
 

 
 
 
 
 
 
 
 
  
 

Method 
-The first cycle was conducted between February 
2021 to May 2021 
Falls Data also included: 

• Demographics 
• Comorbidities 
• Medications  
• Complications post fall  

 
-High- risk patients, defined as over 80 years old with 
at least 1 previous fall, were co-located.  
 
-Falls- focused nursing education was implemented 
 
-The audit was repeated between the months of 
February 2022 and May 2022 to prevent seasonal 
bias 
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Aims 
To assess and improve the number of geriatric 
patients who fell on elderly wards in a District 
General Hospital using cost effective methods  
 

Primary Hypothesis 
The number of falls can be reduced through better 
nursing training and co-locating high risk patients 
 
 
 

Nursing Education 
 
- To inform the nurse about the high risk patients who 
are known as frequent fallers 
- The nurses on elderly wards should have adequate 
knowledge & training in dealing with delirious patients 
who remain at high risk of falls 
- Nursing staff were made aware of the importance of 
putting the Fall Stickers for every patient who fell in the 
ward to allow for re- auditing  
 

Results 
 

-Number of falls went down from 50 to 29 total falls across the same time period 
 
-We showed polypharmacy is a contributing factor to increased falls, with anti- hypertensive medications 
recurring as a repeated offender. 
 
-90% of those who fell were recurrent fallers, highlighting the importance of early identification of those at 
high risk.  
 

Conclusion 
This audit highlights the importance of simple, 
clinically effective and cost- effective measures 
in falls prevention.  
 
Further improvements, such as falls alarm for 
patients and refurbishing of ward layouts have 
been suggested by nursing feedback. Once 
implemented, the wards can be re- audited for 
further falls prevention. 
 

Secondary hypothesis 
Improvements in documentation can be made with 
nursing training specified to falls and to corroborate 
risk factors with existing literature 
 

De
me

nti
a

De
pr
es
sio

n

Pa
rki

nso
ns

Ca
rd

iov
as
cu
lar

Di
ab

ete
s

CO
PD

Ce
re
br
ov

as
cu
la
r

Oste
op

or
os
is

Oste
oa

rth
rit
is

Se
nso

ry
 im

pa
irm

en
t

11

6

3

19

3
5 5

17

14 14

N
um

b
e
r 

o
f 

p
e
o
p
le

Comorbidity

COMORBIDITIES 2022

7

4

21

FRACTURE IC HAEMORRHAGE REDUCED MOBILITY

N
um

be
r 

of
 p

eo
pl

e

Consequence of fall


