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ABSTRACT 
 

Background: Falls are the most commonly reported adverse event in hospitals and 
while the majority of inpatient falls are associated with minor injury, more serious 
events such as fractures, intracranial injury and death also occurred. A care champion 
for fall prevention is a clinician (nurse, allied health or medical professionals), who in 
addition to their own clinical/administrative duties, has been nominated to act as a re-
source in their knowledge and skills of fall prevention. A care champion for fall preven-
tion is able to provide ongoing profile raising, staff education, and support for fall pre-
vention. The purpose of this study was to determine the role of champion in monitor-
ing the implementation of fall management regulation among patients at Pluit Hospi-
tal, Jakarta. 
Subjects and Method: This was an explorative qualitative study conducted at Pluit 
Hospital. A sample of 923 patients was monitored for this study. The key informants 
were members of the patient safety subcommittee. The dependent variable was risky-
falling patient. The independent variable was an assessment form of risk-falling, 
yellow bracelet, triangle-fall, further action for falling accident, and final result. The 
data were collected by observation and interview. 
The results: After the implementation of falling risk management regulation and the 
effectiveness of champion in monitoring the regulation, the incident of falling decline 
from 8 patients falling in 2016 to 3 patients falling in 2018. Some nurses were afraid to 
report falling patients.  
Conclusion:The involvement of the champion in monitoring the implementation of 
risk prevention management is effective to reduce the incident of falling in the 
hospital. Health professionals have yet to have more courage to report falling patients. 
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BACKGROUND 

Patient falls in the UK Hospitals con-

sist of 152,000 people each year 

(Ganz, 2013), in 2012 reports, 81 

patients fell in Indonesia, according to 

the Hospital Patient Safety Commit-

tee Report (KKPRS) (Nugroho and 

Sujianto, 2017). In Pluit Hospital, 

there were 8 patients who fell in 2016 

with injuries. This is still high com-

pared to patient safety quality indica-

tors for the incidence of patients fall-

ing of 0 (zero) patient. 

Hospital is a health service 

institution for the community with its 

own characteristics that are influenc-

ed by the development of health 

science, technological advances, and 

socioeconomic life of the community 

which must be able to improve quality 

and affordable services for the com-

munity to realize the highest degree of 

health and home sick must apply pa-
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tient safety standards (Republic Indo-

nesia, 2009). In the era of globaliza-

tion, the growth of new hospitals is 

increasing, of course, it has an impact 

on competition. Each hospital compe-

tes to improve quality, good quality in 

human resources, facilities and of co-

urse holistic services that aim at the 

interests and satisfaction of patients 

so that it can improve the image of the 

hospital which has an impact on the 

number of visits more and more. But 

all will not be achieved if the hospital 

does not prioritize patient safety. The 

Government has established Patient 

Safety through Minister of Health Re-

gulation Number 11 of 2017. This im-

plementation is supported by accredi-

tation since 1995 and continues to be 

renewed by the enactment of the Nati-

onal Standard for Hospital Accredita-

tion Issue 1 (SNARS Issue 1) in Jan-

uary 2018 so that patient safety conti-

nues preferred by all hospitals in In-

donesia. Patient safety consists of 6 

standards, especially in the SKP 6 

Standard, so hospitals must carry out 

efforts to reduce the risk of falling pa-

tient injuries (SNARS Issue 1). 

According to the Joint Commis-

sion International  (JCI) 2015 to pre-

vent injuries to patients from falling, a 

preliminary assessment, intervention 

and review of patients at risk of falling 

should be done and there has to be a 

good documentation. All can be done 

if there are management regulations 

to prevent the risk of falling.  

 

SUBJECTS AND METHOD 

1. Study Design 

This was a qualitative exploration stu-

dy. This study was conducted at Pluit 

Hospital, North Jakarta. The data 

were from observations, in-depth 

interviews and document review.   

2. Study Variables  

The variables in this study included 

the risk of failing patients. The inde-

pendent variables consist of the com-

pleteness of the risk assessment form, 

the yellow bracelet, the falling triang-

le, the follow-up and the final results. 

3. Study Instruments 

Observations were conducted partici-

patory so that they immediately obs-

erved the activities by carried out 

nurses starting from accepting new 

patients, doing initial assessments of 

risk falls based on age: for children 

then the Humpty Dumpty Scale was 

used (Hill, 2009), for adult patients 

used Morse Scale, for geriatric pati-

ents used the Ontario modified scale 

and for outpatient use the Time Up 

and Go method by the doorman. Chil-

dren patients are at risk of falling if on 

the Humpty Dumpty Scale ≥12. Adult 

patients if Morse Scale is ≥25 and 

geriatric patients if the Ontario Scale 

is modified ≥6. Patients at risk of fall-

ing are then paired with yellow bra-

celets, nurses will provide education 

about the risk of falls and the purpose 

of attaching a yellow bracelet, also pa-

ired with a yellow triangle above the 

bed and a re-assessment carried out 

each shift. 

4. Study Informants 

Informants in this study included pa-

tients at risk of falls, Head of Patient 

Safety Subcommittee, nurses, heads 

of nursing, head of inpatient care, re-

ceptors, champions, general practiti-

oners, specialist doctors, and medical 

directors. 

The monitoring data were obtai-

ned from the patient safety subcom-
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mittee of 923 patients from July 2018. 

Other data were in the form of reports 

on patient safety incidents from 2016-

2018, including incidence of non-

injury (KTC data) and unexpected 

events data (KTD data). 

5. Data Analysis 

The data were collected by in-depth 

interview and observation. The data 

were analyzed descriptively. 

 

RESULTS 

From the results of observations and 

interviews, the variables related to the 

occurrence of patients fall are lack of 

monitoring, lack of education to patie-

nts, and workload of nurses.  

Based on the results of the docu-

ment review, it was found that there 

was already a regulation on risk pre-

vention management falling, the regu-

lations are in the form of policies, gui-

delines and Standard Operating Pro-

cedures (SOP) so that all nurses had 

to do it. From the data on patient sa-

fety incidents in 2016, there were 8 

patients who fell and all were injured, 

so they were included in the KTD. The 

analysis is carried out in the form of 

Plan Do Study Action (PDSA) and the 

root problem is sought. In 2017, there 

were improvements of 4 patients who 

fell, 3 were injured while those who 

were not injured were 1 patient so 

they were included in the KTC. In 

2018, it was even better because 3 pa-

tients had fallen and all were not 

injured. This is due to the monitoring 

of the champion of each unit starting 

in July 2018. The monitoring data is 

923 patients, the monitoring form is 

carried out by champions, there are 1 

dependent variable, the patient fall 

risk and 5 independent variables na-

mely the completion of the risk as-

sessment form galls, the yellow brace-

let is attached, falling triangle, follow-

up and final results. 

Table 1. Report on Risk Patient Monitoring Forms Fall July-December 

2018 

Month Number 
of pati-
ents at 
risk of 

falls 

Complete 
assessment 

form 

Yellow 
bracele

t 

Yellow 
triangle 

Follow 
up 

Final 
resul

ts 

  Yes No Yes No Yes No Yes No Yes No 
July 95 95 0 90 5 85 10 4 6 -  
August 120 120 0 116 4 108 12 12 0 -  
September 114 112 2 108 6 108 6 6 0 -  
October 150 150 0 150 0 139 11 11 0 11 0 
November 221 221 0 215 6 208 13 13 0 13 0 
December 223 223 0 223 0 219 4 4 0 4 0 
Total 923 921 2 902 21 867 56 50 6 28 0 

Source: Patient Safety Subcommittee of Pluit Hospital 

The data show that: (1) Nurses did not 

install the yellow triangle (which was 

placed on the bed) at most 56 patients 

(6.06%), (2) there are no yellow brac-

elets, 21 patients (2.27%), (3) Incomp-

lete filling of the risk assessment form 

fell consists of 2 patients (0.22%), (4) 

The number of follow-ups that were 

not done was 6 patients (10.71%), (5) 

The final results achieved 28 patients 

(100%), just starting October 2018, 

which aims to ascertain whether the 

follow-up suggested by the champion 

has been carried out by nurses. 
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Table 2. Relationship between monitoring and injury among falling 
patients  

Year Falling 

injury 

Falling but 

not injured 

Not 

falling 

Patients at risk 

of falling 

2016 

Monitoring(+) 

8 0 754 762 

2017 

Monitoring(+) 

3 1 953 957 

2018 

Monitoring (+) 

0 3 920 923 

Source: Patient Safety Subcommittee of Pluit Hospital 

 

The role of the champion in monitor-

ing nurses implementing regulations 

to prevent the risk of falls, is very 

useful so that the incidence of inju-

ries in patients who fall can be reduc-

ed. This monitoring data are useful 

for assessing the performance of 

nurses in implementing regulations. 

Every time a patient reports a fall, a 

monitoring form will be assessed, so 

that there is a correlation and the 

cause of the patient falls. If the pati-

ent falls, there is no data on the mo-

nitoring form, after an investigation, 

it can be seen that the nurse's asses-

sment from the beginning is also not 

there, so it needs to be fostered more 

intensively to the nurse. 

 

DISCUSSION 

1. Falling patients 

Patients falling are defined as un-

planned conditions of falling to the 

floor, either with or without injury. 

Patients fall "adjusted" the definition 

as unintentional and reported events 

and which results in someone falling 

to the floor or lower level witnessed 

or not. The incidence of falling patie-

nts is measured by calculating the 

number of patients falling 1,000 tim-

es divided by the number of days of 

patients (Quiley, 2015). 

Based on the Republic of Indo-

nesia Ministerial Decree Number 129 

/ Menkes / SK / II / 2008 concerning 

Minimum Service Standards (SPM) 

that the incidence of patients falling 

in hospitals that end in disability or 

death should be 100% does not 

occur. In accordance with the Natio-

nal Hospital Accreditation Standard 

(SNARS) Issue 1 of the Patient Safety 

Target Standard 6, the hospital car-

ries out efforts to reduce the risk of 

injury from falling patients. 

2. Patients safety 

Patient Safety is a system that makes 

patient care safer, including risk ass-

essment, identification and manage-

ment of patient risks, reporting and 

analysis of incidents, the ability to 

learn from incidents and follow-up, 

and the implementation of solutions 

to minimize risk arising and prevent 

injuries caused by errors the result of 

carrying out an action or not taking 

the action that should have been 

taken. 

Patient Safety Incidents, herei-

nafter referred to as Incidents, are 

any unintentional events and condi-

tions that result in or potentially re-

sult in preventable injuries to pati-

ents, consisting of unexpected events, 

nearly injured events, non-injury 
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events and potential injury events, 

sentinels (MOH, 2017). Unexpected 

event (KTD) is an incident that 

results in injury to the patient. No 

incidence of injury (KTC) is an 

incident that has been exposed to the 

patient but no injury has arisen. 

Sentinel events are KTD  that 

result in death or serious injury. For 

incidents of patients falling in report-

ing incidents assessed from the pre-

sence or absence of injury, if there is 

an injury assessed what is mild or se-

vere or causes death from the fall, so 

that it can be included in the category 

of KTC, KTD  or sentinel. Reporting 

patient safety incidents is a system 

for documenting patient safety inci-

dent reports, analysis and solutions 

for learning. 

Root cause analysis (RCA) is a 

systematic repetitive process in whi-

ch the factors that contribute to an 

incident are identified by reconstruc-

ting the chronological event using the 

"why" question that is repeated to 

find the root cause and explanation. 

"Why" questions must be asked until 

the investigator team gets the facts 

(KARS, 2012). 

The hospital must carry out 

preventative management of risk of 

falling patients. In preventing injury, 

there must be a Patient Safety team, 

a well-functioning reporting system, 

falling risk assessment, incident stu-

dies, analysis, re-assessment of any 

changes in therapy and awareness, 

and program socialization (MOH, 

2006). Pluit Hospital, which has ca-

rried out 2017 accreditation and 

complete plenary, continues to main-

tain patient quality and safety. This 

includes developing an approach to 

reduce the risk of patients from inju-

ries due to falls (MOH, 2017).  

Pluit Hospital has set a risk 

prevention regulation for all patients, 

not just inpatients, but outpatient 

also has a risk assessment of the fall. 

The regulation is in the form of poli-

cies, guidelines and Standard Operat-

ing Procedures (SOP) regarding pati-

ent safety and prevention efforts for 

patients to fall. Every time the pati-

ent falls, the patient safety subcomm-

ittee immediately conducts an inves-

tigation and RCA so that the root ca-

uses of the problem are known and if 

necessary revised the regulation, in 

an effort to prevent the injury from 

falling. To improve quality, of course 

the incidence of failing patients is 

used as an indicator of quality, so 

that the quality of service and patient 

safety can be known.  

3. Variables related to the inci-

dence of falling patients  

a. The lack of monitoring 

The nurse's educational background 

influences the implementation of pa-

tient safety. Nurses with under gra-

duate education will better carry out 

patient safety better than D3 gra-

duates (Dewi, 2011). Pluit Hospital 

nurses are mostly D3 Nursing gradu-

ates (76%) and nursing undergra-

duates (24%), so they are expected to 

be able to implement the regulation 

well. Starting from the patient enter-

ing the assessment, attaching a yel-

low bracelet, a yellow triangle on the 

bed, re-assessing each shift, espe-

cially if there is a change in therapy 

and a decrease in the general condi-

tion of the patient. But the regula-

tions that have been established are 

still not done by some nurses, such as 
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not having a yellow triangle installed 

on the patient's bed (Table 1), so that 

the occurrence of failing patients is 

still found. Therefore, continuous 

monitoring is needed so that the 

regulation can be maximized and the 

occurrence of patients falling into 

nonexistent. According to Nugroho 

and Sujianto (2017) there are 2 

factors that are related between nur-

ses and the implementation of pati-

ent safety, namely psychological fac-

tors and individual factors. Psycho-

logical factors are the motivation of 

the nurse itself, because it can affect 

good behavior in applying patient 

safety. Individual factors include age, 

years of service and level of educa-

tion. 

Monitoring is not only in imple-

menting regulations, but also in the 

reporting system. Every time a pati-

ent falls, it must be immediately re-

ported to the Patient Safety Subcom-

mittee, to be analyzed and sought for 

causes so that it can be anticipated so 

that it does not happen again. In the 

Patient Safety Subcommittee itself, it 

consists of members who are champi-

ons of each unit. Champions in each 

unit are senior nurses or supervision, 

so they are more effective and effi-

cient in monitoring. Clinical super-

vision can improve service quality in 

patient safety (Kennedy et al., 2007). 

The champion can easily get to know 

his colleagues who have not set the 

preventive management regulations 

for patients who have been deter-

mined. By getting to know the nurse 

in question, of course, the develop-

ment of the nurse is easier to do. 

From table 2, it can be seen that the 

monitoring carried out since July 

2018 has seen a decrease in injuries 

due to falls, even though 3 patients 

fell but all were not injured. Conti-

nuous monitoring needs to be done 

so that the occurrence of patient inju-

ries due to falls still does not exist. 

b. Lack of patient education 

Efforts to prevent falling patients are 

to educate patients and families, giv-

ing yellow marks the risk of falls, and 

training staff is the most effective 

way to prevent patients from falling. 

In order for this intervention to run 

smoothly, it is necessary to have a 

good organizational structure, a cult-

ure of patient safety, teamwork and 

leadership (Miake-Lye et al., 2013). 

The role of nurses in communi-

cating and educating patients and 

families is very important, therefore 

making it easier for nurses to provide 

education, the hospital has made a 

form about what should be explained 

to patients according to the degree of 

risk based on the scale of Humpty 

dumpty, Morse and Ontario. Not to 

forget also the availability of educati-

onal leaflets about the risk of falls for 

all patients, both outpatient and in-

patient, which are ready to be dis-

tributed. 

c. Workload of nurses 

The workload is a set or number of 

activities that must be completed by 

the person in charge within a certain 

period of time. Measurement of 

workload is one of the management 

techniques in obtaining position in-

formation, through a process of re-

search and assessment. Information 

is useful for perfecting these human 

resources (Utomo, 2008). 
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Figure 1. Relationship between workload and KTD 

Source: Modification (Kane, 1994  
in Pratama 2016,  Darmojo 2004 & Cahyono 2008) 

 

With a high workload in connection 

with the number of nurses who are 

lacking, it will pose a risk of falling 

patients, pressure ulcers and nosoco-

mial infections (Hickam et al., 2003). 

The same is true of Sochalski's 

(2004) study that the high workload 

on nurses causes frequent medical 

errors and patients fall in the nurse's 

work unit. Management needs to cal-

culate according to the number of pa-

tients and the number of nurses, so 

that nurses in working motivated to 

pay attention to the patient's harmo-

ny. 

Patient safety is a major factor 

in hospital services. In accordance 

with SNARS 2018 in SKP 6, hospitals 

carry out efforts to reduce the risk of 

injury from falling patients. Should 

there be management regulations to 

prevent the risk of falling. The regu-

lation is more applied by nurses. But 

because there are several factors, the 

management regulation cannot be 

carried out maximally. The Patient 

Safety Subcommittee must actively 

mobilize the champions as supervisi-

on in their respective units to moni-

tor nurses so that all nurses can imp-

lement the management regulations 

to prevent the risk of falling so that 

the incidence of injuries due to pati-

ents falls to none. Management thro-

ugh champions continues to drive a 

patient safety culture so that all Pluit 

Hospital employees are brave to re-

port patient safety incidents. 

 

REFERENCE 

Republic Indonesia (2009). Undang-

Undang Republik Indonesia 

Nomor 44 tentang Rumah 

Sakit. 

Cahyono(2008). Membangun budaya 

Keselamatan Pasien dalam pra-

ktik kedokteran. Yogyakarta: 

Kanisius. 

Miake-Lye IM, Hempel S, Ganz DA, 

Shekelle PG (2013). Inpatient 



The 5th International Conference on Public Health 
Best Western Premier Hotel, Solo, Indonesia, February 13-14, 2019 | 433 

https://doi.org/10.26911/theicph.2019.04.16 

Fall Prevention Programs as a 

Patient Safety Strategy:  A  Sys-

tematic  Review.  Annals of Int-

ernal Medicine, 158(5): 390-

396. 

MOH (2016). Permenkes no 11 

Tahun 2016. Jakarta: Ministry 

of Health.  

 

 


