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Introduction: At a large academic urban medical center, the Perianesthesia Care Unit
initiated a quality improvement project to address fall events among postoperative
patients. Falls can significantly increase healthcare costs, compromise surgical results,
and prolong hospital stays.

Identification of the Problem: In 2023, significant fall events were documented in the
postoperative population. A thorough review of each incident revealed a need for
structured intervention to prevent future occurrences.

QI Question/Purpose of the Study: The study aimed to identify key risk factors for falls
among surgical patients, assess the effectiveness of nursing interventions to reduce fall,
and enhance overall patient safety in the perioperative phase. The project sought to
establish best practices for fall prevention, promote a safety culture within healthcare
teams, and improve patient experiences and surgical outcomes.

Methods: The Fall Committee team conducted a Root Cause Analysis to review each fall
event and understand contributing factors. We provided enhanced patient education on
the risks of falls and prevention strategies. Additionally, we made call bells and safe
patient-handling equipment easily accessible. We collaborated with a multidisciplinary
team to educate staff on using patient-handling equipment and assessing patients before
their first postoperative movement. A patient rounding structure was implemented to
increase the frequency of patient rounding to monitor and assist patients more closely.
New fall prevention signage and protocols were implemented to ensure that staff assisted
initial patient ambulation. We also conducted weekly fall audits to monitor the
effectiveness of interventions, identify risks, and continuously improve patient care
practices.

Outcomes/Results: Implementing these measures led to zero fall-related adverse events
in the PACU, highlighting the effectiveness of the enhanced protocols and staff vigilance.

Discussion: This project underscores the importance of continuous, multidisciplinary
efforts in enhancing patient safety. Tfeamwork and ongoing education were crucial in
significantly reducing the risk of falls within this high-risk setting.

Conclusion: After implementing targeted interventions, we achieved zero fall-related
adverse events in the PACU.

Implications for perianesthesia nurses and future research: Nursing staff are crucial in
fall prevention. This initiative has not only enhanced patient outcomes but also provides a
replicable model for reducing postoperative falls in other settings. The strategies developed
can be broadly implemented to foster a culture of safety and vigilance.



