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This issue of HKPGA newsletters is contributed by the psychogeriatric team of the United 
Christian Hospital. Dr. P.F. Pang and Dr. Mimi Wong share a new service model originated 
from the Kowloon West cluster of Hospital Authority: the enhanced common mental disorder 
clinic to shorten the waiting time for psychogeriatric patients. Then, Dr. Wong and Dr. Pang 
write to compare the clinical utility of two rating scales for fall risk assessment, the Morse 
Fall Scale and the Wilson Sim Fall Risk Assessment Tool (WSFRAT) in local settings. 
The result suggests WSFRAT is a better tool to predict fall risk of local psychogeriatric 
patients. If you have conducted any relevant study, please make your submission for 
HKPGA research award via info@hkpga.org and visit www.hkpga.org for archives of the 
HKPGA newsletters.
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Common Mental Disorder Clinic for Psychogeriatric patients

P.F. Pang and Mimi M.C. Wong

The enhanced Common Mental Disorder Clinic (CMDC)1 was inaugurated in the Kowloon 
West cluster in July 2015 and Kowloon East cluster (KEC) a year later. Since then, it has 
rolled out to other clusters with an aim to address the long waiting time for psychiatric 
patients with CMD who, by nature of their less severe illnesses, may have to wait for up to 
2 years before their first appointment.
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CMDC provides time-limited (1-year), integrated psycho-social intervention by nurse, 
clinical psychologist (CP), occupational therapist (OT) and psychiatrist during the early 
phase of CMD before it develops into chronicity by which time symptoms become difficult 
to control and long-term medications seem inevitable. To avoid delay in diagnosis and 
treatment, CMDC merits triple assessment by various disciplines on the same day if 
manpower and consultation room are permitting.  

In KEC, psycho-geriatric (PG) patients aged 65 or above were recruited into the program, 
constituting 25% of total cases (6300) seen in the past 5 years. Of the cases assessed, 
8% had primary insomnia, 10% had mixed anxiety and depressive disorder, 38% had 
adjustment reaction / disorder, 10% had depression and 16% had generalized anxiety 
disorder. The remaining patients suffered from other mental illnesses such as dementia 
which first manifested as non-specific mood / sleep symptoms. 

CMDC emphasizes person-centered psychosocial interventions provided by nurse and 
allied health colleagues, ranging from sleep hygiene education, guided self-help, brief 
counselling etc. (nurse), body-mind intervention, resilience & optimism, occupational 
lifestyle redesign etc. (OT) to more intensive individual cognitive behavioral therapy by CP. 
Despite the availability of such a broad array of interventions, only about half of our patients 
were adherent. However, the response was already better than the pre-CMDC era when 
on average only 27% of elders with CMD received psychosocial interventions 2. Judicial 
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prescription of psychotropic drugs, anxiolytics/ benzodiazepines in particular, is another 
emphasis in CMDC. Evidence suggests that aberrant prescription of benzodiazepines may 
lead to long term use in old adults3 which predisposes to side effects such as cognitive 
impairment, fall and dependence.

To assess the clinical effectiveness of CMDC, patients were administered Patient Health 
Questionnaire-9 (PHQ-9) and Generalized Anxiety Disorder-7 (GAD-7) at the beginning 
and at 1-year to monitor depressive and anxiety symptoms progress. Patients showed an 
average of 40% reduction in both measures. With respect to waiting time for routine, non-
urgent patients, KEC saw a substantial 40% shortening of waiting time, from 104 weeks 
in 2015 to 64 weeks in 2021. Of the patients who have completed CMDC program, up 
to 50% were discharged from psychiatric service with less than 1% of reactivation rate 
within 2 years. Only around 2% of stable patients were discharged directly to General 
Out-patient Clinic (GOPC) / Integrated Mental Health Program (IMHP) or Family Medicine 
Integrated Clinic (FMIC). There are capacity issue and drug formulary issue that need to 
be tackled in due course. 

Looking forward, CMDC endeavors to consolidate its existing model and seeks to explore 
other collaborations with community partners in medical sector and social sector. The 
concept of healthy ageing and mental wellbeing will be promoted with Non-Government 
Organization and District Health Centre. Through Public-Private Participation, CMDC and 
family doctors can share their expertise and hopefully caseloads which can lead to a triple 
win for everyone.

References
1. Common Mental Disorder Clinic, Kowloon West Cluster.  Guideline for Common Mental Disorder Clinic Cross-

cluster Referral.  HAHO-COC-GL-Psy-010-V1

2. Wong, M., Pang, P., & Yiu, M. (2018). Management of common mental disorders for psychogeriatric patients in 
Hong Kong: Comparison of two clinics after 1 year of treatment. BJPsych Bulletin, 42(2), 89-90

3. Gerlach LB, Maust DT, Leong SH, Mavandadi S, Oslin DW. Factors Associated with Long-term Benzodiazepine 
Use Among Older Adults. JAMA Intern Med. 2018;178(11):1560–1562



Janssen, a division of Johnson & Johnson (HK) Ltd
Unit 1302-1307, Tower 1, Grand Century Place, 
193 Prince Edward Road West, Mongkok, Kowloon, Hong Kong
Tel: 2736 1711   Fax: 2736 1926
© 2020 Janssen Hong Kong

References: 1. Emsely R., Chiliza B, Asmal L, et al. BMC Psychiatry. 2013;13:50. 2.  Schreiner A, Aadamsoo K, Altamura AC, et al. Schizophr Res. 2015;169:393-9. 3. Tiihonen J,Mittendorfer-Rutz E, Majak M, et al. JAMA Psychiatry. 2017;74:686-93. 4. INVEGA TRINZA® Hong Kong Prescribing Information P03. 5. Gopal S, 
Xu H, McQuarrie K, et al. NPJ Schizophrenia.2017;3:23.

AP=antipsychotics.

*A post hoc study evaluating the time to relapse in schizophrenia adults with a following treatment discontinuation with oral paliperidone, PP-1M and PP-3M. Data were drawn from three similarly designed relapse prevention, placebo-controlled randomized controlled trials (n=449). Median (95% CI) days to relapse   
 were 58 days (42–114 days) for oral paliperidone, 172 days (134–222 days) for PP-1M, and 395 days (274 days–not reached) for PP-3M (P<0.0001)1.
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INVEGA SUSTENNA® Prolonged Release Suspension for I.M. Injection 50, 75, 100, 150 mg ABBREVIATED PRESCRIBING INFORMATION ACTIVE INGREDIENT(S): Paliperidone palmitate. INDICATION(S): Schizophrenia in adults. Schizoaffective disorder in adults as monotherapy and as an adjunct to mood stabilizers or 
antidepressants. DOSAGE & ADMINISTRATION: I.M. use only. For patients naïve to oral paliperidone or oral or injectable risperidone, it is recommended to establish tolerability with oral paliperidone or oral risperidone prior to initiating treatment with INVEGA SUSTENNA. The recommended initiation dose is 150 mg on treatment 
day 1 and 100 mg one week later, both administered in the deltoid muscle. The recommended monthly maintenance dose is 75 mg; some patients may benefit from lower or higher maintenance doses within the recommended range of 25 to 150 mg based on individual patient tolerability and/or efficacy. Following the second 
dose, monthly maintenance doses can be administered in either the deltoid or gluteal muscle. Adjustment of the maintenance dose may be made monthly. CONTRAINDICATIONS: Known hypersensitivity to either paliperidone or risperidone, or to any of the excipients in the INVEGA SUSTENNA formulation SPECIAL WARNINGS 
& PRECAUTIONS: INCREASED MORTALITY IN ELDERLY PATIENTS WITH DEMENTIA-RELATED PSYCHOSIS: INVEGA SUSTENNA is not approved for the treatment of patients with dementia-related psychosis. Cerebrovascular Adverse Events, Including Stroke, in Elderly Patients with Dementia-Related Psychosis: Increased 
incidence of cerebrovascular adverse events (cerebrovascular accidents and transient ischemic attacks, including fatalities). Neuroleptic Malignant Syndrome: It has been reported in association with antipsychotic drugs, including paliperidone. Manage with immediate discontinuation of antipsychotic drug and other drugs not 
essential to concurrent therapy; intensive symptomatic treatment and medical monitoring; treatment of any concomitant serious medical problems for which specific treatments are available. QT Prolongation: Avoid use with drugs that prolong QTc interval. Also avoided in patients with congenital long QT syndrome and in 
patients with a history of cardiac arrhythmias. Tardive Dyskinesia: Discontinue drug if clinically appropriate. Metabolic Changes: Atypical antipsychotic drugs have been associated with metabolic changes that may increase cardiovascular/cerebrovascular risk. Hyperprolactinemia: Prolactin elevations occur and persist during 
chronic administration. Orthostatic Hypotension and Syncope: Use with caution in patients with known cardiovascular or cerebrovascular disease and patients predisposed to hypotension. Monitoring of orthostatic vital signs should be considered in patients who are vulnerable to hypotension. Falls: Somnolence, postural 
hypotension, motor and sensory instability have been reported with the use of antipsychotics which may lead to falls and consequently fractures or other fall-related injuries. Leukopenia, Neutropenia, and Agranulocytosis: Perform a complete blood count frequently during the first few months in patients with a history of a 
clinically significant low white blood cell count (WBC) or absolute neutrophil count (ANC) and history of drug-induced leukopenia/neutropenia. Consider discontinuation at the first sign of clinically significant decline in WBC in the absence of other causative factors. Patients with clinically significant neutropenia for fever or 
other symptoms or signs of infection should be monitored and treated promptly. Discontinue INVEGA SUSTENNA in patients with severe neutropenia. Potential for Cognitive and Motor Impairment: Use caution when performing activities requiring mental alertness. Seizures: Use cautiously in patients with a history of seizures 
or with conditions that lower the seizure threshold. Dysphagia: Use cautiously in patients at risk for aspiration pneumonia. Priapism: Drugs with alpha-adrenergic blocking effects have been reported to induce priapism. Severe priapism may require surgical intervention. Body Temperature Regulation: Appropriate care to patients 
experiencing conditions which may contribute to an elevation in core body temperature. Intraoperative Floppy Iris Syndrome: Current or past use of medicines with alpha1a-adrenergic antagonist effect should be made known to the ophthalmic surgeon in advance of surgery. SIDE EFFECTS: Injection site reactions, 
somnolence/sedation, dizziness, akathisia, and extrapyramidal disorder. Refer to the full prescribing information for other side effects. PREGNANCY & LACTATION: Should be used during pregnancy only if the potential benefit justifies the potential risk to the fetus. Monitor neonates exhibiting extrapyramidal and/or withdrawal 
symptoms and manage symptoms appropriately. The developmental and health benefits of breastfeeding should be considered along with the mother’s clinical need and any potential adverse effects on the breastfed child from INVEGA SUSTENNA® or from the mother’s underlying condition. Infants exposed to this medicine 
through breastmilk should be monitored for excess sedation, failure to thrive, jitteriness, and extrapyramidal symptoms (tremors and abnormal muscle movements). INTERACTIONS: Drugs that may cause orthostatic hypotension (e.g. nitrates, antihypertensive medicines). Strong inducers of both CYP3A4 and P-gp (e.g., 
carbamazepine, rifampin, or St John’s wort). Dopamine agonists (Levodopa, bromocriptine, ropinirole and pramipexole). PLEASE REFER TO FULL PRESCRIBING INFORMATION BEFORE PRESCRIBING. Invega Sustenna aPI ver.5.0
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paliperidone palmitate 1-month dose. CONTRAINDICATIONS: Known hypersensitivity to either paliperidone or risperidone, or to any of the excipients in the INVEGA TRINZA formulation. SPECIAL WARNINGS & PRECAUTIONS: INCREASED MORTALITY IN ELDERLY PATIENTS WITH DEMENTIA-RELATED PSYCHOSIS: INVEGA 
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symptomatic treatment and close medical monitoring, and treatment of any concomitant serious medical problems. QT prolongation: Avoid use with drugs that prolong QTc interval. Also avoided in patients with congenital long QT syndrome and in patients with a history of cardiac arrhythmias. Tardive Dyskinesia: Discontinue 
drug if clinically appropriate. Metabolic Changes: Atypical antipsychotic drugs have been associated with metabolic changes that may increase cardiovascular/cerebrovascular risk. Orthostatic Hypotension and Syncope: Use with caution in patients with known cardiovascular or cerebrovascular disease and patients predisposed 
to hypotension. Monitoring of orthostatic vital signs should be considered in patients who are vulnerable to hypotension. Falls: Somnolence, postural hypotension, motor and sensory instability have been reported with the use of antipsychotics which may lead to falls and consequently fractures or other fall-related injuries. 
Leukopenia, Neutropenia, and Agranulocytosis: Monitor patients with clinically significant neutropenia for fever or other symptoms or signs of infection and treated promptly if such symptoms or signs occur. Discontinue INVEGA TRINZA in patients with severe neutropenia (absolute neutrophil count <1000/mm3) follow their 
WBC until recovery. Hyperprolactinemia: Prolactin elevations occur and persist during chronic administration. Potential for Cognitive and Motor Impairment: Use caution when performing activities requiring mental alertness. Seizures: Use cautiously in patients with a history of seizures or with conditions that lower the seizure 
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The rate of fall per 1000 bed day of the psychogeriatric (PG) beds of the United Christian 
Hospital had increased from 1.54% in 2015 to 2.05% in 2016. It was found that over half 
of the patients fell on the way to the bathroom and most happened during the night shift 
when the staffing level was low1. The Morse Fall Scale (MFS) is a fall assessment tool 
currently used in all wards of UCH to assess fall risk of inpatients.  It is intended for use 
in acute medical-surgical units while its use in psychiatric inpatient population has not 
been validated.  There are fall risk assessment tools which target for psychiatric adult and 
geriatric patients recommended by a review done by Abraham, like the Wilson Sims Fall 
Risk Assessment Tool (WSFRAT)2. Regarding the individual items, both scales looked 
into risk factors like history of fall, mental status, physical status, gait and ambulatory aids 
needed. The main differences between the two scales were that WSFRAT had items about 
elimination issues and psychiatric medications, while MFS had scoring for intravenous 
access, which was unusual for psychiatric inpatients. The WSFRAT had been piloted in 
PG patients of UCH and it was found that an extra proportion of at risk patients were able 
to benefit from additional fall risk interventions if it was used instead1. In order to have 
more information about the psychometric properties of the two falls risk assessment tools, 
a multi-center cross-sectional study has been performed. The MFS is currently used as 
fall risk assessment tool in the psychiatric wards of the centers involved in the study. 

A total of 183 psychogeriatric patients were recruited from Shatin Hospital, Tai Po Hospital, 
Castle Peak Hospital and UCH from April 2019 to April 2020. Both the WSFRAT and MFS 
were performed on all acute psychogeriatric inpatients who were 65 or above and were 
able to give informed consent upon admission. Most patients were assessed on day one 
or day two after admission. Patients who had fall incident within the study period were 
identified and their fall risk category assessed by the 2 scales was checked to see if the 
scale could predict the fall. For MFS, the patient was regarded as having high fall risk 
if the scoring was 45 or above, for WSFRAT, it was 7 or above3. Level of fall preventive 

Wilson Sims Fall Risk Assessment Tool 
Versus Morse Fall Scale in Psychogeriatric 

Inpatients: a Multicentre Study 

MMC Wong, PF Pang, CF Chan et al. (2021). 
East Asian Archives of Psychiatry, 31, 67-70 
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essential to concurrent therapy; intensive symptomatic treatment and medical monitoring; treatment of any concomitant serious medical problems for which specific treatments are available. QT Prolongation: Avoid use with drugs that prolong QTc interval. Also avoided in patients with congenital long QT syndrome and in 
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chronic administration. Orthostatic Hypotension and Syncope: Use with caution in patients with known cardiovascular or cerebrovascular disease and patients predisposed to hypotension. Monitoring of orthostatic vital signs should be considered in patients who are vulnerable to hypotension. Falls: Somnolence, postural 
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measures were provided according to the MFS rating instead of WSFRAT rating as stated 
in the fall prevention guideline of individual units.      

Among these 183 participants, four of them sustained a fall during their hospital stay, giving 
a prevalence of 2.19% (95% CI: 0.60%-5.5%). All four falls were regarded as having high 
risk of fall by WSFRAT but for MFS, only two of them were regarded as having high risk 
of fall. 

TABLE 1 shows psychometric properties of MFS and WSFRAT

Table 2 shows the categorization of fall risks by the 2 scales
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The sensitivity of WSFRAT was 100% which was much higher than that of MFS. For 
those patients who were assessed to have high fall risk by WSFRAT but not MFS in 
current study, significant scoring was contributed by medications and elimination related 
problems. This finding was compatible with an earlier review done in UCH1.  

Many psychogeriatric inpatients are put on multiple psychiatric medications. Combination 
of psychotropics or other drugs might increase the sedating effect.  Fall risk is associated 
with polypharmacy4. Patients would score higher in WSFRAT if they are taking more 
psychotropics and when a new drug is started.      

Nurses commented that WSFRAT was user friendly and the items were relevant to 
psychiatric population. It was helpful in identifying patients at high risk for falling who 
otherwise might have been considered low risk by MFS. However, a downside was that 
according to the user manual of WSFRAT, it had to be repeated again if there’s change 
in psychotropics. The higher false positive rate of WSFRAT would likely bring about extra 
workload. On the other hand, the National Institute for Health and Clinical Excellence (NICE) 
guidance actually no longer advocate the use of falls risk assessment tools5. Instead, they 
recommended that all older individuals should be considered at high risk of falls. In view of 
manpower limitation, it would be more desirable to use a fall risk assessment tool which is 
sensitive in picking up those with high fall risk so that fall risk intervention can be in place.  

This study had a few limitations. As the WSFRAT was an extra assessment done on top 
of the routine assessment (MFS), it could only be performed upon admission with existing 
manpower of busy admission wards. The pair of WSFRAT and MFS data obtained upon 
admission was used in this study. We did not focus on studying the inter-rater reliability of 
the instruments. Briefing sessions were conducted by the same person to all four centers 
in order to align the practice and scoring before the study. The sample size and number 
of falls were small.  

The rate of fall per 1000 bed day of PG beds of UCH had dropped significantly to 0.2% 
in 2020. This was related to a number of reasons including enhancement of manpower 
of the wards, reduction in admission during COVID-19 and increase awareness of fall 
risk in PG patients after the review and multi-center study1. WSFRAT is currently being 
used together with MFS to enhance fall risk assessment for adult and PG inpatients in the 
psychiatric wards of UCH. Different PG wards are facing different problems which include 
high occupancy rate and manpower issue etc.  WSFRAT is certainly a suitable option for 
the assessment of fall risk for psychiatric patients.
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Conclusion:
WSFRAT was found to have 100% sensitivity which was much higher than that of MFS 
(50%). This makes it a good fall risk assessment tool. Its items are specific to psychiatric 
population. Psychiatric units can consider to adopt it according to its own needs.
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COUNCIL NEWS
The HKPGA Annual Scientific Meeting (ASM) cum Annual General Meeting (AGM) 2021 
will be held at the Hyatt Regency Hotel (Tsimshatsui, Hong Kong) in the evening of 16th 
November 2021. Like last year, the AGM and ASM would be held via a ‘hybrid’ webinar 
using online platform and face-to-face meeting. The AGM will be open to HKPGA members 
only, whilst the ASM will be open to HKPGA members and other interested parties for 
free. We are privileged to have Professor Roger McIntyre from the University of Toronto, 
Department of Psychiatry and Pharmacology, to give a talk on the “New Strategies in 
Managing Treatment Resistant Depression”.  In addition, the Council will invite the HKPGA 
research award winners to share their research with us.  This year’s research award 
winner and more details of the AGM and ASM will be posted on the HKPGA website soon 
(the new Council will be elected during the upcoming AGM).

The International Psychogeriatric Association (IPA) will hold the 2021 IPA Virtual Congress 
from November to December. The Congress theme is “Inclusion, Creativity and Rights - 
The Future of Mental Health Care for Older Adults”. The virtual Congress offers a LIVE 
Program as well as an ON-DEMAND option. Please visit https://www.ipa-online.org/
events/annual-congress/2021-virtual-congress for the details.
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