
Random Number 147 
ID [REDACTED] 
Date Document Created   
Document Description   
Division [REDACTED] 
Reported [REDACTED] 
Opened date [REDACTED] 
Closed   
Severity Harm to a person -major 
Situation Fall from standing; serious head injury sustained. 
Background Patient had been transferred from another hospital the 

evening before incident. Confused and disorientated 
patient. [REDACTED] had just left patient prior to fall. 
Known to have had falls risk assessment done and was a 
high risk. 

Assessment Disorientated due to recent transfer from other hospital, 
assessed as being high risk of falls. Staff aware of this 
and had been supervising [REDACTED] mobility. Patient 
had walking aid. 
Staff member was less than one metre away when fall 
occurred. 

Recommendations/Decisions Difficult to suggest anything could have prevented this. 
Doctor and nursing staff were on hand instantly. 
999 ambulance was called straight away. 
Patient was kept still on the floor until ambulance crew 
came and took over patient’s first aid. 
Vital signs recorded and venous access was cannulated. 

Details of Investigation Actions in response to accident were appropriate. 
Patients transfer very quickly to [REDACTED]. 
 
Next of kin informed. Staff were aware of the risks and 
had been monitoring patient’s abilities. 
 
Understand that patient has been transferred to 
[REDACTED] at [REDACTED] and is in [REDACTED]. 

Lessons learned Confused and disorientated patients are often very 
unsettled when moved at short notice to another hospital.
 
Staff are aware of this, however having personally 
witnessed this fall I do not think that anything could have 
prevented it, as stated I was less than one metre away 
from the patient and was unable to prevent this serious 
accident. 

Scope and level of investigation   
Involvement of patient and relative in 
response to incident 

Next of kin informed at the time of the accident; 
explanation of the event was understood and accepted by 
patient’s [REDACTED]. I believe that the patient’s family 
went to meet [REDACTED] at [REDACTED]. 

Detection of incident (who, when, how) SCN [REDACTED] witnessed the incident. 



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

Patient was admitted to the ward on the [REDACTED]. 
Usual preliminary risk assessments carried out for patient 
- high risk of falls was indentified - information shared with 
staff. Nothing unusual on the day of accident. Patient had 
been visited by [REDACTED] minutes prior to the fall. 
Incident happened in the main corridor of the ward there 
where several members of staff and visitor in the vicinity 
including myself. Patient was walking towards a wall at 
the time and was adjusting [REDACTED] direction and 
appeared to be swapping [REDACTED] walking stick to 
the other hand when [REDACTED] lost balance and fell. 

Care and service delivery problems that 
led to the incident 

Not aware of any significant problems. 

Contributory factors Patient’s mental state and cognition and poor vision could 
have contributed to the event. 

Key Issues   
Improvement Plan   
Arrangements for shared learning (where, 
when, by whom) 

  

Lessons learned Confused and disorientated patients are often very 
unsettled when moved at short notice to another hospital. 
Staff are aware of this, however having personally 
witnessed this fall I do not think that anything could have 
prevented it, as stated I was less than one metre away 
from the patient and was unable to prevent this serious 
accident. 
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