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INTRODUCTION

Unintentional falls are a common concern in healthcare settings, often resulting in significant harm such as fractures, head injuries, and other
sentinel events. Recognizing the importance of fall prevention. Moreover, Effective fall risk assessment has been shown to reduce the incidence of
falls and overall healthcare costs.

AIM STATEMENT

The objective of this study is to achieve a fall rate of zero per 1000 in-patient days by ensuring 100% compliance in fall risk assessment and
documentation for all in-patients. Concurrently, to enhance the knowledge and proficiency of our nursing staff in conducting comprehensive fall
risk assessments and maintaining accurate documentation.
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