Predict. Prevent. Preserve What Matters.™

A person-centered approach
to injurious fall reduction
Many hospital fall prevention programs focus primarily on falls caused by
environmental factors, such as clutter, slips and trips, and improper footwear,
even though most injurious falls are caused by intrinsic risk factors that travel
with the person. These programs often restrict the mobility of persons who
would be strengthened by walking or other activity.
The unintended consequence: The hospitalized person’s functional
and mobility skills decline, increasing the risk of an injurious fall and
other hospital-acquired conditions, with potentially devastating physical,
psychological, and financial outcomes.
The Hendrich II Fall Risk Model takes a different approach. By assessing
eight scientifically valid risk factors known to predict falls, the model
enables your team to efficiently target the modifiable root causes of
the person’s fall risk with specific interventions that also prevent hospitalacquired complications and prepare the person for a healthier return to
home and community.

Rate

8

Confusion/
disorientation/
impulsivity
Symptomatic
depression

Altered
elimination

5 intrinsic
risk factors
1 simple gait and
balance test

Get-UpAnd-Go Test
Dizziness/
vertigo

Any
administered
benzodiazepine

What matters most to her is
what matters most to us.

Any
administered
antiepileptics
(anticonvulsant)

2 classes of medication

Gender
(male)

The model, care
pathways and care plans provide the content you need:
HENDRICH II FALL RISK MODEL™
®

Risk factor

Risk points

Confusion/Disorientation/Impulsivity
Confusion/Disorientation/Impulsivity

Score
Rate

44

8

2

Altered elimination

1

Understand what
matters to the person.

Gender (male)

Establish historical baseline
and use standardized tools to
set a baseline for diagnosis
and comparison.

1
1

Ethosuximide, Felbamate, Fosphenytoin,
Altered
antiepilepticsElimination

Any administered

Carbamazepine, Divalproex sodium, Ethotoin,

(anticonvulsants)1

Gabapentin, Lacosamide, Lamotrigine,
Levetiracetam, Mephenytoin, Methsuximide,
Oxcarbazepine, Phenobarbital, Phenytoin,
Pregabalin, Primidone, Topiramate, Trimethadione,
Valproic Acid, Zonisamide

Gender (Male)

4
2

Potential cause

Diagnose

Additional information

Utilize tests and evidence-based
assessment tools, where available,
to confirm the diagnosis with
the provider.

Identify potential causes of behaviors/symptoms utilizing tools where appropriate:
Behavioral health conditions

Medication side effects, including polypharmacy

Dehydration

Metabolic changes/liver failure

Delirium

Substance abuse/misuse, including alcohol or drugs

Dementia
Sepsis/infection

1

Sleep loss/sensory deprivation/unfamiliar surroundings
Hyponatremia

1

Identify and implement general and
specific interventions for the associated
risk factor and identified cause (noted on
following pages) and integrate into care plan.

Apply
evidence-based
interventions
(general and
specific) for risk
factors to establish
a care plan.

Behavioral health
conditions

1
Keppra (levetiracetam) was not assessed during the original research conducted to create the Hendrich Fall Risk Model. As an antiepileptic, levetiracetam does have a
side effect of somnolence and dizziness which contributes to its fall risk and should be scored (June 2010, June 2020). Banzel (Rufinamide), Sabril (Vigabatrin), Gabitril
(Tiagabine) were not included in the study and are not commonly seen in practice, however, they are currently available and could be seen on patient medication lists

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

(September 2018). Vimpat (lacosamide), Trileptal (oxcarbazepine), Lyrica (pregabalin) and Zonegran (zonisamide) are not included in the list above because they were not
assessed during the original Hendrich research but were included in the 2020 validation study. These medications can cause documented CNS effects and should be
scored if administered. (February 2019, June 2020)

Is
the person
transitioning to
home, skilled
nursing,
etc.?

The study did not include the effect of benzodiazepine-like drugs since they were not on the market at the time. However, due to their similarity in drug structure,
mechanism of action and drug effects, they should also be scored. They are Lunesta (eszopiclone), Rozerem (ramelteon), Sonata (zaleplon), and Ambien, Intermezza
(zolpidem). (June 2010, February 2019, June 2020). Prosom (Estazolam), Doral (Quazepam), Onfi (Clobazam) were not included in the study and are not commonly seen in

2

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

Ensure care transition:

q Beck Depression
Inventory-II (21 items)

Halazepam was included in the study but is no longer available in the United States. (June 2010)

Version 3 • October 2020

Ability to rise in a single movement - no loss of balance with steps

Assess
8 risk factors
up, successful in one attempt
1 Pushes
that matter.
Multiple attempts, but successful

q Partner with discharge/transition planning team to
identify community-based resources to prepare for
transitions in care that support social connections
and interactions.

There are many possible
causes, such as nausea,
medical conditions,
difficulty swallowing,
fever, infection, etc.

q Assess serum blood chemistry
panel, looking at electrolytes.
q Assess skin turgor.
q Assess for food insecurity.

Fairly common in
older adults

q Set and follow an oral hydration/intake goal
appropriate for the person and monitor it
per protocol.
q Check that person is sufficiently hydrated and
monitor electrolytes.
q Ensure water and other preferred, noncaffeinated
fluids are available at the bedside and easily
accessible.
q Replace pitchers with straw water bottles
if this is easier for the person.
q Focus on oral hydration to prevent an IV that
may interfere with mobility. Manage IV fluids
appropriately.

NO

includes person and family in the planning.
communicates the person’s current risk factors, causes, and interventions to prevent
injurious falls in the new care setting to the care team.
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2

0

Evidence-based
care pathways
1
are available
for each risk factor.
3

Unable to rise without assistance during test

3

Care plans can be adopted or
edited for your EHR or practice.

4

Innovative
underway
with major platforms to autoTOTAL
populate
the Hendrich II Fall Risk Model® with existing chart data to
A TOTAL SCOREwork
OF 5 OR is
GREATER
= HIGH RISK
SCORE:
improve reliability and save nursing time.
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Steps 2 and 3 can become a “pick list” in your EHR or you can customize based on current or desired practice.

Hendrich II Fall Risk Model validation
To create the model, more than

600 variables

The model is backed by more than 20 years of research and experience,
appearing in more than

V2019.1

300 peer-reviewed articles and 30 validation studies
in the U.S. and abroad.

A recent study of almost

215,000 patients, over a 3-year period,
confirms sensitivity of 78.72% to predict falls.
The negative predictive value is 99.9%, confirming fall potential is not missed.

“Validation of the Hendrich II Fall Risk Model: The imperative to reduce modifiable risk
factors.” Applied Nursing Research, https://doi.org/10.1016/j.apnr.2020.151243

Isn’t it time to rethink your
fall risk model?
To learn more, please visit us at:
www.hendrichfallriskmodel.com
or call us at 866.653.6660.
or contact:
Dwana Murphy
Vice President, Operations
dmurphy@hendrichfallriskmodel.com

Unlimited, contact-hour
approved online education
for registered nurses, with
nurses teaching nurses
from patient scenarios, and
a short 10-minute module
for ongoing competency
assessment:
An interface for your
learning management
system (LMS) or use
our LMS.
Customized reports
to track completion
and competency.

ONGOING MEDICATION REVIEW UPDATES:
1 Keppra (leveZracetam) was not assessed during the original research conducted to create the Hendrich Fall Risk Model. As an anZepilepZc, leveZracetam does
have a side eﬀect of somnolence and dizziness which contributes to its fall risk and should be scored (June 2010). Banzel (Ruﬁnamide), Sabril (Vigabatrin),
Gabitril (Tiagabine) were not included in the study and are not commonly seen in pracZce, however, they are currently available and could be seen on paZent
medicaZon lists (September 2018). Vimpat (lacosamide), Trileptal (oxcarbazepine), Lyrica (pregabalin) and Zonegran (zonisamide) are not included in the list
above because they were not assessed during the original Hendrich research. These medicaZons can cause documented CNS eﬀects and should be scored if
administered. (February 2019)
2 The study did not include the eﬀect of benzodiazepine-like drugs since they were not on the market at the Zme. However, due to their similarity in drug
structure, mechanism of acZon and drug eﬀects, they should also be scored. They are Lunesta (eszopiclone), Rozerem (ramelteon), Sonata (zaleplon), and
Ambien, Intermezza (zolpidem). (June 2010, February 2019). Prosom (Estazolam), Doral (Quazepam), Onﬁ (Clobazam) were not included in the study and are
not commonly seen in pracZce, however, they are currently available and could be seen on paZent medicaZon lists. (September 2018)
3 Halazepam was included in the study but is no longer available in the United States. (June 2010)

were evaluated in fall and non-fall patients to scientifically identify
8 factors necessary to predict falls.

Evidence-based care
pathways and plans are
ready to address root
causes of fall risk.

q Geriatric Depression
Scale (5 items)

Dehydration

aligns interventions to the next care setting, the person’s risk factors, and what
matters most to the person.

practice, however, they are currently available and could be seen on patient medication lists (September 2018, June 2020).
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q Consult with interprofessional care team regarding
moving the person to a behavioral health care unit
based on diagnosis.

q Patient Health
Questionnaire (PHQ-9)

1

YES

Incorporate
evidence-based
interventions
throughout the
care continuum.

q Utilize local protocol for monitoring
unsafe behavior.

q Assess for connection to depression
(risk factor #2) and social isolation.
Optional tools:

Begin transition planning and education with person and family
while developing and implementing interventions and care plan.

Ongoing Medication Review Updates:

Utilize an interprofessional care team to ensure
appropriate interventions are undertaken.

q Assess for possible substance
abuse/misuse (see below).

Ensure universal
interventions for
safe care are
utilized as
indicated.

3

Begin planning
Alprazolam,
Chlordiazepoxide,
Clobazam, Clonazepam, Clorazepate,
Diazepam,
Unable to rise without assistance during
test
4
for transition
Any Administered
after diagnosis.
Estazolam, Eszopiclone,
Flurazepam, Halazepam3, Lorazepam,
Midazolam,
A total score of 5 or greater = high risk
TOTAL SCORE:
Benzodiazepines2
Oxazepam, Quazepam, Ramelteon, Temazepam, Triazolam, Zaleplon, Zolpidem

Apply evidence-based interventions
(general and specific) as part of the
care plan to manage/improve risk factor

q Review Universal Interventions for application
to this risk factor.

Low oxygenation

1
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their impact:

Specific Interventions:

Upon reassessment, ensure interventions
Carbamazepine, Divalproex Sodium, Ethotoin, Ethosuximide, Felbamate,
are still applicable and determine if there
NOTE: If unable to assess, monitor for change in activity level, assess other risk factors, and document both on
Any
Administered
should be any changes (add/delete/modify)
patient chart with date and time.
Fosphenytoin, Gabapentin, Lacosamide, Lamotrigine, Levetiracetam, Mephenytoin,
to the interventions and care plan.
Antiepileptics
2
Ability to rise in a single movement—no loss of balance with steps
0
Methsuximide, Oxcarbazepine, Phenobarbital, Phenytoin, Pregabalin,
Primidone,
1
Monitor
for
(Anticonvulsants)
Monitor patient for behavior/symptom changes based on
Pushes up, successful in one attempt
1
changes
and
Topiramate, Trimethadione, Valproic Acid, Zonisamide
diagnosis and reassess according to organization protocols.
reassess.

3

The following are potential causes of acute and chronic confusion as well as specific interventions to modify

Encourage interaction between the confused person and family, friends, or volunteers.

NO

Ask what matters most to the person
and compare current assessment
data to historical baseline.

Diagnose and
identify causes.

Get-Up and Go Test: Rising From a Chair

Multiple attempts, but successful

Confusion/Disorientation/Impulsivity
Care Plan

General Intervention:

Are
risk factor 1
behaviors/
symptoms
present?

YES

1

2

Dizziness/Vertigo

Alprazolam, Chlordiazepoxide, Clobazam,
Clonazepam, Clorazepate, Diazepam, Estazolam,
Eszopiclone, Flurazepam, Halazepam3, Lorazepam,
Midazolam, Oxazepam, Quazepam, Ramelteon,
Temazepam, Triazolam, Zaleplon, Zolpidem

®

Assess for Confusion, Disorientation, Impulsivity behaviors/symptoms.

Symptomatic depression

Symptomatic
Depression
Dizziness/Vertigo

Fall Risk Factor 1

Confusion/Disorientation/Impulsivity
SCORE
POINTS
Care Pathway

Assess for
risk factors.

Any administered
benzodiazepines2

RISK

Fall Risk Factor 1

RISK FACTOR

A license
agreement grants
access at all sites
of care within
your system.

or scan
the code:

Education module for
assistive personnel
also available.
Toolkits to support rapid
adoption and sustainment
of the program, including
methods, techniques
and tools for change
management, quality
improvement/project
management, and the
creation of a culture
of safety.
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