
Random Number 163 
ID [REDACTED] 
Date Document Created [REDACTED] 
Document Description Incident Investigation Report [REDACTED] 
Division [REDACTED] 
Reported [REDACTED] 
Opened date [REDACTED] 
Closed   
Severity Harm to a person -major 
Situation Staff nurse was standing outside room and heard a scream 

and then a thud, patient found on right side but complaining of 
left hip pain. Patient hoisted back to bed medical staff 
informed. X- ray performed found to have a fractured NOF. 

Background On reading the notes it has now been found out that patient 
had fell at home previously which was not handed over to 
[REDACTED]. Patient advised not to stand on [REDACTED] 
own the day before the incident, but patient stood up 
independently for [REDACTED]. 

Assessment Patient had the buzzer and was advised to buzz if 
[REDACTED] needed anything and not stand up alone. 

Recommendations/Decisions   
Details of Investigation Further investigation required RCA to follow. 
Lessons learned   
Scope and level of investigation   
Involvement of patient and relative in 
response to incident 

Patient fell has sustained a fracture to [REDACTED] femur. 

Detection of incident (who, when, how) [REDACTED] 
Chronology of incident/events 
(dates/times/key events/actions) 

  

Care and service delivery problems that 
led to the incident 

  

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

  

Lessons learned   
 



 

 
 
Please read Incident Investigation Protocol before initiating an investigation 
 
Investigation Template 
 
Summary incident description and outcome Datix No: [REDACTED] 
Patient ([REDACTED]) had an unwitnessed fall and sustained a left intracapsular fractured neck of femur 
(NOF).  
 
Prior to falling, the patient was sitting in chair at side of bed and bent over to pick up [REDACTED] that had 
fallen on floor. The patient was in a single room opposite the nurses’ station, had call bell within reach and 
had been advised not to get up on [REDACTED] own. (The patient was in a single room based on capacity 
rather than a proactive decision for [REDACTED] to be in a single room). Staff Nurse was standing at the 
door of the room speaking to medical staff when [REDACTED] heard the patient call out as [REDACTED] 
fell to the floor. Staff Nurse entered the room and found the patient lying in fetal position on [REDACTED] 
right side and complaining of severe pain in [REDACTED] left hip.  
 
The patient was hoisted back to bed, examined by medical staff and analgesia prescribed for pain. An x-ray 
was performed and a fracture of left neck of femur confirmed. Following review by [REDACTED] medical 
staff, the patient was transferred to [REDACTED] ward and underwent [REDACTED]. The patient was 
discharged on the [REDACTED].  
 
Background 
The patient attended [REDACTED] with breathlessness, cough and generally unwell. It was noted on the 
Emergency Department record that the patient had left hip pain but no mention of falls. [REDACTED] was 
treated for sepsis and transferred to Ward [REDACTED] and subsequently transferred to Ward 
[REDACTED]. (Please refer to detailed chronology later in this report). During [REDACTED] stay on Ward 
[REDACTED] there are regular references to hip pain in the patient’s records. 
 
Past Medical History 
The patient has had a number of hospital admissions, ([REDACTED], [REDACTED] and [REDACTED]) and 
had had a recent admission to High Dependency Unit at. 
 
The patient had chronic pain and was known to the pain team and a referral was made while on Ward 
[REDACTED].  
 
The patient had fallen on two occasions while an inpatient on two different wards at [REDACTED]. This was 
only identified after the patient had fallen and the other Datix reports were seen. 
Description of Investigation Team Time period of investigation: Reported to 
 Start Finish  
[REDACTED] 
[REDACTED] 
[REDACTED] 
[REDACTED] 
 
Other members of the multi 
disciplinary team were invited to 
attend the incident investigation 
meeting but were unable to attend. 
 

[REDACTED] [REDACTED] [REDACTED] 

Incident date: [REDACTED] 
Incident type: Patient fall 
Location of incident: [REDACTED] 
Actual effect on patient/staff/ 
please specify: 

Fracture left neck of femur 

Scope and level of investigation   
Directorate level investigation 
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Involvement and support of patient and relatives in response to incident 
Patient informed of investigation and NOK. 
 
Detection of incident (who, when & how) 
Staff Nurse heard noise in room, patient found on floor.  
 
Chronology of incident/events (dates & times of key events/actions, use separate sheet if required. 
[REDACTED] Patient slipped from commode on Ward [REDACTED] 
[REDACTED] Patient fell from shower chair on Ward [REDACTED] 
[REDACTED] Admitted to [REDACTED] presented with pain down whole left side and left hip, reports 
having had this pain for months. Very confused and asking for pain relief. Also breathless, cough and 
generally unwell. Temperature: 39.1, Pulse: 135, Respiratory rate: 28, Blood pressure: 90/55, Oxygen 
saturations: 95% on air. Commenced intravenous antibiotics.  
[REDACTED] admitted to [REDACTED] wd [REDACTED] treated for sepsis, regular physio reviews and 
patient complaining of left hip pain. Diagnosis of pneumonia. 
[REDACTED] Review by pain team – the patient has had chronic pain problems (abdominal and back) 
[REDACTED] [REDACTED]hrs Transferred to wd [REDACTED]. On admission falls risk assessment 
completed and patient was not at risk (score= 1). Analgesia was given for chronic pain over night. 
[REDACTED] Patient given Tramadol 50mg oral and Paracetamol 1g orally at [REDACTED]  (prescribed 
regularly four times per day. The patient had not received any other analgesia overnight. 
[REDACTED] [REDACTED]hrs Patient had an unwitnessed fall from chair. Found on floor on right side fin 
fetal position. Complaining of pain in left hip.  
[REDACTED] Reviewed by [REDACTED] and fracture identified. Transferred to [REDACTED] ward. 
[REDACTED] [REDACTED] 
[REDACTED]  Discharged home.   
 
Care and service delivery problems that led to the incident 

1.  The patient attended [REDACTED] with left hip pain and complained of left hip pain during 
[REDACTED] admission on Ward [REDACTED].  There was no investigation or x-ray for this pain 
recorded in patient record.  
2.  The patient had an unwitnessed fall while in a single room opposite the nurses’ station on Ward 
[REDACTED]. 

 
Contributory factors, e.g. patient/staff, task/technology, individual/team, environment 

1. During [REDACTED] time in [REDACTED] and Ward [REDACTED] the entries in the health records 
focus on the patient’s condition relating to sepsis and pneumonia and not around identifying a cause 
for hip pain. 

2. The patient had chronic pain (mainly abdominal and back) and was highly dependent on opiates.  
3. The patient had behaviour issues in relation to pain and the need for opiates. 
4. The handover from Ward [REDACTED] to Ward [REDACTED] did not refer to the patient’s hip pain.  
5. The patient had had previous falls and this information was not volunteered by the patient or 

[REDACTED] family and staff were not prompted to ask about previous falls. 
6. The patients previous falls only came to light after [REDACTED] fall in ward [REDACTED] (from 

Datix and from the patient’s relative passing information to staff). 
Key issues 
During the investigation we were unable to establish if the patient had suffered injury to [REDACTED] left hip 
prior to [REDACTED] fall onto [REDACTED] right side on Ward [REDACTED]. There does appear to have 
been missed opportunities were the patient’s left hip pain could have been investigated prior to the fall.  
However, the patient was unwell on admission and we feel we cannot make retrospective judgement on 
prioritising aspects of [REDACTED] treatment in [REDACTED] and Ward [REDACTED]. 
 
Using the current Falls risk assessment within the nursing care plan, the patient was appropriately assessed 
as not being at risk of falling on admission to Ward [REDACTED]. The patient may well have been assessed 
as at risk had [REDACTED] previous falls in hospital and at home been identified.  
 
Lessons learned 
As above. 
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Recommendations 
The findings of the investigation should be passed to [REDACTED], Ward [REDACTED] and the Pain Team 
so that they can review practice in relation to the patient complaining of hip pain in their acute areas.  
 
The findings should be passed to the Falls Coordinator to review the falls risk assessment in light of any 
prompts which made it easier to identify the patient’s previous falls. 
 
Improvement plan 
Ward [REDACTED] is currently testing Care Rounding of which there is some evidence of falls prevention 
when this is implemented effectively. 
 
Arrangements for shared learning – where, when & by whom 
This investigation will be shared with senior nurses at monthly meeting highlighting findings. 
The investigation will be shared with [REDACTED], Ward [REDACTED], the Pain Team and the Falls 
Coordinator by the Clinical Nurse Manager. 
 

Yes  Author:   [REDACTED]                                  Date: [REDACTED] Was the incident 
avoidable? No  

 
To be signed off by Chief Operating Officer if 
Significant Adverse Event 

 
Signed: 
 
Date: 
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