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e For the first time in 36 months, 6 acute care units were at or below
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;@ In order to support the implementation of Hourly Rounding,
] Nursing Outcomes, Research & Ewdence based Practlce

units, primarily in patient rooms (70%) and in bathrooms (15%). While
acute care patient falls account for the greatest number of non-fatal
injuries in hospitals, most are predictable and preventable. Despite
use of a valid fall risk assessment tool, implementation of preventive
measures, and participation in state-wide arm band and patient

signage campaign, fall rates in many acute care units at Denver T * 238 staff tracers
Health ran above the national benchmarks during 2008. An extensive [ * 112 patient interviews
|l literature review revealed Hourly Rounding demonstrated numerous I T T T 7 7 7 7 7 7 7 7 T T
patient benefits as well as effective fall prevention as compared to
il other preventive measures.
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Methods
* An extensive literature review was conducted — evidence supported
Hourly Rounding as an effective fall prevention measure
« Initial rounding toolkit developed
e The toolkit (including education and implementation strategies)

were pilot-tested on the three acute care units with highest fall
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data
 Unit fall prevention data information is reported to staff to keep them |
informed and to increase fall prevention awareness |
< Extended fall prevention interventions:

« Interdisciplinary Fall Prevention Committee:

rates : :
« Based on feedback from staff, educators, and managers T TmTT L TIT T T e M R e M M [ e e e s * First meeting, January 2010
revisions were made to the program _ oS or§ T Falls - 4 o Heg s . Unib_Ire  Collaborative efforts to prevent falls

* Fall debrief forms:

» Created to be completed for each fall with staff participation
- Baseline data collection included call light utilization, : * Improved communication among staff regarding the patient
patient satisfaction scores, and fall rates O | e : Frrrrrrrs fall and how the fall could have been prevented
——- | il ol |  Evaluation of fall prevention technology (i.e. chair alarms)
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¢ Implementation expanded to the remaining 5 units over
monthly intervals, totaling 183 beds




