  



Morse Fall Scale 

 

Reference: 

Çinarli T, Koç Z. Fear and Risk of Falling, Activities of Daily Living, and Quality of Life: Assessment 
When Older Adults Receive Emergency Department Care. Nurs Res 2017;66(4):330-335. 
doi:10.1097/NNR.0000000000000227  



Prevention of Falls in Older Persons Living in the Community 

 

 
 
Reference: 
 
Panel on Prevention of Falls in Older Persons, American Geriatrics Society and British Geriatrics Society. 
Summary of the Updated American Geriatrics Society/British Geriatrics Society clinical practice 
guideline for prevention of falls in older persons. J Am Geriatr Soc 2011;59(1):148-157. 
doi:10.1111/j.1532-5415.2010.03234.x 


