Selection of Opportunities for Improvement

Falls are common among psychiatry inpatients worldwide. Psychiatry in
HOSHAS faces a similar problem, the trend of fall is alarmingly increasing
from 9% in the year 2019 to 18% in 2020.

Falls are multifactorial. The most common factors are the adverse effects
of neuroleptic medications, medical co-morbidities, unsafe environment
and even the psychiatry disorder itself, which may impair the patient's
cognition for hazard recognition. Failure in fall risk detection, poor
supervision of patients at high risk and failure to use suitable measures
was also associated with higher risk of falls.

Falling could cause serious injuries, mortality, hinders the recovery and
decreases the quality of life of the patient. It also portrays the
organisation negatively and incur the financial burden.

Psychiatry patients require unique fall preventive measures and it is still
lacking not only in Malaysia but also worldwide. With a specific
intervention tailored to these risk factors, the incident of fall can be
significantly reduced.

Thus, this study will focus on reducing fall among Psychiatry inpatients
HoSHAS. The specific objectives of this study are:

1. To determine the magnitude of fall.

2. To determine possible contributing factors of fall.

3. To implement remedial measures based on the factors identified.
4. To evaluate effectiveness of the remedial measures conducted.

Key Measures for Improvement
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Indicator Formula Standard
Percentage of . .
fall Number of fall in Kenanga 9 in a year
b x100%| < 5%
psyematy Number of fall in HOSHAS in a year
inpatient

Process of Gathering Information

Ist phase
March-April 2021

Pre-remedial study:

3rd phase
April 2022

Post-remedial study:
Aimed to study the
result after the

2nd phase
May 2021-March 2022

Remedial measures

Study the magnitude
and contributing

factors remedial measures

Inclusion criteria: all psychiatry inpatients.

Exclusion criteria: Patient who fell due to possible medical related
complications such as seizures, loss of consciousness, paralysis, cardiac
arrest or intentional fall due to suicide attempt or tantrum.

Tools used for data collection:
1. Incident reports of falls (2018 - 2020)
2. Census of falls
3. Hospital Information System (HIS)
4. Morse Fall Scale
5. Wilson Sims Fall Risk Assessment Tool

Analysis and Interpretation

Factors that contribute to the fall among Psychiatry in patient HoOSHAS
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Strategies for Change
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The Next Step

From this study, there was a high prevalence of fall among Psychiatry
inpatients and was found to be multifactorial. Reduction in patient falls
can be accomplished using a multifactorial assessment with tailored
intervention. Fall risk assessment tools have been very helpful for
paramedics in identifying patients at risk. Paramedics can be patient’s
advocates by advising safer options. It's evident in this study that fall is
preventable when the responsibility is taken from all levels of organisation
from paramedics to specialists.

The concept of intervention can be replicated to other centres. In future
the measures will be continued and we recommend further improvement
with implementing a different colour attire as a reminder of patient’s
status to assist in identifying patient risk for fall.
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