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Background and Significance

Patient falls are considered critical safety events in

the perianesthesia setting. In Fiscal Year (FY) 2023, our
University Hospital (UH) PACU recorded 12 falls, 3 of
which resulted in injury. In FY 2024, there were 4 falls,
and 2 resulted in injury. Recognizing the need for
improvement, our unit adopted enhanced fall

prevention strategies aiming for “zero falls with harm.”
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Objectives

To reduce the incidence of falls and falls with injury in the
PACU. Reduce the risk of falls while maintaining the
highest possible level of mobility while ensuring patient
privacy and respect. UH PACU would like to go 365

days with no falls with harm.

Identify an RN caring for a patient and together verify:

1. Fall Risk Assessment/Mobility
Section
O Was fall risk assessment
documented?
W Was the mobility
section completed (if
applicable)?

O Was fall prevention
education provided to
patient & family AND
documented?

For your safety our staff will 2. Prevention measures for falls

d  Was patient's fall risk status

remain with you while in the bathroom and mobility communicated

during any handoffs?

O What did you assess to
make ensure the patient
was ready to ambulate?

O Were symptoms

noted during/after
position change/
ambulating
documented?

Was a staff member within
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Implementation

Our UH PACU Unit Based Committee used the A3
problem-solving approach and collected staff
feedback via surveys to identify root causes,
notably a lack of awareness of updated fall
policies. Interventions included:
 Targeted staff education on fall prevention
policies, emphasizing the “within arms’ reach”
toileting approach
Patient education in Preop on postoperative
fall risk prevention/interventions
Installation of clear signage in patient
bathrooms
Obtaining 2 Sara Steady devices for the unit
Introduction of wipeable gait belts
Utilization of LPNs to focus on safe patient
handling
Recognizing and reinforcing safe practices
through a "You Have Been Caught Being
Safe” initiative that included a t-shirt
Moving Preop fall risk assessment rows in
Epic flowsheet for better visibility
Regular communication via monthly emails
Implementation of Fall Rounding
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“When we work together, we achieve together.”
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Successful Practice

Following these interventions, the PACU achieved 365
consecutive days with zero falls resulting in injury.
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Implications

This project demonstrates that a data-driven, A3
problem-solving approach can

successfully eliminate falls with injury in the PACU.
Sustained focus on education, clear policy
communication, and patient engagement

advances perianesthesia safety culture and may serve
as a model for similar clinical settings.
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