
Improvement Ideas 
Everyone should consider improvements to test using the Improve-
ment Methodology—Plan, Do, Study, Act. The following out-
line some improvements which have been tested in PRI  

 Fall alert symbols displayed for patients at risk of falls 

 Ward floor plan and marking where falls are occurring. 

 Considering time of day falls occur and is there a reason 
for this?  

 Post fall huddles to identify causative factors, good practice, les-
sons learned, etc 

 Ward falls team to discuss concerns, improvements  

 Nightime lighting for patients and also for staff observing  
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Use of Please Call, Don't 
Fall Posters in toilet areas.  

In-patient post fall 
alert sticker 

. Posey socks  

Datix instructions  
displayed on ward 

Analysing falls data 

Ward floor plan identify-
ing where falls occurred 

Night lighting for staff and patients 
High fall risk com-
munication symbol  

P&K Hospital Falls 
Education Handout  

Definition of a fall  
“An unintentional event that results in a person coming to rest 
on the ground or another lower level.”  Gibson et al, 1987)  
 

Introduction 
There will always be a risk of falls in hospital given the nature of patients 
admitted however much can be done to reduce falls risk and minimise 
harm.  Falls prevention strategies provide interventions that minimise 
risk whilst preserving or improving a patients mobility and freedom.   
 

Background  
Falls are common and are the most frequently reported incidents on 
Datix.  In 2015, there were 1,232 falls (245 with harm)  reported in P&K 
in-patient settings  and  3,859 falls (821 with harm) in Tayside hospital 
in-patients settings.  
 

This handout compliments the face-to-face falls training, outlines the 
hospital falls interventions and shares some fall improvement ideas.  
 

Key messages 

 Falls prevention is everyone’s responsibility 

 Falling is not an inevitable consequence of ageing. 

 Each fall is significant.  A person who has fallen once is more 
likely to fall again.   

 All falls must be investigated to reduce/remove risks 

 Falls prevention needs to be balanced with maintaining mobility 

 ALL staff should complete the Learnpro Falls module. 
 
 

 
 
 

Consequences of a Fall 
Falls can cause distress, pain, injury, loss of confidence, loss of inde-
pendence and mortality. 
Physically - Fractures, head injury, bruising, lacerations, immobility. 
Psychologically -  Fear of further falls, anxiety, social isolation 
Financially: - increased bed days,  treatment for injury, litigation 

 

http://www.ebay.co.uk/itm/Flexible-28-LED-Light-Clip-On-Bed-Lamp-Reading-Desk-Lamp-w-Battery-Pack-USB-/360958848086?pt=UK_Home_Garden_Lamps&hash=item540ad2ec56


 

A fracture is one of the more serious results of a fall. I in 2 women and 
1 in 5  men over 50 will break a bone, mainly due to poor bone health. 
The wrist, hip and spine are the sites at which fractures most commonly 
occur. Falls prevention and the management of osteoporosis must be 
considered together.  

NHS Tayside Hospital Falls Interventions  
 

Falls Risk Assessment and Falls Prevention Action Plan (refer to 
exemplary document)  
Must be completed for ALL patients within 24hours of admission.  

 

Falls Risk assessment  

If answer “yes” to any –complete falls intervention plan  

1. History of falls prior to admission? 
2. Fall since admission? 
3. Additional risk factors for patient e.g. Patient 
tries to walk alone but unsteady/unsafe, learning 
disabilities, Parkinson's, CVA, cognitive impair-
ment, delirium, continence issues, visual impair-
ment, medication (night sedation), surgery, sei-
zures/epilepsy,  fear of falling etc These are NOT 
exhaustive. Please identify specific ones for the 
patient.  
 

Falls History  

With patient/family. Used to inform risk management interventions 
 

Falls Prevention Action Plan (page 2). 

Some points to consider  

 ALL staff must follow this. 

 Must be individualised and hand written, don't 
just tick.  

 Interventions should respond to risks identi-
fied. 

 “Triggers” on left are only a prompt and are 
NOT exhaustive.  

 Environmental - consider best location, hazard free, call bell, lighting, 
seating, sound/movement monitors NOT for everyone, use selectively. 

 Vision/Hearing - v important, ensure glasses and hearing aids are 
worn,  clean and working.  

Osteoporosis 
A progressive, systematic, skeletal disease characterised by low bone 
mass and microarchitectural deterioration of bone  tissue, with a con-
sequent increase in bone fragility and susceptibility to fracture.     

If a Fall Occurs—must follow “Essential Care after an In-Patient 
Fall” protocol. This should be clearly displayed on ward. Many fall 
related injuries have been worsened due to poor 
assessment and incorrect moving and handling. 
Areas include basic life support, head injury, spinal 
injury, bony injury, soft tissue injury, baseline obser-
vations, safe retrieval, monitoring patient, reporting 
fall, ongoing neurological observations, informing 
medical staff, the MDT team, next of kin.  
 

Recording and Reporting Fall  
Datix 
Follow Datix guidance. Provide as much informa-
tion as possible. Explore ALL possible causes. Include patients name, 
reason for hospital admission, falls history, cognitive state, full de-
scription of events, location, time, position, lighting, activity, footwear, 
mobility, vision, number of staff on, how retrieved from floor, action 
taken  to prevent further falls.  Harm is where a secondary care inter-
vention is required (steri-strip, suture, dislocation, fracture, head in-
jury, death) SPSP.  
 

Hospital Falls History  (page 3) Use Datix info to complete. Provides 
overview patients fall history, number of falls, can review emerging 
patterns e.g. Causes? time, location, activity, warning signs before fall  
 

Falls Safety Cross  
Provides visual display. Records CHII. Provides 
ward overview of falls, including who, when, num-
ber, days with no falls and supports reviewing falls 
and considering improvements required.  

 Lying/standing BP - check and record. Encourage slow movement 
from sitting/lying to standing.  

 Mobility - follow mobility care plan. Refer to Physio/OT.  

 Medication. Of particular importance are benzodiazepines, diuret-
ics, tranquilisers, laxatives, antidepressants and neuroleptics 

 Delirium - Treat causes of delirium  

 Toileting - assess, routine toileting, consider commode for night.  

 Bedrails - follow  guidelines - clearly document reason for using/not 
using 

 Footwear/clothing - Posey socks/slippers - some area use these 

 Inform - Issue “How to reduce falls in hospital and the use of bed-
rails” information sheet to patient, relatives etc. Ensure MDT aware of 
falls risk.  Implement care rounding  
 Additional falls risk factors for patient-consider additional risks and 
document what they are and actions. 


