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Report at a glance

In 2022, 2,033 people sustained a femoral 
fracture as an inpatient; 1,669 (82%) were 
due to a fall and included as cases in the  
National Audit of Inpatient Falls.
Multi-factorial risk assessments

The audit looked at six components 
of multi-factorial risk assessments and 
showed that levels of assessment of lying 
and standing blood pressure (LSBP), vision 
and delirium still need improvement. 
In 2022 an MFRA quality score was 
introduced – 37% of patients had five or 
more of the risk factors assessed.

Post-fall management

The proportion of patients who are moved from the floor safely continues 
to gradually improve and the proportion of patients having a medical 
assessment within 30 minutes of the fall increased by 14 percentage points.

Recommendations

1 Trusts and health boards (HBs) should use their own data to 
inform the focus of local improvement activities.

2 Focused initiatives to improve the quality of MFRA should be 
implemented across trusts and HBs. We specifically recommend 
reviewing data on lying and standing blood pressure 
measurement and implementing targeted improvement 
projects where indicated. 

3 As delirium is common in people who sustain inpatient  
femoral fractures the admission assessment processes should  
be reviewed to ensure effective delirium assessment and 
ongoing monitoring.

4 Review training and competency requirements to ensure  
that post-fall checks for injury are effective.

5 Ensure that processes are in place to hasten time to 
administration of analgesia after an injurious fall.

Proportion of cases with risk factor assessment
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Methods 
All NHS trusts in England and health boards (HBs) in Wales with inpatient 
beds are eligible to participate in the National Audit of Inpatient Falls (NAIF). 

Clinical audit – how cases are identified 

 The National Hip Fracture Database (NHFD) identifies femoral fractures 
that occur in inpatient settings and refers cases to the local NAIF team. 

 The local NAIF team reviews each case to determine if the fracture was 
due to an inpatient fall. 

 Clinical audit data are collected from eligible cases – patients in NHS 
trusts in England and health boards in Wales.  

 This report presents the data from inpatient femoral fractures (IFFs) 
sustained between January and December 2022. 

NAIF key performance indicators (KPIs) in the 2023 report 

 KPI 1: High-quality multi-factorial risk assessment (MFRA)  
prior to the fall 

 KPI 2: Check for injury before moving 

 KPI 3: Flat lifting equipment used to move the patient from the floor 

 KPI 4: Medical assessment within 30 minutes of the fall  

 

 

Audit findings 
More than 60,000 people sustained a femoral fracture in England and Wales 
in 2022 (NHFD). Of these, 2,033 occurred in inpatient settings. NHFD key 
performance indicator (KPI) achievement differs significantly between 
femoral fractures sustained in an inpatient setting (IFFs) and those sustained 
in a non-inpatient setting. Patients with an IFF waited longer to see a 
geriatrician, have surgery and get out of bed after surgery. They were also 
more likely to experience delirium postoperatively and less likely to be 
discharged to their usual place of residence (Fig 1). More than one in 10 
(13%) people who sustained a femoral fracture as an inpatient died within 
30 days of the fracture.  

Fig 1. The six NHFD KPIs  

  

https://www.nhfd.co.uk/
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Audit cases – key facts 
Of the 2,033 femoral fractures classified in the NHFD as occurring in an 
inpatient setting (IFFs), 1,669 (82%) were known to have occurred as a result 
of a fall, indicating eligibility for NAIF data collection. The proportion of IFFs 
not thought to be due to a fall decreased from 21% in 2021 to 18% in 2022. 
As 95% hip fractures are known to occur as a result of a fall, this proportion 
likely reflects underreporting of falls (see Fig 2). 

 
Fig 2. Audit cases in 2022. 

Completion 
Most audit questions were answered with >98% completion rate. Exceptions 
were the medication review question, which had a 95% completion rate, 
and time to MFRA, which had a 76% completion rate. 

Characteristics of fall-related inpatient femoral fractures 
Fall-related IFFs occurred a median of 9 days after admission. Similar to 
2021, 80% of IFFs occurred on the first fall. In 2022, the ward type where the 
fall occurred was analysed by type of trust with four options: acute (1,358 
IFFs), integrated (231), community (39) and mental health (32) as shown in 
Fig 3.  

 49% IFFs occurred on medical wards (including admissions units) (n=812) 

 21% IFFs occurred on older persons/frailty wards (n=349) 

 
Fig 3. IFFs by trust type and ward type. 

Falls prevention activity prior to fracture 
In 78% of cases, a documented MFRA had been undertaken a median of  
3 days before the fall-related IFF occurred. 

What constitutes a high-quality MFRA? 
The components of an MFRA are described in NICE clinical guideline 161 and 
on our webtool resource. NAIF looks at six components of MFRA (Fig 4). 
These components measure a range of falls risk factors that are potentially 
modifiable or require care plans to accommodate. Taking action after 
assessment is vital as assessment of risk will not prevent falls unless action is 
taken to address the identified risk factors. 

https://www.nice.org.uk/guidance/cg161
https://fffap.org.uk/fffap/naifrep.nsf/docs/DownloadFilesV2/$File/NAIF_MFRA_v2.pdf?openelement
https://fffap.org.uk/fffap/naifrep.nsf/docs/DownloadFilesV2/$File/NAIF_MFRA_v2.pdf?openelement
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The proportion of patients receiving each risk factor assessment prior to the 
IFF remained stable in 2022, with the exception of delirium, where there has 
been a continuing reduction in documented assessment. 

Fig 4. Proportion of cases with risk factor assessment. 

KPI 1 – High-quality MFRA 
This is a score calculated from adding together the six risk factor 
assessments for each patient. A maximum score of 6 indicates all 
assessment components were completed for that patient. A high-quality 
MFRA is defined as a score of 5 or more out of 6. Falls are multi-factorial, so 
an MFRA needs to include a range of components to be considered high 
quality. 

 37% of patients had an MFRA quality score ≥5 (in 2021 this was 31%). 

 

Focus on lying and standing blood pressure (LSBP) 
In 2022, we requested LSPB data, as documented in the patient records. 
Participants were asked to enter the systolic and diastolic blood pressure and 
pulse after 5 minutes supine, and then after 1 and 3 minutes standing (Fig 5.).  

LSBP data was only available for 27% of NAIF cases (447/1,669). It was 
recorded 6 days before the fall that caused the fracture and indicates that 
full LSBP (Fig 5) is recorded in very few patients compared with the 
responses to the MFRA question on LSPB (Fig 4). 

 
Fig 5. LSBP data recorded. 

 
Of the cases where data were provided, a 20 mmHg drop in BP was 
observed in 28% of cases (102/364).  

Focus on delirium assessment 
In 2022, we requested data for 4AT assessments as recorded in the patient 
records. 4AT scores were entered for 357 patients (21%) and were recorded 
7 days before the fall that caused the fracture.  

 The median 4AT score was 3  

 45% of patients had a 4AT score >4 indicating delirium (162/357)  
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Prevalence of risk factors is high in those who  
sustain an IFF 
In cases where assessment took place, risk factors were identified in the 
following proportions (Fig 6): 

Care plans in place  

Fig 6. Prevalence of risk factors identified. 

 
Where risk factors were identified, the following proportion of patients had 
care plans in place (Fig 7):  

Fig 7. Care plan in place where risk factors identified. 

 

Post-fall management 
Actions taken after a fall have the potential to influence outcomes and 
patient experience. If a post-fall check indicates there may be a femoral 
fracture, this should initiate the use of flat lifting techniques, rapid access to 
pain relief and prompt diagnosis and management of the fracture.  

KPI 2: Check for injury before moving  
There have been steady improvements in the proportion of patients who 
had a check for injury before moving (Fig 8). However, in 33% of cases 
where a check was conducted, an injury was not suspected (all patients had 
a femoral fracture). This is the same proportion as in 2021. 

This year we requested data on the time when the post-fall check was 
undertaken. This was provided in 63% cases (1,040/1,653).  

 Median time from fall to post-fall check for injury was 8.5 minutes. 

KPI 3: Safe lifting equipment used to move the patient 
from the floor  
Flat lifting equipment was used in 32% patients, indicating that the majority 
of patients who sustain an IFF are not moved from the floor following best 
practice (see Fig 8). 

KPI 4: Medical assessment within 30 minutes of the fall 
that caused the IFF  
74% of cases had a medical assessment within 30 minutes of the fall that 
caused the IFF (Fig 8). This has improved by 14 percentage points since 2021 
and 22 percentage points since 2019. 

In 2022 we requested data on the time of the post-fall medical assessment, 
which was completed in 78% of patients (1,289/1,648).  

 Median time from fall to medical assessment was 30 minutes. 
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Fig 8. KPI 2, 3 and 4 performance. 

Pain relief after the fracture 
Analgesia was prescribed for 76% of patients after the fall that caused the 
IFF. None of the patients in the audit received analgesia within 30 minutes; 
the median time to administration was 2 hours after the fall.  

Harm reported after the fracture 
In 75% of cases, severe harm was attributed to the fall that caused the 
fracture (a further 1.4% were recorded as death). This suggests most 
organisations are adopting the approach recommended by NHS England of 
attributing severe harm to a femoral fracture sustained in hospital.  

Delay to hip fracture care 
Delays to hip fracture care were reported in 25% of cases (413/1,646).  
This year, we asked about the time taken to X-ray and transfer for hip 
fracture care.  

 Median time from fall to X-ray was 5 hours in 1,464/1,669 patients.   

 Median time from fall to transfer to orthopaedic care was 17 hours in 
1,300/1,669 patients. 

 Median time from fall to transfer to acute site (where applicable) was  
13 hours in 178/1,669 patients.  

Post-fall reviews  
A hot debrief – a rapid debrief that takes place as soon as possible after  
the fall – was undertaken in 40% of patients, and in 20% of patients, it was 
done on the same shift as the fall occurred. 

After action reviews, a structured multidisciplinary debrief took place  
after 53% of femoral fractures and was held within 5 working days of the 
fall in 27% of patients.  

  

https://www.england.nhs.uk/wp-content/uploads/2019/10/NRLS_Degree_of_harm_FAQs_-_final_v1.1.pdf
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Recommendations 
Recommendation 1 

Trusts and HBs should use their own data to inform the focus of 
local improvement activities. 

This report provides an overview of falls prevention activity and post-fall 
management for patients with IFF across England and Wales. To inform 
the focus of improvement activities, trusts and HBs should: 

 review the recommendations from this report against trust/HB 
priorities for falls prevention and management 

 examine trust/HB level key performance indicators using the webtool 
live data and trust reports.  

 

We recommend that actions should be discussed in the trust/HB falls 
steering group and disseminated to relevant stakeholders. This report and 
the local action plan should be shared with the executive and non-executive 
director who has responsibility for falls. Trusts and HBs should use 
recognised improvement methods such as plan, do, study, act (PDSA) to 
implement action plans. 

More information about conducting improvement projects can be found in 
the NAIF quality improvement workbook. 

 

Fig 9. The plan, do, study, act cycle. 

 

Recommendation 2 

Focused initiatives to improve the quality of MFRA should be 
implemented across trusts and HBs. We specifically recommend 
reviewing data on lying and standing blood pressure 
measurement and implementing targeted improvement projects 
where indicated. 

MFRA is recommended for all inpatients aged >65 both in NICE clinical 
guideline 161 and the recently published World Falls Guidelines. Most 
IFFs occur on the first inpatient fall, highlighting the need for effective 
proactive prevention. 

Older people in hospital are at high risk of deconditioning, which can lead 
to long-lasting functional impairment and loss of independence. 
Attempting to prevent falls by restricting activity is not recommended 
and instead patients should be encouraged to move around and stay 

https://fffap.org.uk/fffap/naifrep.nsf/charts/KPIsoverview
https://fffap.org.uk/fffap/naifrep.nsf/charts/KPIsoverview
https://medicalcare.rcp.ac.uk/media/lmlaauxh/naif_qi-workbook.pdf
https://www.nice.org.uk/guidance/cg161
https://www.nice.org.uk/guidance/cg161
https://academic.oup.com/ageing/article/51/9/afac205/6730755?login=false
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active. MFRA is a way in which factors contributing to the risk of falling 
can be addressed so that patients can keep moving as safely as possible. 

Orthostatic hypotension (OH), defined as a drop in systolic blood pressure 
within 3 minutes of standing of >20 mmHg, is a common cause of fainting 
(syncope) and light-headedness (pre-syncope) in older people. People in 
hospital are at higher risk of OH due to dehydration, infection and 
immobility. Data collected in this audit suggest one-third of people who 
sustained an IFF had OH recorded before the fall. Many cases of OH can 
be addressed with simple interventions such as medication changes and 
optimising hydration. Additionally, where staff are aware a patient has 
OH, they can support with education or advice and tailor the level of 
supervision provided while mobilising.  

 

We recommend that the measurement and documentation of lying and 
standing blood pressure and associated interventions form part of routine 
care for all older inpatients, in the same way that observations are taken to 
inform NEWS2 scores. Improvement projects should aim to achieve this by 
exploring current processes and barriers to implementation using process 
mapping and fishbone diagrams to develop locally tailored projects.  

Recommendation 3 

As delirium is common in people who sustain inpatient femoral 
fractures (IFFs), the admission assessment processes should be 
reviewed to ensure effective delirium assessment and ongoing 
monitoring. 

 
1 Hshieh T, Yue J, Oh E et al. Effectiveness of multicomponent nonpharmacological delirium 

interventions: a meta-analysis. JAMA Intern Med 2015;175:512–20. 

Half of all inpatients (where assessment was performed) who had a IFF in 
2022, were found to have delirium before the fall. There are many 
potential reasons why delirium might increase the risk of falling in 
hospital inpatients. Behaviours such as restlessness increase exposure to 
falling and reduced activity levels seen in hypoactive delirium may lead to 
deconditioning affecting muscle strength and balance. Impaired attention 
is associated with impulsive behaviour and delirium may impact other 
cognitive functions that enable a patient to safely negotiate an unfamiliar 
environment. In addition, gait and balance impairments have been noted 
to accompany episodes of delirium.  

There is evidence that interventions addressing delirium may reduce 
inpatient falls.1 Additionally, awareness of delirium is required to develop 
care plans that consider the degree of support a patient needs to 
maintain safe mobility, and how to meet their basic psychological needs. 
Due to the fluctuating nature of delirium, ongoing monitoring is vital. 
From 2023, NAIF has included a question about NEWS2 scores as the 
‘new confusion’ question can be used to identify new delirium. 

 

We recommend that all inpatients aged >65 are screened for delirium upon 
admission, monitored for changes during their inpatient stay, and have 
tailored delirium care plans when indicated. Improvement projects should 
aim to achieve this by exploring current processes and barriers to 
implementation using process mapping and fishbone diagrams to develop 
locally tailored projects. 

  

https://www.rcplondon.ac.uk/projects/outputs/national-early-warning-score-news-2
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Recommendation 4 

Review training and competency requirements to ensure that 
post-fall checks for injury are effective. 

Improvement projects should aim to address the quality of post-fall 
checks. This is necessary to ensure that injuries are detected, the patient 
can be moved from the floor safely and prompt treatment is provided. 

 

We have developed a resource to support trusts and HBs with this process: 
Supporting best and safe practice in post-fall management in inpatient 
settings and recommend that this is used in improvement work. 

Recommendation 5 

Processes should be in place to hasten time to administration of 
analgesia after an injurious fall, to ensure patients who sustain a 
hip fracture in hospital are given analgesia within 30 minutes of 
falling. 

It has been encouraging to see a consistent improvement in the prompt 

assessment of patients following the fall that caused the IFF. The next 

step is to improve how quickly patients receive analgesia after the fall. 

Currently, none of the patients who sustained a IFF in 2022 had analgesia 

administered within 30 minutes of falling, with most patients waiting  

2 hours.  

Patients in hospital might assume that the location of their fall would 
mean easier and quicker access to treatment. We would like to see this 
realised for this patient group, who have consistently poorer outcomes 
than those who fracture outside of the hospital. 

 

We recommend that improvement projects focus on understanding the 
reasons for delays in the prescription / administration of analgesia after an 
injurious fall and tailor local approaches to address these delays.  

 

  

https://www.rcplondon.ac.uk/projects/outputs/supporting-best-and-safe-practice-post-fall-management-inpatient-settings
https://www.rcplondon.ac.uk/projects/outputs/supporting-best-and-safe-practice-post-fall-management-inpatient-settings
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Preliminary planning of  
improvement projects 
Using our recommendations, local audit data and themes from local hot 
debriefs and after-action reviews (or other processes used to learn from 
falls), prioritise your focus for improvement projects: 

First priority  

Second priority  

Third priority  

 

The next step is to compose driver diagrams, process maps and fishbone 
diagrams to understand what improvement project interventions are most 
likely to be effective. Use the space below to note who will lead on this and 
list the stakeholders who should be included:  

Next steps project leads  

Stakeholders  
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Resources to support 
improvement 
The sections below include links to and information on useful resources.  

KPIs for NAIF 
Real time trust/HB level NAIF KPI performance data for KPIs 2, 3 and 4 can 
be found on the webtool. These 12-month data are updated quarterly. 

Trust/HB reports 
Trusts/HBs will be provided with individualised reports with their own data, 
alongside the national figures included in this report. 

Support with multi-factorial falls risk assessment 

 Description of MFRA 

 How to measure lying and standing blood pressure 

 Look out vision assessment tool 

 Look out vision assessment video 

 Falls in older people – NICE clinical guideline (CG161) 

 World Falls Guidelines 

Support with post-fall management  

 Falls in older people – NICE quality standard (QS86) 

 Hip fracture: management – NICE clinical guideline (CG124)  

 Post-fall management resources 

 Hot debrief 

 After action review 

Support with healthcare improvement 

 Quality improvement tools and resources 

Support for patients and healthcare champions 

 How should your hospital prevent and respond to falls during your stay? 

 Information about inpatient falls for patients 

Training and development 

 CareFall and FallSafe 

 Learning from inpatient falls – hot debrief 

 Learning from inpatient falls – after action review 

 How to get falls e-learning fixed into your organisation 

https://fffap.org.uk/fffap/naifrep.nsf/charts/KPIsoverview
https://fffap.org.uk/fffap/naifrep.nsf/docs/DownloadFilesV2/$File/NAIF_MFRA_v2.pdf?openelement
https://www.rcplondon.ac.uk/projects/outputs/measurement-lying-and-standing-blood-pressure-brief-guide-clinical-staff
https://www.rcplondon.ac.uk/projects/outputs/bedside-vision-check-falls-prevention-assessment-tool
https://liverpool.instructuremedia.com/embed/1dcac745-c453-4a2b-875b-1613e09085dd
https://www.nice.org.uk/guidance/cg161
https://worldfallsguidelines.com/
https://www.nice.org.uk/guidance/qs86
https://www.nice.org.uk/guidance/cg124/chapter/recommendations
https://www.rcplondon.ac.uk/projects/outputs/supporting-best-and-safe-practice-post-fall-management-inpatient-settings?utm_campaign=13593431_naif%20newsletter%20-%2010%20november%202022&utm_medium=email&utm_source=care%20quality%20improvement&dm_t=0%2C0%2C0%2C0
https://fffap.org.uk/fffap/naifrep.nsf/docs/Downloads
https://fffap.org.uk/fffap/naifrep.nsf/docs/Downloads
https://www.rcplondon.ac.uk/projects/outputs/case-studies-national-audit-inpatient-falls
https://www.rcplondon.ac.uk/projects/outputs/how-should-your-hospital-prevent-and-respond-falls-during-your-stay
https://www.rcplondon.ac.uk/projects/outputs/falls-prevention-hospital-guide-patients-their-families-and-carers
https://www.e-lfh.org.uk/programmes/preventing-falls-in-hospital-fallsafe-carefall/
https://fffap.org.uk/fffap/naifrep.nsf/docs/Downloads
https://fffap.org.uk/fffap/naifrep.nsf/docs/Downloads
https://fffap.org.uk/fffap/naifrep.nsf/docs/DownloadFiles/$File/elearning.pdf?openelement
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Abbreviations and definitions  
The full FFFAP glossary is available on the RCP website. 

 

4AT  bedside questionnaire that helps practitioners to detect delirium 

AHP  allied health professional 

analgesia  an analgesic is a drug used to relieve pain 

BP  blood pressure 

CG  clinical guideline 

HB  health board 

IFF  inpatient femoral fracture 

IQR  inpatient quality reporting 

KPI  key performance indicator 

LSBP  lying and standing blood pressure 

median  the middle value of a set of numbers 

MDT  multidisciplinary team 

MFRA  multi-factorial falls risk assessment 

NAIF  National Audit of Inpatient Falls  

NEWS2  National Early Warning Score 2 

NHFD  National Hip Fracture Database  

NICE  National Institute for Health and Care Excellence  

OBD  occupied bed days 

OH  orthostatic hypotension 

PDSA  plan, do, study, act 

SPC  statistical process control 

  

https://www.rcplondon.ac.uk/file/34436/download
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Falls and Fragility Fracture Audit Programme  
The National Audit of Inpatient Falls (NAIF) is run by the Care Quality Improvement 
Directorate (CQID) of the Royal College of Physicians (RCP). It is part of the Falls and Fragility 
Fractures Audit Programme (FFFAP), one of three workstreams that also include the Fracture 
Liaison Service Database (FLS-DB) and National Hip Fracture Database (NHFD). The 
programme is commissioned by the Healthcare Quality Improvement Partnership (HQIP). 

 

Healthcare Quality Improvement Partnership  
The National Audit of Inpatient Falls is commissioned by the Healthcare Quality Improvement 
Partnership (HQIP) as part of the National Clinical Audit and Patient Outcomes Programme 
(NCAPOP). HQIP is led by a consortium of the Academy of Medical Royal Colleges, the Royal 
College of Nursing, and National Voices. Its aim is to promote quality improvement in patient 
outcomes, and to increase the impact of clinical audit, outcome review programmes and 
registries on healthcare quality in England and Wales. HQIP commissions, manages and 
develops NCAPOP, comprising around 40 projects covering care provided to people with a 
wide range of medical, surgical and mental health conditions. The programme is funded by 
NHS England, the Welsh government and, with some individual projects, other devolved 
administrations and crown dependencies www.hqip.org.uk/national-programmes. 
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standards in clinical practice, education and training, conducts assessments and 
examinations, quality assures external audit programmes, supports doctors in their practice 
of medicine, and advises the government, the public and the profession on healthcare issues.  
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