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Abstract

Background: Bed falling is the most common unintentional cause of injury in all age patients and is a major safety problem in
health facilities. The main objective of this study was to evaluate the effectiveness of clinical audit to prevent patient falls in general
and emergency units at Ahvaz’s Golestan hospital.
Methods: The study population consisted of at-risk hospitalized patients in the general and emergency units over a six-month
period. In accordance with the clinical audit cycle, the weak points were found, proper interventions were implemented based on
the standard guidelines for bed falling, and then another audit was performed again to assess the effectiveness of our intervention.
Results: Measuring the level of interventions before and after the clinical audit showed an increase in all study variables. The falling
results revealed that these interventions reduced bed falling by more than 50%.
Conclusions: The clinical audit for reducing bed falling incidents in the study units led to the improved patient safety and care
according to the standards of care.

Keywords: Clinical Audit, Emergency Units, Accidental Fall

1. Background

Bed falling as a common health issue mostly occurs in
elderly patients that need intensive care in the healthcare
facilities (1). Falling has many definitions in texts and lit-
erature, such as unintentional and sudden change of po-
sition, landing on a lower level, object, floor, or other sur-
faces, sliding, colliding with other people, loss of balance,
and trapping legs (2). Even, falling with no injury makes
fear and distress in the older patient (3). Based on the ev-
idence, about 5% of falls lead to fracture, 5% - 11% causes
other serious injuries and in older adults, falling is the
leading cause of death (4, 5). At the hospital, the com-
mon risk factors of falling are age, chronic diseases, muscle
weakness, gait disorders, mental status alternations, and
medications (6). Despite longer clinical treatments, falling
imposes an extreme cost to the patient and society because
of the need for repeated physician visits, more para-clinical
measurements, and longer staying at the hospital (4). The
aim of this study was to design the best and appropriate
plan to prevent patients from falling in order to decrease

severe injuries.

2. Methods

The current study is a prospective interventional study
conducted on high-risk patients disposed to falling in
emergency and general units, over a six-month period
from 2014 September to 2015 March. The study was ap-
proved by the ethics committee of Ahvaz Jundishapur Uni-
versity of Medical Sciences. Because of the caring aspect
of this study and subsequent positive results, written in-
formed consent was not needed.

In this experiment, high-risk patients in terms of
falling were admitted and included in the study. ICU and
CCU patients were excluded from this intervention. An ini-
tial evaluation was performed with questionnaires, obser-
vation, and interviews with patients and nurses. The ques-
tionnaire used for this clinical audit was derived from the
national institute for health and care excellence standard
(NICE) for patient falls as shown in Table 1 (7). The pri-
mary results were evaluated and compared with the NICE
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guideline standards in order to find differences between
the standard care and our situation. Subsequently, inter-
ventions based on standard guidelines were applied. After
30 days, the second evaluation was performed with stan-
dard questionnaires, observation, and interviews.

Table 1. The National Institute for Health and Care Excellence (NICE) Standards for
Patients Falls (NICE)

Row Variables

1 Identification of patients with a history of falls

2 Identification of patients’ needs

3 Consideration of a safe environment and other care factors for
elderly patients

4 The rate of falls in the first 24 hours of hospitalization

5 The rate of evaluation of injuries from falls

6 Nursing documentation of bed rail use

7 Creation of care plans and prevention of falls

8 Clinical supervision over the implementation of the care plan

9 Consideration of care and prevention factors in clinical care plans
such as the use of bathrooms and bells

10 Checking on high-risk patients and documentation in appropriate
forms

11 Placement of high-risk patients in nurses range of view

12 Reporting falls or near falls exactly as seen

13 The use of preventive actions according to patients’ needs and
individual evaluation

14 Consideration of falling factors for each patient

15 Nurses correct use of bed rails

16 Consideration of environmental falling factors

17 Equipping all beds with bed rails

2.1. Statistical Analysis

The statistical analysis was performed using SPSS 16.
The Chi-Square test was used. P values less than 0.05 were
considered significant.

3. Results

The first set of analyses examined the impact of clini-
cal audit on falling that showed there was a significant dif-
ference between the falling incidence before and after the
audit. In two similar periods, falling incidents decreased
about 55%. Before the intervention, 5.2% of high-risk pa-
tients were identified, which after the audit, significantly
rose to 33%. In addition, with the extent of observation, the
implementation of care plan increased from 67% to 92.9%.
In this project, the implementation of the falling preven-
tion plan developed from 9.2% to 92.3%. The evaluation of

high-risk patients during the first 24 hours of hospitaliza-
tion increased from 61.6% to 98.2%. The assessment and
documentation of high-risk patients improved from 1.9%
to 9.7% after the intervention. The placement of high-risk
patients in nurses’ view increased from 83.3% to 97.7%. The
consideration of factors contributing to falls was 84% that
reached 96.3% after the intervention. Before the interven-
tion, 57.2% of nurses used proper bed rail techniques that
rose to 99% after the intervention. After the intervention,
the rate of beds equipped with bed rails reached 99% while
it was 37.2% before the intervention. The documentation
of bed rail use increased from 64.7% to 79.5%. The rate of
consideration in the history of falls and ataxia increased
from 69.9% to 73.4%. Before the audit, 81.9% of environmen-
tal high-risk factors for patients were considered that rose
to 87.6% after the audit. Providing a safe environment for
elderly patients increased from 96.4% to 97.1%. The assess-
ment of injuries related to falling increased from 98.2% to
99.2% after the audit.

4. Discussion

Falling out of bed is a common health issue that mostly
occurs in patients in intensive care units, health care facil-
ity residents, old people, and high-risk patients (4). In the
current clinical audit, 10 caring measures significantly in-
creased, which included high-risk patients identification
with a positive history of falls, supervisors’ observation
over the implementation of care plans, the implementa-
tion of the falling prevention care plan, the evaluation of
high-risk patients during the first 24 hours of hospital-
ization, the assessment and documentation of high-risk
patients, the placement of high-risk patients in nurses’
view, the consideration of factors contributing to falls, the
proper use of bed rail techniques, the number of beds
equipped with bed rails, and the implementation of falling
prevention care based on individual needs.

In 2011, Patricia and colleagues conducted a study on
the causes of patient falls and possible preventive mea-
sures in acute care units. Their findings indicated that ap-
propriate, accessible, practical care programs and the de-
velopment of knowledge and skills of caregivers are the
factors that possibly reduce the fallings (8). In the current
clinical audit, the mentioned factors were implemented
in the patient care process that led to the prevention of
falling.

According to Graham evidence-based reviews about
falling prevention in hospitalized patients in 2012, phar-
maceutical inspection, documentation of falls, and envi-
ronmental factors were taken into consideration. In addi-
tion, in order to maximize the beneficial effects of preven-
tion, nurses must assess the level of falling risk and select
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Figure 1. The level of interventions before and after the clinical audit. **P < 0.01 vs. before the audit, ***P < 0.001 vs. before the audit.

the best method of care in each patient to reduce patient
falls and subsequent injuries. Other recommendations re-
lated to falling prevention are the use of new technologies
such as designing and improving the safety beds, the use of
non-slip shoes, and patient tracking (9). In this audit, the
use of bed rail matched the standard and correct use of bed
rails.

In another project to reduce patient falls, an investiga-
tion was carried out on hospitalized patients older than 16
years and found strategies to develop the care measures
and reduce the risk of falling. Furthermore, they intro-
duced a standard and reliable intervention to be used in
order to reduce the risk of falling (10). In this clinical au-
dit study, the mentioned standards and NICE guidelines

were used, which significantly led to the improvement of
care and prevention of falling in our hospital. In 2007,
British Geriatric Society conducted a systematic review of
risk factors and management tools for prevention of pa-
tients’ falls; the number of constant and repetitive risk fac-
tors was identified and some simple hints for prediction
of falls were recommended. Some considerations to note
are psychotherapeutic drugs, confusion or impaired judg-
ment, abnormal hemolytic lab findings, and age above
80 years old. The highest incidences of falling were seen
in neurology, cardiology, and malignancy wards with dis-
abled and lethargic patients. In addition, the highest rate
of falls was seen in the peak working hours, i.e. 5 A.M. to 5
P.M. (11).
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Figure 2. The Radar chart of interventions before and after the clinical audit

In the current study, the most important factors con-
tributing to falling were the lack of identification of pa-
tients with histories of falls, the lack of care and prevention
plans, the lack of proper beds and bed rails, the inappro-
priate wards floor and finally, the imperfection in the doc-
umentation of high-risk patients. Another review study
demonstrated that by improving the safety tips related to
potential and actual risk factors for elderly patients, the
falling incidence obviously decreased (12). Similarly, our
clinical audit revealed that the accurate identification of
risk factors had a positive impact on the intervention effec-
tiveness.

A retrospective study carried out in 2005 for orthope-
dic injury concluded that falling in older patients mostly
occurs in a variety of skeletal injuries and low mobility
before falling (13). In our experiment, 5% of patients en-
dured an orthopedic injury in which, the most important
causative factors were the lack of patients’ aids, the lack of
consideration of risk factors by the medical team, and the
lack of care and prevention plans. There is a growing body
of literature recommending that preventive measures, ap-
propriate care, early identification of at-risk patients, ap-
propriate and accessible practical care programs, consid-
eration of environmental factors, the awareness of elderly
patients’ needs, and the use of bed rails for patients at
home or in the hospital result in sustained reductions in
falling rates (14-16).

Finally, the current study revealed that the identifica-

tion of risk factors and preventive measures significantly
reduced the number of falling in patients. Some limita-
tions of the current study were incorrect and incomplete
data in primary patient evaluation forms due to admission
errors, clinical staff shortage, and misuse of nursing care
protocols. Other contributing factors may be the high rate
or patient’s turnover in emergency and general wards and
a deficiency in the documentation.
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