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OPSOMMING

Die faktore wat bydra tot beserings by pasiënte wat val is bestudeer. Hier- 
voor is die verslae oor insidente waarin pasiente in ’n Blanke provinsiale 
hospitaal tussen 1 Januarie en 30 Junie 1982 geval het, ontleed.

Aan die hand van bevindings maak die navorsers aanbevelings oor wan- 
neer en by watter tipe pasiënte verpleegkundiges meer waaksaam moet 
wees. Hulle beveel ook aan dat meer besonderhede oor insidente in die ver
slae aangeteken moet word.

INTRODUCTION

This is a retrospective study of the 
factors which con tribu ted  to  acci
dental in juries sustained by those 
patien ts who fell in a W hite provin
cial hospital in die period  1 January  
to  30 June  1982.

The research  study was u n d er
taken  by D ip lom a in N ursing 
A d m in is t r a t io n  s tu d e n ts  d u r i n g  
their 3-week hospital practica a t a 
W hite provincial hospital.

RESEARCH DESIGN 

Problem

In o rd er to  reduce the incidence of 
falls (and consequent accidental in
juries) those factors which con tri
bute to  falls m ust be identified.

Objectives

•  To determ ine the num ber of fall
ing incidents involving patien ts 
who w ere in the  hospital betw een 
1 January  and  30 June  1982.

•  To identify any specific area(s) 
w ithin the hospital which m ay be 
considered as higher-risk  areas.

•  To classify the types of pa tien ts 
who fell.

•  To determ ine  the age-groups of 
those patien ts w ho fell to  identify 
high-risk age-groups.

•  To determ ine  the  ratio  of falls 
with regard  to  day and  night 
duty.

•  To draw conclusions and m ake

any recom m endations if necess
ary.

Definition of Criteria

Patients —  any persons in hospital 
for the purpose of m edical tre a t
m ent.

Accidental Injury —  any non-in- 
ten tional im pairm ent, harm  or hurt 
experienced by a p a tien t as the 
result o f a fall.

Fall —  the situation  w hereby the 
patien t e ith e r ceases to  stand  o r b e 
c o m e s  p r o s t r a t e  a n d  a c t u a l l y  
reaches the floor.

Hospital —  for the  purpose of this 
study refers to  the  W hite provincial 
hospital w here the study was u n d e r
taken .

Collection of Data

Statem ent form s (w ritten  by nurs
ing staff and kep t by the m atro n 's  
office) will be perused  to  identify 
the p atien ts  w ho fell in the hospital 
during the  period  m en tioned  and  to 
ex tract the relevant inform ation .

R elevant lite ra tu re  will be o b 
tained  from  the hospital lib rarian .

Time Barriers

—  com pletion  of perusal o f s ta te 
m ent form s 12.7.82

—  com pilation o f com parative and 
quantitive charts 19.7.82

—  i n t e r p r e t a t i o n  o f  c h a r t s  
20.7.82

—  com pletion of p ro jec t 23.7.82

Advancement of Study
Significant recom m endations will 
be m ade and  the com plete  study 
handed  in to  the C h ief M atron  of 
the  hospital.

COMMENTS ON THE DATA 
COLLECTION
The policy of the  hosp ita l con
cerned  requ ires th a t th e  details of 
each incident w hich involves a 
p a tien t falling are  reco rded  and re
po rted  in  dup licate  on  a prescribed 
sta tem ent form .

These sta tem en ts are com pleted  
by the nursing personnel. T he nurse 
in charge of the  w ard  at the  tim e of 
the  incident and  the  nurse w ho saw, 
heard  of o r w ho was involved in the 
incident, bo th  sign this sta tem ent. 
The p a tie n t’s do c to r is no tified  and 
is requ ired  to  endorse  th e  sta tem ent 
as soon as possible a fte r the  inci
den t.

The copy of the sta tem en t is filed 
w ith the  p a tie n t’s case-sheet. The 
original is subm itted  to  the m atron 
of the hospital for no ting , possible 
com m ent and  filing.

F or the purpose of this study it 
was assum ed th a t every  incident 
was in fact rep o rted  in this m anner. 
All the sta tem en t form s for the 
period  m entioned  w ere perused  and 
those th a t did no t p erta in  to  inci
dents in which a pa tien t had  fallen 
w ere e lim inated .

Fifty four sta tem en ts w ere ex
trac ted  and  the  follow ing inform a
tion was no ted  from  each:
•  the p a tie n t’s nam e
•  the p a tie n t’s reg istered  num ber
•  the p a tie n t’s age
•  the  m edical diagnosis
•  the w ard in which the pa tien t fell
•  the tim e of the incident
•  details as recorded  by the nursing 

personnel
•  in juries sustained  (if any) by the 

patien t.
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The hospital lib rarian  was asked 
to  ob tain  any relevant lite ra tu re  
pertain ing to  pa tien t in juries in a 
hospital, and a fte r several hours of 
searching m anaged to  find only two 
references:

C hipm an, C: W hat does it m ean 
w hen a pa tien t falls? P A R T  1: P in
pointing the cause. Geriatrics 36(9) 
Sept. 1981 p. 83-95.

M orris, E  V: T he preven tion  of 
falls in a geriatric  hospital. A g e  
A geing  10(23) A ug. 1981 p. 165- 
168.

U nfortunate ly  it was not possible 
to  refer to  these articles in this study 
because tim e did no t perm it them  
being ob tained . T he fact tha t very 
little docum entation  existed only 
served to  provide a g rea te r chal
lenge.

It is also un fo rtunate  th a t the 
case-sheets of those patien ts  in
volved w ere no t perused . A ny im 
portan t pre-disposing factors are 
no t know n and can only be p re 
sum ed to  be o f som e significance. 
This includes factors such as:
—  m edication
—  night sedation
—  post-anaesthetic  physiological 

instability
—  tim e of incident in re la tion  to 

any p rocedure  being perfo rm ed .
The conclusions draw n and the 

recom m endations m ade in this 
study are  based  only on the in for
m ation ob ta ined  from  the  sta tem ent 
form s.

FINDINGS

•  A  to ta l o f 54 p atien ts  fell in the 
hospital during the period  1 January  
to  30 June  1982. T hese can be sub
divided as follows:
26 fell ou t of bed  o r while trying to  

get ou t of bed (48,2 % )
10 slipped (18,5 % )
8 fell while trying to  stand up from  

the com m ode (14,8 % )
6 fell while trying to  stand  up from  

a chair (11,1 % )
4 collapsed while standing or 

walking (7,4 % )
•  18 m ale m edical pa tien ts fell 

(33,3 % )
15 fem ale surgical p a tien ts  fell

(27,8 % )
13 fem ale m edical p a tien ts  fell 

(24,1 % )
8 m a l e  s u r g i c a l  p a t i e n t s  f e l l  

(14,8 % )  (see also figure 1)

FIGURE 1: GRAPH ILLUSTRAT
ING THE INCIDENCE OF FALLS 
ACCORDING TO SEX AND TYPE 
OF PATIENTS WHO FELL IN A 
WHITE PROVINCIAL HOSPITAL 
IN THE PERIOD 1 JANUARY 1982 
TO 30 JUNE 1982.

•  The following inform ation  was 
ex tracted  regarding the age groups 
of p a tien ts  w ho fell (see also figure
2):
80-89 years 13 
70-79 years 10 
20-29 years 7 in each 
50-59 years group 
60-69 years 
40-49 years 4 

0- 9 years I 2 in each 
30-39 years J group 
10-19 years \  1 in each 
90-99 years / group

FIGURE 2: GRAPH ILLUSTRAT
ING THE INCIDENCE OF FALLS 
ACCORDING TO THE AGE OF 
PATIENTS WHO FELL IN A 
WHITE PROVINCIAL HOSPITAL 
IN THE PERIOD 1 JANUARY 1982 
TO 30 JUNE 1982.

PATIENTS
WHO
FELL

•  T he num ber of falls on day duty 
and night duty  w ere as follows (see 
also figure 3):

34 fell betw een  19h00 - 07h00 
(night duty) 62,9 %

20 fell betw een 07h00 - 19h00 (day 
duty) 37,1 %

•  T he injuries sustained included
—  a frac tu red  leg in one p a tien t,
—  lacerations,
—  contusions,
—  abrasions,
—  slight localised swelling,
—  small cuts not requiring  su tu r

ing.

FIGURE 3: GRAPH ILLUSTRAT
ING THE TIME OF DAY AT 
WHICH PATIENTS FELL IN A 
WHITE PROVINCIAL HOSPITAL 
IN THE PERIOD 1 JANUARY 1982 
TO 30 JUNE 1982

PATIENTS
WHO
FELL

AOE GROUPS

•  After effects included
—  headache
—  shock
—  confusion in one patien t. 

T hirty-three patien ts suffered  no
ill-effects o r did no t sustain any in
juries a t all.

•  The m edical diagnoses did not 
appear to  be o f any con tribu to ry  
significance, the  only diagnoses 
w orth  noting being:
—  d iabetes in four pa tien ts
—  cerebro-vascular accident in five 

patien ts.

•  T here  is a low occurrence of 
patien ts falling in w ards th a t consist 
of single room s com pared  to  the 
general w ards.
•  T he sta tem en t form s did not 
always give enough in form ation  re-
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garding the predisposing causes or 
factors which may have con tribu ted  
to the p atien ts’ falls, for exam ple
—  ni ght  s e d a t io n s /m e d ic a t io n s  

given w ere not m entioned
—  post-operative day was no t in

cluded in surgical cases
—  all staff on duty at the tim e of 

the  incident w ere no t ad eq u a te 
ly accoun ter for

—  the m ental sta te  of pa tien ts was 
no t m entioned.

RECOMMENDATIONS AND 
CONCLUSIONS

•  Increased vigilance and  supervi
sion m ust be im plem ented  in the 
following instances:
—  m ale m edical pa tien ts
—  fem ale m edical pa tien ts

—  patien ts  in the age-groups 20-29 
years, above 50 years of age and 
especially above 70 years.

—  on night duty  (seven falls above 
the average o f 27).

•  N ursing personnel m ust be aware
of the vulnerability  o f the  following:
—  patien ts w ho are getting ou t of 

bed  for the first tim e following a 
long period  o f lying in bed  or an 
anaesthetic

—  patien ts w ho are  being taught to 
w alk on crutches

—  patien ts w ho have been  given a 
sedative and w ho get up to  go to 
the to ile t during the night and 
early  in the m orning

—  patien ts w ho w ear bedsocks.

•  C otsides m ust be e rec ted  on the

bed  of any pa tien t w ho is d isorien
ta ted  and confused. W here absolu
tely necessary a large, soft covering 
net could be used over the  cotside.

•  S tatem ents m ust be m ore d e 
tailed as it was difficult to  ascertain  
by the inform ation  given in som e in
stances how  the pa tien t cam e to  be 
on the floor.
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