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Abstract:

INTRODUCTION: The issue of hospitalized patients’ falls in healthcare facilities should be one of the most essential
interests of healthcare employees. Monitoring, keeping of records and the assessment of the documentation related to the
occurrence of patients’ falls in a healthcare facility helps healthcare employees determine the frequency of falls. Monitoring
of extraordinary events helps identify weaknesses in patient care and point out recurring issues, which influence the quality
and safety of the provided care. A reduction in the number of falls in every healthcare facility requires a complex approach of
healthcare employees, which includes admitting, assessing, and reducing the risks of falls.

OBJECTIVES: The aim of this report was to point out the occurrence of hospitalized patients’ falls in a healthcare facility.

METHODS: The data collection was done through a survey method (unstandardized survey). The research group was
composed of nurses (n=130) providing nursing care to patients in four healthcare facilities in Trebi§ov, Vranov nad Topl'ou
a Michalovce. The average age of the nurses was 38.7 years old. The results were analyzed through absolute and relative
frequency. The Chi-squared test was used as a statistical method. The obtained results were interpreted on the significance
level a = 0.05. The sorting criteria included age, type of department, and level of experience.

RESULTS: The obtained results point out that nurses use conversation and observation to assess the risk of patients’ falls. In
the research sample, falls occur with an increased incidence. There is a statistically significant contrast (p = 0.02) concerning
the way in which nurses in each department report falls.

CONCLUSION: In the issue of falls, nursing documentation plays a big role because falls are documented as extraordinary
events. Based on our results, we suggest using a unified, standardized tool to assess the risk of falls in healthcare facilities, as
monitoring extraordinary events can influence the quality and safety of the provided nursing care.
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Introduction

Patient safety is defined as the prevention of undesirable events during the period of providing
healthcare with the aim to minimalize harm of the patient and achieve safer healthcare, and the right of
the patient to not be caused harm or potential harm connected to constitutional healthcare BSH (2014).
It is estimated that 8 - 12 % of hospitalized patients in EU member states are exposed to undesirable
events while being provided healthcare (Conklin, 2009). Multiple authors, Hughes (2008), Aspden, et
al. (2004), define patient safety as the prevention of making mistakes and harming the patient and
reducing the risk of undesirable events. They emphasize learning from mistakes and building a culture
of safety in the healthcare system, which includes organizations, professionals, and patients.
According to The Agency for Healthcare Research and Quality, and The Joint Commission, nurses
play a key role in ensuring quality healthcare and patient safety (AHRQ, 2019; The Joint Commission,
2010). Monitoring of the number of falls and injuries is one of the indicators of quality of the offered
healthcare. In contrast with other EU countries, the Slovak Republic is still missing a complex
program for the monitoring and prevention of falls including a multifactorial assessment,
interventions, and a training program for healthcare employees and patients. Official statistical data
about the number of patients’ falls, subsequent injuries, or eventual death as a result of a fall are not
commonly available to the professional public in Slovakia, so data from various international sources
is often mentioned (Borikova and Tomagova, 2016; Bérikova et al., 2019). Within the EU, the
occurrence of falls is often monitored in relation to the hospitalization of the elderly and in the years
2000 to 2010, 35,000 out of 40,000 falls have resulted in death (Bozidar, 2016). Among the most
frequent causes of patients’ falls in healthcare facilities are mistakes of employees, inadequate patient
supervision, incorrect evaluation of the risk of falling, or an incorrect diagnosis. The issue of patients’
falls should be an essential interest of an organization as a way to improve its internal culture.
According to Dostalova and Nahodilova, (2011) a fall can be defined as a patient’s sudden and
unexpected descent from a standing, sitting, or horizontal position, including slipping off a chair and
including an assisted fall when an individual leads the patient to the ground, with or without injuring
the patient. The main consequences of patients’ falls are various injuries (eg. fractures, subdural

! Faculty of Health, Catholic University in Ruzomberok, Ruzomberok, Slovakia, marcela.izova@ku.sk
2 Faculty of Health , Catholic University in RuZomberok, Ruzomberok, Slovakia, michaela.vicanova@ku.sk
3 Faculty of Health, Catholic University in Ruzomberok, Ruzomberok, Slovakia, maria.novysedlakova@ku.sk

746



INTERNATIONAL CONFERENCE ON INNOVATIONS IN SCIENCE AND EDUCATION
MARCH 20-22, 2019, PRAGUE, CZECH REPUBLIC WWW.ISEIC.CZ, WWW.JOURNALS.CZ

haematoma), which complicate the basic illness, require further treatment, prolong the hospital stay,
increase additional costs of care, or even lead to a law suit for inadequate care. The length of the
hospital stay as a result of falls varies, but it is significantly longer than in other cases and it ranges
from 4 to 20 days (World Health Organization, 2007, p. 2). Activities, which may be connected to the
issue of patients’ falls include assessment of their needs and levels of independence, evaluation of
their symptoms, and evaluation of risk factors using monitoring techniques in nursing (Supinova,
2013).

The aim of this report is to point out the occurrence of hospitalized patients’ falls in a healthcare
facility.
Methods

This research has the characteristics of a cross-sectional study. An important role of healthcare
employees is to ensure a safe environment for a patient. The first area of the survey served to find out
whether nurses working in a healthcare facility assess the risk of falling when admitting a patient. The
second area of the survey was focused on the documentation of the occurrence of falls and injuries in
patients in a healthcare facility. The data collection was done through a survey method
(unstandardized self-constructed survey). The surveys were distributed with the agreement of the
ethical commission of the healthcare facility through head nurses. The survey included 30 items, 3 of
which were demographic questions and 27 of which were research questions. In total, we distributed
200 surveys (we received 130 filled surveys, return rate 65%). The basic set was comprised of nurses
(n=130), who provide care to hospitalized patients in surgical departments (surgical, traumatology
department) and internal medicine departments (internal, neurological, psychiatric, and long-term
department) in hospitals in TrebiSov, Vranov nad Topl'ou, and Michalovce. Results obtained by the
survey method were analyzed through absolute and relative frequency. Based on the survey items, we
created a database structure, in which we put in respondents’ responses through chosen coding. For the
purpose of a descriptive evaluation, we used mathematical and statistical functions. For the purpose of
analysis - determination of the statistical significance of the differences in responses in subgroups
created according to sorting characteristics (age, type of department, and level of experience), we used
the Chi-squared test. The obtained results were interpreted on the significance level a = 0.05. The
nurses’ age ranged from 20 to 60 years old, the average age of respondents was 38.7 years old and the
average length of experience was 19.8 years. We consider it important to warn you that the choice of
the sample was not randomized. In consideration of this, we cannot generalize the results of this study
to the whole population of nurses, they are only valid in this respondent sample.

Results

The majority of nurses (54%) in the researched sample had more than 15 years of clinical experience,
the second largest group (20%) was comprised of nurses with less than 5 years of clinical experience
and the two smallest groups were nurses with 6-15 years of clinical experience, both groups included
13% of nurses. Talking to the patient is considered important by 107 (82%) nurses and 68 (53%)
nurses also consider talking to the patient’s relatives important. Assessment scales are used by 17
(13%) of nurses. From the analysis of the Chi-squared test (p = 0.00), we can see that nurses apply on
a significantly higher statistical level, when determining the risk of a patient’s fall, talking to the
patient, talking to the patient’s relatives, and observation. We can then state that assessment scales and
study of documentation are used on a significantly lower statistical level. Results are presented in
Table 1.

From a set of 130 nurses, 60% of nurses do not use assessment scales and 27% of nurses use the
Barthel test. Functional Gait Assessment is used by 5% of nurses and 6% of nurses use the ‘Timed Up
and Go’ test to assess the risk of falling. The Morse Fall Scale is only used by 2% of nurses.

We researched the occurrence of falls in healthcare facilities. Nurses in 115 (88%) cases reported the
occurrence of a fall as an extraordinary event in their workplace. An absence of falls during their
experience was reported by 15 (12%) nurses. The most frequent causes of a patient’s fall (only
answered by nurses who reported a patient’s fall) are written in Table 2.

Nurses who chose the semi-open answer “other” reported restlessness and disorientation as the most
frequent cause of falls.
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Table 1: Methods of determining patients’ risk of falling

yes (n=130) | no
Determination methods (n=130) Mode

n %* n %*
Talking to the patient 107 | 82 23 18 1
Talking to the patient’s relatives 69 53 61 47 1
Observation 90 70 40 30 1
Assessment scales 17 13 113 | 87 2
Study of documentation 9 7 121 | 93 2
No assessment of the risk of falling 5 4 125 | 96 2
Chi-squared test calculated value 325.40
Chi-squared test chart value 11.07
p 0.00

* Relative frequency is calculated from the total number of respondents (n = 130) for each of the items.
Source: Authors

Table 2: The most frequent cause of falls

amount
Cause of falls n Y
Acute diseases 29 25
Disease of the musculoskeletal system 41 35
Vision malfunctions 4 4
Orthostatic hypotensions 10 9
Unknown 29 25
Other 2 2

* The relative frequency is calculated from the number of respondent responses (n = 115) for each item.
Source: Authors

We also researched what kind of patients’ falls are most common. Out of all nurses in our study, 27%
think that the most common fall is by tumbling, 34% reported tripping, and 36% of nurses reported
slipping.

Via our survey, we monitored the consequences of patients’ falls in a healthcare facility. 46% of
nurses recorded a graze as a consequence of a fall in a healthcare facility, 26% of nurses reported a
lacerated wound, and 22% of nurses recorded a fracture.

Out of all the nurses, 79% said they always report a fall, 15% only do it sometimes. 36% of nurses
announce an extraordinary event to the head nurse, 52% announce it to a doctor, 8% announce it to the
head of the department. We also researched the way nurses report a fall in their department. Based on
our analysis, 53% of nurses report it through a free form, 37% of nurses report it through a specific
form.

Table 3: Analysis of the announcement of a fall/injury sorted by the type of department
Announcement of | Surgery | Traumatology| Internal Neurology | Long-term | Psychiatry
a fall/injury n | %* | n %* n %* | n %* | n %* | n %*
To the head nurse | 10 | 39 7 34 15 65 8 26 0 0 6 43
To a doctor 14 |53 |11 52 8 35 |17 |54 |12 |80 |7 50
Totheheadofthe |\ |, 13 |94 |0 |0 |3 |10 |3 |20 |1 |7
department
No announcement |1 | 4 0 0 0 0 3 10 0 0 0 0
n 26 100 | 21 100 23 | 100 {31 |100 |15 |100 |14 | 100
Chi-squared test
calculated value 28.33
Chi-squared test
chart value 25
p 0.02
* Relative frequency is calculated from the total number of respondents (n) for each of the departments.
Source: Authors
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The result of the Chi-squared test (p = 0.02) shows a statistically significant difference in the method
of announcing the fall in various departments. In all of the observed departments, besides the internal
department, the majority of nurses announces the fall to the doctor. In the internal department, a
significant majority of nurses announce falls to the head nurse (Table 3).

Discussions

When admitting a patient to a department, it is necessary for nurses to assess their risk of falling.
According to Vorosova (2011), an important part of the implementation of the nursing process method
is evaluating the needs of the individual, the family, and the community. When assessing the patient’s
issues in the area of biological needs in clinical practice, nurses use assessment scales, in addition to
basic methods, such as observation and talking to the patient. These assessment scales allow them to
objectify a patient’s data and bring global and holistic results. 50% of nurses always assess the risk of
falling when admitting a patient, while 45% of nurses only do it sometimes. In the Slovak nursing
practice, there is no standardized procedure of identification of patients with a higher risk of falling,
including the usage of a valid measurement tool. That is why it is possible to use the most tested tool
as a standardized valid tool to identify the patient’s risk of falling, like the Morse Fall Scale 17-20 or
the Hendrich 1l Fall Risk Model 2 (Borikova et al., 2017, AHRQ, 2013). The legislative norm in
Slovakia only includes a brief general protocol of assessing the risk of falling, the recommended tool
is absent (Borikova and Tomagova, 2016). Assessment of the risk of falls through the history of risk
factors, screening, and an in-depth analysis of specific risk factors is key for their identification
(Bérikova and Tomagova, 2016). The methods which nurses use for finding out the risk of falling can
be an issue. The first step in the identification of a risk of falling is assessing the patient through an
assessment tool, which the nurse is able to use. The results of our research show a low frequency of
using a screening assessment tool in 17 nurses (13%). According to Graham (2012), more tools can be
used. Authors Fonad et al. (2008) also directly recommend the realization of risk assessment through
various screening scales. Juraskova (2007) states that a patient’s relatives play an important role in
assessing the risk of falling, especially with patients, who are not able to communicate or answer
guestions. In Ulrichova’s research (2012), 37 out of 86 nurses used the Barthel test while assessing the
risk of a patient’s fall in a healthcare facility. The Functional Gait Assessment was only used by 5
nurses. 20 nurses preferred the ‘Timed Up and Go’ test. According to Morse (2002), 14% of falls in
healthcare facilities are random, 8% are unexpected, and the rest are expected physiological falls.
Screening of the risk of falling is supported by multiple studies AGS (2010), Basran et al. (2013),
Degelau, et al. (2012) as an effective method for finding individuals prone to falling. The selection of
a standardized and reliable tool is not an easy decision, as head employees of a healthcare organization
must consider the difficulty of use, the training of staff, psychometric characteristics (validity and
reliability), possible adoption and adherence of the staff, and other factors (Haines et al., 2006). Even
legislative norms, such as the Proclamation of the Ministry of Health of the Slovak Republic 95/2018
Z.z. (MHSR, 2018), dictate the application and innovation of assessment scales and tools used in
nursing practice. We assess the risk of a patient’s fall when they are admitted to the department or
when their health condition changes. The nurse uses tests and scales to objectively assess the risk in
this case as well. Gray-Miceli (2012) describes a connection between falls and specific types of
departments. The departments with the most falls are the ones, where the provided care is long-term
and provided to geriatric patients - the higher the age, the higher the occurrence of falls. According to
Krajcik (2006), falls are the most common cause of injuries, which are the fifth most common cause of
death in old people.

It is necessary to document and announce the occurrence of all extraordinary events in nursing care. If
a patient falls in a healthcare facility, it is important that the fall/injury is recorded. In modern
healthcare, announcing extraordinary events is an important educational element, as well as crucial
feedback that is needed for corrective measures in the system, which made the extraordinary event
possible (Skrla, 2005, p. 22). The majority of nurses (79%) in our research always report a patient’s
fall and they usually report it to a doctor (52%). Healthcare employees report accidents or accidental
infractions on the standard protocols, which are approved by the leadership of constitutional healthcare
facilities (BSH, 2014). Announcement systems are implemented by healthcare providers as a part of
the strategy of a patient’s safety within ensuring quality in accordance with §9 of Act 578/2004 Z.z
(NCSR, 2004). Every healthcare facility develops two announcement systems, which take into account
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the type of healthcare facility and its organizational structure. These announcement systems will stem
from the announcements of employees as a system of voluntary announcements and a system of
mandatory announcements (BSH, 2006). The most important function of announcement systems is the
inquiry, analysis, and usage of the data to improve constitutional healthcare and support healthcare
employees to do their job in a safer way BSH (2014). Irrespective of the type of healthcare facility, the
head employees must ensure that the assessment and reassessment of each patient from the perspective
of the risk of falling is part of the team assessment process. An interdepartmental group can evaluate
how clinical and environmental factors affect the risk of falling and determine measures for lowering
this risk. It controls the state of cognitive functions and determines the effect of treatment on the
patient’s ability to behave safely in the given environment and to follow recommendations. The duties
of each team member should be clearly defined in a formal document (Vyhnanek, 2007, p. 62).

Conclusion

We consider patients’ falls an undesirable event and their frequency is monitored in some healthcare
facilities, as falls are one of the indicators of the quality of the provided healthcare. To identify the risk
levels, it is important to establish a unified system of standardized and lasting fall risk assessment in
organizations (hospitals, nursing units) (Ganz et al., 2013, Gray-Miceli and Quigley, 2012). It would
be appropriate to use a standardized, validated tool, such as the Morse Fall Scale17-20 for monitoring
and assessment of the risk factors of falling, which would be integrated into the electronical health
record (AHRQ, 2013). The monitoring of extraordinary events helps identify weaknesses in patient
care and point out recurring issues, which influence the quality and safety of the provided care. As
long as the mistakes of healthcare employees are reported, it is possible to analyze situations that lead
to extraordinary events and initiate changes that will lead to their elimination (Liskova & Starovi¢ova,
2012).
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