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Abstract

Introduction: Falls are the most common accident reported in acute care hospitals and patients
who are 65 and older are the most vulnerable. Falls can lead to physical and emotional injury,
reduced mobility and functioning, increased length of hospital stay, increased healthcare costs,
and admission to long-term care facilities. In 2008, the Center for Medicare & Medicaid Services
(CMS) has eliminated reimbursement to hospitals for treatment of injuries resulting from a fall
during hospitalization. Research on fall prevention in adult acute care found multifactorial
interventions that address multiple risk factors for falls are the most successful at prevention.
This project focused on implementing a regular, intentional rounding and toileting schedule (TS)
to decrease falls on an Acute Care of the Elderly (ACE) unit at a large Midwestern hospital.
Methods: Simulation and written education were used to introduce steps and frequency of
rounding and toileting to registered nurses and nurse technicians. Observation; survey;
discussion with staff; chart audits; and number of fallers, falls with injury, and number of patient
falls per 1,000 patient days were evaluated. The goal was to decrease falls in the elderly
population on this unit. Implementation: Kotter’s 8 step change model guided implementation.
Results: Rounding and toileting increased but were not implemented to the fullest extent.
Number of fallers decreased from mean of 1.8 (standard deviation [SD 0.98]) fallers to 1 (SD 0)
per month post implementation. Falls per 1,000 patient days increased from an average of 3.48 in
the prior 37 months (SD 2.63) to 5.47 in the first 30 days post-implementation. No falls with
injury occurred post-implementation. Conclusion: Simulation was effective at increasing staff
knowledge. Intentional rounding and toileting are a promising intervention to decrease falls in
this population when fully implemented.
Keywords: Fall prevention, acute care, elderly, rounding, toileting
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An Education Intervention to Increase Rounding and Toileting and Reduce Falls in a
Acute Care of the Elderly (ACE) Unit
Introduction
Falls are the most common accident reported in acute care hospitals, and patients who are
65 years and older are the most vulnerable (U.S. Census Bureau, 2010; Zhao & Kim, 2015). A
fall is “an unplanned descent to the floor” or “a surface you would not expect to find a patient”
(Agency for Healthcare Research and Quality, 2013). A descent is considered a fall whether or
not it leads to injury (Agency for Healthcare Research and Quality, 2013). Falls can lead to
physical and emotional injury, reduced mobility and functioning, poor quality of life, increased
length of hospital stay, increased healthcare costs, litigation, loss of income, and admission to
long-term care facilities (Oliver, Healey, and Haines 2010; Wong et al., 2011; Zhao & Kim,
2015). Estimates of fall rates in acute care settings range from 1.4 to 18.2 falls per 1,000 patient
days, with 30-50% of falls resulting in some form of injury (Hester & Davis, 2013; Oliver et al.,
2010). Depending on the seriousness of the injury, patients who fall stay in the hospital an
additional 6 to 12 days leading to an average additional cost of $4,200 to $13,316 (Hester &
Davis, 2013; Wong et al., 2011). In 2008 the Center for Medicare & Medicaid Services (CMS)
implemented a new policy that eliminated reimbursement to hospitals for treatment of injuries
resulting from falls during hospitalization (CMS, 2008).
In addition to increased costs, falls in the elderly can lead to emotional and physical
trauma that can diminish health, independence, and personal well-being. Fifty percent of older
adults who have fallen have a fear of falling again, leading to a restriction of physical and social
activities which can cause further functional decline, social isolation, and depression (Fletcher,
Guthrie, Berg, & Hirdes, 2010; Hawkins et al., 2011). Physical injuries can be minor such as
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bruising (28%) and soft tissue wounds (11.4%) or major such as a hip fracture (5%). Hip
fractures can lead to immobility and, in 14 to 36% of cases, death within 1 year (Coussement et
al., 2008). Reducing falls and fall-associated injuries and death is one of the major goals of the
Healthy People 2020 initiative (U.S. Department of Health and Human Services, 2010).
A large body of research has focused on decreasing falls in elderly people living at home
who are generally clinically stable and less frail than those in hospitals (Oliver et al., 2006).
Further research has focused on older adults living in nursing homes or staying for a longer
period of time in long-term care or sub-acute rehabilitation facilities (Vieira, Freund-Heritage, &
da Costa, 2011; Deandrea et al., 2013; Zhao & Kim, 2015). However, relatively little research
has focused on how to prevent falls in an elderly acute care hospital setting, where older adults
have a shorter length of stay in an unfamiliar environment that is complicated by medical
instability and a high prevalence of cognitive impairment (Oliver et al., 2006; Zhao & Kim,
2015). Interventions, such as exercise programs and calcium and vitamin D supplementation,
that are effective in community and long-term care settings are less likely to prevent falls during
an acute care hospital stay (Stern & Jayasekara, 2009).
Zhao & Kim (2015) report there are numerous risk factors for falls among hospitalized
elderly patients. This systematic review found 28 risk factors for inpatient falls, which were
divided into intrinsic, extrinsic, and environmental/situational factors. Intrinsic factors included
advanced age (≥ 65), mental status deficits, impaired mobility, stroke, hypertension, urinary
incontinence, visual impairment, and fall history. In addition, certain medications such as
psychotropic, antipsychotic, and antidepressant agents increased risk for falls. Extrinsic risk
factors included, being on a geriatric, internal medicine, or neurology unit, during shift change,
and during evening and night shift. Environmental or situational fall risk factors included
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increased falls during walking or transferring and 12% to 69% of falls related to urinary and
bowel elimination needs (Zhao & Kim, 2015).
This Doctor of Nursing Practice (DNP) project focused on identifying literature regarding
effective prevention of falls in the adult hospitalized population, in order to determine an
intervention to decrease falls in an acute care setting. The setting for this DNP project is the
Acute Care of the Elderly (ACE) unit in a large health system in the Midwest. The ACE unit is a
21-bed medical unit designed for taking care of elderly patients. The population is primarily
patients 65 years of age or older with a medical diagnosis. The patients are often frail or being
admitted from a facility. Medical units have the highest rate of falls and falls with injury
(4.03/1,000pd and 1.08/1,000pd) and patients 65 and older are the most vulnerable to injuries
from falls (Bouldin et al., 2013; United States Census Bureau, 2010; Zhao & Kim, 2015).
Dedicated providers, RNs, and other staff on the unit work to keep their patients safe,
including free from falls, particularly those with injury. However, falls are still the one nursingsensitive outcome (NSO) that this unit does not consistently meet. Injury from a fall is
considered to be a hospital acquired condition (HAC) that is reasonably preventable (Quigley &
White, 2013). In 2008 Medicare & Medicaid Services (CMS) implemented a policy that
eliminated reimbursement to hospitals for treatment of an injury resulting from a fall during a
hospitalization (CMS, 2008). Therefore, decreasing falls with injury is important both for patient
wellbeing and to decrease hospital costs. This project focused on education about and initial
implementation of increased hourly rounding and regular toileting to decrease falls in this elderly
adult acute care population.
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Description of Problem

Falls are a common accident in hospitals and patients ≥ 65 years old are the most
vulnerable due to multiple risk factors more common in the elderly. Falls can lead to many poor
outcomes for patients including injury, fear of falling again, and increased disability. In addition
to poor patient outcomes, falls can also increase hospital costs due to lack of reimbursement for
treatment and longer length of stays due to falls. The ACE unit population as a whole is at a high
risk for falls and falls are the one nursing-sensitive outcome for which they do not routinely meet
the benchmark. The ACE unit providers and staff have a duty and desire to keep their patients
safe and avoid poor outcomes. Therefore, working to decrease falls on this unit is necessary.
The ACE unit did an effective assessment of fall risk and clearly indicated which patients
were at risk for falls. However, there still seemed to be a lack of regular and intentional rounding
and toileting, which are components of most successful fall interventions. Therefore, the clinical
question for this DNP project is: Does increased regularity and intentionality of rounding and
toileting decrease falls in this population? This project determined best practice for rounding and
toileting in the literature and evaluated the process by comparing pre-/post- implementation data
on rounding, toileting and falls in an ACE unit.
Current Unit Practice to Prevent Falls
The fall prevention policy in the health system, including the ACE unit, was recently
changed. The policy dictated expected practice for the health system and called for the registered
nurse (RN) to assess all adult inpatients for risk of falling using the Hester-Davis Fall Risk
Assessment (FRA) tool at admission, transfer, twice daily, change in condition, or after a fall, for
the duration of a hospital stay (Hester & Davis, 2013). All adult inpatients are to receive
universal fall risk interventions which include: bedrails x 2, bed at the lowest position and
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locked, hourly rounds, non-slip footwear, call light/phone/personal items within reach, reminder
and assistance in using glasses/hearing aids/ambulatory devices, assist with toileting as
appropriate, and a nightlight in room.
If a patient is found to be at increased risk for falls based on the FRA a fall risk sign is
put by the door to the patient room and a yellow fall risk bracelet is placed on the patient’s wrist
alerting staff that the patient is at risk for falling. An individualized, high-risk plan of care is used
for the patient based on their risk factors and tailored high-risk plan of care interventions are
selected. These additional interventions could include items such as a toileting schedule (TS),
bed alarm (zone 1 or 2), chair alarm, staying with the patient in the bathroom, use of gait belt,
increased assistance with ambulating etc. In addition to the FRA, on the ACE unit, all patients
are assessed for mobility by a registered nurse (RN) upon admission to the unit and mobility
needs are written on the white board in the patient room (e.g. 1 assist with gait belt and walker or
2 assist with lift etc.) and communicated to the RN and nurse technician (NT) taking over patient
care at shift change. In addition, many ACE unit patients have a physical therapy and/or
occupational therapy referrals for mobility ordered.
Several hours were spent on the unit shadowing RNs and NTs as they worked with
patients to obtain a sense of how the unit functioned and how fall prevention was addressed.
Time was also spent meeting with RNs, NTs, the unit manager, Clinical Nurse Specialists
(CNS), and the unit pharmacist one on one. The student also spoke with unit secretaries and
aides, who stock all room supplies, about their roles in preventing patient falls. ACE unit RNs
and NTs were very busy and stated that they worked hard to follow procedures necessary for
patient safety. However, there did not seem to be intentional hourly rounding, nor were patients
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placed on a TS on a consistent basis. Nor, based on conversations, is there understanding of the
healthcare system’s current rounding policy.
A quality improvement specialist who worked on falls within the organization provided
data on falls on the ACE unit from January of 2015 through July of 2017. Over this 31-month
period, 64 falls in ACE unit patients were reported, with a mean of 3.54 falls per 1,000 patient
days. Data also included age, gender, fall assessment score, whether a fall prevention care plan
was in place, and whether or not the faller sustained an injury.
The ACE unit manager provided narrative fall summaries for the patients who had a fall
over the past year, which included additional information on the circumstances surrounding the
fall. Additional data gathered from the chart of patients who had a fall included level of
orientation, assistance level, where the fall occurred (bed, chair, bathroom), what time the fall
occurred (day or night shift), and whether it was witnessed and/or assisted or unwitnessed. Data
were analyzed and trends identified circumstances that surrounded the patients who had a fall.
Falls in the ACE unit were similar to falls reported in the literature. Mean age was 81.4
(standard deviation [SD] 9.18; range of 54 to 96) years of age). Studies on falls among the
elderly reported more frequent occurrence on evening and night shifts, primarily in the patient
room. Near the bed (16-51%) and the bathroom (11.4 to 68%) were the most common fall
locations. Fifty-three percent (n= 29 of 54) of the falls on the ACE unit occurred during the
overnight shift (7:00pm to 7:00am). The number of falls occurring near the bed and in the
bathroom on the ACE unit fit within the percentages found in the literature. Finally, ACE unit
falls from January 2015 to July of 2017 led to injury 24% of the time, slightly lower than the
National Database of Nursing Quality Indicators average of 26.1% (Zhao & Kim, 2015).
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There is disagreement in the literature over whether men or women fall more frequently
(Zhao & Kim, 2015). Men had a fall more often than women (65% [41 of 63] to 35% [22 of 63])
in the ACE unit over the previous 31 months. Research also reports cognitive dementia to be a
risk factor for falls (Zhao & Kim, 2015). In the ACE unit data, the most recent mental status
assessment in approximately 40% (n=25 of 62) of those who had a fall was charted as alert and
oriented times 1, or alert to self only. However, the next largest group of fallers, at 39% (n=24
of 62), were patients whose most recent orientation assessment was charted as alert and oriented
in all 4 spheres (person, place, time, and situation). Descriptive statistics on ACE unit falls by
year, per 1,000 patient days, percentage of injury, gender, location, orientation level of the faller,
and shift on which falls occurred, and whether they were witnessed or unwitnessed is shown in
Appendices A through H.
Fall risk screening upon admission to a hospital is considered to be a protective factor
against falls (Zhao & Kim, 2015). Only 1 (2%) of the 64 patients who had a fall were missing a
fall risk assessment on the ACE unit. Of those who fell, 89% (n=57 of 63) were found to be
high-risk when using the modified Heinrich II fall assessment tool, while 11% (n=7 of 63) who
had a fall were not scored as high-risk. All (100%, N=57) who were assessed as high-risk had a
fall prevention protocol in place at the time of the fall. According to Spoelstra et al. 80 to 90% of
falls in the hospital are not witnessed (2012). Among the data collected on the ACE unit falls,
approximately 57% (n=37 of 57) of falls were unwitnessed (see Appendix H). However, this
information was missing on 10 out of the 64 (16%) of fall occurrences.
Despite staff knowing this population status is at high risk for falls and working to follow
the fall risk prevention interventions already in place, falls were still occurring at a higher than
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desired rate on the ACE unit. Therefore, the need to decrease falls in this unit is clear, supporting
the basis for this project.
Review of the Literature
To identify the evidence-based interventions to prevent falls in adult acute care patients, a
literature review was completed. The review aimed to answer two questions. First, are there
evidence-based interventions to decrease falls in the adult acute care population? Second, which
components are necessary in an effective intervention to reduce falls in adults in the acute care
setting?
The Preferred Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA)
guidelines were used as a framework for this review (Moher, Liberati, Tetzlaff, & Altman,
2009). The flow of information through the identification, screening, eligibility, and inclusion
phases of the review are shown in Appendix I. Comprehensive electronic searches were
conducted on the CINAHL, PubMed, and Cochrane databases. The searches were limited to
publication in the last 10 years (2007-2017), English language, and the geographic areas of the
United States, Continental Europe, Great Britain, Ireland, Australia, and New Zealand. The
search took place in September of 2017. Search terms included “falls”, “adult falls”, “elderly
falls”, “hospital falls”, “inpatient falls”, “fall intervention”, “fall prevention”, and “systematic
review or meta-analysis”.
The search yielded 176 records. After removing duplicates, reference review, and
screening based on inclusion and exclusion criteria, 6 articles were included in this review. These
articles included 3 systematic reviews, 2 meta-analyses, and 1 integrative review. The selected
articles’ characteristics and results are shown in Appendix J. These reviews represent at least 51
separate studies on fall prevention interventions among patients in acute care settings. Four of
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the reviews included studies conducted only in the hospital or acute care settings (DiBardino et
al., 2012; Hempel et al., 2013; Oliver et al., 2010, Spoelstra et al., 2012). Two reviews included
studies that took place in acute, sub-acute, and long-term care facilities (Cameron et al., 2012;
Coussement et al., 2008). Only 1 eligible review focused solely on fall prevention in patients
who were ≥ 65 years of age (Cameron et al., 2012). The remaining 5 reviews were conducted on
adult patients.
Three of the reviews included studies with both multifactorial and single interventions
(Cameron et al., 2012; Coussement et al., 2008; Oliver et al, 2010). The other three only included
studies with multifactorial interventions (DiBardino et al., 2012; Hempel et al., 2013; Spoelstra
et al., 2012). The characteristics of the interventions are shown in Appendix J. No single
intervention in acute care showed a reduction in rate of falls (Cameron et al., 2012; Coussement
et al., 2008; Oliver et al., 2010). One review also found no difference in fall rate when the results
of 4 multifactorial fall interventions were pooled (Coussement et al., 2008). The other 5 reviews
found that multifactorial interventions in acute care settings did reduce the rate of falls. Two
reviews also reported on the rate of falls with injury (Oliver et al., 2010; Spoelstra et al., 2012).
Taken together, researchers found 3 multifactorial intervention studies that lead to reduction in
fall with injury (Oliver et al., 2010; Spoelstra et al., 2012).
A key finding of the literature review is that it is possible to reduce adult falls in acute
care settings. Additionally, all interventions that significantly decreased fall rates in an acute care
setting were multifactorial and multiprofessional (Cameron et al., 2013; Coussement et al., 2008;
DiBardino et al., 2012; Hempel et al., 2013, Oliver et al., 2010, Spoelstra et al., 2012). However,
the intervention components in each multifactorial approach varied, making it difficult to
determine which of the components or which package of components were most effective. There
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were several components of multifactorial interventions that were reported more frequently (in 5
out of 6 reviews), including toileting and rounds, patient education, fall risk assessment, fall risk
sign, and medication review (see Appendix K). Conversely, some common-sense interventions,
such as performing a mobility assessment and making sure a patient call light is in reach, were
only mentioned in 1 review each. Likely, these prevention measures were considered part of
“usual care” in many settings and were not listed separately as components of the studied
interventions. This adds to the difficulty of determining the full complement of fall prevention
strategies among the reviews.
Assessing individual patient fall risk factors, particularly those that are modifiable, and
determining what fall interventions components most effectively meet them is an important step.
Unfortunately, fall risk assessment tools are often poor indicators of who will or will not fall
(Hempel et al., 2013). Oliver et al. (2010) reports that although fall risk prediction tools are in
widespread use, there is no clear evidence to recommend them. Systemic reviews and metaanalysis on two common fall risk tools, Morse Falls Score (MFS) and STRATIFY, did not find
them to be more accurate than the clinical judgement of frontline nursing staff (Oliver et al.,
2010).
Fall prevention interventions more than likely should be multifactorial and
multiprofessional and target the modifiable risk factors of the population. Several components,
such as toileting or rounding, fall risk signs, post fall assessments, fall risk assessments, patient
education and medication review were part of multiple successful interventions that were
effective, and should be considered when designing acute care fall reduction programs. In
addition, there are many common-sense components of good practice such as appropriate
footwear, vision correction, mobility aids, call-light in reach, and delirium avoidance that were
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not listed as components of interventions in this review but are still important to providing good
care. DiBardino et al. (2012) recommended that in order to be effective, interventions need to
maximize adherence and a culture that supports fall prevention as a key to success.
Evidence Based Initiative
During observation prior to this project, the ACE unit had many components of evidencebased fall prevention interventions in place. This included a culture that valued safety, fall risk
and mobility assessment, fall risk signs and bracelets to denote who is at high risk for falls,
mobility aids as needed, medication review by a pharmacist, and post fall assessments. However,
patient education, rounding, and toileting were not done in an intentional manner for each
patient. Researchers have found that interventions involving patient education work best for
patients who are not cognitively impaired (Cameron et al., 2012; Oliver et al., 2010). Sixty-one
percent (n=38 of 62) of those who fell on the ACE unit were charted as being not fully oriented.
Therefore, patient education may not be useful in preventing falls for a large percentage of this
patient population.
Hourly rounds to assess patients, including intentional toileting for those who need it,
were components of effective interventions in 5 out of 6 (83%) of the reviews (Coussement et
al., 2008, DiBardino et al., 2012, Hempel et al., 2013, Oliver et al., 2010, Spoelstra et al., 2012).
Rounding is the process of intentionally checking on patients at regular intervals to meet needs
proactively. The components of hourly rounds are communicating to the patient and/or family
that rounds are happening to keep them comfortable and safe, assessing key needs (including
pain, toileting, positioning), assessing the environment for safety, and telling the patient when
the staff will return (Hicks, 2015). An integrative review of 14 studies on rounding found that
falls were decreased in 11 out of 14 (78%) studies (Hicks, 2015). In addition to reducing falls,
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rounding has been shown to have additional positive outcomes such as reducing call light
activation and increasing patient satisfaction (Brosey & March, 2014).
The organization had a written rounding policy which included assessing the 5Ts:
toileting, tolerance for pain, turning (repositioning), tidy-up, and technology. The evidence-based
intervention to increase intentional hourly rounding and toileting used multiple methods,
including simulation, presentation, and written documents to educate the ACE unit RNs and NTs
on rounding following the organization’s “hourly rounds” policy (see Appendix L). In addition,
since need for bowel and/or bladder elimination has been estimated to cause up to 69% of falls
(Tzeng, 2010; Zhao & Kim, 2015), education also included what fall risk factors should lead the
RN to consider placing a patient on an intentional TS. This intervention has the potential to be
valuable for every patient to reduce falls by proactively meeting patient’s needs.
Conceptual Models
Frameworks and models guided the project by assisting in identifying all the important
project concepts, and the relationship between those concepts, that lead to successful
implementation and sustainability. The theoretical model used to understand the phenomenon is
the Disablement Process (Verbrugge & Jette, 1994). The conceptual framework used to guide the
uptake of evidence into practice was the Promoting Action on Research in Health Sciences
(PARiHS) Framework (Kitson, Harvey, & McCormack, 1998). Finally, the Implementation
model used to guide implementation of this project intervention was Kotter’s Eight Step Change
Process (Kotter, 1996; Kotter International, 2017).
Theoretical Model: The Disablement Process
The phenomenon of falls among elderly patients in the hospital can be examined through
the Disablement Process. The Disablement Process was created in 1994 and describes the
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pathway from pathology to functional outcomes with focus on how chronic and acute conditions
affect functioning of body systems and how personal or environmental factors can speed or slow
disablement (Verbrugge & Jette, 1994). The disablement process model consists of the “main
pathway” of disability, which is acted on by risk factors, interventions and exacerbators (see
Appendix M).
Main Pathway. The main pathway is in the center of the model and delineates the 4
main concepts of the disablement process starting from pathology and leading to disability.
Pathology. Pathology refers to any biochemical or physiological abnormality that is
discovered and labeled as disease, injury, or a congenital/developmental condition. These can be
chronic such as progressive diseases or injuries with long-term sequela or acute such as shortterm diseases or injuries lasing < 3 months.
Impairments. Impairments are dysfunctions or abnormalities in specific body systems
and can have physical, mental, or social functioning consequences. Impairments can be primary
(diabetes effect on the metabolic system) or secondary (diabetes effect on the cardiovascular or
renal system) to the pathology.
Functional limitations. Functional limitations are “restrictions in performing
fundamental physical and mental actions used in daily life by one’s age-sex group” (Verbrugge
& Jette, 1994, p. 3). Functional limitations include problems with mobility, trouble seeing or
hearing, and/or mental deficits such as lack of memory or orientation. Functional limitations
refer to individual capability and are focused on having trouble doing a specific action or task.
Disability. Disability in this model is defined as “experienced difficulty doing activities
in any domain of life (typical for one’s age-sex group) due to a health or physical problem”
(Verbrugge & Jette, 1994, p. 4). Disability is different from functional limitations in that it
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causes the inability to perform an activity or expected social role. Disability can be thought of as
“the expression of a functional limitation in a social context” (Verbrugge & Jette, 1994, p.5).
Within the process of disablement feedback loops can occur. For example, someone with
pain due to arthritis may restrict their walking (disability) which will reduce his or her
cardiopulmonary function and cause muscle weakness (impairment) which can further reduce
mobility and social activities (functional impairment and disability).
Risk Factors. Risk factors are certain behaviors or attributes of a person, such as
demographics, lifestyle, social, psychological, or environmental factors that can increase the
chance of functional limitation and disability when chronic conditions occur (Verbrugge & Jette,
1994). Risk factors are usually long-term or invariable attributes of a person that exist at or
before the start of the disablement process.
Interventions. Interventions are anything that reduces restrictions or difficulties. They
can be numerous, changeable, and many can co-exist at once. The locus of action for an
intervention can be from the person in the disablement process or by others.
Extra-Individual Factors. These are interventions by others including medical care and
rehabilitation, medications or other therapeutic regimens, external supports (assistance or
equipment), and modification to the built/physical/social environment (see Appendix M for list
of examples).
Intra-Individual Factors. These are interventions arising from the individual including
lifestyle and behavior changes, psychosocial attributes and coping, and activity accommodations
(see Appendix M for examples).
Exacerbators. Exacerbators prompt or maintain disability. Exacerbators happen in three
ways. First, interventions may not go well or have unintended consequences – such as side
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effects of medicine or surgery. Second, in response to health and function problems the
individual may adopt behaviors or attitudes that lead to more limitations and disability. For
example, a patient walks less due to fear of falling or drinks more alcohol to numb their
emotions. Third, society places impediments on disabled people, such as inflexible work hours or
architectural barriers, making them unable to do the things they want and are able to do
(Verbrugge & Jette, 1994).
Every patient who was admitted to the ACE unit was there due to either a pathology
and/or an impairment, and therefore was already on the main pathway of the disablement
process. To decrease elderly adult falls while patients are on the ACE unit, this project focused
on the last two concepts in the main pathway, function limitations and disability. Each patient
was assessed for extra-individual interventions that can be used to reduce current disability
(assistance for activities, supports for ambulation, environmental modification) and avoid
exacerbation of disability (pain, dizziness, falls). It is important to realize that what happens in
the hospital can either improve the patient’s functioning and disability or cause long lasting
negative consequences that lead to increased disability and a lower quality of life. This project
intervened by proactively meeting patient’s needs to reduce falls and avoid further disability.
Conceptual Framework: Promoting Action on Research in Health Sciences (PARiHS)
The Promoting Action on Research in Health Sciences (PARiHS) Framework was
developed by the Royal College of Nursing Institute to capture the complexity of change by
representing the many factors that influence the uptake of research evidence into practice (Kitson
et al., 1998). The PARiHS framework was meant to be used by clinicians to help implement
successful evidence-based change (Kitson et al., 1998). The authors propose that there are three
core elements involved in successful implementation: the level and nature of the evidence, the
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context of the environment where the research-based evidence was being implemented, and the
method by which the process was facilitated (Kitson et al., 1998). If all three of these core
elements are present at a high level then the intervention was more likely to be successful.
Evidence. Evidence was defined as a combination of research, clinical expertise, and
patient choice. Each of these elements exists on a range (see Appendix N). Research can range
from low evidence (unsystematic, descriptive, and anecdotal) to high evidence (rigorous RCTs,
systematic review, or evidence-based guidelines). Clinical experience can also range from low
evidence (divided opinion) to high evidence (consensus views). Finally, the input of patient
preferences and opinions can range from not being taken into account at all (low evidence) to
patients having a regular process for feedback and input in the decision making (high evidence).
Context. The context was the environment or setting in which the evidence-based change
was going to be implemented (Kitson et al., 1998). Context has three core elements: culture,
leadership, and measurement (Kitson et al., 1998). These elements also exist on a range of high
to low context (see Appendix N). Culture ranges from high context (patient centered, people
valued, and learning focused) to low context (task driven, low regard for individuals, no
continuing education). Leadership can also be on a range from high context (effective
organization and teamwork, clear roles, clear leadership) to low context (poor
organization/management, lack of roles, poor leadership). Finally, measurement within the
setting can range from high context (internal measures and external measures, audit and
feedback, peer review) to low context (absence of internal or external measures, audit and
feedback, or peer review).
Facilitation. Facilitation was one person (the facilitator) making things easier for others
to make change by giving the support needed to help people change their attitudes, habits, skills
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and ways of thinking and working (Kitson et al., 1998). Successful facilitators possess high
levels of three core elements: characteristics, role, and style (Kitson et al., 1998). In order to be
successful, facilitators need high levels of respect, empathy, credibility, access, and authority. In
addition, successful facilitation requires flexibility of style and consistent and appropriate
presence and support.
Implementation Model: Kotter’s Eight Step Change Model
Kotter’s 8 step change model guided the steps of this practice change (see Appendix O).
Kotter’s model is a change management model created by Dr. John Kotter based on his
observations and experiences over four decades in business of what leads to successful change
(Kotter International, 2017). Kotter states that methods used in successful transformations are
based on one main insight: major change will not happen easily (Kotter, 1996). Kotter’s EightStage Change Model consists of three phases, consisting of 8 steps, that are necessary to
implement successful change within an organization (Kotter, 1996).
Creating the Climate for Change. The initial phase of Kotter’s process was to create a
climate for change and included the first 3 steps of the process.
Step 1: Creating a sense of urgency. The leader needed to be able to communicate why
the change was needed in a bold and clear way. The need for change must be understood, and
feel urgent, in order for people within the organization to be willing to do the work necessary to
make the change.
Step 2: Creating a guiding coalition. This step involved bringing together an effective
team of people within the organization who have the power, energy, and influence to help lead
change.

GRAYSON FINAL DEFENSE

24

Step 3: Developing a vision and strategy. This step included clarity on what the change
was and why it is necessary, steps for how this change was going to be achieved, and a clear
picture of what the future will look like with this change in place.
Engaging & Enabling the Organization. The second phase in Kotter’s model was
engaging and enabling the organization, and included steps 4-6 (Kotter, 1996).
Step 4: Communicating the vision. The vision is more powerful if everybody involved
has a common understanding of the goals and direction of change. It was important to
communicate the vision repeatedly in multiple different forums and have the guiding coalition
model the behavior expected of the staff (Kotter, 1996).
Step 5: Empower action. This meant empowering the staff to act by removing or
mitigating barriers and obstacles within the system and structure, providing needed training, and
encouraging risk taking and non-traditional ideas or actions.
Step 6. Creating quick wins. Showing convincing evidence that the effort to change was
paying off helped keep people motivated to continue the effort. These wins should be visible,
unambiguous, and clearly related to the change effort (Kotter, 1996).
Implementing & Sustaining for Change. The third phase was implementing and
sustaining the change and included the last 2 of the 8 steps.
Step 7: Build on the change. Use successes that have already happened to build
momentum for further change. Instead of declaring victory after the first signs of improvement,
use improvement to show that the new way is working and get more people on board to continue
the effort.
Step 8: Making the change stick. “Institutionalize” these new approaches into the
culture. Kotter states that culture often changes “last not first” and it depends on results. If it is
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clear that the new way is superior to the old way, it is more likely to continue. Clearly pointing
out the good results was necessary. Finally, succession was very important, any new
management or leadership needs to be on board with the change, and the more people on board
within the organization the better.
Assessment of the Organization
Successful implementation of practice change in an organization is challenging. To affect
change in an organization, two overarching factors need to be examined. First, how an
organization functions, in other words, specifically what forces cause which outcomes. Second,
an understanding of how an organization might be deliberately changed is needed (Burke &
Litwin, 1992). To assess for feasibility, multiple factors were examined using the Burke-Litwin
Causal Model (see Appendix P) and a Strengths, Weaknesses, Opportunities, and Threats
(SWOT) analysis (see Appendix Q) was performed.
Burke-Litwin Causal Model
The Burke-Litwin model is a widely used, 12-variable, open-system, causal model to
assess and diagnose organizational issues surrounding performance (Boone, 2012; Borkowski,
2015; Burke & Litwin, 1992; Stone, 2015). The model’s authors make a distinction between
transformational and transactional variables. Transformational variables such as
mission/strategy, leadership, and culture, are altered due to interaction with internal and external
environmental forces and are the “primary and significant levers” for major organizational
change (Burke & Litwin, 1992, p.529). These variables are depicted in the upper half of the
model (see Appendix P). Transformational change is associated with, and often starts at, the
leadership level of an organization. Transactional variables, such as structure, management
practices, and systems occur at the operational level, and cause incremental changes (Burke &
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Litwin, 1992). These variables are depicted in the lower half of the model (see Appendix P).
Transactional change is considered to be within the purview of management.
The 12-distinct transformational and transactional factors of the larger organization and
the ACE unit were assessed and several facilitators and barriers to the DNP project were
identified. The assessment, along with the evidence from the literature review also found an
opportunity to improve rounding and toileting practices to reduce falls. The external environment
showed many incentives to reduce falls including the poor outcomes falls lead to, the lack of
reimbursement for treatment of injuries due to falls, and the need to do so in order to maintain
accreditation from the Joint Commission and to be able to be re-designated as Magnet status
(ACCN, 2011; The Joint Commission, 2015). The mission and strategy, leadership, culture,
structure, management practices, work unit climate, individual abilities and values of staff,
motivation, and performance measures of the unit and organization all served as facilitators to
changing practice to decrease falls.
The potential barriers were the multiple risk factors of the patient population and the
busyness of the staff. On average, 87%, of patients on this unit scored at high risk for falls
making it difficult to target exactly which patients would most benefit from intentional toileting
and rounding. The hospital policy was to round hourly on every patient, with toileting being one
of the needs addressed, but this did not happen consistently due to busy workload and multiple
interruptions. This barrier must be addressed, including helping busy staff to include rounding
and toileting into their current work flow. Additionally, a new electronic health record (EHR)
system, Epic, was recently introduced and along with that came a new fall-assessment tool and
fall protocol. According to the ACE unit manager the staff were overwhelmed with change.
Strengths Weaknesses Opportunities Threats Analysis
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A strengths, weaknesses, opportunities and threats (SWOT) analysis were performed on
the ACE unit to assess the culture around fall prevention and what could be improved in order to
decrease fall rates. The SWOT analysis is a tool used for strategic analysis looking at the current
state of internal (strengths/weaknesses) and external (opportunities/threats) forces that can help
or hinder an organization, process or project regarding a phenomenon of interest (Moran,
Burson, & Conrad, 2017). In this case the SWOT is focused on the strengths, weakness,
opportunities, and threats in the ACE unit specifically (see Appendix Q). Therefore, for this
SWOT, forces that are within the healthcare organization as a whole, but external to the ACE
unit (e.g. the unit is not in control of that factor) are considered external opportunities or threats.
There were many strengths on the ACE unit. The culture of the unit is focused on patient
and staff safety, evidence-based practice, and an excellent level of care. The unit already has a
“golden ticket” system where staff can submit ideas for improving the patient care and outcomes.
The unit identified fall risk patients and indicates both outside and inside the room who is a fall
risk, and what level of help they need to ambulate and transfer. All staff on the ACE unit
considered prevention of falls to be the job of all staff. As such, an informal “no pass” zone was
in place meaning that all roles run to a room when a bed or chair alarm is activated and both unit
secretaries and aids will answer a call light if the RN or NT is not able to get to the room.
Additional strengths include staff engagement, management buy in, appropriate physical
resources (call lights, chair and bed alarms, gait belts, lifts, white boards, fall risk signs and
bracelets), and good staffing ratios when the unit is full.
One major weakness was that the population cared for on the ACE unit had multiple
characteristics that put them at increased risk for falls. These risks included, but were not limited
to, age > 65, impaired mobility, cognitive impairment, visual impairment and incontinence (Zhao
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& Kim, 2015). Although RNs and NTs understood the need for hourly rounding and regular
toileting it was not clear to the observer that these occurred regularly or were as intentional as
they could be. Another weakness is the current prevalence of new RNs and NTs on the unit.
Researchers of two different studies have found that more experienced RNs as well as RNs with
longer average tenure on a unit both lead to lower fall rates (Dunton, Gajewski, Klaus, &
Pierson, 2007; Staggs, Knight, & Dunton, 2012).
Additional weaknesses included a busy work environment with high rates of interruptions
and alarms, frequently pulled NTs, patients who need a lot of assistance with bathing, eating and
moving, and staff who are pulled from other floors and didn’t understand the culture. All of these
variables can make it difficult for staff to add any new intervention to try to decrease falls. In
addition, when data on falls were collected there was evidence that not all falls were documented
in incident reports, leading to inaccurate data on the number of falls that had taken place.
Opportunities included those external to the organization as well as factors external to the
ACE unit but still part of the organization. As CMS no longer reimbursed hospitals for care of
injuries related to falls, this is an external cost pressure that adds to the desire of hospitals to
decrease fall rates. This hospital also wants to maintain its status as a Magnet organization,
which requires having a low rate of falls with injury – a nurse sensitive indicator Magnet takes
into consideration. Both of these external forces add to the desire of the healthcare organization
to decrease falls specifically. In addition, the organization already embodies and tries to promote
a culture of safety which includes preventing falls and injuries of both patients and staff. Finally,
the organization as a whole clearly cares about quality improvement and the staff on the ACE
unit believes the leadership of the entire organization is willing to support changes in order to
improve patient care and outcomes.
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One of the threats to preventing falls on the ACE unit is staffing. As mentioned
previously, although the staffing ratios on the ACE unit are quite good particularly when they are
full, the number of NTs drops as soon as the unit is not full. Additionally, because their staffing
grid calls for the highest number of NTs in the hospital, NTs are often pulled to other floors that
are short. Despite much research, the relationship of RN and non-RN staffing to falls is not
conclusive or well understood (Staggs & Dunton, 2013). However, since the patient population
of the ACE unit requires help with mobility, bathing, eating, and toileting having the full
complement of NTs is helpful.
A second area that could be a threat to a new fall intervention was the roll out of a new
EHR system. Introducing a new EHR is a huge undertaking for both an organization and its staff.
All RNs and NTs went through multiple classes to learn the new system and were under stress as
they applied what they learned in the work setting when the EHR “went live” in November 2017,
shortly before education and implementation of intentional rounding and toileting took place.
Staff stated that they felt burned out on new things at this time causing implementation of
another new thing to be considered as a burden. A new fall risk assessment tool and fall
prevention protocol were also rolled out at that same time as the new EHR, which led to more
change – specifically around falls policy and interventions.
Project Plan
Purpose of Project and Clinical Question
The purpose of this DNP scholarly project was to decrease falls among the elderly
hospitalized population on the ACE unit. The strategy for accomplishing this was to implement
more regular and intentional rounding and toileting. The project investigated the clinical question
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Does increased regularity and intentionality of rounding and toileting decrease falls in this
population?
Project Objectives
Objectives for this DNP project were aimed at promoting regular and intentional
rounding and toileting in an effort to decrease falls. Evidence based implementation strategies for
successful uptake of a practice change were used to support these objectives. Following are the
overall objectives for this DNP project.
1. Assessed for readiness and identified barriers and facilitators to implementation.
Each setting is unique and has its own barriers and facilitators regarding suggested
change. Assessing for these and enhancing or mitigating them as needed is an evidence-based
implementation strategy (Powell et al., 2015). The context or setting of a planned practice
change is one of the core elements that needs to be addressed for successful implementation
within the PARiHS framework.
2. Built a Coalition by identifying and preparing champions prior to implementation of
intentional toileting and rounding on January 25, 2017.
The success and sustainability of any intervention relies on the compliance and
engagement of the staff involved (Morgan et al., 2016). One evidence-based implementation
strategy is to build a coalition by recruiting and building relationships with staff members to be
partners in the implementation effort (Powell et al., 2015). Additionally, since the student
facilitator has an outside role in this setting, this group can give helpful input in to what
strategies for implementation may work based on their experience working in this setting, with
these co-workers, and this population. A second evidence-based intervention is to identify and
prepare champions who are dedicated to supporting and marketing the intervention and can help
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overcome indifference or resistance to the change (Powell et al., 2015). These people can be vital
for uptake of the intervention.
3. Educated all ACE unit RNs and NTs regarding the following:


Intentional hourly rounding including:
1. Timing and steps of rounding according to the literature.
2. The 5Ts of the organization’s rounding policy: Toileting, Tolerance to pain, Turning,
Tidy up, and Technology
3. Modifiable risk factors to look for when in a patient room (part of the tidy-up and
technology component of rounding).
4. Evidence about benefits of rounding including decreased falls.



Toileting schedule (TS) including:
1. Which patient fall risks assessed by the FRA should prompt RNs to consider putting a
patient on a TS.
2. Implementation strategies to let the rest of the team know the patient is on a TS.
Developing educational materials, distributing educational materials, and conducting

educational meetings are all evidence-based implementation strategies (Powell et al., 2015).
Educating RNs and NTs about evidence-based ways to prevent falls was essential to this DNP
project. One large study on hospital falls found that some of the barriers to implementing
interventions to decrease falls were: lack of face to face staff education, lack of belief that falls
could be prevented in some populations, and lack of ownership in fall prevention efforts (Ayton
et al., 2017). Therefore, providing education regarding interventions that have worked to prevent
falls in other acute care settings, is a way to help people believe that they can make a difference
in fall rates and empower them with strategies to do that. Education in this project took place
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through a presentation at staff meetings, simulation education, written materials (flyers and
pocket cards), and e-mailed weekly updates. The simulation specifically addressed all 3 domains
of education according to Bloom’s Taxonomy: cognitive, affective, and psychomotor (Anderson,
Krathwohl, & Bloom, 2001).
4. Piloted and evaluated increased hourly rounding and intentional toileting of eligible patients to
decrease falls.
Audit and feedback is an implementation strategy of collecting and summarizing clinical
data over time (Powell et al., 2015). This can be a way for staff and management to see how their
practice is changing and give evidence for how these new behaviors are making a difference. If
the implementation is going in the hoped-for direction this data can be used to celebrate
incremental victories and create quick wins (Kotter, 1996). Successes can be used to continue to
sustain the new behavior. In addition, data can be monitored and evaluated for places where
continued modification could be helpful (Powell et al., 2015).
5. Delivered outcomes to key stakeholders by final report of results through a paper,
presentations, and a poster reporting on if the objective, to decrease falls in the ACE unit, was
achieved and how the clinical question was answered.
Type of Project
This DNP project was a quality improvement project. Quality improvement is a
“systematic and continuous process that leads to measurable improvement in health care services
and the health status of targeted groups” (Health Resources and Services Administration
[HRSA], 2011). Quality within a health organization is linked to the delivery approach or
systems of care within the organization, therefore quality improvement should focus on these
systems and processes of care (Moran et al., 2017). Outcomes of a quality improvement project
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should always be patient centered (Moran et al., 2017). The organization the ACE unit is a part
of already has a rounding protocol (see Appendix L) but it was not being implemented in the
ACE unit in an intentional way. Working rounding, and with it toileting, into the RN and NTs
normal workflow was a change to the current processes of the ACE unit that would bring them
into compliance with current hospital policy. This change had the potential to have a big impact
both on patient satisfaction as well as patient safety.
Setting and Resources
This DNP project took place on the ACE unit in a Midwestern hospital. Resources
necessary to complete this project included technology, people’s time and knowledge, space and
props for a simulation, and educational materials. Technology needed for this project included
the EHR, e-mail, Web-X, excel, and access to the organization’s computer system. The people
whose time was required included the ACE staff (RNs, NTs, unit secretaries, unit aides,
pharmacist), ACE leadership (unit manager, CNSs), people who helped with data (organization
improvement specialist, statistician) and people who helped with the simulation education
(simulation experts, ACE unit educator). Educational materials included a room to use for 18
days and nights for the simulation, props to furnish the room, flyers and pocket cards printed at
Fed Ex/Kinkos, surveys printed at GVSU, and weekly e-mailed updates.
Design for Evidence-Based Initiative
The PARiHS framework was used to guide the design for this evidence-based initiative.
All three core elements of the PARiHS framework, evidence, context, and facilitation were
considered while creating the design (see Appendix N)
Evidence. Implementation is more likely to be successful when there is a high level of
evidence behind it. The literature used to guide this project on falls were all high level systemic
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reviews and meta-analysis which represent a high level of evidence (Kitson et al., 1998). All
evidence led to the same conclusion that multifactorial and multiprofessional interventions
targeting multiple risk factors are necessary to prevent falls in acute care settings. However, there
is no consensus in the literature about which exact components are necessary in a multifactorial
intervention. The ACE unit already has multiple fall prevention components in place including
fall assessment, identification of those at high risk, physical therapy for mobility assessment and
enhancement, mobility aids for those who need them, and medication review by a pharmacist.
Due to the scope of the student project it was decided to focus on one component, an intentional
rounding and TS, that was frequently part of successful multifactorial interventions but was not
currently being implemented fully on the ACE unit (Cameron et al, 2012; Hempel et al., 2013;
Oliver et al., 2010; Spoelstra et al, 2012). Staff education, which is another frequent component
of successful fall prevention efforts, was also used in a simulation, presentation, and written form
to enhance knowledge about modifiable fall risks factors and the importance of rounding and
toileting in fall prevention (Hicks, 2015; Hollenback, Simpson, & Muller, 2017; Oliver et al.,
2010).
Context. Based on the organizational assessment of the ACE unit there was a high level
of context for this project. Fall prevention was the only goal the unit was not currently meeting,
therefore, there was a sense of urgency around this problem. The culture and staff on this unit
were already patient-centered and this initiative further emphasized patient-centered care in the
form of rounding and toileting to proactively meet patient needs. The roles are clear, in that RNs
were ultimately in charge of making sure regular rounding and toileting were happening.
However, RNs and NTs work together as a team and needed to make a plan at the beginning of
each shift, so each person knew what they were responsible for. The RNs and NTs were both
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responsible for charting any toileting or other interventions while in the room. In addition, the
“champions” and charge nurses were responsible for reminding staff in the morning huddle to
make a plan to round and toilet. The student was responsible for measurement including auditing
how often toileting and rounding were occurring and giving feedback to the staff.
Facilitation. The student was in the facilitator role for this project along with help from
the unit manager and coalition RNs. According to Kitson et al. (1998) the facilitator is vital to
the success or failure of the implementation of research into practice. The biggest barrier to
implementation of this intervention was the busyness of the staff and the many pressures on their
time. In order to fit the simulation into the schedule, it was offered during multiple different
shifts and times, including after all January 2018 staff meetings, so that as many people as
possible could make it. In addition, since the facilitator came from outside the unit, she was very
open to input from the coalition and champions on how increased rounding and toileting can best
be implemented with minimal disruption to work flow. The facilitator also worked to sell other
possible benefits of increased rounding and toileting such as decreased call lights and greater
patient satisfaction (Morgan et al., 2016).
The student facilitator was also very aware of the staff’s hard work and dedication and
how hard change can be. In order to further facilitate this project, the student was respectful,
empathetic, and flexible. In order to show respect for staff time the student had treats and gifts
available during the education simulation. The student was empathetic regarding the disruption
to work flow this intervention may cause. The student was present on at least 2 days per week for
4 or more hours each day during the pilot period (Feb 4 – March 4, 2018) both to audit charts
and provide feedback and to be a support and cheerleader for the team.
Participants
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The participants in this DNP project were any patients hospitalized on the ACE unit and
any RN or NT working on the ACE unit during this project timeframe. Any patient chart could
be reviewed and data on all falls and call lights were monitored. All RNs or NTs were included
in written and staff meeting education and invited to come to the simulation education. Fourteen
RNs and NTs chose to come to the simulation forming the volunteer sample for this part of the
project. No other recruitment was necessary for this project.
Measurement: Sources of Data and Tools
Measurement of data is necessary to evaluate if the project objectives, purpose, and
clinical question were met. Data were collected from observation, surveys, discussion with RNs
and NTs, EHR chart review, and manager report (# of falls, call light data, patient satisfaction).
See table of implementation strategies and measurements in Appendix R for a table of this
information.
Each objective was measured. First, to assess for readiness and identify barriers and
facilitators an organizational assessment and SWOT analysis were performed. In addition, preand post-surveys as well as answers from a debrief session were collected from those RNs and
NTs who attended the simulation. Second, the measure of a successful coalition was inclusion of
at least one RN and one NT each shift who were able to give advice, feedback on the plan, and
champion the project through leading by example in rounding and toileting and encouraging
others to do the same. In addition, both the charge RNs and manager must be willing to push for
rounding and toileting during pre-shift huddles during the pilot period.
Third, to determine if the objective to educate the staff had been met, the number of RNs
and NTs who received each type of education was measured and calculated as a percentage. To
measure the outcome of the simulation education, a pre- and post- survey was given to staff prior
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to and following the simulation to see if it increased knowledge about modifiable fall risks, the
5Ts, and the importance of rounding and toileting. A third survey was given 1 month after the
simulation to those who participated to see if learning was maintained and obtain their
assessment on rounding implementation. Each simulation round was monitored through a
checklist during the simulation to see if the script was followed and each of the 5Ts was
assessed. A scorecard was used to see if all 14 modifiable fall risk factors in the room were
identified.
Fourth, to evaluate if the objective of increased rounding and toileting was met post
intervention a sample of 40 pre-intervention charts and 46 post intervention charts were reviewed
through the EHR for charting of 3 of the Ts: toileting, pain, and turning/repositioning. In
addition, it was noted how many eligible patients were placed on a TS by the RN and whether it
was charted appropriately. Patients were considered “eligible” for a TS if they scored a 2 or
higher (out of 4) in any one fall risk factor or 1 or higher (out of 4) on two or more fall risk
factors (mobility, mental, status, toileting) for which a TS was part of the recommended care
plan. Additionally, 25 hours of observation regarding how often rooms were entered by RNs and
NTs and what percentage of those entrances were proactive vs reactive was completed prior to
and post implementation to evaluate for change.
Finally, the purpose of this project was to decrease falls among the elderly hospitalized
population on the ACE unit. The number of falls in the months following the intervention was
determined by the ACE unit manager through RN report and formal reports in the ERS. The
clinical questions this project seeks to answer are: 1) Did regularity and intentionality of
rounding and toileting increase post implemenation? 2) If so, did increased regularity and
intentionality of rounding and toileting decrease falls?
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Implementation Steps and Timeline
Kotter’s 8 step change model served as a guide for implementation of this project. See
Appendix S for a visual timeline of each step.
1. Create a sense of urgency:
o The student met with stakeholders, including the unit manager, improvement
specialist, CNSs, Pharmacist, RNs and NTs from August – December of 2017.
Every stakeholder agreed that falls, particularly those with injury are a problem
and need to be prevented.
2. Create a coalition: November 2017 – January 2017
o Based on recommendations from the ACE unit manager, the student met with one
RN from day shift and one RN from night shift in December 2017 to discuss how
rounding and toileting could be improved on the ACE unit, including barriers and
facilitators.
o The student worked with one day shift NT who helped change the NT report sheet
to include toileting.
o

Some of the RNs and NTs who came to the simulation were excited about what
they learned and excited to implement it in their practice.

3. Create a vision: November 2017 – January 2018
o Presented evidence on how rounding and toileting can help decrease falls to the
coalition RNs and ACE unit manager. Together we came up with a vision for the
initial goal to re-educate regarding rounding and toileting on the ACE unit, and to
work to increase intentional rounding and placing patients who need it on a TS.
4. Communicate the vision: January 25- February 2, 2018
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The vision was communicated through multiple methods of staff education,
including:
o Presentation at staff Meetings: Introduction to rounding and toileting (see
Appendix T)


Timing of rounds - (every 1 hour from 0600 to 2200pm, every
2 hours from 2200 to 0600)



5 Ts: Toileting, Tolerance to pain, Turning/repositioning, Tidyup, Technology.



Which fall risk factors assessed through the FRA should lead
RNs to consider putting patients on a TS and how this should
be charted and communicated to the rest of the team.

-

Chart in About Me Individualization

-

Write on white board NEXT time patient due to be toileted

-

Report to next shift RNs/NTs (report sheet)

o Simulations: The student led 6 20-minute simulations focused on the steps of
rounding, assessing the 5Ts, and recognizing modifiable fall risk factors in the
room (see Appendix U for outline and Appendix V for script). The simulation
was set up in an empty room on the 4th floor. The simulation was conducted at
various times including after each of the 4 staff meetings and unit shared
leadership meeting and 2 additional times that overlapped both day and
evening shifts to try to educate as many RNs and NTs as possible. Simulation
times were advertised during each staff meeting, through weekly update e-
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mails, and on the MDI board. The student also brought treats for those who
came to the simulation and this was advertised along with the time.
o Written Education: Individual flyers regarding falls, rounding, and toileting
were placed in the mailbox of each RN and NT (Appendix W). Larger flyers
with similar information were hung on the wall of the break room, conference
room and hallway behind the nurse's station (Appendix X). Laminated flyers
of modifiable fall risk factors to look for in the rooms were hung in each
patient room (Appendix Y). Laminated pocket cards with the steps of
rounding (including the 5Ts) on one side and modifiable fall risk factors to
watch for in rooms on the other side were given to each RN/NT (Appendix Z).
o Morning Huddles and weekly updates: student attended 4 morning huddles the
week after simulations ended (2/4/18 to 2/8/18) to encourage rounding and
toileting and to answer any questions. A short summary of information
regarding rounding and toileting was also included in e-mailed weekly
updates that go out to all staff on Friday mornings (2/8/18 – 2/24/18).
5. Empower action:
o Rounding was encouraged to take place every hour between 6:00am to 10:00pm
and every two hours from 10:00pm to 6:00am (Hicks, 2015).
o Pocket cards with the 5Ts of rounding were handed out to RNs/NTs who came to
the simulation, were handed out at morning huddles the week after the simulation,
and a stack was left in the break room for all RNs and NTs to carry with them
making steps of rounding and 5Ts easily accessible.
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o A laminated flyer of modifiable fall risk factors that could be found in patient
rooms, such as would fall under the tidy up and technology Ts, was hung in every
patient room on the supply cupboard near the doorway.
o A printout of the 8 patient fall risks assessed by the FRA and corresponding care
plan recommendations was attached next to the screen of each computer, both in
rooms and at the nurse’s station, so RNs could easily see which risk factors a TS
is recommended for.
o Optimal TSs were to be determined by RNs and then entered by RNs in the
“About Me Individualization” box on the summary page of each patient’s EHR
chart. This is the first screen that opens when a patient’s chart is opened, and
some RNs and NTs give report from it. This charting location allows RNs and
NTs on all shifts to easily check if the patient is on a TS.
o RNs and NTs were also asked to write on the white board in the patient’s room,
next to the activity section, the NEXT time a patient is due to be toileted so that
anyone who enters the room is aware and can help toilet them as needed.
o The student was on the unit at least 2 days a week for at least 4 hours each time to
help encourage rounding and toileting and answer any questions. In addition, the
student looked for patients who could be placed on TSs based on their fall risk
score and spoke with the patient’s RN one on one about why they thought a TS
would our would not benefit the patient.
o The student spent a total of 25 hours over 4 weeks following the education
(including time on night shift and weekends) observing room entrances and exits
by RNs and NTs to monitor how often they entered, how long they spent in the
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room, and what percentage of entrances were proactive vs reactive (due to call
light, bed alarm).
6. Create quick wins:
o Once a week for 4 weeks following the education and during the initiation of
intentional rounding and toileting, the student audited charts of a sample of high
fall risk patients to determine what percentage of patients were placed on TSs as
well as if number of times patients were toileted during 24 hours had increased.
o The student also received the weekly number of call lights activated from the
ACE unit manager.
o The number of patients placed on TSs as well as call light information was
communicated to staff through the weekly e-mail update.
o The RNs who placed patients on TSs were thanked and congratulated.
o Any falls that occurred were noted by date on the MDI board across from the
nurse’s station.
7. Building on the change:
o A final report will be provided to the ACE manager by March 26th and the results
will be presented at the ACE unit shared leadership meeting on March 21, 2018,
including whether or not toileting and rounding increased and if falls were also
reduced.
o The final report will also be presented to the organization wide Falls committee
on March 27, 2018.
8. Make is stick:
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o Thank the ACE unit staff for their hard work taking care of patients, reported
project results, and reminded them to continue to incorporate rounding and
toileting in to their daily practice through the weekly e-mailed update on March
23, 2018.
o Reporting out results and recommendations to stakeholders in the organization
such as the manager, ACE shared leadership, and falls committee as stated above
o Handing over the data and outcomes to a new DNP student who will continue
working with the organization to decrease patient falls.
Evaluation Plan
Evaluation of the objectives occurred during the 40 days following implementation of
this project on January 25, 2018. This quality improvement project was evaluated by collecting
outcome data (listed below) to examine overall quality improvement (decrease number of falls).
The DNP student collected and analyzed the data, along with a statistician, to evaluate the
effectiveness of each intervention strategy. The DNP student was responsible for all data
collection.
RN and NT readiness including barriers and facilitators.
Surveys and debrief session.
Surveys were given to the 14 RNs and NTs who attended the simulation. All 100%
(N=14) completed the pre-/post- simulation survey and engaged in the debrief session
immediately following the simulation. Ten out of the 14 (71%) RNs and NTs who attended the
simulation completed the 1-month post simulation survey. Barriers and facilitators as expressed
by the RNs and NTs both in writing (see pre/post/1-month surveys in Appendices AA through
CC) and verbally (debrief) will be reported.

GRAYSON FINAL DEFENSE

44

Coalition.
The coalition strategy was considered a success if the student was able to recruit 1 RN
and NT from each shift and if the champions led by example and encouraged others to round and
place patients on TSs. This was evaluated by the student’s field notes and discussion with the
champions pre and post implementation.
Education.
Access. Percentage of RNs and NTs who attended staff meetings, simulation, and had
access to the written education was measured to evaluate how many staff the education reached.
Simulation. Pre and post simulation survey data will be analyzed for increased
knowledge of the 5 Ts. A checklist tool was used to monitor simulation objectives met
(Appendix DD). A scorecard was used to evaluate number of modifiable fall risk factors found in
room (Appendix DD). In addition, a 1-month post simulation survey will be analyzed for
retention of the 5Ts.
Increased rounding and toileting.
Chart Audit. Patient charts were audited by the student using a chart audit tool
(Appendix EE) and the EHR in the two weeks prior to education and implementation and in the
four weeks post education as practice change was being implemented. Forty charts of patients
currently hospitalized on the unit were audited prior to education and 46 charts post education. In
the two weeks prior to implementation 20 charts were audited per week on 2 different days. In
the 4 weeks post education 10-12 charts were audited per week. The student randomly chose
charts from among patients currently on the unit that day who had at least 24 hours of data to
draw from. The auditor was looking for: the number of times toileting, pain assessment, and
turning or repositioning (3 of the 5 Ts) were charted in the last 24 hours.
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The student also recorded the patient’s FRA score (0-4) in the areas of mobility, mental
status, and toileting– the three fall risk factors that a TS is recommended for. Based on that score
the student did the following:
o If the patient was eligible to be placed on a TS (2 or greater in any one fall risk dimension
or 1 or greater in 2 or more dimensions) the student looked to see if the RN had placed
the patient on a TS by charting it in the “about me individualization” box on the summary
page of the EHR chart.
o If it was NOT documented that the patient was on a TS the student determined, based on
a conversation, why the RN did not think the patient would benefit from a TS.
o

If a TS was charted in “about me individualization” then the student assessed through
observation and discussion with RN or NT whether the NEXT time the patient was due
to be toileted was written on the patient’s whiteboard and whether the TS were reported
to the RN and NT on the next shift.

Observation. 25 hours was spent observing rooms both pre and post education to gather
information on how often on average RNs and NTs entered rooms, how much time on
average was spent in rooms, and what percentage of the time rooms were entered reactively
(due to call light or alarm) vs proactively. See the observation tool in Appendix FF.
Observing was completed by the student for 2 or more hours at a time, watching the
doorways of 2-5 rooms at a time. Rooms were observed in multiple different parts of the
unit (near nurse’s station and back corners) and during multiple shifts (day, night, evening)
and days (weekdays and weekends) to get a broad overview.
Decrease in Falls.
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Evaluation of whether the purpose of the project, to reduce falls, was achieved occurred
in the 28 days following implementation. The number of falls from the 28-day post
implementation period was gathered from RN report to the manager as well as formal reporting
of falls in the ERS. Falls per 1,000 patient days was calculated for February 2018 following
implementation and compared to the same rate in the months data was available previous to
implementation (January 2015 – January 2018). Falls with injury were also reported. If the rate
of falls decreases at the same time that regular rounding and toileting increases than the clinical
question was answered and the purpose of the project was fulfilled.
Secondary measures.
Call lights. Weekly call light activation data was gathered from the manager in the three
weeks pre-implementation and the four weeks post implementation to see if there has been any
decrease in call lights
Patient satisfaction. The manager will follow up on patient satisfaction rates for
February and March of 2018 following implementation, but this information will likely not be
available in time for the DNP student’s final report.
Ethics and Human Subjects Protection
Ethical consideration was determined for this project. Grand Valley State University
(GVSU) and the site Institutional Review Board (IRB) determined this as a quality improvement
project (see Appendices GG and HH).
Budget
The budget for this DNP project is in Appendix II. Most of the costs for this project are
based on time spent by people. The student served as the facilitator or project manager for the
project. The student donated time to create an educational simulation (25 hours), educate
regarding the intervention at 4 staff meetings (4 hours), educate RNs, NTs, and other unit staff
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through running the simulation 6 times (10.5 hours), and spent 8 hours per week to audit the
intervention through data collection (6 weeks total). The student is an RN with 8 years of
experience whose time were calculated at $27.00 per hour (Glassdoor.com, 2017). The total
donated cost for the student’s time was $2,363. In addition, a statistician from GVSU donated
her time to analyze the data outcomes (4 hours). Time was estimated at $25.00/hour for a total of
$100.00 (glassdoor.com, 2017). Finally, there was presidential grant money that was used for
making and laminating educational supplies for the staff as well as a poster for dissemination of
results amounting to $386.11.
RNs and NTs on the ACE unit took 30 minutes of their time to do the educational
simulation. This amounted to 9 RNs at $27.00/hour and 5 NTs at $12.50/hour equaling $152.75.
In addition, many organizational employees and university employees have given time to the
student to help create this project including 2 CNS at an average hourly rate of $48 (Salary.com,
2017a), 1 pharmacist at an average hourly rate of $63 (Glassdoor.com, 2017), 2 simulation
experts, 1 from GVSU and one from the organization, at an average hourly rate of $63
(Salary.com, 2017b).
Finally, the savings to the hospital of avoiding one fall could be significant. Treatment for
fall related injuries was not reimbursed by CMS. Since all ACE unit patients are 65 years or
older they likely have Medicare which would not reimburse for injury. In addition, patients who
fall tend to stay longer in the hospital. The average length of stay on the ACE unit is 4 days,
however among those who had fallen during the 31 months of analysis the average length of stay
was 8 days. According to the literature these extra costs can be up to $13,000 for one patient fall
(Hester & Davis, 2013).
Results
Coalition
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The student recruited 2 RNs, one from the day shift and one from the night shift, to
inform and advise regarding the implementation plan. They were also able to encourage fellow
staff members to come to the simulation and to serve as examples for other staff members
regarding regularly rounding on patients and putting eligible patients on a TS. In addition, the
student was able to work with one NT on day shift to discuss barriers and facilitators to
rounding, the plan for implementation, and to update the NT report sheet with a place for
schedule toileting. This NT also encouraged fellow staff members to come to the simulation and
to round and toilet patients. The student was not able to recruit an NT from night shift to become
part of the coalition.
Education Attendance
Thirty-five out of 47 (74.5 %) RNs and NTs received the education on rounding and
toileting through the staff meeting. Fourteen of 47 (30%) of RNs and NTs attended the
simulation training and took the pre-/post-simulation surveys, 10 out of 14 (71.4%) of these RNs
and NTs took the 1-month post-simulation survey. Nine of the simulation attendees were RNs (6
day, 2 evening, 1 night) and 5 were NTs (3 day, 2 evening). Only one of the simulation
attendees was from night shift. All RNs and NTs (100%) received a rounding education flyer in
their mailbox and had access to the pocket cards. Every patient room (n=21) has a laminated
flyer of modifiable fall risk factors to look for. Every computer on the unit that RNs and NTs
used to chart had a diagram of the 8 FRA risk factors and corresponding care plan elements
attached to it.
Simulation Outcomes
RNs and NTs went through the simulation either singly or in pairs depending on how
many people attended at one time. Overall, 2 of the 14 people (14%) completed the simulation
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on their own and 12 of the 14 (86%) completed the simulation in pairs, for a total of 8 simulation
runs. A checklist was used to evaluate if the following 3 simulation objectives were met. First,
were the steps of an hourly round performed (as on pocket card script) including addressing each
of the 5Ts? Second, were at least 10 out of 14 (70%) of modifiable fall risk factors identified
during the simulation? Third, was prioritization of communication with patients and family
members regarding rounding and fall risk demonstrated?
All 8 simulation groups (100%) greeted the patient and explained rounding, addressed all
5Ts, and asked if the patient needed anything else. Seven of the 8 groups (87%) encouraged the
patient to get up to go to the bathroom after the patient originally refused. Seven of the 8 groups
(87%) reminded the patient to not get up without calling for assistance. Six of the 8 groups
(75%) verbalized to the patient that they or someone from the healthcare team would be back in
1 hour to check on them, but 0 of the 8 groups wrote the time they would be back on the white
board.
All 8 simulation groups (100%) identified at least 10 out of 14 (70%) of the modifiable
fall risk factors. Four of the 8 (50%) found all 14 of the modifiable fall risk factors in the room.
Two out of 8 (25%) missed 4 of the modifiable fall risk factors, 1of 8 (12.5%) missed 3, and 1 of
8 (12.5%) missed 2. The fall risk factors that were missed most often were bedclothes and SCDs
trailing on the floor (4 times), IV fluids almost gone (4 times), and trash not near the bed/chair (2
times). Three other fall risk factors - eye glasses not in reach, walker left next to the bed, and fall
risk bracelet missing - were each missed once.
Survey Results - pre/post and 1-month survey
Likert scale. There were 4 Likert format questions on the pre/post simulation surveys.
The scale ranged from 1 to 5 labeled “strongly disagree” to “strongly agree” with 1 being
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strongly disagree. On average staff were scored lower on the pre-survey. The difference was
significant for 2 of those questions. First, “I currently round on and toilet my patients on a
regular schedule” (pre-survey) to “Do you plan on rounding and toileting your patients on a
regular schedule going forward?” (post-survey) showed a significant increase towards more
strongly agreeing (p=0.001). Second, “I know what modifiable fall risk factors to look for every
time I am in a patient’s room” increased significantly from the pre to post survey (p=0.0002).
The answers to the questions “I believe it is possible for me to perform intentional hourly
rounding and toileting on each of my patients (along with NT/RN)” and “I believe intentional
rounding and toileting can decrease falls” both increased but did not do so significantly (p=0.125
and p=0.187 respectively). A graph with the percentage of answers (1-5) to each question are in
Appendices KK through MM.
Knowledge of 5Ts. Three out of 14 (21.4%) people were able to identify all 5Ts
(Toileting, Tolerance to Pain, Turning, Tidy-up, and Technology) correctly on the pre-survey.
On the post survey 13 out of 14 (93%) were able to correctly identify all 5Ts, a 71.6%
improvement (p=0.0005). Ten of the 14 simulation participants (71%) took the 1-month follow
up survey and 9 out of 10 (90%) correctly identified all 5Ts at this time. A graph of this
information is in Appendix LL.
Barriers and facilitators. Barriers listed by RNs and NTs on the pre-survey provided 2
main themes: busyness and interruptions. Staff stated that administering medications, taking
vitals, getting blood sugars, bathing, feeding, turning, toileting, keeping patients and families
updated etc. keeps them moving all day and some patients take much more time than others and
can “throw off a schedule”. Patients who require two people to turn, toilet, ambulate etc. can
keep two staff members busy for significant amounts of time. In addition, admits to the floor,
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phone calls, call lights, and bed alarms all cause additional interruptions that can make it hard to
stick to a schedule.
On the post-survey RNs and NTs stated that the number one thing that would help
facilitate rounding was communication between RNs and NTs. Having a clear plan on who
would round when, having both roles helping with rounds, communication between any RNs and
NTs who help the patient to the RN and NT assigned to the patient, and better communication
regarding rounding during shift change were all mentioned. In addition, continuing to practice
rounding and more staffing of RNs and NTs were each mentioned once as facilitating rounding.
Debrief discussion. Four main questions were addressed during the simulation debrief:
How did it feel to round using the steps on the pocket card? Most said that they read the
card before entering the room but did not look at it while doing the round. Both RNs and NTs
said that many of the steps of rounding as listed on the pocket card are things they already do,
but without specifically thinking of assessing for each of the 5Ts and looking for specific
modifiable fall risk factors. They generally are less intentional about their language then the
script encourages and tend to ask if the patient needs anything else without specifying what those
needs might be. They also said they do not give a time when they expect to be back, but instead
give a more general “later” or “soon”.
Do you think you will be able to incorporate these steps of rounding into your practice?
Many said that it depended how busy the day was and how much the other role (RN or
NT) was able to help. One RN pointed out that the 5Ts give her a framework to proactively ask
about specific needs the patient may have (are you in any pain?, do you want to change
position?, can I help you get to the bathroom?, do you have everything you need near you?)
instead of generally asking “is there anything you need” putting the onus on the patient to
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remember anything they may need at that moment. All stated that they thought assessing for each
of the 5Ts while they are in the room was doable but that it would be hard to get to each room on
a specific schedule. Toileting was the T that caused the most anxiety as it can take a long time to
toilet a patient which can lead to not being able to round punctually on subsequent patients.
What barriers do you see to incorporating rounding in this way? Similar to the barriers
and facilitators listed on the survey, RNs and NTs thought that the busyness of their current
shifts was the biggest barrier to being able to round on a specific time schedule. Every RN and
NT was nervous about and unwilling to write a time the next round would occur on the white
board because “it’s hard to know when I’ll be back” and committing to a specific time “sets us
up for failure”. Writing down or even verbalizing a specific time can cause a patient or family to
“get mad” if we are not back at “that exact time” and it is easy to get “stuck in another room”
and not be able to make it back on time.
What did you like or dislike about the simulation overall? Everyone had positive things
to say about the simulation education. One RN said it was “excellent” and should be part of RN
and NT orientation or maybe a required skills check off each year. Multiple people said it was a
good reminder of what to include when rounding; and what modifiable risk factors to look for in
the room. Many people said that the scavenger hunt for modifiable risk factors made the
simulation “fun”.
Observation of Room Entry Pre/Post
Data from observation showed the mean time between RNs or NTs entering rooms
decreased from 31.17 minutes (SD 29.29) pre-implementation to 25.67 minutes (SD 28.33) postimplementation. Pre-implementation there were nineteen out of 120 (16%) occurrences when
RNs or NTs were absent from the room for > 60 minutes at a time. The mean time out of the
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room during these 19 instances was 85.58 minutes (SD 19.90). Post-implementation RNs/NTs
being out of the room for > 60 minutes decreased to 13% (11 out of 85) of instances, however
the mean time increased to 87.9 minutes (SD 24.23).
Percentage of time the room was entered reactively, in response to a call light or alarm,
decreased from 29% (40 out of 120) pre-implementation to 22.8% (32 out of 140) postimplementation. Similarly, the percentage of time a room was entered proactively increased from
71% (98 of 120) pre-implementation to 77% (108 of 140) post-implementation. The mean
amount of time spent in the room decreased slightly from 6.66 minutes (SD 7.23) preimplementation to 6.43 (SD 7.30) post-implementation.
Chart Audit Pre/Post
Charting of 3 of 5 Ts. Forty charts pre-implementation and 46 charts post
implementation were audited for the number of times pain assessment, toileting, and
turning/repositioning were documented in a 24-hour period. Normality was assessed on each
variable for pre and post. Pain assessment was the only variable for which normality was met
therefore a two-independent sample t-test was performed. Pre-implementation pain was assessed
a mean number of 5.38 times in 24 hours (SD 2.91) and post implementation pain was assessed a
mean number of 5.41 (3.03). There was not significant evidence to suggest that the mean number
of times pain was assessed was different between groups (p=0.953). A Wilcoxon Rank Sum test
was performed on toileting and turning since normality was not met. There was significant
increase in toileting from a median of 5 (Inter-Quartile Range [IQR] 3) times in 24 hours preimplementation to a median of 6 (IQR 4) times post-implementation (p=0.042). There was also a
significant increase in turning/repositioning from a median of 8 (IQR 10.5) times in 24 hours
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pre-implementation to a median of 12 (IQR 5) times post implementation (p=0.0006). See
Appendix NN for table of this data.
Toileting Schedule (TS). Chart audits prior to the education and implementation period
found 0 of 30 eligible patients placed on TSs. Chart audits post implementation found 6 of 40
(15%) eligible patients were placed on a TS by the RN. Five out of the 6 (83%) patients placed
on a TS had it charted in the “about me individualization” box on the summary page of the EHR
chart. Zero of the 6 patients (0%) had the next time the patient was due to be toileted written on
the white board in the patient room. A TS line was added to the NT report sheet but based on
discussions with and 1-month survey results from the RNs and NTs, reporting the TS to the next
shift has been inconsistent. RNs who placed the patients on the TSs felt that it was not being
carried out consistently after their shift ended.
Patients who were eligible for TS but not placed on one by the RN were noted and the
student tried to connect with as many RNs as possible regarding what their reasoning was for not
initiating a TS. Data were collected from 15 such cases and multiple reasons were given. Four of
15 (27%) did not initiate a TS because the patient was A&O x 4 and called appropriately when
they needed to use the restroom, all 4 of these patients also had mobility or toileting deficits.
Three of 15 patients (20%) were not on TS because they were being straight catheterized on a Q6
schedule. Two of 15 (13%) were incontinent, not oriented, and in diapers. Two of 15 (13%) were
on comfort care. Two out of 15 (13%) had current indwelling urinary devices. One of 15 (7%)
the RN said they had “sort of” been toileting the patient on a schedule but had not officially put
him on one. One of 15 (7%) were toileted prior to bedtime and were given a medicine for sleep
and was not expected to wake during the night.
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The two RNs who were champions for the project were the ones who initiated TSs for the
6 patients who were placed on one. One RN who received a patient on a TS continued the TS
throughout her shift. Two RNs who took care of one patient on a TS told the student that they
thought TS helped the patient– both to urinate better and to decrease agitation leading to less
calling out.
Patient Outcomes
There were 3 total patient falls, all involving 1 patient, during the first 30 days following
the rounding and toileting education. This amounted to 5.47 falls per 1,000 patient days in
February of 2018 an increase from an average of 3.18 falls per 1,000 patient days in the 6 months
previous to implementation. In the 6 months prior to implementation the ACE unit saw an
average of 1.83 (SD 0.98) fallers per month. In the 30 days following implementation this
number decreased to 1 (SD 0) fallers per month (see Appendices OO and PP). There were no
falls with injury during the post implementation timeframe measured.
Secondary outcomes
Call lights. A 15% decrease in call lights from a median of 1422 (IRQ 276) activated call
lights per week (mean of 195/day) in the 3 weeks pre-implementation to a median of 1189 (IRQ
78.5) activated call lights per week (mean of 166/day) in the first 4 weeks of implementation
following education. This was not a statistically significant decrease (p=0.216). See Appendix
QQ for a graph of call light data.
Patient satisfaction. There is a lag in patient satisfaction data. Data for February and
March of 2018 were not yet available at the time of this report.
Discussion
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Barriers to implementing fall prevention interventions include lack of face to face staff
education, lack of belief that falls could be prevented in some populations, and lack of ownership
in fall prevention efforts (Ayton et al., 2017). The simulation education was successful in
teaching the steps of rounding, the 5Ts, and persuading participants of the ability to decrease
falls. Following the simulation RNs and NTs belief that regular rounding and toileting could help
decrease falls increased.
According to the literature 12% to 69% of falls are related to urinary and bowel
elimination needs and regular toileting is one component of effective fall prevention
interventions (Coussement et al., 2008; DiBardino et al., 2012; Hempel et al., 2013, Oliver et al.,
2010, Spoelstra et al., 2012; Zhao & Kim). Based on chart audits and discussions, no RNs were
initiating TSs before the education and implementation phase of this project but postimplementation more RNs are thinking about initiating TSs. RNs cite both the patient being too
confused and the patient being cognitively intact, as well as both the patient being continent and
the patient being incontinent, as reasons not to place them on a TS Additional education
specifically regarding which patients a TS benefits was needed. The majority of the survey
participants listed communication between RNs and NTs as the main facilitator needed to
increase regular rounding and toileting. Out of the 5Ts toileting causes the most anxiety and
therefore is not addressed as frequently as it could be.
DiBardino et al. (2012) recommended that in order to be effective, interventions need to
maximize adherence. In spite of increased intentionality of rounding and toileting, the 1-month
post implementation survey showed that only 20% of RNs and NTs strongly agreed that they
were currently rounding and toileting their patients on a regular schedule. While the number of
fallers decreased from 1.8 to 1 faller in the 30 days post implementation, falls per 1,000 patient
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days increased. Three falls were experienced by one patient, in a 6-day period. This patient was
agitated and confused and getting up on their own often when awake leading to RNs and NTs
being in the room frequently. After two falls a Posey bed was ordered; it was during a trial off of
the Posey bed that a 3rd fall occurred. A fall experienced by a patient with these characteristics
may not be prevented by intentional rounding and toileting as the needs may be more often than
hourly.
Limitations
Although this project had a lot of promise, there were several limitations. First, the time
frame for implementation and data collection were less than 2 months, making it difficult to
obtain some outcome data. Second, rounding was difficult to measure as not all care conducted
during rounding was documented in the EHR. The measures used to evaluate rounding –
observation, chart audit, and surveys were incomplete modes of measure of the practice change.
Third, the simulation education was not mandatory and therefore did not yield high numbers of
participation. Offering it on more dates and times may have increased attendance but this was not
possible due to the scope and timeframe of the project. Fourth, falls in this setting can happen 24
hours day, 7 days a week. The student was not able to spend an equal amount of time educating
and interacting with the night staff, as she was with the day and evening staff. Fifth, practice
change, particularly in a busy environment is hard to achieve. Although the staff were motivated
to work to decrease falls they felt that it was difficult to round regularly on their patients for
various reasons listed in the barriers section. The four-week time frame allowed for this project
for implementation was not sufficient to examine sustainability of the practice change.
Stakeholder Support and Sustainability
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At the beginning of the project the site mentor for this project, the ACE unit manager,
provided the DNP student with a letter of support (see Appendix JJ) and was highly supportive
throughout the project. Upon meeting with other stakeholders, the student found that there was
strong support for decreasing falls throughout the system. There was already a falls committee in
place in the health system, that meets monthly to work on this problem organization wide. There
was a CNS in charge of fall prevention in the organization as well as a quality improvement
specialist who tracks fall data system wide. Multiple people voiced support for an intervention to
increase toileting and rounding as a means to decrease falls.
Sustainability of a practice change can be difficult once the facilitator is no longer
present. Success is an important component of keeping momentum going. There were moderate
successes during the project – the number of fallers decreased, there were no falls with injury,
more patients were placed on TSs, a statistically significant increase of toileting and
turning/repositioning of patients in a 24 period, a decrease in entering patients room reactively,
and a decrease in activated call lights. However, falls per 1,000 patient days did increase in the
first 28 days and intentional rounding and toileting was not fully implemented. At the end of the
post implementation data gathering period there was still room for more regular and intentional
rounding and toileting, hopefully that would lead to even greater fall rate reductions. The RN and
NT champions who work on the unit are part of the unit’s shared leadership team and can
continue to focus on increasing intentional rounding and toileting. Outcomes were also
disseminated to the organization-wide falls committee and they expressed interest in using the
pocket card and room flyer from this project in other parts of the hospital. In addition, the final
report will be shared with another DNP student from GVSU who will be working with the
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organization on decreasing falls. Finally, the ACE unit manager will continue to work to reduce
falls in this unit.
Multiple deliverables from this project were left with the unit manager and/or are part of
the final report. These included an outline, facilitator script, and standard patient script for the
simulation, rounding flyer, laminated room flyers of modifiable fall risk factors, laminated
rounding pocket cards, FRA risk factors and care plan recommendations diagram at each
computer, and a “toileting” line added to the NT report script. In addition to the physical
deliverables, there were at least 3 RNs and 2 NTs who were excited about putting hourly
rounding and intentional toileting into practice. The education was a reminder for some and a
new understanding for others about the importance of including rounding in their practice. No
patients were being put on TSs prior to implementation, but now RNs are contemplating TSs as
part of the care plan based on their patients FRA score.
Implications for Practice
Simulation
The simulation education was well received, met desired outcomes and demonstrated it
could be a helpful in educating staff regarding rounding and modifiable fall risk factors moving
forward. In addition, the modifiable risk-factors “scavenger hunt” part of the simulation could be
used as a teaching tool for all disciplines who enter patient rooms (OT, PT, unit secretary, unit
aide, environmental services etc.) making this a truly interprofessional intervention. This
organization currently uses a lot of online modules and lecture-based learning during orientation
to educate RNs and NTs. Simulation education of this type can be an effective tool for learning
and retention because it includes all three educational domains (cognitive, affective, and
psychomotor) at once (Anderson et al., 2001).
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Toileting Schedule and Tailored Care Plan
Further education and coaching for RNs regarding which patients would benefit most
from a TS could be beneficial. Although putting patients on a TS is now evident as a possible
part of the patient care plan for ACE unit RNs, some were still confused about who should be on
one. This part of a larger issue throughout the organization regarding RNs being able to
successfully translate patients’ Hester Davis Fall Risk Assessment findings into a tailored care
plan to mitigate each individual fall risk factor. More education is needed to make sure tailored
care plans are being created based on the FRA. To make sure the patient’s TS was
communicated to the next shift, a toileting schedule line was added to the ACE unit NT report
sheet as part of this project. However, the RN report sheet is an organization wide document and
could also be improved by adding a toileting schedule component.
Fully Implement Rounding
Although, both toileting and turning did increase per 24 hours, and RNs and NTs were in
rooms more frequently, not all eligible patients were placed on a TS and rounding did not appear
to be happening on a regular schedule. An initial implementation of incomplete intentional
rounding and toileting did not decrease falls per 1,000 patient days on this unit. Continued
implementation and adherence of this intervention is promising for fall prevention in this
population but were not proved by this project in this timeframe.
Proactivity is Key
Room observation results found that, on average, RNs and NTs on this unit entered
patient rooms more frequently than every hour. Therefore, focusing on being in the room hourly
is less important at this point than focusing on assessing the 5Ts in order to proactively meet
patient needs while in the room.
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Interprofessional Collaboration
Finally, according to the literature, successful fall interventions must be interprofessional.
Consequently, rounding and toileting by the RNs and NTs to prevent falls must only be one
component of fall prevention. A comprehensive fall prevention policy must include all
disciplines in the organization working together to prevent falls.
Reflections on DNP Essentials
The American Association of Colleges of Nursing (AACN) requires that DNP students
must be proficient in the following 8 foundational competencies that are essential for advanced
nursing practice roles. Each is reviewed.
Essential I: Scientific Underpinnings for Practice
The DNP learns to integrate nursing science with knowledge from multiple sciences, use
theory to guide practice and enhance health care delivery, evaluate the outcomes, and develop
new practice approaches (AACN, 2006). This essential was achieved through this project by
preforming a literature search on falls and fall prevention and using the knowledge from this to
improve care. In addition, theories on the disablement process, use of evidence to change
practice, and implementation were used as frameworks for guiding change.
Essential II: Organizational and Systems Leadership
Leadership within organizations and systems is necessary to improve practice. This
essential focuses on assessing organizations, identifying system issues, and working to facilitate
changes in practice delivery to improve health outcomes and patient safety (AACN, 2006). The
student demonstrated organizational and systems leadership by meeting with leaders and other
stakeholders throughout the system and performing an organizational needs assessment of the
ACE unit related to falls. This information was then used to develop an intervention to improve
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fall prevention practice in the unit. Leadership and communication skills were used to assess
barriers and facilitators, listen to staff and stakeholder ideas, educate on the chosen intervention,
and work with staff to encourage implementation. Communication occurred through one-on-one
and group conversations, presentation, simulation, flyers, and e-mail. The student also went
through the process of creating a budget for this project as well as submitting the project
proposal to the organization and university HRRC committee which deemed it a non-research,
quality improvement project.
Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based Practice
An essential role of DNP graduates is to translate research into evidence-based practice.
This involves using analytic methods to evaluate evidence, applying relevant findings for
improvement of healthcare practices and outcomes, and participation in knowledge generation
and collaborative research (AACN, 2006). The student used analytic methods to evaluate
literature regarding the best evidence for fall prevention and to analyze current ACE unit fall
data prior to designing an intervention. The project included implementation of education on an
intentional rounding and toileting process and evaluation of its effectiveness. This quality
improvement project was put in place to provide safe, patient-centered care. Information
technology in the form of the EHR and Excel was used to extract, organize, and analyze data
related to falls.
Essential IV: Information Systems Technology
DNP graduates must be proficient in the use of, selection of, and evaluation of
information systems and technology resources to support practice and improve care. This
includes the related ethical, regulatory, and legal issues that come with the use of information
and systems technology (AACN, 2006). For this project the student used the organization’s EHR
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to gather data both pre and post implementation. E-mail was used for communication with
stakeholders and for education and encouragement through weekly e-mailed updates to staff
during implementation. Excel was used for organizing and analyzing data. The student was
careful to follow all ethical guidelines and maintain strict confidentiality of any identifiable
patient data.
Essential V: Advocacy for Health Care Policy
Heath care policy, at any level, creates a framework that can either help or impeded the
ability to address health care needs by delivering high-quality health care services. Therefore,
advanced practice nurses must be engaged in the process of policy development and advocacy
for good health care policy. During this project the student took into account the organization’s
current policy of fall prevention, the current practice regarding fall prevention on the ACE unit
and the evidence on fall prevention in the literature and used all three to find places for
improvement in ACE unit practice. This project did not include a policy change, but rather
working to move practice in this particular setting closer to existing organizational policy.
Essential VI: Interprofessional Collaboration
This essential emphasizes the importance of collaborative practice between multiple
healthcare specialties in today’s healthcare climate (AACN, 2006). DNP graduates must be able
to work in and lead collaborative teams of professionals in order to develop and implement
practice models that deliver excellent patient-centered care. For this project the DNP student met
with many different professionals in the health-care system including RNs, NTs, managers,
researchers, quality improvement data specialist, CNSs, educators, and pharmacists. These many
different voices allowed the student to understand the current practice, evaluate needed changes,
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assess barriers and needed facilitators, and gain other important input in order to design and
implement a practice change.
Essential VII: Clinical Prevention and Population Health
DNP graduates have knowledge regarding clinical prevention and population health
including the ability to analyze epidemiological, biostatistical, occupational, and environmental
data in order to develop, implement, and evaluate care delivery models and or strategies for
clinical prevention and population health (AACN, 2006). This project was focused on prevention
for better population health. Falls are a population health issue as they cause physical and
emotional disability, lead to poorer quality of life, and cost both the patient and the health care
system money. Preventing falls in the hospital allows patients to have better outcomes and
greater autonomy as they are discharged into the community.
Essential VIII: Advanced Nursing Practice
This essential specifies the primary practice competencies that are necessary in all
specialties and are a foundation for DNP practice. DNP prepared nurses have the ability to:
conduct comprehensive and systematic assessments in complex situations; design, implement
and evaluate interventions; develop and sustain relationships with patients and other
professionals in order to provide optimal care; demonstrate systems thinking in order to improve
patient outcomes; and educate and guide others through situational transitions (AACN, 2006).
This project covered all of these competencies. An organizational assessment of current fall
prevention practice was performed and systems thinking was used to design, implement, and
evaluate an intentional rounding and toileting intervention. In order to carry out this project
many relationships with various stakeholders, particularly the ACE unit manager and the RNs
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and NTs on the unit were developed and sustained. The student educated and helped guide the
ACE unit staff through the practice change.
Dissemination of Outcomes
Outcomes of this project were disseminated. First, findings were presented to the ACE
unit shared leadership’s March 21, 2018 meeting. Second, the outcomes were presented to the
organization fall committee at their March 27, 2018 meeting. Third, it was presented in poster
form at the MICNP conference on March 16, 2018, at the organization on April 3, 2018, and at
GVSU’s Graduate Showcase on April 10, 2018. Fourth, it was presented at the student “oral”
defense on April 9, 2018 and anyone from the organization or community was invited to attend.
Fifth, the student final project defense paper was posted on Scholarworks and can be accessed by
anyone who is interested.
Conclusion
A hospital acute care of the elderly (ACE) medical unit of a large Midwestern healthcare
organization unit sought to decrease falls, specifically falls with injury. An organizational
assessment of the current policy and practice surrounding falls, paired with a literature review on
fall prevention, identified that intentional rounding and toileting could be a way to decrease falls
on this unit. Three theoretical frameworks were utilized to understand the phenomenon and
implement intentional rounding and toileting on this unit. Coalition building, education on
rounding and toileting including simulation, and audit and feedback were used to implement this
practice change. Implementation took place for one month. Observation, chart audit, surveys and
discussion with staff were used to evaluate the practice change and number of falls per 1,000
patient days, number of fallers, and number of falls with injury were used to evaluate the effect
of the practice change on falls.
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There were indications that toileting and turning of patients per 24 hours increased and
reactively entering rooms decreased. The number of fallers decreased and no falls with injury
occurred post implementation. However, falls per 1,000 patient days increased from a mean of
3.14 in the 6 months pre-implementation to 5.47 post implementation. These increases in
proactively meeting patient needs over a longer time frame could potentially see a decrease in
falls. A decrease of one fall could potentially save the hospital up to $13,000 and improve the
health and quality of life of a patient, truly making a difference.
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Appendices
Appendix A

Number of falls on ACE unit by year
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Appendix B

Falls per 1,000 Patient Days (January 2015-July 2017)
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Appendix C
Falls with Injury

Fall With Injury (%)

YES
23.4% (n=15)

NO
76.6 % (n=49)
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Appendix D
Falls by Gender

Falls by Gender (%)

FEMALE
34.92% (n=22)

MALE
65.08% (n=41)
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Appendix E
Falls by Location in the Room
Location of Falls (%)
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(n=3)

28.07%
(n=16)

45.61%
(n=26)
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Appendix F
Falls by Orientation Level

Falls by Orientation Level
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Appendix G
Falls by Shift
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Appendix H

Percentage of Falls Witnessed/Unwitnessed and Assisted/Unassisted

Witnessed or Assisted (%)

18.52%
(n=10)

24.07%
(n=13)

57.41%
(n=31)

Witnessed Unassisted

Unwitnessed

Witnessed assisted
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Appendix I

Identification

PRISMA Flow Diagram of Systematic Search
Records identified through 3 databases
searching 2007-2017
(CINAHL – 53; PUBMED – 112; Cochrane – 10)
N=176

Additional records identified
through other sources
N=3

Included

Eligibility

Screening

Records after duplicates removed
N=155

Records screened
N=155

Full text articles assessed for eligibility
N=12

Records excluded after
Title/Abstract screen
N=143

# of full text articles
excluded with reasons
1-wrong setting
1-protocol not review
4-Did not list studies or
interventions

2 Meta-analysis
3 Systemic Reviews
1 Integrative Review

Adapted from “Preferred reporting items for systematic reviews and meta-analyses: the PRISMA
statement,” by D. Moher, A. Liberati, J. Tetzlaff, D. Altman, and PRISMA Group. Copyright
2009 by PLoS Medicine.
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Appendix J

Literature review table of evidence on hospital-based fall prevention interventions
Author and
Type
Year
Cameron et Metaal., 2013
Analysis

Coussement
et al., 2008

Systemic
Review

# (type of
studies)
17
RCTs

3
Controlled studies

Intervention
components
-Education program
(patient by
Occupational
therapist)
-Exercise program
(targeted)
-Fall risk alert sign
-Fall Risk
Assessment
- Geriatric
assessment,
management/
rehab in specialty
unit.
- Hip protectors
-Information
brochure
-Treatment of fall
risk factors by a
multidisciplinary
team.
-Usual care
-Targeted
interventions based
on fall risk
assessment
-Assisting with
toileting and
transfers
-Exercise program
for mobility/gait
problems
- Fall alert
wristband
-Fall risk
assessment
-Medication review
-Modifying
environment
-Staff education

Measure(s)

Results

Conclusions

Rate of falls
(RaR)

- Reduced
rate of falls
RaR 0.69
(95% CI 0.49
to 0.96)
-Decrease in
risk of falling
inconclusive.
-No
reduction in
# of
fractures.

Evidence for
effectiveness of
multifactorial
fall prevention
interventions for
patients with
longer length of
stay.

2
multifactorial
interventions
showed
decrease in
rate of falls.
When 4
multifactorial
intervention
rates pooled
results show
no decrease
in rate of
falls or
number of
fallers.

No conclusive
evidence that
hospital fall
prevention
programs can
reduce the
number of falls
or fallers.

-Rate of
falls
-Number of
fallers

No
recommendation
regarding
specific
components.
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-Weekly
multidisciplinary
discussions

DiBardino
et al., 2012

MetaAnalysis

1 RCT
4 Pre/post
1 QuasiExperimental

-Bedside
interventions (rail
adjustment, bed
location, position
etc.)
- Education about
risk factors
-Exercise schedule
-Fall risk
assessment
-Fall risk sign in
chart
-Hip protectors
-Mobility
assessment and
assistance as
necessary
- Mobility aid if
necessary
-Medication
modification
-Toileting schedule
- Tracking of falls
and reassessment

Fall rate per OR 0.90
1000-patient
days

Multidisciplinary
fall prevention
strategies in
acute care have a
beneficial impact
on fall rates.

Hempel et
al., 2013

Systematic
Review

4 RCT

- Alarm (bed/chair)
- Alert signs
(bed/door/patient
record)
-Awareness Posters
- Bed side rails
- Bedside
Commode
- Call lights within
reach
-Care plan
communicated at
change of shift
-Education
(patient/family)
-Environment
(clutter-free/safe)

Number of
falls

Promising
approaches to
preventing falls
in acute care
exist.
Better reporting
of outcomes,
implementation,
adherence,
intervention
components, and
comparison
group
information is
needed.

7 nonrandomized
controlled
trial
48 Pre/Post-

Fall Rate
Number of
fallers
Incidence
rate ratio
(IRR)

Majority of
studies
reported
positive
changes.
.
Pooled postintervention
effect for 8
studies that
decreased
falls:
IRR = 0.77
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-Fall Risk
Assessment
- Footwear (nonskid socks)
-Move high risk
patients closer to
station
-Low beds
- Medication
review
- Post-fall
evaluations
- Rounds (care,
safety, toileting)
- Sitters

Oliver et al.,
2010

Systematic
Review

11 Pre/post1 Cohort
5 RCT

-Bedrail review
-Environment
modified
-Exercise
-Fall alert
wristband
-Fall risk sign
(bedside)
-Footwear
-Hip protector
-Medication review
-Movement alarms
-Post-fall review
-Patient education
-Staff education
-Remove restraints
-Toileting schedule
-Urine screening

95% CI =
0.52-1.12;
P=.17
Omitting
each study in
turn from the
statistical
analysis
showed a
statistically
significant
postintervention
effect when
excluding 1
study

Rate of
falls/1,000
Occupied
Bed Days
(OBDs)
Injury
reduction

IRR=0.67
95% CI =
0.58-0.77
Multifactoria
l/multiprofes
sional
interventions
reduced falls
Most
common
components
of successful
trials:
Post fall
review
Patient
education
Staff
education
Footwear
advice
Toileting
Schedule

Only
multifactorial
interventions
have been
successful in
reducing falls.
Components
should be
tailored to needs
of patients.
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Integrative
Review

1
Cochrane
review
4 Metaanalyses
or
Systemic
reviews
3 Clinical
trials
3 Case
Studies
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-Acronym for staff Fall rates
to remember
bedside duties
Falls with
-Assist for
injury
transfer/toileting
-Bedrails
-Bed alarms
-Commitment of
management and
support staff
-Culture of safety
-Delirium
avoidance
- Education patient
(leaflets, teach
back), family, staff
(ongoing)
-Environmental and
assistive technology
-Environmental
modification
-Exercise programs
-Fall assessment
-Fall alert
wristbands
-Fall risk signs
(bed/door)
-Frequent checks
and re-information
-Hip protectors
-Medication review
-Medication
management
(reducing sedatives/
hypnotics)
-Remove restraints
-Targeted
interventions
-Toileting/turning
rounds
-Use of eyeglasses,
hearing aids, nonskid footwear, and
mobility devices.

Reduced fall
rates and fall
rates with
injury

Reasonable base
of evidence that
multifactorial
interventions can
reduce falls.
No clear support
for dose,
intensity, and
duration of
interventions yet.
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Appendix K

Frequency of Fall Intervention Components Reported
Occurrence of intervention component
among studies (percent)
In majority of multifactorial interventions
(83%)

In most multifactorial interventions (66%)

In half-of multifactorial interventions (50%)

Rarely in multifactorial intervention (33%)

In few multifactorial interventions (16%)

Components of Interventions Listed
Exercise
Fall risk sign
Toileting/Rounds
Patient education
Medication review/Modification
Fall risk assessment
Interdisciplinary treatment of fall risk factors
Other
Hip protector
Environmental modification
Bedside interventions (rails)
Staff education
Fall risk bracelet
Post-fall assessment
Bed/Chair alarms
Appropriate footwear
Targeted interventions
Remove restraints
Mobility aid
Family education
Mobility assessment
Awareness posters
Bedside commode
Call lights within patient reach
Care plan reported at shift change
High risk patients near RN station
Urine screening
Acronym for bedside care
Commitment of manager and staff
Culture of safety
Delirium avoidance
Environmental and assistive technology
Frequent checks
Vision correction
Sitters
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Appendix L
Organization Rounding Policy
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Appendix M
The Disablement Process

A model of The Disablement Process. Adapted from “The Disablement Process” by L.M.
Verbrugge and A.M. Jette, 1994, Journal of Social Science and Medicine, 38(1), 1-14. Copyright
1993 by Pergomon Press Ltd

Appendix F

A model of The Disablement Process. Adapted from “The Disablement Process” by L.M.
Verbrugge and A.M. Jette, 1994, Journal of Social Science and Medicine, 38(1), 1-14. Copyright
1993 by Pergomon Press Ltd
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Appendix N

Promoting Action on Research in Health Sciences (PARiHS) Continua of Dimensions

Adapted from “Enabling the implementation of evidence-based practice: a conceptual
framework,” by A. Kitson, G. Harvey, and B. McCormack. Copyright 1998 by Quality and
Safety in Health Care.
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Appendix O

Kotter’s Eight Step Change Model

Adapted from “Kotter’s 8-Step Process”, by J. Kotter. Copyright 2017 by Kotter International
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Appendix P

Burke-Litwin Causal Model of Organizational Performance and Change

Figure 2. A model of organizational performance and change. Reprinted from “A Causal Model
of Organizational Performance and Change,” by W. W. Burke and G. H. Litwin, 1992, Journal
of Management, 18, 528. Copyright 1992 by Southern Management Association.
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Appendix Q
SWOT Analysis of the ACE Unit
















STRENGTHS
Key stakeholders – staff, management,
leadership of the unit already engaged
in this problem and see it as important.
Many resources already in place to
work on falls.
Highest staffing of NTs
All staff feels ownership of patient
care and reduction in falls.
Structure already in place to make it
clear which patients are a fall risk and
what their ambulation/activity status
is.
Unit practices quality improvement
through golden tickets, MDI board,
shared leadership.
OPPORTUNITIES
Organization practices a culture of
safety.
Culture within the greater organization
is one of willingness to change for
quality improvement
Lack of reimbursement for falls from
CMS
Falls with injury a nurse sensitive
indicator that magnet looks at














WEAKNESSES
Very busy unit
Alarm Fatigue
Patient population has many fall risk
factors that need to be addressed
Many patients need 2 people to assist
with ambulation.
Currently lots of new staff – both RNs
and NTs – on the unit.
Staff pulled to the ACE Unit not
educated on or don’t follow through
on “no pass zone” policy.
Rounding and toileting not as
intentional as it could be
Lack of complete fall documentation
on all falls.
THREATS/CHALLENGES
Staffing changes based on hospital
needs as a whole.
New EHR (EPIC) and new fall
assessment (Hester Davis) causing lots
of new change already.

GRAYSON FINAL DEFENSE

93
Appendix R
Table of Measures

Concept Measured
Implementation Readiness/Barriers/
Strategies
Facilitators

Education
o
o
o

Staff meeting
presentation
Simulation
Written

How measured?
(Tool, survey)
Pre/post
simulation
survey
Debrief
discussion
Attendance
count RNs/NTs
Shift attendance
RNs/NTs
Items correct in
simulation

When
measured?
At each
simulation
session (1/25,
1/29, 1/30, 1/31,
2/1, 2/2)
Each of 4 staff
meetings (1/25,
1/29, 1/30,
1/31).
Each of 6
simulations
(1/25, 1/29,
1/30, 1/31, 2/1,
2/2).
After written
education
distributed.
at simulation
session and 1
month following
simulation
Preimplementation
(1/7 -1/27/18)
And post
implementation
(2/4 - 3/3/18)

Who
Measures?
Student

EHR

Post
implementation

Student

Field notes,
discussions with
RNs/NTs

Prior to
implementation

Student

RN/NT knowledge of
5Ts

Pre/post
simulation
survey

Rounding room entry

25 hours of
observation
using
observation tool

o
o
o

Average time
entering room
Average time
spent in rooms
Entering
reactively,
proactively

Patients placed on
toileting schedule
o
o
o

Student

Student

Student

Charted in about
me
Written on
whiteboard
Reported to next
shift

Coalition
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Outcomes
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Call Lights activated

Data from call
light system

Toileting
Pain assessment
Turning/repositioning

EHR
EHR
EHR

Falls

ERS system RN
report –
translated to falls
per 1,000 patient
days, location,
time
ERS system - %
with injury
Press Ganey
February and
Scores
March 2018

Falls with injury
Patient satisfaction

3 weeks preimplementation
(1/14 – 2/3/18)
and 4 weeks
post (2/4 –
3/3/18)
2 weeks preimplementation
(1/11 – 1/25/18)
and 4 weeks
post
implementation
(2/4 - 3/3/18)
February and
March 2018

Student

Student

Manager

Manager
Manager
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Appendix S
Timeline of Implementation

July 2017 – September 2017



Spent time on unit and organization meeting with staff and other stakeholders to perform
Organizational Assessment and SWOT of ACE unit.
Complied and analyzed data on fall from January 2015 – July 2017.

October 2017 – November 2017



Wrote Organizational Assessment of Unit
Performed and wrote Literature Review on fall prevention interventions in adult acute care

December 2017






Met with 3 simulation experts
Defended Proposal on 12/14/17
Met with RN and NT “coalition”
Began designing rounding simulation
Continued assessing fall numbers based on RN report to manager and ESR reports during this time.

January – February 2018

















Finished designing rounding simulation and led a run through with advisors on 1/16/18
Finalized pre and post simulation surveys.
Identified champions by 1/19/18
Created Pocket cards of rounding steps and 5Ts to give to all RNs and NTs
Created flyers encouraging and giving steps and evidence for rounding and toileting (individual
8.5x11 size and 11x17 wall size)
Created laminated “checklist” of modifiable fall risks to look for in patient rooms.
Audited patient charts pre-education and implementation for the 3 charted Ts (toileting, pain,
turning/repositioning) and if high risk fall pts on a toileting schedule (January 14-27)
Observed rooms pre-education and implementation for RN/NT entering/leaving, time between, and
proactive or reactive (February 5 – March 3).
Gathered pre-education and implementation data numbers of activated call lights from manager
(January 14 – February 3)
Continued assessing fall numbers based on RN report to manager and ESR reports during this time.
Gave presentation on rounding and toileting initiative and advertised simulation during 4 ACE unit
staff meetings in January (25 – 31)
Ran simulation 6 times between January 25 and February 2nd. Gathered pre and post survey
information from participants.
Audited patient charts post education and implementation for charting of toileting, pain, and
turning/repositioning and if high risk fall pts on a toileting schedule. (February 5 – March 3).
Observed rooms post education and implementation for RN/NT entering/leaving, time between, and
proactive or reactive (February 5 – March 3).
Continued assessing fall number based on RN report to manager and ESR reports during this time.
Continued gathering call light activation post implementation from manager (February 4–March 3)
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March 2018







Along with statistician, analyze final data on rounding/toileting/falls.
Write up final report on project
Report finding via Poster at the MICNP conference March 16.
Report on findings at the ACE unit shared leadership meeting
Report findings in ACE unit weekly update (March 23rd or 30th)
Disseminate findings at organization Fall Committee meeting on March 27th.

April 2018
 Disseminate via poster at the organization on April 3
 Disseminate via poster at GVSU Graduate Showcase April 12.
 Defend project on April 9, 2018.
 Post final project write-up to Scholarworks before April 28.
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Appendix T
Staff Meeting Presentation
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Appendix U
Simulation Outline

Simulation Outline
1) Outcome and Objectives for the learners:
Outcome: The learner will integrate a rounding protocol in their patient care.
Objectives: After participating in this simulation the learner will be able to:
1) Describe the steps of the rounding initiative
2) Perform and hourly round addressing each of the 5Ts
3) identify at least 10 out of 14 (70%) of modifiable fall risk factors during
the simulation.
4) Demonstrate prioritization of communication with patients and family
members regarding rounding and fall risk
5) Communicate the benefits of regular intentional rounding and toileting.
2) Context of patient situation:
The patient is an elderly patient, hospitalized on a medical unit, with the following
risk factors for a fall:
 Elderly, weak
 Pain
 Non-slip footwear
 Denise need to use restroom during scheduled 2-hour toileting.
Setting:
Patient room made to look similar to an ACE unit room.
There are 14 modifiable fall risk factors in the room (list)
1. Bed not lowest level
2. One of top two rails down
3. Bed Alarm not on
4. Eye glasses not in reach
5. Room phone not in reach
6. Trash not near bed.
7. Walker next to bed
8. Water on floor
9. Trash on floor
10. Pt. does not have high fall risk bracelet on
11. No non-skid footwear
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12. IV fluids almost gone
13. Call light out of reach
14. Bedclothes/SCDs trailing on floor
There will be a “tag” attached to each modifiable risk factor and each
learner will gather as many as they can during their time in the room.
The tags will draw learner’s attention to the modifiable fall risk
factors.
Confederate:
 A standard patient of the right age for the ACE unit will be present.
Title
Patient Assessment
Environmental Factors
Expected Learner
Behaviors
Beginning Phase
(I)
Learner enters
the room
1 minute

Middle Phase (II)
Learner in room
1-2 minutes

-In Bed
-High-risk fall patient (signage
on door)
-1-assist with walker and gait
belt (on board)
-Not wearing high risk fall
bracelet
-No non-skid footwear
-Pt on toileting schedule per
care plan. Has not gone to the
bathroom in 2 hours.
-Pt alert and oriented,
responding appropriately to
greeting.

Pt states he is in Pain
Pt resists going to the bathroom
(Script on separate page)

14 modifiable fall risk factors
in room:
1. Bed not lowest level
2. One of top two rails down
3. Bed Alarm not on
4. Pts glasses not in reach
5. Pts cell phone not in reach
5. Tissues not in reach
6. Trash not near bed.
7. Walker next to bed
8. Water on floor
9. Trash on floor
10. Pt. does not have high fall
risk bracelet on
11. No non-skid footwear
12. IV fluids almost gone
13. Call light out of reach
14. Bedclothes/SCDs trailing
on floor
Same minus whatever learner
modifies

Introduce self, role, and that
he/she is here to round.
Write name on board.
Begin Assessment 5Ts






Tolerance for pain
Toileting
Turning/position change
Tidy-Up
Technology

Will address the first 3 with the
patient
Will address
environment/technology (and
collet “tags” throughout round
as needed.

-If NT – will contact RN for pain
control
-If RN – will further assess pain
and make a plan to treat.
-Attempt to convince patient to
try going to the bathroom
-Will continue to address
environment/technology and
collect “tags” throughout
round.
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Ending Phase
(III)

Pt. is comfortable
Asks for one last thing

Learner getting
(Script on separate page)
ready to leave
room 1-2 minute

100
Same minus whatever learner -Look around the room for any
modifies
missed modifiable fall risks
- Chart any




Assessment (pain)
Intervention (toileting)
Data (i.e. I&Os)

-Ask patient, in an unhurried
way, if there is anything else
they can do – assures pt.
RN/NT has time
- Let patient know when the
next round is scheduled:
“I, or another member of the
health care team, will be back
in room by _______”
Remind patient to please call if
they need anything before then
and to please not get up w/o
assistance.
Exit Room

 The standard patient will be scripted to require participant to focus on
communication strategies with the patient.
Supply List
Patient Room made to look similar to ACE unit room:
Bed/Bedding
Bedside table
IV pole – with low bag of fluids.
Tissues
Call Light
Patient Belongings (book, cell phone, glasses) – I can bring these
Trash Can
Walker
White Board
Fall Risk Sign
Patient Gown
14 “tagged” modifiable fall risk factors that can be found and changed.
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3) Pre-Simulation (this will take place outside the room just prior to simulation)
Script on separate page:
DNP student will address with all learners (5 min):
1. Have learner take a pre-survey
2. Give a brief introduction to the components and benefits of rounding
3. Give each learner a “pocket card” with the 5Ts and beginning and
ending script (flip side will have common modifiable fall risks)
4. Introduce the simulation including the game aspect
 Collect “tag” from each fall risk
5. Learner will be given a score card
4) Flow of Scenario: 15 minutes total
Each learner will perform their own round. If a larger group comes at one
time may need to do two at a time (preferably one RN & one NT)
Learner(s) will approach this round as if she/he is this patient’s RN or NT
for the first time. Includes introducing self and role and that she/he is here to
round.

5) Post-Simulation (in hall or in room) Debrief script on separate page
5-minute debrief (feedback) session – let learners know it will just take a few
minutes and it will be audio taped and why. After I listen to it will erase it.
How did that go overall?
How many fall risk factors were you able to find? - Go over these and point
out ones that people missed.
What did you think about the script and the 5 Ts? Are those doable?
What worries you about trying to incorporate this in your practice?
What barriers do you see?
Can you name the 5 Ts (without looking at the pocket card)?
Can you name some positive effects that have been found with rounding?
How will this affect your future practice?
Each learner:
 Takes a post-survey (on the back of the pre-survey).
 Is given a flyer including evidence on rounds, current state of ACE falls, and
the rounding script.
 Keeps a pocket card.
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Appendix V
Simulation Scripts

PRE-SIM Script:
Takes Place in Room Next Door to SIM room.

Supply List:
Pre/Post surveys
Pocket Cards
Score Cards
Poster boards Easel
Hello, welcome to the intentional rounding and fall prevention simulation. I
appreciate you taking the time to be here.
I hope this will be a fun learning experience.
The first thing I would like you each to do is take a pre-survey – it’s only 5
questions – so that I can get feedback from you before we’ve done any education
on rounding. Notice it is a PRE-survey on one side and a POST-survey on the back
– so make sure to fill out the PRE-survey now and then you’ll just keep your
survey and fill out the back following the simulation. You do NOT need to put
your name on it – it’s anonymous.
(give 1 minute to have group fill out the PRE-survey)
Thank you – now keep that with you until you are done, and I’ll collect it after
you’ve filled out the POST survey.
I have been spending time on the ACE unit and you guys really do give excellent
care and are in the rooms working with patients frequently.
What I hope to improve with intentional rounding is the intentionality of what
is communicated to patients and families when you are in the room, and what
is assessed every time you do a round. The goal is to PROACTIVELY meet
patient’s needs and communicate to them that we are trying to be in their
room regularly to meet those needs and keep them safe.

GRAYSON FINAL DEFENSE

103

Studies have shown several benefits associated with intentional rounding
including:
(Show poster board)
Decreased falls
Decreased Call lights
Increased Patient Satisfaction
Increased Staff Satisfaction
These are all outcomes that the ACE unit is working towards already:
Decreased Falls – that is the reason I am here in the first place
Decrease call light response time – You are working on decreased time to
answer call lights - but we’d be happy if there were fewer call lights, right?
Increased Patient satisfaction – goal is 75% of patients would recommend
– the ACE unit is below this right now
Increased staff satisfaction – is ALWAYS good – if we can modify how
we do things to feel less hurried, more on top of things etc. that is would be
wonderful
So, what is rounding?
Spectrum Health has a written rounding policy in place regarding hourly rounding
that is based on the Relationship Based Care Model (RBC) that focuses on
promoting a healthy environment through the power of relationships with
ourselves, our colleagues, and our patients and their families. Accommodating the
needs of patients and families thorough our relationships, understanding each
patient’s unique story, and offer respect and dignity to everyone.
SH’s rounding policy includes
1) Let patient/family know you are here to meet their needs and keep them safe by
rounding
2) Always addressing the 5 Ts when you round:
Which are: (show poster board)





Toileting
Tolerance for Pain
Turning
Tidy-up
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 Technology

3) Ask (in an unhurried way) if you can help with anything else
4) Let them know when you (or a colleague plan on being back) – write time on
whiteboard.
5) Remind them to please call if they need anything before then and to not get up
without assistance as they are at risk for falling.
You only need to assess these things during the simulation – you are not
actually going to give pain meds or get the patient to the toilet. However – it is
time for the patient to use the toilet based on their toileting schedule so keep that in
mind.
Hand out Pocket Cards to each Person
The situation:
1) Patient in Bed – Elderly, weak, fall risk, toileting schedule.
2) Pretend it is your first time as this patient’s RN/NT
3) Use Pocket Card for script and to make sure you assess the 5Ts
While you are in the room rounding you will also be keeping your eye out for
14 modifiable fall risk factors – these are tagged with a tag that looks like this
(show tag) This is your score card – if you see a tag grab it and put it on this card
in the correct box.
There will be several tags on each fall risk – just so the room doesn’t need to
be set up between each sim – take one of each number and try to stick to the
same color.
You only need to identify the fall risks – you do not need to modify them at this
time as we will leave them there for the next person who completes the simulation.
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Standard Patient Script
You are elderly, weak, in pain, cannot walk w/o a walker and assistance.
When they ask if you are in pain:
“Yes, in my lower back”
If they ask you to rate it:
“It’s about a 5”
If they ask how often you have this pain:
“Oh, on and off for years”
If they ask, “What you take for this pain?”
“Usually I take Tylenol”
When they ask you if you want to try going to the toilet:
Initially say “I have to go a little bit but I don’t really want to get up right now”.
If they persist in trying to get you to go to the bathroom give in and say
“OK, that’s probably a good idea”.
At the end of the simulation ask for one last thing:
“Can you get me my book, glasses, a tissue” etc.
When they give you instructions to call if you need anything and not get up on your own,
Indicate that you understand.
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POST-SIM Debrief Script:
Supply List:
Audio recording device (phone)
Folder for collecting Pre/Post Surveys
Educational Flyer to hand out to each learner
Treats/Swag for learners
Thank you for doing that. We are just going to do a brief de-brief session to talk
about the simulation experience and then I’ll have you take your POST-survey and
be on your way.
I would like to audio record this so I can listen now (instead of trying to write it
down) and remember what you said later. It will not be associated with your name
and after I transcribe it later I will delete the audio file – is that OK with you?
Cool – thank you!
Blooms Taxonomy – Effective and Cognitive questions
1. How did that go overall?
2. How did it feel to follow the script? Did it feel awkward?
3. Do you think you will be able to incorporate this in your practice?
4. What barriers do you see?
5. How many fall risk factors were you able to find? - Go over these and point
out ones that people missed.
6. Can you name the 5 Ts (without looking at the pocket card)?
RNs – Remember to chart in “About me –individualization” if patient is on a
toileting schedule.
RNs and NTs – when you toilet a patient make sure to write when they are next due
to toilet on the white board.
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OK – please fill out the POST survey and then when you are done you can place it
in this folder. I have treats and a small gift for you over here – and then you are
free to go. THANK YOU SO MUCH FOR YOUR TIME helping me with my
doctoral project I really appreciate it.
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Appendix W

Staff Flyer on Rounding and Toileting

Intentional Rounding and Toileting to Decrease Falls
The Problem:

Falls can lead to:

 Falls are the most common accident reported in

• Physical injury (30-50%)3-4

acute care1-2

• Emotional Injury

 Falls happen in acute care at a rate of 1.4 to 18.2

• Reduced mobility and functioning
• Increased length of hospital stay

falls /1,000 patient days3-4

• Increased health care costs

 Elderly ≥ 65 are the most vulnerable1-2

($4,200-13,316/fall)2,4,5

 CMS does not reimburse hospitals for any costs

• Increased rate of discharge to
nursing facilities

related to falls6.

ACE: Number of Falls per Year
30

NUMBER OF FALLS

The Solution: Intentional Rounding and
Toileting to Decrease Falls:
• Intentional hourly rounding has been
shown to decrease acute care falls
as much as 50-70%7
• Rounding even worked to decrease
falls on an elderly psychiatric floor8

25
20

27

25

21

15

In addition to decreasing falls,
intentional hourly rounding can:
• Decrease Call Light Activation!
• Increase Patient Satisfaction!

10
5
0

2015

2016

2017

• Increase Staff Satisfaction!
Toileting Schedule:
• RN makes decision based on fall risk assessment
• Impaired mobility, impaired cognition, toileting problems
• Chart toileting schedule in “About Me Individualization”
• Write the NEXT time patient needs to be toileted in
“Activity” section on the white board.
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1. Work as a team with RNs/NTs
2. Round hourly 6:00am to 10:00pm; Every 2 hours 10:00pm to 6:00am
3. Introduce yourself and that you are rounding
4. Assess for the 5Ts
•Toileting

Turning/Positioning

•Tolerance for Pain

•Technology

•Tidy-Up

5. Ask if there is anything else you can do for the patient.
6. Let them know when you or a team member will be back. Write time on white board.
7. Remind patient to call for assistance if they need to get up before then

References:
1-U.S. Census Bureau. (2010). The older population in the United States: 2010 to 2050.
Retrieved
from http://www.census.gov/ prod/2010pubs/p25-1138.pdf
2-Zhao, Y. L., & Kim, H. (2015). Older adult inpatient falls in acute care hospitals: Intrinsic,
extrinsic, and environmental factors. Journal of Gerontological Nursing, 41(7), 29-43; quiz 4425. doi:10.3928/00989134-20150616-05
3-Hester, A.L. & Davis, D.M. (2013). Validation of the Hester Davis Scale for fall risk
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Appendix X

Flyer displayed in Break room/Conference Room/ Hallway behind Nurses Station
FALLS ON THE ACE UNIT
Number of Falls per Year
NUMBER OF FALLS
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ROUNDING CAN HELP DECREASE FALLS!!
•

•
•

Intentional hourly rounding has been shown
to decrease acute care falls as much as 5070%7
Rounding even worked to decrease falls on
an elderly psychiatric floor8
In addition to decreasing falls, intentional
hourly rounding can:
• Decrease Call Light Activation!
• Increase Patient Satisfaction!
• Increase Staff Satisfaction!
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BACKGROUND
-Falls are the most common accident
reported in acute care1-2
-Falls happen in acute care at a rate of
1.4 to 18.2 falls /1,000 pt. days3-4
-Elderly ≥ 65 are the most vulnerable1-2
Falls can lead to:
• Physical injury (30-50%)3-4
• Emotional Injury
• Reduced mobility and functioning
• Increased length of hospital stay
• Increased health care costs
($4,200-13,316/fall)2,4,5
• Increased rate of discharge to
nursing homes.
-CMS does not reimburse hospitals for
any costs related to falls6.

2016

2017

TIPS FOR SUCCESSFUL ROUNDING
1.
2.
3.
4.

5.
6.
7.

Work as a team with RNs/NTs
Round hourly 6:00am to 10:00pm; Every 2 hours
10:00pm to 6:00am
Introduce yourself and that you are rounding
Assess for the 5Ts
• Tolerance for pain
•Tidy-Up
• Toileting
•Technology
• Turning/Positioning
Ask if there is anything else you can do for the
patient.
Let them know when you or a team member will be
back.
Remind patient to call for assistance if they need to
get up before then
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Appendix Y

Flyer on Modifiable Risk Factors – Laminated and displayed in patient rooms

Fall Risk Factors to Address in Room





Bed in lowest position
2 top bed rails up
Bed alarm on correct zone (if indicated)
Use I-Bed function and make sure lights are green

 Fall Risk sign in place
 Fall Risk bracelet on patient
 Non-skid footwear on patient

 No water on floor
 No trash or clutter on floor
 No linens on floor

 Mobility device not left next to bed
 Commode not left next to bed
(Encourages getting up without assistance)

 Personal items (glasses/books/hearing aids/cell
phone) in reach
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Call light in reach
Tray table in reach
Tissues in reach
Trash next to bed/chair
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Appendix Z

Pocket Card (printed on yellow cardstock and laminated)

FRONT
Patient Centered Intentional Hourly Round
1. Hello, I am your (RN/NT) ______. I’m here to meet your needs and assure you are
safe. In order to do this our goal is to check on you every hour.
2. 5Ts of rounding:
a. Tolerance to Pain – RN assess/treat, NT contact RN if patient in pain.
b. Toileting – Offer assistance – if on toileting schedule try to toilet every 2 hours
(daytime), before bed, and as awake at night
c. Turning/Positioning –for comfort/skin care, move from bed to chair as desired.
d. Tidy-up –water/trash/bedding on floor, move possessions nearby, call light/
tissues in reach, walker/commode not near bed, fall risk bracelet on.
e. Technology – Bed low, top rails up, alarms on, IV pump plugged in, fluids
appropriate.
3. What else can I assist you with before I leave?
4. I, or
will be back in the room at _______ (write on white board). Please
use your call light if you need anything, and wait until one of us can help you before you
get up.

BACK
Fall Risk factors to look for:
1) Bed in low position
2) 2 bed rails up.
3) Call light/TV remote in reach
4) Personal items in reach
5) Fall prevention bracelet/signage in
place.
6) Clutter removed
7) Bed/Chair alarm on (if indicated)

8) Walker/Commode not near bed.
9) Nonskid footwear in place
10) Phone in reach
11) Tissues in reach
12) IV pump plugged in, fluids
appropriate.
13) Low light at night
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Appendix AA
Pre-Simulation Survey

PRE-Survey: Intentional Rounding and Toileting for Fall Prevention on the ACE
Unit
1) I currently round on and toilet my patients on a regular schedule.
Strongly Disagree

1

2

3

4

5

Strongly Agree

2) I believe intentional rounding and toileting can decrease falls.
Strongly Disagree

1

2

3

4

5

Strongly Agree

3) List the 5Ts of Spectrum Health’s hourly rounding policy:
________________

_________________

________________

_________________

________________

4) I know what modifiable fall risk factors to look for every time I am in a patient’s room:
Strongly Disagree

1

2

3

4

5

Strongly Agree

5) I believe it is possible for me to perform intentional hourly rounding and toileting on each
of my patients (along with NT/RN).
Strongly Disagree

1

2

3

4

5

Strongly Agree

6) If you do not agree, what are the current barriers to hourly rounding on the ACE unit?
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Appendix BB
Post-Simulation Survey

POST-Survey: Intentional Rounding and Toileting for Fall Prevention on the ACE
Unit
1) Do you plan on rounding and toileting your patients on a regular schedule going forward?
Strongly Disagree

1

2

3

4

5

Strongly Agree

2) I believe intentional rounding and toileting can decrease falls.
Strongly Disagree

1

2

3

4

5

Strongly Agree

3) List the 5Ts of Spectrum Health’s Hourly Rounding policy.
________________

_________________

________________

_________________

________________

4) I know what modifiable fall risk factors to look for every time I am in a patient’s room:
Strongly Disagree

1

2

3

4

5

Strongly Agree

5) I believe it is possible for me to perform intentional hourly rounding and toileting on each
of my patients (along with NT/RN).
Strongly Disagree

1

2

3

4

5

Strongly Agree

6. What would help facilitate hourly rounding as performed in the simulation on the ACE
unit?
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Appendix CC
1-Month Post Simulation Survey

1 Month after Simulation Survey:
Intentional Rounding and Toileting for Fall Prevention on the ACE Unit
1) I currently round and toilet my patients on a regular schedule.
Strongly Disagree

1

2

3

4

5

Strongly Agree

2) I believe intentional rounding and toileting can decrease falls.
Strongly Disagree

1

2

3

4

5

Strongly Agree

3) List the 5Ts of Spectrum Health’s hourly rounding policy:
________________

_________________

________________

_________________

________________

5) I know what modifiable fall risk factors to look for every time I am in a patient’s room:
Strongly Disagree

1

2

3

4

5

Strongly Agree

6) I believe it is possible for me to perform intentional hourly rounding and toileting on each
of my patients (along with NT/RN).
Strongly Disagree

1

2

3

4

5

Strongly Agree

7) RNs and NTs - What are the current barriers to hourly rounding on the ACE unit?

8) RNs - what are the current barriers to putting your patients on a regular toileting schedule?
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Appendix DD

Simulation Checklist and Scorecard
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Appendix EE
Chart Audit Tool

GRAYSON FINAL DEFENSE

119
Appendix FF
Room Observation Tool
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Appendix GG
GVSU IRB Approval
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Appendix HH

Organization’s Approval Letter Available upon request
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Appendix II
Budget for DNP Project

Initial cost: An Education Intervention to Increase Rounding and
Reduce Falls in a Hospital Acute Care of the Elderly (ACE) Unit
Revenue
Project Manager Time (in-kind donation)
Statistician (in-kind donation)
Presidential Grant
Simulation Expert from GVSU
Cost Mitigation (prevention of 1 fall and the ensuing cost)
Injury treatment and increase LOS (not reimbursable)
TOTAL INCOME
Expenses
Project Manager Time (in-kind donation)
Statistician (in-kind donation)
60 Laminated Pocket Cards, 42 color printed and laminated room flyer,
4 color printed 11x17 cardstock wall flyers.
60 Color printed staff educational flyers
Supplies for simulation (poster board, sharpies, post it tags)
Poster of results for dissemination
Team Member Time:
Educate 9 RNs and 5 NTs (time spent doing simulation)
Pharmacist Consultation (one-time cost occurrence)
Clinical Nurse Specialist Consultation (one-time cost x 2)
Simulation Experts (GVSU expert: 4 hours/ organization expert:1 hour)
TOTAL EXPENSES

OPERATING INCOME

2,363.00
100.00
386.11
252.00
13,000
16,101.11

2,363.00
100.00
208.97
62.96
29.64
84.54
152.75
60.00
192.00
315.00
3,568.86

12,532.25
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Appendix JJ

Site Mentor Letter of Support available upon request
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Appendix KK

Pre/Post/1-Month Survey Results by Percentage

Survey Results by Percentage
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Appendix LL

5Ts results Pre/Post/1-Month Survey

Percentage of 5Ts Correct Pre/Post/1-Month
Survey
93

100
80
60
40

29

21
20

21
7

21
7

0
5 correct

4 correct

Pre Survey (N=14)

3 correct
Post Survey (N=14)

2 correct

1 correct

1-month (N=10)
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Appendix MM
Facilitators of Rounding

Percent recommended as a facilitator of
rounding

29%
N=4

N=1

7%
7%

57%
N=8

N=1

Communication between RN/NTs

Practice

More Staff

No answer
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Appendix NN

Chart Audit Results Pain/Toileting/Turning
Variable

Test used

# of times pain
assessed in 24
hours

two
independen
t sample TTest
Mean +/SD
Wilcoxon
Rank Sum
Test
Median
[IQR]
Wilcoxon
Rank Sum
Test
Median
[IQR]

# of times
turned/repositione
d in
24 hours
# of times toileted
in
24 hours

PreImplementatio
n
5.38 +/- 2.91

PostImplementatio
n
5.41 +/- 3.03

Pvalue

Significant
?

0.953
0

No

8[10.5]

12[5]

0.000
6

Yes

5[3]

6[4]

0.042
6

Yes
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Appendix OO

Number of Fallers Pre and Post Implementation

Number of Fallers
3.5

Implementation

3
2.5
2
1.5
1
0.5
0
Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18
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Appendix PP

Falls Per 1,000 Patient Days January 2015- February 2017
Falls per 1,000 patient days 2015-2018

2017

0

0

1.73

5.13

4.97
5.154

6.97

2016

0

0

0

2015

3.552

3.38
3.7037

3.43
0

1.66

1.75
1.7
0

0

2

3.27
3.533

6.85
3.54

3.36

5.12

5.38
3.24
3.27
3.19

4

3.34

6

5.92

4.98

8

6.65

10

8.56

9.11

9.98

12
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Appendix QQ
Call Light Data

Activated Call Lights per Week
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Objectives for Presentation

1.Review the problem
2.Review the evidence
3.Present project plan
4.Review the results
5.Discuss next steps

Background
• Falls are the most common
accident reported in acute care
hospitals (U.S. Census Bureau, 2010, Zhao & Kim, 2015)
• Elderly ≥ 65 are the most
vulnerable (U.S. Census Bureau, 2010, Zhao & Kim,
2015)

• 1.4 to 18.2 falls per 1,000 patient
days (Hester & Davis, 2013; Oliver, Healey, & Haines, 2010) Lead to poor outcomes:
• 30-50% result in injury (Hester & Davis, •Injury (physical/emotional)
2013; Oliver et al., 2010)

• Since 2008 CMS will not
reimburse for medical care
needed for injury due to a fall (CMS,
2008).

• Increased health care costs average $4,200 to $13,316/fall

•Reduced mobility/functioning
•Increased length of stay
•Increased rate of discharge to
nursing homes
(Oliver et al., 2010; Zhao & Kim, 2015; Wong et al., 2011)

The Problem
• The ACE unit population has multiple risk
factors making them vulnerable to falls.
• Fall risk assessment and fall prevention
measures are in place on the ACE unit
• Falls are the one nursing sensitive indicator the
ACE unit is not meeting consistently.
• Falls cause poor outcomes for patients and
increase costs.

Literature
Review

Literature Review
Questions:
1. Are there interventions to decrease falls in the
adult acute care population?
2. Which components of the intervention are
effective at reduce falls?
Aims: Examine literature; compare to ACE unit
practice; and identify intervention to decrease
falls.

PRISMA Findings

Literature Review Findings
Are there interventions to decrease falls in the
adult acute care population?

YES!
Multifactorial and Interprofessional:
that address multiple modifiable fall risk factors
Cameron et al., 2012; DiBardino et al., 2012; Hempel et al., 2013; Oliver et al,
2010; Spoelstra et al., 2012

Literature Review Findings
What components of the intervention are
needed to reduce falls in adult acute care
population?

NO CLEAR ANSWER
• Each study components varied.
– Usual care not always reported.

• “Mix” of components difficult to identify.

Frequency of Intervention Components

Rounding Evidence
• Proactively meets patient needs:
– Including toileting (45.2% of falls when toileting*)

• Decreased:
– Falls:
• 11 of 14 studies
• Gero-psych unit: 70%

– Call light activation

• Increased satisfaction:
– Patient
– Staff
Brosey & March, 2014; Hicks, 2015; Perez-Carter, 2017
*in acute care (Tzeng, 2010)

Phenomenon: Model
• Patients on ACE had:
- Pathology
- Functional impairment
• Intrinsic risk factors
• Extra-individual Factors
-Alleviate current
disability
-Avoid exacerbating
disablement process

Verbrugge & Jette, 1994

Organizational
Assessment

Organizational Assessment Model:
Burke-Litwin
Causal Model

Figure 2. A model of organizational performance and change. Reprinted from “A Causal Model of Organizational
Performance and Change,” by W. W. Burke and G. H. Litwin, 1992, Journal of Management, 18, 528. Copyright 1992
by Southern Management Association.

Ethics and Human Subjects Protection:
IRB Approvals Obtained - QI project

Site IRB Determination
Available upon request.

Falls on ACE by Month
January 2015–July 2017
Falls per 1,000 Patient Days
FALLS PER 1000 PATIENT DAYS
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Average Falls per 1,000 patient days over 31 months: 3.54

Fall Characteristics
January 2015 – July 2017 (N=64)
•
•
•
•

Injury:
FRA:
Gender:
Location:

23.4% falls with injury
98% (63 of 64); 89% high risk (56 of 64)
65% male / 35% female (n=63)
46% near bed, 28% bathroom,
21% by chair (N=57)
• Orientation: 40% A&O x 1; 39% A&O x 4 (N=62)
• Witnessed: 57% Unwitnessed;
24% Witnessed/unassisted (N=54)
• Shift:
37% day; 53% night; 9% change (N=54)

Hester-Davis Fall Risk Assessment

5Ts Rounding:
• Universal Precaution
all patients

Toileting
Schedule:
• Impaired mobility
• Altered mental status
• Toileting need(s)

Current Rounding Practice
• Rounding protocol with 5Ts
– Tolerance for pain
– Toileting
– Turning

- Tidy Up
- Technology

• On the days staff observed (RNs/NTs) did not
observe “any” intentional rounding.
• RNs stated “try to get into patient rooms at least
every hour, but are not always able to do so”.
• No one knew the 5Ts “off the top of their head”

Clinical Questions
Does increased regularity and intentionality of
rounding and toileting on ACE unit:

Decrease falls in this population?
(primary objective)
-Decrease call light activation?
-Increase patient satisfaction?
(secondary objectives)

SWOT Analysis
Key Stakeholders Engaged
in fall prevention

Multiple fall prevention
efforts are in place
Unit already practices
Quality Improvement

Lack of reimbursement for fall
related injuries/treatments

Busy Unit
Patients have multiple fall
risk factors

Rounding and Toileting not fully
implemented.

EPIC
Burned out on change?

Nurse Sensitive Indicator
tracked by Magnet

Project Plan

Project Purpose
• The purpose of this DNP project was:
To decrease falls among the elderly
hospitalized population on the ACE unit.
• To answer the clinical question:
Does increased regularity and intentionality of
rounding and toileting decrease falls in this
population? And call light activation? And
increase patient satisfaction?

Type of Project
Quality Improvement Project:
• Improve delivery of care by:
– Proactively meet patient needs by implementing
intentional rounding and toileting

• Patient outcomes:
– Decreased falls
– Increased patient satisfaction

• Practice outcomes:
– Decreased activation of call lights

Setting, Subjects, Resources
Design:
Setting:
Subjects:

Resources:

Pre-/Post- comparison
21-bed Acute Care of the Elderly
(ACE) Medical Unit
Any patient hospitalized and
RN/NT on ACE during project
Staff time and knowledge, technology,
space and props for a simulation,
and educational materials

Project Framework: PARiHS
Successful implementation a function of:
• Evidence:
– High (Cochran Review fall prevention) to
– Low (non randomized; pre-post QI on rounding)
– Consensus – rounding works

• Context
– High (culture, leadership, measurement)

• Facilitation
– Selling it, listening, empathy, presence, and support
(Kitson, Harvey, & McCormack, 1998)

Implementation Framework:
Kotter’s 8 Step Change Model

Kotter, 1996

Objectives and Implementation Strategies
1. Create a Sense of Urgency:
• Introduced student and project goal at staff
meeting, met with stakeholders, organizational
assessment August – December 2017.
2. Create a Coalition:
• Met with recommended RNs/NTs: current
rounding/barriers and facilitators/recommendations
for implementation

Objectives and Implementation Strategies
3. Create a Vision:
• Presented evidence to manager and coalition on
rounding and toileting to decrease falls.
• Toileting schedules and charting
• Discussed simulation education
• Asked for implementation recommendations

Objectives and Implementation Strategies
4. Communicate the Vision: Education
• Presented at staff meetings (January 25-31)
• Timing of rounds - (every 1 hour from 0600 to 2200pm,
every 2 hours from 2200 to 0600)
• 5 Ts: Toileting, Tolerance to pain, Turning/repositioning,
Tidy-up, Technology.
• Which fall risk factors assessed through the HDFRA
should lead RN to consider putting patients on a toileting
schedule; and how this should be charted and
communicated to the rest of the team.
– Chart in “about me individualization”
– Write NEXT time to toilet on white board
– Report to NTs and next shift RNs/NTs

Objectives and Implementation Strategies
• Simulations:
– 6 (~ 20 minutes each; using empty room 4th floor):
• Steps of rounding
• Assessing the 5Ts
• Recognizing modifiable risk factors in room

– After: each staff meeting and shared leadership;
twice during day/evening shift overlap.
– Advertised through staff meetings, weekly e-mail
updates, morning huddles, posted on MDI board.
– Treats/gifts provided

Simulation
Outline

• Simulation Pre-/Post- Script
for facilitator

• Standard Patient Script

Objectives and Implementation Strategies
• Written Education:
– Individual flyers regarding background on falls,
steps of rounding, toileting schedules.
– Pocket Cards
– Larger wall flyer
• break room, conference room, hallway behind nurses’ station

– Room flyer – modifiable risk factors
• In all 21 patient rooms – supply closet near doorway

– Weekly e-mail updates

• Morning Huddles (4 times in the first week)

Individual
Flyer

Pocket Cards

Larger Wall Flyer

Room
Flyer

Objectives and Implementation Strategies
5. Empower Action:
•
•
•
•
•
•
•
•

Rounding on easy to follow time schedule
Pocket Cards – 5Ts, rounding steps
Room Flyer
Printout of HDFRA patient fall risks with suggested
care plan components on each computer
TS in “about me individualization”
Next time due to toilet on white board
Added toileting line to NT report sheet
Student on unit at least 2 days a week for 4-8 hours.

HDFRA 8 Falls Risks/Care Plan Recommendations

Attached
to screen
of each
computer
on unit

Objectives and Implementation Strategies
6. Create Quick Wins
•
•
•
•
•

Audited charts for patients on toileting schedule
Frequency of charting (toileting, pain, turning)
Received call light data
Falls noted on MDI board
Communicated to staff in weekly update

7. Building on Change
• Final report/oral defense
• Unit Shared Leadership
• Organization-wide falls committee

Objectives and Implementation Strategies
8. Make it Stick
•
•
•
•

Handover to next DNP student
Coalition RNs on shared leadership
Manager
RNs/NTs, particularly those who did simulation,
seemed excited to continue putting
rounding/toileting into practice.

Timeline

Measures

Results

Engagement and Education
1. Coalition:
– 1 RN from each shift
– 1 NT from day shift
•

Did not connect with night shift NTs

2. Education attendance – of 47 RNs and NTs
–
–
–
–
–
–

75%
30%
100%
100%
100%
100%

(35 of 47)
(14 of 47)
(N= 47)
(N= 47)
(N= 47)
(N= 47)

attended staff meetings
attended simulation
received flyer in mailbox
access to pocket cards
room flyer
RNs access to HDFRA patient risk
factors

Simulation
3. N=8 groups
• Perform steps of an hourly round:
• Assessed each of the 5Ts – 100% (8 of 8)
• Encouraged toileting 87% (7 of 8)

• Identified at least 10 of 14 (70%) modifiable fall-risk factors
• 50% (4 of 8 ) found all 14
• 12.5% (1 of 8) found 13

• 12.5% found 12 (1 of 8)
• 25% found 10 (2 of 8)

• Demonstrated prioritization of communication with patients
•
•
•
•

Greeted/introduced themselves and rounding –
Reminded not to get up without assistance –
Verbalized someone back to round in 1 hour –
Wrote time of next rounding on the board –

100% (8 of 8)
87% (7 of 8)
75% (6 of 8)
0% (0 of 8)

Simulation Measurement Tools

Pre-/Post- Simulation Survey
Pre-Survey Likert Scores (N=14)
Question 1

14%

43%

Question 2

36%

29%

71%

Question 4

50%

Question 5

14%
0%

43%

7%
10%

7%

7%

57%
20%

30%

40%

22%

50%

60%

70%

80%

90%

100%
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Simulation: Likert-style survey questions; 1-5 Strongly Disagree to Strongly Agree
• All questions were answered lower on pre survey vs post survey
• Statistically significant on 1 (p=0.0010) and 4 (p=0.0002)
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Pre-/Post- Simulation Survey: 5Ts
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Simulation: Survey Results
• Barriers:

1. Busyness
2. Interruptions
3. Afraid to give a specific time they would be back

• Facilitators:
1. Communication between RNs and NTs
2. Practice, Practice, Practice!
3. More staff

• Simulation Feedback
– Excellent – should be offered at orientation or as a
yearly check off
– Good reminder of what rounding should include
– Scavenger hunt for modifiable risk factors was “FUN”

Observation of Room Entering
• Mean time between RN/NT staff entering room:
o Pre- 31.17 minutes (SD 29.29; range 1 – 127)
o Post- 25.67 minutes (SD 28.33; range 1 – 131)
• % of time no RN or NT in room for > 60 min
o Pre- 16% (19 of 120)
o Post- 13% (11 of 85)
• Entering room:
o “Proactively” increased 6.0% (71% to 77%)
o “Reactively” decreased 6.8% (29% to 22.8%)

Chart Audit
o

Toileting increased (p=.042)

o

Turning/repositioning improved (p=.0006)

o

Pain assessments no change (p=0.95)

Toileting Scheduled
•

Patients placed on toileting schedule increased
13.3% (0 of 40 to 6 of 46; p=0.03)

•

83% (5 of 6) documented in EHR
- “About Me Individualization”

• NEXT time due to toilet on white board
– 0% (n=0 of 6)

• Communicated to NT and next shift
– Inconsistent (based on discussion with RNs/NTs
and 1-month post survey)

Fall Rates (primary outcome)

• Number of Falls

– 3 in the first 30 days of implementation

• Falls per 1,000 patient days:
– 5.47 falls per 1,000 patient days in first 30 days.
– Increased from 3.18 (SD 1.71) falls per 1,000 patient
days in 6 months pre-implementation.

• Number of fallers:
– 1 faller in first 30 days
– Decrease from average of 1.83 (SD 0.98) fallers per
month in previous 6 months

• Falls with Injury
– Zero falls with injury
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Call Lights Activated (secondary outcome)
• 15% decrease in first 4 weeks of implementation
• Average of 195/day to an average of 166/day
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Patient Satisfaction (secondary outcome)
• Patient satisfaction data not available yet.

Discussion

Discussion
• Simulation effective:
– Steps of rounding, 5Ts, modifiable fall risk factors

• Patients placed on toileting schedules increased
• Rounding implementation incomplete:
– Difficult to perform on a schedule in busy environment
with multiple interruptions

• Falls:
– Increased per 1,000 patient days (1-patient with 3-falls)
– Decreased number of fallers
– No falls with injury

• Activated call lights decreased

Limitations
• Short timeframe
• Rounding hard to
measure
• Low turnout for
simulation education
• Less interaction with night staff than day and
evening staff
• Large practice change in short amount of time

Conclusions
• Simulation use effective
• 5Ts knowledge improved
• Modifiable risk factors in rooms
• Reduced “reactivity”

• Number of fallers decreased:
•

No falls with injury since implementation

• RNs/NTs more “proactively” meeting patient
needs
• More patients on regular toileting schedules

Implications for Practice
• Simulation education successful
– Could be used in the future (orientation?)
– Education needed on who needs a toileting
schedules
– 1:1 discussions helpful following education

• Further study needed after more time to
implement hourly rounding
• Engaged staff is crucial to success
• Being “PROACTIVE” is key

Budget/Resources
• Cost mitigation would
include decreased spending
on falls.
• Time donated
• Presidential Grant Obtained
can be used to pay for
educational materials

Sustainability

Sustainability
• Next DNP project underway regarding fall
prevention organization wide.
– Consider targeting toileting
– Translating HDFRA to care plan

• RN toileting “champion”
– Each Unit Shared Leadership

• Manager continues to work on fall prevention
• Written education materials still on unit –
given to falls committee for possible use in
other parts of the organization.

Dissemination

Plan For Dissemination of Outcomes
• Poster Presentation at MICNP
2018 conference (3/16/18)
• Unit Shared Leadership
(3/21/18)
• Weekly Staff Update E-mail
(3/23/18)
• Organization Fall Committee
Meeting (3/27/18)
• Poster at Organization
(4/3/18)
• Final Project Defense (4/9/18)
• Poster at GVSU Graduate
Showcase (4/10/18)
• ScholarWorks (4/20/18)

Reflection on
DNP Essentials

Reflection on DNP Essentials
Essential I: Scientific Underpinnings Essential II: Organizational and
Systems Leadership
• Research on fall risk factors
• Literature review on fall prevention
• Use of theories

•
•
•
•
•
•

Organizational Assessment
Meet with stakeholders
Assess Barriers and Facilitators
Design Evidence-based intervention
Budget
Dissemination

Essential III: Clinical Scholarship and
Analytical Methods for EBP

Essential IV: Information
Technology

• Literature review
• Analyze falls data
• Evaluation of results

•
•
•
•

EHR to gather data
E-mail communication
Excel – organize/analyze data
Maintain patient confidentiality

Reflection on DNP Essentials
Essential V: Healthcare Advocacy

•
•
•
•

Essential VI: Interprofessional
Collaboration

Hospital Policy vs. current practice
Literature Review
Reimbursement Policy
Education

•
•
•
•
•
•

Nursing
Pharmacy
Support Staff
Management
Quality improvement specialist
Statistician

Essential VII: Clinical Prevention
and Population Health

Essential VIII: Advanced Nursing

•
•
•
•

•
•
•
•

Falls within population
Preventative population health
Quality of life
Cost

Practice
Organization Assessment
Relationships
Education
Design and implementation for
improved patient outcomes
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