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In order to support the implementation of Hourly Rounding, Quarter 4 2009:
units, primarily in patient rooms (70%) and in bathrooms (15%). While 
acute care patient falls account for the greatest number of non fatal
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Nursing Outcomes, Research, & Evidence-based Practice • For the first time in 36 months, 6 acute care units were at or below 

th N ti l D t b f N i Q lit I di t (NDNQI)acute care patient falls account for the greatest number of non-fatal 
injuries in hospitals most are predictable and preventable Despite
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conducted staff tracers, patient interviews & held multiple the National Database of Nursing Quality Indicators (NDNQI) 

national benchmark meaninjuries in hospitals, most are predictable and preventable. Despite 
use of a valid fall risk assessment tool, implementation of preventive meetings with managers, educators & staff.  The following audits 
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• Press Ganey patient satisfaction scores showed a marked, p p

measures, and participation in state-wide arm band and patient were conducted:
238 t ff t

Press Ganey patient satisfaction scores showed a marked 
improvement

signage campaign, fall rates in many acute care units at Denver 
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• 238 staff tracers 
• 112 patient interviews Acute Care: % of Units at or Better than the National Benchmark for Health ran above the national benchmarks during 2008.  An extensive 

literature review revealed Hourly Rounding demonstrated numerous
# of Falls in 7 Acute Care Units

45

• 112 patient interviews Falls / 1000 Patient Days
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literature review revealed Hourly Rounding demonstrated numerous 
patient benefits as well as effective fall prevention as compared to 39
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Rounding Rounding 
Reminders Reminders -- 4 P4 P’’ss

Tell PatientTell Patient ““EstoyEstoy aquiaqui
parapara hacerhacer mismis rondasrondas””
PPainain: check pain level, : check pain level, 
inform nurse of medinform nurse of med
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The purpose of this evidenced-based practice program is to decrease 
falls decrease call light tili ation and impro e patient satisfaction on
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assistance assistance NecesitaNecesita irir al al 
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PPositionosition: reposition as: reposition as
needed or scheduledneeded or scheduled
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Press Ganeyfalls, decrease call light utilization and improve patient satisfaction on 

the acute care units
needed or scheduledneeded or scheduled
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3B 91.1 88.6 85.8 82.9

the acute care units.
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Reminders Reminders -- 4 P4 P’’ss

4B 80.4 82.4 88.2 85.9
6A / Rehab #N/A 88.8 84.5 93.5

Tell Patient Tell Patient ““I am I am 
here to do my here to do my 

roundsrounds””
PPainain: : check pain level, check pain level, 
inform nurse of med inform nurse of med 
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dd 6A / Rehab #N/A 88.8 84.5 93.5
7A #N/A 89.1 71.9 91.2
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needsneeds
PPersonalersonal: : offer toiletingoffer toileting
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PPositionosition: : reposition asreposition as
needed or scheduledneeded or scheduled
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Implemented on acute care units:

PPlacementlacement: : place place 
items* close to patient items* close to patient 
PPlacementlacement: : place place 
items* close to patient items* close to patient 

>=Best Quartile             Mean to Best Quartile               < MeanImplemented on acute care units:
• In 2009: 9A, 8A, 7A, 6A, 3B, 4B, & Rehab Documentation Log Patient Tracer Staff TracerIn 2009:  9A, 8A, 7A, 6A, 3B, 4B, & Rehab
• In 2010: CCMF Date:  __________Time:  ________ Unit:  _____________ MR #:  ___________ Pt Room #:  _________ 

Auditor:  _______________________
Patient Interview:
Patient (moderate or high risk):

Falls Assessment Tracer

g Staff Tracer

E tensi e o ersight and coaching ere req ired some nits

Patient (moderate or high risk):
    Falls leaves sign posted? Yes No How / where:  _______________________
    Yellow arm band? Yes No
    Other interventions? Yes No

Asked Patient if Staff:
Mentions "rounds or rounding?" Yes No
Asked about pain (comfortable)? Yes No
Asked about potty / toileting? Yes No
Are items* placed close to the bed? Yes No • Extensive oversight and coaching were required - some units 

needing more than others

Are items  placed close to the bed? Yes No
*call light, telephone, TV, control, bedside table, tissue, garbage can, water pitcher, light cord
Says "Is there anything else I can do for you, I have the time?" Yes No
Informs the patient that someone will be in about an hour Yes No

Patient Interview:
Are your needs being met? Yes No
Has anyone been in to see you recently? Yes No
Observed staff with patient? Yes No
Comments:  __________________________________________________________________________________

• An extensive literature review was conducted evidence supported
needing more than others

• Call light utilization was eliminated due to confounding bed alarm 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Falls Assessment Tracer• An extensive literature review was conducted – evidence supported 
Hourly Rounding as an effective fall prevention measure
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data

Date:  __________Time:  ________ Unit:  _____________ MR #:  ___________ Pt Room #:  _________ 
Auditor:  _______________________
Patient Interview:
Patient (moderate or high risk):
    Falls leaves sign posted? Yes No How / where:  _______________________
    Yellow arm band? Yes No
    Other interventions? Yes No

Asked Patient if Staff:
Mentions "ro nds or ro nding?" Yes NoHourly Rounding as an effective fall prevention measure

• Initial rounding toolkit developed • Unit fall prevention data information is reported to staff to keep them 
i f d d t i f ll ti

Mentions "rounds or rounding?" Yes No
Asked about pain (comfortable)? Yes No
Asked about potty / toileting? Yes No
Are items* placed close to the bed? Yes No
*call light, telephone, TV, control, bedside table, tissue, garbage can, water pitcher, light cord
Says "Is there anything else I can do for you, I have the time?" Yes No
Informs the patient that someone will be in about an hour Yes No

Patient Interview:
Are your needs being met? Yes No
Has anyone been in to see you recently? Yes No

g p
• The toolkit (including education and implementation strategies) informed and to increase fall prevention awareness

• Extended fall prevention interventions:

Has anyone been in to see you recently? Yes No
Observed staff with patient? Yes No
Comments:  __________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

were pilot-tested on the three acute care units with highest fall    
rates

• Extended fall prevention interventions:
• Interdisciplinary Fall Prevention Committee:rates

• Based on feedback from staff educators and managers
Interdisciplinary Fall Prevention Committee:

• First meeting, January 2010 Sample Fall Board
• Based on feedback from staff, educators, and managers 

revisions were made to the program
g y

• Collaborative efforts to prevent fallsp g
• Implementation expanded to the remaining 5 units over • Fall debrief forms:

• Created to be completed for each fall with staff participationmonthly intervals, totaling 183 beds
B li d t ll ti i l d d ll li ht tili ti

• Created to be completed for each fall with staff participation
• Improved communication among staff regarding the patient• Baseline data collection included call light utilization, 

patient satisfaction scores and fall rates
Improved communication among staff regarding the patient 
fall and how the fall could have been preventedpatient satisfaction scores, and fall rates p

• Evaluation of fall prevention technology (i.e. chair alarms)
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