
Background

Patient falls during hospitalization significantly impact patients and add to hospital costs (McLennan 
et al., 2024). Cost-effective assessment and prevention strategies vary, and protocol compliance is 
inconsistent across organizations (McLennan et al., 2024). Recent guidelines for fall prevention focus 
on older adults, the impact of falls on their quality of life, and the importance of including the patient 
as an active participant in their fall prevention plan (Montero-Odasso et al., 2022). Educating staff 
on fall prevention strategies is as important as maintaining a safe environment for patients to prevent 
inpatient falls (Wallis et al., 2025).

Unit-level falls rates are among the nurse-sensitive indicators routinely monitored at Salinas Valley 
Health Medical Center to ensure patient safety. Unit practice councils (UPCs) evaluate unit-level data 
monthly and the Quality Council monitors organization-level data. The Quality Council sends action 
plan requests to UPCs when data underperform the National Database of Nursing Quality Indicators 
(NDNQI) national benchmark either 2 months in a row, 2 months in a quarter, or for 2 quarters in a row. 
The Med-Surg UPC developed an action plan in mid-2024 for the Med-Surg / 3Main (3M) unit because 
of two consecutive months of underperforming falls with injury rates. The action plan improved this 
measure; however, in January 2025, the Med-Surg UPC was again asked to develop an action plan for 
underperforming falls data for two consecutive months at the end of 2024. The total patient falls rate 
was 3.05 in November 2024 and 2.95 in December 2024, exceeding the benchmark rate of 2.45 in both 
months. The UPC members and unit leaders decided to revisit their falls action plan strategies and 
develop a new action plan.

Purpose Statement

The purpose of this quality improvement initiative was to develop a falls action plan to decrease the 
total patient falls rate by 50% and outperform the national benchmark for this measure in 3M for two 
consecutive months.

Conclusions

The falls action plan served as an important catalyst for the collaborative effort of the UPC, leadership, 
and other councils and departments. Support from the Mobility Committee and leadership facilitated 
implementation of the action plan strategies to lower the total patient falls rate in 3M. The strategies 
resulted in outperformance of the national benchmark for the monthly total patient falls rate for  
January to June 2025. Reminders and staff education about fall prevention strategies were well received.  
Having an action plan heightened the awareness of monitoring falls in the unit and its importance to 
patient safety. Presenting results to staff increased the collective awareness about the importance of 
adhering to the fall strategies. We will continue to monitor 3M’s falls rates and adjust as needed to ensure 
we are outperforming the benchmark.
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Results

The total patient falls rate for 3M improved during and after the intervention period. The rate was 0.0 in 
January and February 2025; 1.57 in March 2025; and 0.0 in April, May, and June 2025, outperforming the 
national benchmark (see Figure 5). The Quality Council completed the falls action plan for 3M in March 2025.

Methods

The Med-Surg UPC members reviewed falls and prevention strategies used for the 2024 falls action 
plan and added other initiatives based on the Mobility Committee’s processes and from a checklist 
used in the Oncology unit. The UPC created a new falls action plan to decrease falls rate by 50% for two 
consecutive months. The goal, strategies, and target completion date of Q2 2025 were approved by the 
UPC members and leadership (see Figure 1). The following strategies were implemented during Q1 2025.

•	 The action plan strategies included writing on the patient communication board the patient’s 
	 Bedside Mobility Assessment Tool (BMAT) score, adaptive equipment, and safety precautions.  
	 The UPC also decided to continue educating and reminding staff in 3M to initiate fall risk 
	 assessments, use prevention strategies for high-risk-to-fall patients (e.g., yellow non-skid socks, 
	 head-of-bed [HOB] signs for bed alarms, yellow armbands), conduct purposeful hourly rounding, 
	 and safety huddles at the start of shift.

•	 In addition, the council decided to implement a mini monthly falls surveillance study, using the 
	 Mobility Committee’s falls surveillance checklist (see Figure 2), in 3M to evaluate the effectiveness 
	 of the fall prevention strategies already in place and required it to be done every shift.  
	 The surveillance in 3M was conducted on January 20, 2025, in collaboration with the Mobility 
	 Committee and on February 28, 2025, by UPC members. The results of the mini falls surveillance 
	 (see Figure 3) were reviewed and presented to the UPC members during the monthly meeting and 
	 staff quarterly meeting. The results were posted on the Team TV in 3M. Strategies to address 
	 findings were integrated into the action plan as needed.

•	 The action plan also adopted initiatives from the Mobility Committee such as the signage 
	 reminders to pull the red string for assistance while toileting and collaborating with pharmacy to 
	 review medications using the American Geriatrics Society Beers Criteria® to recommend appropriate 
	 medications based on the patient’s condition. The UPC members and unit managers rounded in 
	 every 3M bathroom to make sure all red strings and signs were accessible and visible.

•	 UPC members also reviewed, improved, and adopted the falls checklist form (see Figure 4) from 
	 the Oncology unit. The revision was based on the falls surveillance tool used quarterly by the 
	 Mobility Committee. The new checklist includes assigned tasks for the charge nurse, primary nurse, 
	 and nurse aide to be completed every shift. 

•	 Action plan strategies were to remain in place until 3M decreased the total patient falls rate by 
	 50% and outperformed the national benchmark for two consecutive months, as monitored by the 
	 Quality Council. If the desired outcome was not met, a reevaluation of strategies would be done after 
	 Q2 2025 to determine next steps.
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Figure 5

Total Patient Falls - 3Main

3M Fall Checklist Form

Figure 4

Note. HRTF = high-risk-to-fall; CNA = Certified Nursing Assistant; NOC = night (Latin)

Figure 1

3M Falls Action Plan

Note. NSI = Nurse-Sensitive Indicator; BMAT = Bedside Mobility Assessment Tool; CNA = Certified Nursing Assistant; 
FWW = front wheeled walker; HOB = head-of-bed; CN = charge nurse; HRTF = high-risk-to-fall; MS = Med-Surg

Note. HRTF = high-risk-to-fall; I&O = intake & output; PT = physical therapy; OT = occupational therapy

Figure 2

Mobility Committee Quarterly Falls Surveillance Tool

Note. BMAT = Bedside Mobility Assessment Tool; HOB = head-of-bed

Results of Mini Falls Surveillance
01/20/25 2/28/26

High-risk-to-fall 6 7
Bed alarm on 1 1
Toileting rounds 2 6
Yellow wristband 1 7
Yellow socks 6 6
Door signs 2 7
Care notes 5 6
Mobility protocol 3 0
Care plan 3 4
BMAT scores on whiteboard 9 19
Fall video 7 12
HOB signs 6 7

Figure 3


