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Opened date [REDACTED] 
Closed   
Severity Harm to a person -major 
Situation Around [REDACTED] Patient reported to nursing assistant 

on ward that they had a fall earlier on in the morning. Fall 
was unwitnessed by staff. However, patient reported that left 
side of their head was sore and their neck. When informed of 
incident I checked patient over could not see any bruises. 
Took physical observations which were within range. Patient 
is known to have a postural drop in blood pressure. Took 
blood pressure erect and supine. Was a noticeable drop in 
blood pressure when patient stood up. When asked if they 
felt dizzy patient replied yes.  Patient also looked to be in 
pain. Tried to contact duty Doctor to inform them of this three 
times through bleep system.  Therefore I contacted 
switchboard who advised me that the duty doctor is likely to 
be in contact in due course. However, reported that with it 
being a public holiday they were in high demand round the 
hospital.  Patient was given paracetamol to try and ease pain 
while waiting for doctor. At time of writing doctor has not 
arrived on ward. Patient appears more settled.  Have 
informed fellow staff members of incident who continue to 
monitor patient and will document outcome of doctor visit  
in due course. 

Background As it was not witnessed unsure of when and where incident 
took place.  Due to communication difficulties patient was 
unable to elaborate on information given. Incident may have 
been a result of a postural drop. 

Assessment May have been a result of postural drop. However, at this 
point in time has not been confirmed by medical staff. 

Recommendations/Decisions   
Details of Investigation Verbal feedback of incident received from staff on duty at 

time of incident. 
 
Case notes consulted for all information recorded. 

Lessons learned All action taken at time of incident could not be improved 
upon. 

Scope and level of investigation SCN meet with both [REDACTED] staff to get complete 
feedback from incident. SCN also discussed with CCN. 
Casenotes consulted. 

Involvement of patient and relative in 
response to incident 

No one else involved in incident. [REDACTED] who is next of 
kin was informed by nursing staff. 

Detection of incident (who, when, how) Patient informed staff that [REDACTED] had had a fall, no 
one saw the incident happen. 



Chronology of incident/events 
(dates/times/key events/actions) 

Patient reported to a member of nursing staff at 
[REDACTED] that they had had a fall, but did not state where 
the fall had taken place or at what time it had happened. 
Patient reported that [REDACTED] had hurt the left side of 
[REDACTED] head and had a sore back. Observations taken 
by nursing staff. Doctor paged at this time, but did not 
respond. Paged a further three times. Doctor paged again 
after lunch at [REDACTED]hrs, said they would come as 
soon as they were free but for staff to use symptomatic relief 
in the meantime to assist with pain control. Doctor arrived at 
[REDACTED]hrs. Patient examined, now complaining of pain 
in neck. Ambulance called at [REDACTED]hrs to take patient 
to [REDACTED] for x-ray. Ambulance arrived at 
[REDACTED]hrs but took staff an hour to convince patient to 
go as [REDACTED] was displaying signs of acute paranoia 
and did not want to leave ward with ambulance staff. 

Care and service delivery problems 
that led to the incident 

No known reason for the incident, patient reported fall to the 
nursing staff themselves. 

Contributory factors None known. 
Key Issues Observations carried out by nursing staff as soon as patient 

reported injury. Patient did not report excessive pain or 
discomfort. Duty Doctor took a long time to respond. 

Improvement Plan Physio referral submitted because of fall. New care plan 
completed to address falls. 

Arrangements for shared learning 
(where, when, by whom) 

All staff to complete e-learning module on Falls in 
[REDACTED]. 

Lessons learned All action taken at time of incident could not be improved 
upon. 

 



 
 
Please read Incident Investigation Protocol before initiating an investigation 
 
 
Investigation Template 
 
 
Summary incident description and outcome Datix No: [REDACTED] 
 
Patient had a fall resulting in a Pegs Fracture of the neck. 
 
 
Description of Investigation Team Time period of investigation: Reported to 
 Start Finish  
[REDACTED]  
[REDACTED]  
[REDACTED] 
 
 
 

[REDACTED] [REDACTED] [REDACTED] 

Incident date: [REDACTED] 
Incident type: Fall resulting in a Pegs Fracture 
Location of incident: [REDACTED] 
Actual effect on patient/staff/ 
please specify: 

Patient suffered a Pegs Fracture of the neck. 

Scope and level of investigation 
 
SCN met with both [REDACTED] Charge Nurses to get complete feedback regarding incident. 
Client documentation [progress notes, third party information, Falls stratify assessment] reviewed. The 
incident had been fully documented and Falls assessment had been updated. Datix reviewed and staff on 
duty asked about the delay in Duty Doctor attending ward – no feedback as yet. 
 
 
Involvement and support of patient and relatives in response to incident 
Patient’s relative was contacted and informed that [REDACTED] would be going to [REDACTED] for an x-
ray. Once the results of the x-ray were known the relative was telephoned to inform [REDACTED] of the 
outcome. The relative was upset by the news that [REDACTED] had a fractured neck but decided not to visit 
on that day. 
 
 
Detection of incident (who, when & how) 
 
Patient informed staff that [REDACTED] had had a fall; no one saw the incident happen. The patient was up 
and organised and out of bed as this was 9.30am. Patient was independently mobile prior to the incident 
although was a falls risk as had a previous falls within the previous 2 weeks. 
 
Chronology of incident/events (dates & times of key events/actions, use separate sheet if required. 
Patient reported to a member of nursing staff at [REDACTED] that they had had a fall, but did not state 
where the fall had taken place or at what time it had happened. 
Patient reported that [REDACTED] had hurt the left side of [REDACTED] head and had a sore back. 
Observations taken by nursing staff. 
Doctor paged at this time, but did not respond. 
Paged a further three times. CCN was advised by ward staff that Dr had not seen the patient by lunch-time. 
Doctor paged again after lunch at [REDACTED] hrs, said they would come as soon as they were free but for 
staff to use symptomatic relief in the meantime to assist with pain control. 
Doctor arrived at [REDACTED] hrs. 



Patient examined, now complaining of pain in neck. ? C-spine injury noted at time of examination by Dr. 
Ambulance called at [REDACTED]hrs to take patient to [REDACTED] for x-ray. 
Ambulance arrived at [REDACTED] hrs but took staff an hour to convince patient to go as [REDACTED] was 
displaying signs of acute paranoia and did not want to leave ward with ambulance staff. On return to the 
ward patient placed on 2 person special observation due to [REDACTED] determination to remove 
[REDACTED] neck collar and because of the level of aggression to nursing staff. 
 
 
Care and service delivery problems that led to the incident 
 
No known reason for the incident, patient reported fall to the nursing staff themselves. 
 
Contributory factors, e.g. patient/staff, task/technology, individual/team, environment 
 
None known. 
 
Key issues 
Observations carried out by nursing staff as soon as patient reported injury. 
Patient did not report excessive pain or discomfort. 
Duty Doctor took excessive time to respond. [REDACTED] has further investigated and advises that it was a 
Public Holiday with an exceptionally busy on-call. [REDACTED] stated that they do not recall being 
contacted on 3 occasions and that there was no urgency emphasised when the call was made by nursing 
staff.  
 
 
 
Lessons learned 
All staff to maintain vigilance re falls risk and and update falls risk assessment regularly 
Patients were at risk of reduced observation due to the ward geography – the risk has now been reduced by 
splitting the ward into 2 separate areas where their care is managed by 2 separate teams. 
 
 
Recommendations 
  
All nursing staff in ward to have completed  e-learning “Falls in Older people” by [REDACTED] 
New staff to ward to complete the above within first 4 weeks  
Staff will continue to monitor and review patients identified as falls risk. 
Consultant was informed regarding delay in doctor attending the ward. Clinical leads being asked to 
investigate reasons for delay in patient being examined. 
 
 
 
Improvement plan 
 
Review of Inpatients Falls risk assessment and care plan in place. 
Physiotherapist and Charge Nurse to complete a joint risk assessment to ensure that all environmental 
issues are addressed that may pose a risk to [REDACTED] patients including those at risk of falls.   
Pressure mats have been trialled within [REDACTED] and their purchase has been requested for use in 
clinical areas where there are patients who are a known falls risk. 
Nursing staff to emphasise if there is any urgency to a patient being seen by dr.  
 
 
Arrangements for shared learning – where, when & by whom 
Information shared with all staff. If Stratify score 2 or more then patient should be reassessed following the 
incident and weekly thereafter. - medical, nursing and physiotherapy staff will be reminded of importance of 
continuing assessment of mobility and documentation of same through staff meetings, audits (CQIs). 
Night staff will continue to ensure Side rails assessments are carried out on all patients. 
Encourage all staff to complete e-learning CPD module on “[REDACTED]”. 
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Yes  Author: [REDACTED]                                    Date: [REDACTED] Was the incident 
avoidable? No NO 



 
 
 
 
 

Improvement Plan Summary Document – (Datix No): 
 
Contributory 
Factors 

Issues linked 
to 
contributing 
factors 

Actions to 
Address 
Factors 

Level of 
Recommendation 
(Individual, 
Team, 
Directorate, 
Organisation) 

By Whom By When Resource 
Requirements 

Evidence of 
Completion 

Completion 
Sign-off 

Observation of 
all patient 
areas within 
the unit 
 
 
 

Geographical 
area of the 
ward 

Ward now 
split into 
male / female 
areas with 2 
smaller staff 
teams to 
cover 

Team, CSDM [REDACTED] [REDACTED] NIL  [REDACTED] 

 
Delay in 
response from 
medical staff 
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