
 

Service Priorities and Programmes 

Electronic Presentations 

 

Convention ID: 784 
Submitting author: Mr Edwin TSANG 
Post title: Nurse Specialist, FYKH, HKWC 
 
DKCH-FYKH-MMRC Fall Program 
LEE SL(1),TSANG KWE(2),YAU YC(3),LAU SK(4) 
(1)Chairperson(Q&S),DKCH-FYKH-MMRC,(2)Nurse Specialist(Geriatrics), 
FYKH(3)WM(O&T/SOPD/ICN),(4)NO(N),MMRC 
 
Keywords: 
Fall risk 
Use of physical restraint 
Fall rate 
Rate of use of physical restraint 
Evaluation of quality of care 
Redefine fall risk calculator 
 
Introduction 
Fall prevention and the use of physical restraint are TWO of the key concern of quality 
of care in healthcare settings.  There is query "if use of physical restraint" is cloaely 
related to fall prevention: 
1)Is the frequency of use of physical restraint is closely related to the frequency of 
patient’s fall risk? 
2)What is the implication? 
 
Objectives 
Objectives of the program 
1)To identify the relationship between the frequency of use of physical restraint and 
the frequency of patient’s fall risk; 
2)To evaluate the effectiveness of fall prevention under the current practice; 
3)To determine if the current fall risk calculator and/or fall prevention strategy need to 
be revised; 
4)To determine if the study instrument could be used as an evaluation tool for regular 
evaluation of quality of care. 
 
Methodology 
Method: 
1)Study instrument:  
1.1)The post fall review Excel file (existing file using by HKWC), 
1.2)A self reporting data collection sheet “Monthly Patient Fall Risk / Use of Physical 
Restraint Record”, 
1.3)A common Excel file for compiling data, principally putting no. into the file under 
designated category of data; 
1)Sample: 
1.1)All newly admitted patients and, 
1.2)Patients are restrained by physical restraint on / after admission; 
2)Data management: 



2.1)Investigators: 
2.1.1)There would be THREE investigators accountable for running the program in 
the DKCH-FYKH-MMRC hospitals, 
2.1.2)The investigator in FYKH act as the principal investigator, 
2.1.3)Investigators in DKCH and MMRC act as the co-investigators; 
2.2)Data collection: 
2.2.1)Category 1: data on patient admission: patient gum label, Morse Fall Score 
(MFS), does restraint used, reason for use of physical restraint; 
2.2.2)Category 2: data after patient admission (start use of physical restraint): patient 
gum label, Morse Fall Score (MFS), reason for use of physical restraint; 
2.2.3)At the commencement date, information of all patients in ward should be input 
into the data collection sheet; 
2.2.4)All study data are collected by the instrument in ward, in similar workflow as the 
DNACPR reporting system, i.e. to stick the patient gum label on the data sheet, tick 
the item(s) as indicated; 
2.2.5)Each ward of DKCH-FYKH-MMRC hospitals send data to the investigator of 
their parent hospital on/before the 5th day of the following month; 
2.2.6)Investigator of each DKCH-FYKH-MMRC hospital compile and input data into 
the common Excel file and forward the file to the principal investigator on/before the 
15th day of the following month; 
2.2.7)The principal investigator collate and analyze data with co-investigators, 
2.2.8)The integrated outcome would be reported on/before the 28th day of the 
following end of the quarter. 
2.3)Data analysis: 
2.3.1)Descriptive statistics is used for analysis of data profile; 
2.3.2)Inferential statistics is used for analysis against the objectives of this study. 
3)Time frame for program implementation: 
3.1)Program promulgation: June 2017; 
3.2)Program implementation: July 2017; 
3.3)Information of the program outcome would be reported quarterly; 
3.4)Preliminary report would be promulgated by 1Q2018; 
3.5)Interim report would be promulgated by end of 3Q2018; 
3.6)Final report would be promulgated by 3Q2019. 
 
Result 
1) The rate of "use of physical restraint" s high in the rehabilitation population; 
2) The mean/median fall risk score of the study population falls on "median risk level", 
i.e. score 25-45; 
3) There is no significant association on the rate of "use of physical restraint" between 
gender, "risk of fall/use of physical restraint", and, "age/specialty"; 
4) Highest rate of "use of physical restraint" falls on "fall prevention/M&G specialty" 
and "patients at risk of fall", "mental/cognitive impairment (rank second), "interfere 
with life sustaining device" (rank third); 
5) The risk score of fallers are significantly above the cut-off point of the fall risk 
calculator; 
6) There is potential of developing an index for regular evaluation of quality of care.


