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Purpose: Patients’ perception of fall risk is a promising new indicator for fall prevention. Therefore, a fall risk perception questionnaire that
can be used rapidly and repeatedly in acute care settings is required. This study aimed to develop a short version of the fall risk perception
questionnaire (Short-FRPQ) for inpatients. Methods: For the psychometric measurements, 246 inpatients were recruited from an acute
care hospital. The construct (using confirmatory factor analysis and discriminant validity of each item), convergent, and known-group va-
lidities were tested to determine the validity of the Short-FRPQ. McDonald's omega coefficient was used to examine the internal consisten-
cy of reliability, Results: In the confirmatory factor analysis, the fit indices of the Short-FRPQ, comprising 14 items and three factors, ap-
peared to be satisfactory. The Short-FRPQ had a significantly positive correlation with the original scale, the Korean Falls Efficacy Scale-In-
ternational, and the Morse Fall Scale. The risk of falls group, assessed using the Morse Fall Scale, had a higher score on the Short-FRPQ.
McDonald's omega coefficient was .90. Conclusion: The Short-FRPQ presents good reliability and validity, As patient participation is essen-
tial in fall interventions, evaluating the fall risk perception of inpatients quickly and repeatedly using scales of acceptable validity and reli-
ability is necessary.
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INTRODUCTION

Falls are a high—priority safety problem in hospitals be—
cause of the resulting poor health outcomes and costs [1].
Unlike community—dwelling subjects, inpatients in acute care
hospitals are likely to be at a high risk of falls because their
disease status changes continuously and rapidly, and various
medications and treatment modalities can cause falls [2,3].
Therefore, falls in acute care hospitals are a major challenge
for healthcare providers who prioritize patient safety and re—

quire considerable care and attention from healthcare pro—

viders [3,4].

To prevent falls in hospitals, clinicians and researchers are
continuing their efforts to identify factors related to falls
while managing the known risk factors. Based on systematic
reviews and current observational studies, recent clinical
practice guidelines have reported that fall history (within the
last 6 months), old age (> 70 years), gender (man), dis—
ease—related changes such as movement restriction and an
increase in gait problems, dementia— and cancer—specific
factors, medications such as anticonvulsants, antipsychotics,

and sedatives, and external risk factors are significant risk
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factors for falls [5]. In a previous study comparing 447 fall-
ers and 3,667 non—fallers admitted to an acute care hospital
in South Korea, gender (man), low body mass index, defeca—
tion problems, gait problems, vision and hearing distur—
bances, and medications were reported as influencing factors
for falls [6]. A systematic review of the risk factors associ—
ated with falls in non—ambulatory adults reported that the
use of wheelchairs, changes in wheelchair setup and selec—
tion, performance of transfers, and impaired seated balance
are risk factors for falls [7]. As described above, falls occur—
ring in hospitals are characterized by the contribution of an
individual patient’s underlying disease, factors related to
changes in the current disease, and risk factors related to
the hospital environment.

Recently, patients’ fall risk perception has become a prom—
ising new indicator for preventing falls [8]. Fall prevention
and clinical management guidelines recommend incorporating
patient perspectives as stakeholders in fall prevention and
management [9]. Assessing patients perceptions of their fall
risk can help healthcare professionals provide fall interven—
tions and understand their fall-related behaviors [10]. Thus,
fall prevention and management interventions need to be
consistently performed, focusing on helping patients actively
participate in fall interventions as they adjust to their condi—
tion [8]. Falls are accidents that can mostly be prevented,
and managing falls with only the effort and attention of
healthcare professionals has its limitations [9]. Therefore,
patient participation is emphasized because patients are the
subjects of fall prevention interventions aimed at decreasing
falls in medical institutions [11-13].

From this perspective, scales for assessing patients fall
risk perception, such as the falls risk perception question—
naire [14] and the fall risk self-assessment [15], are being
developed and implemented. However, the falls risk percep—
tion questionnaire was developed for older community—dwell—
ing adults with type 2 diabetes [14], and the fall risk
self-assessment was developed for community—dwelling se—
niors [15]. Therefore, they do not reflect the characteristics
of inpatients in acute care hospitals or their environmental
characteristics.

Accordingly, we developed a fall risk perception question—
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naire (FRPQ) comprising 27 questions regarding patients’
fall risk perceptions in acute care hospitals [16]. However,
this questionnaire has limitations in terms of quickly identi—
fying patient perceptions of fall risk in clinical practice. The
questionnaire took approximately 7~10 minutes to complete,
and only exploratory factor analysis was performed when
developing the scale. In an acute care hospital, various treat—
ments are rapidly provided, and the patient’s condition is un—
predictable; therefore, the patient’s fall risk can easily
change. Therefore, evaluating fall risk repeatedly and rapidly,
as assessed by healthcare professionals and perceived by
patients, is necessary in acute care hospitals. This study
aimed to develop a short version of the fall risk perception
questionnaire (Short-FRPQ) to quickly evaluate fall risk
perception in patients hospitalized for acute treatments that

are easy to repeat.

METHODS
1. Study design

This was a methodological study to develop the Short—

FRPQ using a cross—sectional design.
2. Study subject

The participants were inpatients in a tertiary acute care
setting in Seoul, South Korea. This hospital is large, with
approximately 2,700 beds where many patients with acute
diseases are hospitalized and treated. The inclusion criteria
were as follows: (1) age > 18 years, (2) no diagnosis of cog—
nitive impairment, and (3) no history of falls during hospital
stay. Falls were related to the hospitalization period; there—
fore, patients whose hospitalization period was less than two
days were excluded.

To identify construct validity using confirmatory factor
analysis (CFA), the number of study samples had to exceed
200 [17]. Considering the dropout rate, the required sample
size was estimated to be 250. A total of 250 structured
questionnaires were distributed, and four were excluded be—
cause of a large amount of missing data (response rate:

984%). A total of 246 questionnaires were analyzed.
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3. Measurements

The scales used in this study were used after approval

from the scale developers.

1) Fall risk perception questionnaire

The FRPQ was developed by Choi et al. [16] to measure
fall risk perception among inpatients in an acute hospital.
This scale comprises 27 items across three subdomains.
Subdomain I included eight items and risk attributes related
to individual mobility, such as general weakness and leg
strength. Subdomain II included six items and risk attributes
related to individual chronic conditions, such as vision and
hearing difficulties. Finally, Subdomain III included 13 items
and risk attributes related to the environment, such as dis—
organized surroundings and poor lighting in the room. Each
item was rated on a 4—point Likert scale (0 = absolutely not
true, 1 =not true, 2 = true, and 3 = absolutely true), with a
total score ranging from O to 81. Higher scores indicated a
higher fall risk perception. Cronbach’s o was .95 in the orig—
inal study [16] and .94 in this study.

2) Short version of the fall risk perception questionnaire
For the Short-FRPQ development, item generation was
first performed through two content validity rounds based on
the original scale (FRPQ). Through content validity round—
ing, attempts were made to group similar items or delete re—
dundant items. Eight experts (two professors, two head
nurses, two nurses with more than five years of clinical ex—
perience, one clinical nurse specialist, and one nursing team
leader) participated in the content validity rounds. The ex—
perts had experience using or participating in the develop—
ment of the original scale. In the first round, the item—level
content validity index (I-CVI) coefficients were .50~1.00.
Ten items of the FRPQ with I-CVI coefficients of less than
78 were deleted. The second round consisted of 17 items.
After the 2nd CVI, the preliminary questions were presented
with fourteen items, excluding three items with less than
78, I-CVI = 63~1.00, and scale—level content validity index
(S—-CVI) = 94. A pilot test was conducted with 20 inpatients
for the preliminary questions of the Short-FRPQ to deter—
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mine whether items that were not understood or words with
difficult vocabulary had been included. None of the items,
including sentences or phrases, were difficult to understand.
Therefore, we confirmed the preliminary questions consist—

ing of 14 items as the final questionnaire (Appendix 1, 2).

3) Korean Falls Efficacy Scale-International

The Korean version of the falls Efficacy Scale—Interna—
tional (KFES-I) was used to assess fall efficacy [18,19]. The
KFES-I includes 16 items, each rated on a 4—point Likert
scale. A higher KFES-I score indicates greater concern
about falls. Cronbach’s alpha for this scale was .96 in the

original study [18] and .95 in the current study.

4) Morse Fall Scale

The Morse Fall Scale (MFS) was used to determine the
risk of falling [20]. The MFS is commonly used to measure
fall risk among inpatients in acute care hospitals [21,22].
This scale comprises six items: history of falling, secondary
diagnosis, ambulatory aid, IV/heparin lock, gait/transfer, and
mental status. The total scores ranged from O to 125, and
the optimal cut—off value of the MFS for predicting falls was
45 in acute care [23]. In a systematic review and me—
ta—analysis, the pooled sensitivity and specificity of MFS
were 73 (95% confidence interval [CIl, 68~78) and 75 (95%
Cl, 74~76) [24].

4. Data collection

Data were collected from February 14 to August 4, 2022.
Data were collected from six registered nurses in six wards.
To ensure consistent data collection, the researcher held
training sessions for the nurses. Participants completed the
FRPQ, Short-FRPQ, and KFES-I using a questionnaire. The
nurses then completed and scored the MFS. Each participant
took approximately 15~30 minutes to complete the question—
naires. The patients’ demographic, clinical, and fall-related
characteristics were also examined. Gender, and education
level, and clinical were investigated. Fall-related character—
istics, including fall occurrence, history of falls, sleep distur—
bance, urinary disturbance, and mobility problems, were ex—

amined. Comorbidities were assessed by allowing multiple
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responses.
5. Data analysis

The data were analyzed using SPSS 270 (IBM Co.) and
AMOS 230 (IBM Co.). Demographic, clinical, and fall-related
characteristics were analyzed using descriptive statistics.
Construct, convergent, and known—group validities were
evaluated to determine the validity of the Short-FRPQ. Con—
struct validity was determined using CFA and the discrimi—
nant validity of each item. The normed y’° (y*/degrees of
freedom, p), comparative fit index (CFI), Tucker—Lewis in—
dex (TLI), root mean square error of approximation (RM-—
SEA), and standardized root mean square residual (SRMR)
were used in the CFA to test the model. To test the goodness
of fit, normed y* values < 30 indicated acceptable fit, and
CFI and TLI values > 90 indicated good fit [25]. SRMR and
RMSEA values between .05 and .08 indicated an acceptable
fit [26]. A CFA model was then used to confirm the conver—
gent and discriminant validity of the items. Standardized re—
gression weights, average variance extracted (AVE), and
composite reliability (CR) were used to establish the conver—
gent validity of each item. The reference values were AVE of
> 50, CR of > 70, and standardized regression weights of
> 50. To test the discriminant validity of each item, the
AVE values were compared with the square values of the
correlation coefficients for each subdomain of the Short—
FRPQ [26]. The convergent validity of the Short-FRPQ was
tested using Pearson’s correlation coefficients for associations
among the FRPQ (I, II, III, and total), KFES-I, MFS, and
Short-FRPQ subscales. Known—group validity was examined
to test the differences in the Short-FRPQ scores between
groups at risk and those not at risk of falling using the MFS.
McDonald’s omega coefficient was used to examine internal

consistency. Statistical significance was set at p = .050.
6. Ethical considerations

This study was approved by the Asan Medical Center's In—
stitutional Review Board (IRB No. 2022-0069). Written in—
formed consent was obtained from all participants after ex—
plaining the aims and processes of the study. The partici—

pants were informed that they could stop participating at any
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time.

RESULTS

1. Participants’ demographic, clinical, and
fall-related characteristics

Demographic, clinical, and fall-related characteristics of
the participants are presented in Table 1. The mean age was
59.3 + 13.9, and 158 participants (64.2%) were men. The
median hospitalized period was 6.0 days (interquartile range,
4.0~8.0), and hypertension (40.2%) was the most common
comorbidity. Two falls occurred among the participants
during the study period. When classified based on the MFS,
370% were classified into the fall-risk group (Table 1).

2. Validity of the Short-FRPQ

1) Construct validity

The data were fitted to a CFA measurement model. Un—
satisfactory model fit indices (y*/df = 3.29, CFI = .89,
TLI = .87, RMSEA = 09, and SRMR = 07) were observed
in the initial 3—factor model. After allowing for error covari—
ance between items 12 and 13, which had the highest modi—
fication indices (MI) score of 25.17, the fit indices presented
generally acceptable model fit indices (Xz/df =294, CFI = 91,
TLI = .90, RMSEA = 08, and SRMR = 07) (Table 2). The
Short-FRPQ subscales had moderately strong intercorrela—
tions, ranging from .51 to .70. The 14 items in the three
subdomains had standardized regression weights that varied
from 62 to .78. The AVE varied from .67 to .74. The CRs of
the subdomains varied from .86 to .95. Consequently, the
convergent validity of each item was verified. The discrimi—
nant validity of each item confirmed that the AVE values
were higher than the squares of the correlation coefficients

for each subdomain.

2) Convergent validity

The Short-FRPQ was significantly and positively cor—
related with the FRPQ, KFES-I, and MFS (Table 3). The
total Short-FRPQ score was correlated with the total, I, I,
and III scores of the FRPQ (r = .87, p<.001; r = 74, p< .001;
r =71, p<.001; and r = .79, p<.001, respectively), the
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Table 1. Participants’ Demographic, Clinical, and Fall-Related Charac-

teristics (N = 246)
n (%) or
Variables Categories Median (IQR) or
Mean £ SD
Demographic characteristics
Gender Man 158 (64.2)
Woman 88 (35.8)
Age (yr) 59.3+ 139
<50 53 (21.5)
51~60 50 (20.3)
61~70 93 (37.9)
> 71 50 (20.3)
Education level < Middle school 45 (18.4)
(n=244) High school 89 (36.5)
> College 110 (45.1)
Clinical characteristics
Hospitalization 6.0 (4.0~8.0)
period (d)
Department Urology 92 (37.5)
Orthopedics 80 (32.5)
Surgery (gastrointestinal) 52 (21.1)
Surgery (liver, biliary, 8(7.3)
pancreas, etc.)
Others 4(1.6)
Surgery during Yes 180 (73.2)
hospitalization No 66 (26.8)
Cancer Yes 94 (38.2)
No 152 (61.8)
Comorbidity* Hypertension 99 (40.2)
Diabetes mellitus 53 (21.5)
Cardiovascular disease 26 (10.6)
Pulmonary disease 21(8.5)
Chronic kidney disease 11 (4.5)
Neurologic disease 8 (3.3)
Eye problem 8(3.3)
Number of 3.0 (1.0~6.0)
medication
Fall-related characteristics
Fall history before  Yes 7 (2.8)
admission No 239 (97.2)
Sleep disturbance  Yes 11 (4.5)
No 235 (95.5)
Urinary Yes 36 (14.6)
disturbance No 210 (85.4)
Mobility problems  Yes 91 (37.0)
No 155 (63.0)
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Table 1. Continued
n (%) or
Variables Categories Median (IQR) or
Mean + SD
FRPQ | 3.59 + 4.65
1l 1.89 £ 2.74
11 5.05 %+ 5.83
Total 10.50 £ 11.52
KFES-I score 24.80 + 9.19
MFS score Risk for falls (score > 45) 91 (37.0)
No risk for falls (score < 45) 155 (63.0)

FRPQ = Fall risk perception questionnaire; KFES-I = Korean Falls
Efficacy Scale-International; MFS = Morse Fall Scale; IQR = Inter-
quartile range; SD = Standard deviation.

*Multiple response.

KFES-I (r = 54, p<.001), and the MFS (r = .25, p<.001),
thereby establishing convergent validity. By subdomain of the
Short-FRPQ, the Short-FRPQ I was correlated with the to—
tal, [, I, and III of the FRPQ, KFES-I, and MFS, and the
Short-FRPQ II was correlated with the total, I, II, and III of
the FRPQ, KFES-I, and MFS. Additionally, the Short-FRPQ
IIT score correlated with the total, I, II, and III scores of the
FRPQ and KFES-L.

3) Known-group validity

The total MFS scores were divided into two groups based
on a previous study stating that the optimal cutoff value of
the MFS for predicting falls was 45 in acute care hospitals
[23]. The fall risk group had a significantly higher perceived
fall risk according to the Short—FRPQ than the non—fall risk
group (t = 3.26, p = .001). Therefore, the known—group va—
lidity of the Short-FRPQ was confirmed (Table 4).

3. Reliability and descriptive statistics of the
Short-FRPQ

McDonald’s omega coefficients for Short-FRPQ was .90
and ranged from 70 to .87 for the three subdomains (Table 5).
The Short-FRPQ scores were 591 + 597; 2.00 + 2.74 for I
of the Short-FRPQ, 1.03 + 146 for II of the Short-FRPQ,
and 2.30 * 2.85 for III of the Short-FRPQ.
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Table 2. Model Fit Test Results for the Short-FRPQ

Choi, Jeeeun - Lee, Sujin- Park, Eunjin, et al.

Models %2 (o) 22 1df CFI U RMSEA  SRMR
Model A (original 3-factor model) 243.33 (< .001) 3.29 .89 87 .09 .07
Model B (original 3-factor model with error covariance) 21491 (< .001) 2.94 91 .90 .08 .07

Short-FRPQ = Short version of the fall risk perception questionnaire; CFI = Comparative fit index; TLI = Tucker-Lewis index; RMSEA = Root mean
square error of approximation; SRMR = Standardized root mean square residual.

Table 3. Correlation of Short-FRPQ with the FRPQ, KFES-I, and MFS

(N = 246)
Short-FRPQ
Variables Il Il Total
r (o)
FRPQ
| 83 (<.001) .59 (<.001) .46(<.001) .74 (<.001)
Il 65(<.001) .76(<.001) .48(<.001) .71 (<.001)
1 56 (<.001) .56(<.001) .83(<.001) .79 (<.001)
Total .77 (<.001) .70 (<.001) .72 (<.001) .87 (<.001)
KFES-I 59 (<.001) .39(<.001) .36(<.001) .54 (<.001)
MFS 35(<.001) .26(<.001) .06(.362) .25 (<.001)

Short-FRPQ = Short version of the fall risk perception questionnaire;
FRPQ = Fall risk perception questionnaire; KFES-I = Korean Falls
Efficacy Scale-International; MFS = Morse Fall Scale.

DISCUSSION

Falls are considered preventable safety problems, and the
first step in their management is to assess the patient’s fall
risk. Therefore, an individualized, continuous, and repeatable
strategy is required to assess fall risk under changing con—
ditions [27]. In previous studies, nurses fall risk assessment
was primarily included as a first step in fall prevention
[28,29]. Recently, studies on patient perceptions of fall risk
have increased, and it is recommended that such recognition
be performed together with nurses fall risk assessments
[9,10,30]. Furthermore, the patient’s condition may change
rapidly depending on the treatment administered after ad-
mission to an acute care setting, and patients should adapt to
the hospital environment. Therefore, we aimed to develop a
scale to evaluate patient perceptions of fall risk rapidly and
repetitively in acute care hospitals.

In this study, the reliability—measured internal consistency
was calculated using McDonald’s omega coefficient. McDon—

ald’s omega coefficients can be used for both unidimensional
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Table 4. Known-Group Comparison of the Short-FRPQ Scores between
the MFS Risk for Falls Group and the No-Risk for Falls Group (V = 246)

Short-FRPQ
Groups
Mean * SD t (o)
Risk for falls (MFS score > 45) 7.03 £ 6.97 3.26 (.001)
No risk for falls (MFS score < 45) 4.30 + 5.07

Short-FRPQ = Short version of the fall risk perception questionnaire;
MFS = Morse Fall Scale; SD = Standard deviation.

Table 5. Descriptive Statistics and Reliability of the Short-FRPQ

Short-FRPQ Mean + SD e RIS
omega

| 2,00 + 2.74 0~15 86

I 1.03 + 1.46 0~9 70

i 230+ 2.85 0~13 87

Total 591 + 597 0~32 90

Short-FRPQ = Short version of the fall risk perception questionnaire.

and multidimensional scales, whereas Cronbach’s alpha has
been reported to be suitable for unidimensional scales [31—
33]. As the difference between McDonald’s omega coeffi—
cients and Cronbach’s alpha has been reported [32], studies
reporting reliability using McDonald’s omega coefficients
have increased [34,35]. Additionally, McDonald’s omega co—
efficients can help with brief form construction by removing
items from a longer scale [31]. Therefore, we decided it
would be more appropriate to use McDonald’s omega coeffi—
cients for internal consistency in this study.

In this study, McDonald’s omega coefficients of the Short—
FRPQ were .90, .86, .70, and .87 for the total, I, II, and III,
respectively. Although the interpretation criteria of McDon—
ald’s omega vary depending on the study, the values were
mentioned as excellent (93~.94), strong (.91~.93), and reli—
able (.84~90), and a value of .70 or greater is considered
acceptable [31]. In this study, McDonald’s omega values for

the Short-FRPQ were greater than .70, indicating good reli—
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ability. In future research on the development of scales with
multidimensional properties, it would be desirable to calculate
the internal consistency using McDonald’s omega coefficients.

This study confirmed the construct, convergent, and
known—group validity of the Short-FRPQ. In this study, the
construct validity of the two models—the original three—fac—
tor model and the three—factor model with error correla—
tion—was tested by calculating the goodness—of—fit indices of
the measurement models using CFA. The three—factor model
with error correlation demonstrated reasonable goodness—of—
fit and was selected as the final model for this investigation.
The MI offered by AMOS suggested that when fitting the
models, one should permit error covariance between the two
environmental-related items, “I am at risk of falling because
the lighting in the patient room is too low (item 12)” and “I
am at risk of falling because the hospital environment is un—
familiar (item 13)”. Justifying the error correlation between
pairs of items is acceptable because it frequently denotes
perceived repetition in item content or nonrandom errors be—
cause of technique impacts [26,36]. The inclusion of an error
correlation between the two items was justified because they
reflected the similarities evoked by the hospital’s physical
environment in the fall risk set. Therefore, further investi—
gation should be conducted to assess the environmental sub—
domain, which revealed an error correlation between items
12 and 13.

For convergent validity, we analyzed the correlations
among the Short-FRPQ, FRPQ, KFES-I, and MFS. The
Short-FRPQ displayed a strong correlation with the FRPQ,
and the scale was significantly correlated with the KFES-I
and MFS scores. These findings are consistent with the fact
that the FRPQ scores correlated with the KFES-I and MFS
scores in the original scale development study [16]. Further—
more, the Short-FRPQ I, Short-FRPQ II, and Short-FRPQ
IIT had the highest correlations with FRPQ I, FRPQ II, and
FRPQ 1II, respectively. Therefore, we confirmed the conver—
gent validity of the Short-FRPQ.

For known—group validity using the MFS, a statistically
significant difference was observed in the Short-FRPQ
scores between the fall and non—fall risk groups. This finding

is consistent with the statistically significant difference in
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FRPQ scores between the fall and non—fall-risk groups in
the original scale development study [16]. Therefore, we
confirmed the known—group validity of the Short-FRPQ.
The limitations of this study are as follows: First, the
original study mainly included patients in the gastroenterol—
ogy ward. Therefore, we attempted to include participants
with a variety of diseases in this study, including orthopedic
diseases, in which falls frequently occur [37]. Data were col—
lected from six wards of an acute care hospital. Two—thirds
of the participants underwent surgery, and the number of
patients receiving medical treatment was relatively small. A
previous study reported that a surgical specialty decreases
the risk of falls [2]. Therefore, fewer individuals at a high
risk of falling may have been included in the study. Further
studies that include participants with various diseases and
studies that equally include those who received surgical and
medical treatment are needed for more well-rounded re—
search. Second, the scale did not derive criterion validity
based on fall occurrence because of the low number of falls.
When providing interventions for fall management and
prevention, understanding patients perceptions and views of
falls is important. In addition to the fall risk assessment by
healthcare professionals using a scale with established valid—
ity, the assessment of a patient’s fall risk perception should

be conducted systematically.

CONCLUSION

In conclusion, the Short-FRPQ presented good reliability
and validity. Patient perceptions of fall risk should be as—
sessed using a fall risk recognition scale that can be used
rapidly and repeatedly in acute care hospitals. As the risk of
falls in patients admitted to an acute care hospital is con—
stantly changing because of rapid changes in their disease,
medications, and treatment procedures, healthcare profes—
sionals should pay close attention to fall prevention in inpa—
tients. The perception of fall risk is a promising new indica—
tor for preventing falls, and the patients perceived fall risk
should be considered along with the assessment of fall risk
factors. As using a scale for the quick assessment of fall risk

perception can potentially help prevent falls in hospital set—
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tings, it should be included in fall prevention interventions
across all hospital setups. This proactive approach can sig—
nificantly contribute to enhancing patient care and preventing
falls.
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Appendix 1. The Final Version of the Korean Short-FRPQ

CHS2 210 tHoto] 0 Fk X|ZoH=X|0f| et 22 LT ol Sok= Roi| VE off FHAIL.

EANE L
1. L= St 20| AN Y LIR0[ ALt 0 1 2 3
2. L= B otO 2 Qlaf Haf#=0] ULt 0 1 2 3
3. U= ZSZ07t 2ot 7#¥S H X &7| W20 S0l AT 0 1 2 3
4. L= A2 = FEH0| EX 20t 5920l ATt 0 1 2 3
5. Li= O{X|HZ0] U0t 0] ULt 0 1 2 3
6. L= & S s 717 20| Hef#I=io] AT 0 1 2 3
7. U= 018 Al M = BRV|1F E30| %85} | =0l H-a22I0] ATt 0 1 2 3
8. Li= gl 22 A=S 5&017| M0l Haio] At 0 1 2 3
(et of, Plx OF, 20X, AR2H), JtIJHJ(I SHUNASHIS, ZISH|, O[], CHEH 2tSHH])
9. L= EtHe| =0[7t Z0F S0l ACt. 0 1 2
10. Li= 225 A L 2HA(QR 2SRHEN, HE, MUTE, HHRIEE §)22 ol Haeli0] 0 1 2 3
ULt
1. U 2% &, 0|34 20|12 Qo Ho#I=0] UL 0 1 2 3
12. L= HA0| OfF M S A2l0] AUt 0 1 2 3
13. Ltis HH9 2 SO =2 Qls H42I0] UL 0 1 2 3
14. L= 0|112{2 He HEO = Qlof Hai¥20] ULt 0 1 2 3
FRPQ = Fall risk prevention questionnaire.
Appendix 2. The Final Version of the Short-FRPQ
| am at risk of falling because
ltems Absolutely ot e True Absolutely
not true true
1. I have experiences of falling in the past. 0 1 2 3
2. | have general weakness. 0 1 2 3
3. | feel unsteady on my feet and have poor balance. 0 1 2 3
4. | have poor vision or hearing. 0 1 2 3
5.1 feel dizzy. 0 1 2 3
6. | need to go to the bathroom at night. 0 1 2 3
7.1 need a person or walking aids when moving. 0 1 2 3
8. | take the following medications: 0 1 2 3

(Antihypertensive, diabetes medicine, sleeping pill, antidepressant or antipsychotic, analgesic,
diuretic, or laxative).
9. The bed is too high. 0 1 2 3

10. The environment in the patient room (chairs, guardian beds, curtains, power cords, or personal 0 1 2 3
items) is disorganized.

11. | use medical devices such as IV tubing and an IV pole. 0 1 2 3

12. The lighting in the patient room is too low. 0 1 2 3

13. The environment of the hospital is unfamiliar. 0 1 2 3

14. The floor of the hospital is slippery. 0 1 2 3

FRPQ = Fall risk prevention questionnaire.
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