
Random Number 42 
ID [REDACTED] 
Date Document Created [REDACTED] 
Document Description Investigation report 
Division [REDACTED] 
Reported [REDACTED] 
Opened date [REDACTED] 
Closed [REDACTED] 
Severity Harm to a person -major 
Situation A noise was heard from [REDACTED] & patient found lying 

on floor. 
Background Patient woke up & needed to pass urine. [REDACTED] 

temporarily forgot [REDACTED] was in hospital & that 
[REDACTED] had some right sided weakness. 

Assessment Patient was mobile with supervision of 1 nurse. 
[REDACTED] did have [REDACTED] call bell within reach & 
was aware of how to use this. 

Recommendations/Decisions Again reminded patient the importance of using 
[REDACTED] call bell & that [REDACTED] is not to mobilise 
without assistance. 
HAN team contacted & have reviewed. 

Details of Investigation Patient was being nursed in a single room. [REDACTED] 
was given the nurse call buzzer and it was explained to 
[REDACTED] how to use it and not to get up by 
[REDACTED]self. However [REDACTED] did get up by 
[REDACTED]self overnight and fell on to the floor. Was 
seen by HAN team and Datix was completed. HAN team felt 
that, on examination [REDACTED] hadn’t sustained a 
fracture to [REDACTED] hip. [REDACTED] was reviewed 
the next morning and an Xray was ordered and a fracture 
was diagnosed. Orthopaedic Registrar was contacted and 
the patient was transferred to [REDACTED] for further 
management. Today ([REDACTED]) ward [REDACTED] 
reports that [REDACTED] is doing well postoperatively. 
Nursing staff on duty were two band 5s (one bank) and one 
band 2(bank). 

Lessons learned Importance of ensuring safety issues are included in 
handover given prior to arrival in the ward and ongoing 
assessment. 
 
Implement Falls bundle. 

Scope and level of 
investigation 

Unable to discuss with member of staff who was on duty at 
the time as [REDACTED]. Discussed with staff nurse who 
was on duty the following morning. Attended [REDACTED] 
to check casenotes. 

Involvement of patient and 
relative in response to incident 

The patient was admitted on [REDACTED] at approximately 
[REDACTED]. This incident took place on [REDACTED] at 
approximately [REDACTED]. The patient has been 
transferred to [REDACTED] for [REDACTED]. Next of kin 
was informed when the fracture was diagnosed. Patient was 
then transferred to [REDACTED] for ongoing care. 



Detection of incident (who, 
when, how) 

Staff Nurse [REDACTED] was in charge on night duty when 
the incident took place. Have been unable to discuss this 
with [REDACTED] as [REDACTED] is currently 
[REDACTED]. Eventually managed to discuss with staff 
nurse [REDACTED] who was on duty at the time. Patient 
had been known to furniture walk. [REDACTED] was asked 
not to get up on [REDACTED] own and to use the buzzer 
system. [REDACTED] said that [REDACTED] had forgotten 
and got up by [REDACTED]self resulting in a fall 

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

[REDACTED] approx. [REDACTED] hours was when the 
incident took place in [REDACTED]. HAN team informed 
and Datix completed. HAN team documented in the notes 
soft tissue injury and no Xray indicated currently. For day 
team review which took place. Went for hip xray and hip 
fracture diagnosed. Transferred to [REDACTED] for 
[REDACTED]. Developed complications and was admitted 
to [REDACTED]. Later when more stable was transferred to 
[REDACTED] then [REDACTED] for ongoing care. 

Care and service delivery 
problems that led to the 
incident 

Staffing on this shift was two band 5s(one bank) and 1 band 
2(bank). This may have contributed to the incident as two 
members of staff were unfamiliar with the ward. Geography 
of the ward could also have contributed. 

Contributory factors The patient appeared to forget that [REDACTED] should 
use [REDACTED] buzzer and got up by [REDACTED]self. 

Key Issues Patient fall resulting in a fracture. Staffing, two temporary 
members from the nurse bank on duty. Unable to nurse the 
patient in bays by the main station as they were already 
occupied with medically unstable/wandering patients. On 
erect and supine blood pressures as postural drop had been 
noted. 

Improvement Plan Continue to raise awareness about falls risk and compliance 
with falls documentation. Implement falls bundle and two 
hourly run charts and falls risk signs. Document in notes and 
highlight at safety brief any patients that are falls risk. 
Ensure ongoing audit of falls CQI and take appropriate 
action depending on results. 

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

Discuss in daily safety brief with nursing team and at 
multidisciplinary team meeting and daily board round. Done 
by nurse in charge. One-to-one discussion with staff 
member who was duty at the time. 

Lessons learned Importance of ensuring safety issues are included in 
handover given prior to arrival in the ward and ongoing 
assessment. Implement Falls bundle. 

 



 
Please read Incident Investigation Protocol before initiating an investigation 
(Available on staff Intranet)  
 
Investigation Template 
 
 
Summary incident description and outcome Datix No: [REDACTED] 
The patient was admitted from [REDACTED] at [REDACTED] on [REDACTED] with a mild right sided weakness. Handover included that [REDACTED] was mobile 
with a stick. Later on in the shift ([REDACTED]) the  Staff Nurse heard a noise and found the patient on the floor by [REDACTED] bed in room [REDACTED] ward 
[REDACTED]. [REDACTED] was reviewed by the HANS team and a soft tissue injury diagnosed. [REDACTED] was reviewed again in the morning and had an 
xray and a fracture to [REDACTED] hip was diagnosed. [REDACTED] was transferred to [REDACTED] and had a [REDACTED] performed. Patient developed post 
operative complications which delayed [REDACTED] recovery. [REDACTED] is now in ward [REDACTED] in [REDACTED] for rehabilitation. 
Description of Investigation Team Time period of investigation: Reported to 
 Start Finish  
 
Charge Nurse 
 
 

[REDACTED] [REDACTED] [REDACTED] 

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

Fractured neck of femur 

Scope and level of investigation 
Discussion with nursing staff present on the ward at the time of incident. 
Review compliance with falls policy: 

• Falls Risk assessment completed. Was 2. Staff had not had the opportunity to complete multidisciplinary checklist as patient arrived in the evening. 
• Nursing Careplan completed 
• Nurse Call bell within reach 

Involvement and support of patient and relatives in response to incident 
Admitted to ward [REDACTED] from [REDACTED] on [REDACTED] at [REDACTED]hrs with a mild right sided weakness. Was mobile with a stick and had falls 
score of 2. Was being nursed in a single room (room [REDACTED]) as this was the only bed available. Ward geography and inpatient group did not allow for 
patient to be in a more observable area. Erect and supine blood pressure was being monitored as postural drop noted initially. 
[REDACTED]hrs. A noise was heard by nursing staff who were in room [REDACTED] attending to another patient. On entering room [REDACTED] they found the 
patient on the floor. The patient was checked over for any injuries and returned to bed. [REDACTED] vital signs were checked and [REDACTED] Glasgow Coma 
Scale was 15, SEWS 0. 



[REDACTED].hrs The HANS team were called to review the patient . They noted Right hip pain and a superficial graze to the elbow and knee. Had a good range of 
movement at this time with pain. The impression of a soft tissue injury was diagnosed and analgesia prescribed. A Datix was completed. 
[REDACTED]. A further medical review took place by FY1. Patient described that [REDACTED] legs gave way and that is why [REDACTED] fell. 
[REDACTED]hrs. Reviewed by registrar and had an xray of [REDACTED] hip performed which indicated a fracture to the right neck of femur. Medical staff 
discussed this with orthopaedic team in [REDACTED] who agreed to take the patient over.  
[REDACTED]hrs The patient’s next of kin was contacted by the staff nurse(ward [REDACTED]) in the ward and made aware of xray results (fractured neck of 
femur). Also family were informed of transfer to [REDACTED]. 
[REDACTED] staff nurse in [REDACTED] attempted to contact next of kin who eventually returned the call and were updated. 
[REDACTED] Had [REDACTED] to repair [REDACTED] fracture. Required Vitamin K prior to procedure as was on Warfarin for previous valve replacement. 
[REDACTED] Was noted by medical staff to be in atrial fibrillation. Was also commenced on intravenous antibiotics for possible infection. 
[REDACTED] Developed malena and was transferred to high dependency .Endoscopy was performed and a duodenal ulcer diagnosed.  
[REDACTED] Endoscopy repeated and the ulcer was noted to be healing. [REDACTED] was then anticoagulated.  
[REDACTED] Transferred to ward [REDACTED] for ongoing care and made good progress 
[REDACTED] Transferred to [REDACTED] ward [REDACTED]. Is now a falls risk of 1. 
 
 
Detection of incident (who, when & how) 
Staff Nurse [REDACTED], [REDACTED] hours, [REDACTED]. Heard a noise while in the next room attending to a patient. 
 
Chronology of incident/events (dates & times of key events/actions, use separate sheet if required. 
[REDACTED] Admitted to ward [REDACTED] 
[REDACTED] Patient found on floor. 
[REDACTED] [REDACTED] Reviewed by HANS team and soft tissue injury diagnosed. 
[REDACTED] [REDACTED] Further medical review by FY1  
[REDACTED] [REDACTED] Reviewed by registrar and xray ordered. Diagnosed fractured neck of femur. Transferred to [REDACTED] orthopaedic unit 
[REDACTED] Had [REDACTED]  
[REDACTED] Developed malena /hypotension. 
[REDACTED]  Had endoscopy which revealed a gastric ulcer. 
[REDACTED]  Endoscopy repeated and ulcer noted to be healing. Made good progress. 
[REDACTED]  Transferred to ward [REDACTED] for ongoing care 
[REDACTED] Transferred to ward [REDACTED] [REDACTED] where progress in slow. 
 
 
Care and service delivery problems that led to the incident 
Patient was admitted at [REDACTED] and the incident occurred at [REDACTED]hrs. [REDACTED] appeared to forget to use [REDACTED] buzzer and got up by 
[REDACTED]. Staffing on that shift 2 band 5s (one bank) and one band 2 (bank) 
Contributory factors, e.g. patient/staff, task/technology, individual/team, environment 
Patient may have been confused waking up in a strange environment. Skill mix and lack of permanent staff may have contributed although bank staff had both 



worked in the ward previously. Falls risk score of 2 
Key issues 
Patient had a falls risk of 2. Difficult to assess if able to retain information as had only recently been admitted .No formal assessment carried out at this time 
Lessons learned 
The importance of risk assessing each individual and utilisation of falls policy. Importance of getting accurate handovers for new patients. Nurse patient in area of 
the ward where [REDACTED] can be observed. This wasn’t possible as several other patients who required observation were in these beds. 
Recommendations 
Continue to ensure good use of falls policy. One to one nursing could prevent this fall but not practical for all patients. 
Continue to risk assess each patient and implement falls policy. 
Continue to raise awareness about falls risk and compliance with falls documentation. 
Implement falls bundle 
Ensure ongoing audit of falls CQI and take appropriate action depending on results. 
Improvement plan 
Discussed with Falls coordinator. Enforce use of Falls policy and ensure documentation is to a high standard. 
Continue to discuss falls risk in safety brief. 
 
Arrangements for shared learning – where, when & by whom 
One to one discussion with nurse who was on duty at the time. Include in daily safety brief and share with other disciplines at huddle and multidisciplinary team 
meeting.  

Yes If one to one nursing 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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