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ABSTRACT 

 

 

Risk factors associated with falls and injurious falls in acute care settings are complex and involve 

multiple intrinsic and extrinsic aspects. Research indicates 20%–30% of inpatient falls can be 

prevented by evaluating risk factors and undertaking interventions to mitigate those risks. 

Registered nurse (RN) and patient care technician (PCT) staff play an essential role in employing 

fall prevention strategies. One evidence-based best practice is a purposeful hourly rounding (PHR) 

program. The aim of this quality improvement project was to evaluate how an enhanced PHR 

program that incorporated proactive toileting on high-fall-risk patients impacted the rate of falls 

and injurious falls during a two-month practice change period in adult medical-surgical floor 

patients. RN and PCT staff (N = 102) from two medical-surgical units with the highest rates of 

toileting-related falls participated in the practice change. Staff who volunteered to become PHR 

champions received education and training during a live simulation on completing proactive 

toileting every two hours as part of the PHR process. The remaining unit staff watched a recorded 

simulation exemplar session and completed a return demonstration with a PHR champion. All RN 

and PCT staff were trained on the use of a paper proactive toileting log to self-report adherence to 

the practice change. Fall and injurious fall rates were measured prior to and after staff education 

on the practice change to determine the significance and impact of proactive toileting on high-fall-

risk patients. Findings indicated there was no statistically significant difference in fall and injurious 
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fall rates on either project unit between the baseline and project periods. However, the project did 

reveal meaningful statistical significance in other areas. During the project period in Unit 2, there 

was a statistically significant decrease in the rate of falls (z = 2.00, p = .046). Additionally, a greater 

percentage of proactive toileting logs were completed on days when there were no falls on either 

project unit (p < .001). This project was also clinically significant. Staff involved in the practice 

change developed an increased awareness about the importance of proactive toileting as a fall 

prevention strategy during PHR. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

v 

 

ACKNOWLEDGEMENTS 

 

I want to begin by expressing my sincerest gratitude to the members of my project team and the 

faculty at Georgetown University’s School of Nursing and Health Studies. Drs. Vera Barton-

Maxwell and Leslie Arceneaux, you have been my true north. Thank you for keeping me focused 

throughout each stage of this journey. Dr. Teresa Torres, thank you for jumping in headfirst when 

I asked you to be my project site liaison and content expert—you have taught me so much about 

the quality improvement process. And, Dr. Nancy Crowell, thank you for spending many hours of 

your time helping me with my data analyses. Although not a formal part of my project team, I 

would like to thank Drs. Lauren Arrington, Ella Heitzler, Peggy Slota, and Krista White for 

providing invaluable guidance and feedback along the way. 

I must also acknowledge key stakeholders at the project site, including Dr. Kathleen Bobay, Ann-

Marie Burke, Tiffany Fulton, Luis Garcia, Megan Harris, Jeff Kunkel, Dr. Raymond Ledda, 

Colette Maguire, Mary Safiran, the simulation lab staff, the staff on both project units, and the 

entire senior nursing leadership team. Thank you for being a part of and investing in my project. 

Thank you to my parents, Bill and Tess Rasmussen, who have provided a lifetime of 

encouragement and unwavering support for furthering my education. Words cannot express how 

appreciative I am for all of the opportunities you have given me. I hope to have made you proud, 

and I love you both very much. 

I could not have made it to the finish line without my husband, Dr. Dave Cepiel, who knows all 

too well the hard work and dedication that went into this academic accomplishment. Thank you 

for your love, understanding, and belief in my ability to make it to this point, even when I doubted 

myself. 

I want to recognize the friends, family, and colleagues that cheered me on and provided sage advice 

during this process, especially Christina Bley, Paul Carlucci, Dr. Paula de la Peña, Dr. Debra 

Fisher, Mary Lomma, Roy Maca, Debbie Parilla, Karen Pinkney, Kim Reeks, Dr. Selena Russell, 

Elisabeth Sauvageau, and Emilie Yount. I could name countless others and am fortunate to have 

so many wonderful people in my corner. 

I would like to extend a special thank you to my classmate, Dr. Jessica Olsen, who has been the 

lifeline I did not know I needed throughout this program—wishing you much success wherever 

your career takes you next. 

Finally, I greatly appreciate my fellow cohort members for the many thought-provoking 

conversations we had in our classes together. Congratulations to you all; we did it. 

Hoya Saxa! 

Teresa 



 

vi 

 

DEDICATION 

 

 

 

 

 

 

 

 

This project is dedicated to all patients who 

have been affected by a fall during their hospitalization. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

vii 

 

 TABLE OF CONTENTS 

Chapter 1: Introduction and Review of the Evidence ..................................................................... 1 

Problem Description ........................................................................................................... 2 

Available Knowledge.......................................................................................................... 4 

LEGEND Grading and Rationale ..................................................................................... 10 

Evidence-Based Practice Model ....................................................................................... 12 

Definitions of Terms ......................................................................................................... 14 

Specific Aim ..................................................................................................................... 15 

Conclusion ........................................................................................................................ 16 

Chapter 2: Methods ....................................................................................................................... 17 

Context .............................................................................................................................. 17 

Intervention and Study of the Intervention ....................................................................... 20 

Measures ........................................................................................................................... 22 

Analysis............................................................................................................................. 23 

Ethical Considerations ...................................................................................................... 24 

Conclusion ........................................................................................................................ 25 

Chapter 3: Results ......................................................................................................................... 26 

Project Sample Description............................................................................................... 26 

Process Measures and Outcomes ...................................................................................... 28 

Associations Between Outcomes, Interventions, and Relevant Contextual Elements ..... 30 

Unintended Consequences ................................................................................................ 34 

Conclusion ........................................................................................................................ 35 

Chapter 4: Discussion and Conclusions ........................................................................................ 36 



 

viii 

 

Summary ........................................................................................................................... 36 

Interpretation ..................................................................................................................... 37 

Limitations ........................................................................................................................ 38 

Recommendations ............................................................................................................. 40 

Conclusion ........................................................................................................................ 41 

Appendix A: Literature Search Strategies .................................................................................... 42 

Appendix B: Email Letter to Project Unit Staff............................................................................ 46 

Appendix C: PHR Champion Recruitment Flyer ......................................................................... 47 

Appendix D: Standardized Patient Scenarios for Simulation ....................................................... 48 

Appendix E: Enhanced PHR Standard Work Simulation Tool .................................................... 52 

Appendix F: Enhanced PHR Staff Education ............................................................................... 55 

Appendix G: Enhanced PHR Standard Work Education .............................................................. 56 

Appendix H: Proactive Toileting Log........................................................................................... 57 

Appendix I: Enhanced PHR Standard Work Observation Tool ................................................... 58 

Appendix J: Enhanced PHR Quick Reference Card ..................................................................... 63 

Appendix K: Toileting-Related Fall Honest Broker Data Collection Elements ........................... 64 

Bibliography ................................................................................................................................. 65 

 

 

 

 

 

 



 

ix 

 

LIST OF FIGURES  

Figure 1. Project Site Falls for Fiscal Year 2021 .......................................................................... 18 

Figure 2. Project Site Toileting-Related Falls by Unit for Fiscal Year 2021 ............................... 19 

Figure 3. Intervention, Study of the Intervention, and Data Collection Plan ............................... 22 

Figure 4. Percentage of Proactive Toileting Logs Completed on Days with and without Falls ... 32 

Figure A1. Cumulative Index to Nursing and Allied Health Literature (CINAHL) .................... 42 

Figure A2. Public/Publisher MEDLINE (PubMed)...................................................................... 43 

Figure A3. Joanna Briggs Institute Evidence-Based Practice Database (JBI EBP Database) ...... 44 

Figure A4. Ancestry Search .......................................................................................................... 45 

 

 



 

x 

 

LIST OF TABLES 

Table 1. Sample by Units .............................................................................................................. 27 

Table 2. Total Daily PHR Observations by Unit .......................................................................... 28 

Table 3. Daily PHR Observations Completed by Whether Falls Occurred .................................. 29 

Table 4. Number of PHR Daily Observations Completed by Month ........................................... 30 

Table 5. Comparison of Days with and without Falls .................................................................. 32 

Table D1. Unit 1: Patient Information for PHR Champions During Simulation.......................... 48 

Table D2. Unit 1: Patient Information for Actor During Simulation ........................................... 49 

Table D3. Unit 2: Patient Information for PHR Champions During Simulation.......................... 50 

Table D4. Unit 2: Patient Information for Actor During Simulation ........................................... 51 

 

 

 

  



 

1 

Chapter 1 

Introduction and Review of the Evidence 

 

 

In the United States (U.S.), patient falls are one of the most common and devastating 

complications reported in acute care hospitals (Agency for Healthcare Research and Quality 

[AHRQ], 2019). The National Quality Forum (2021) has identified the reduction of falls and 

injurious falls as a nursing-sensitive measure vital to maintaining highly reliable organizations 

(Zhao et al., 2019). Each year, hundreds of thousands of patients fall in health care facilities, and 

30%–35% are injured as a result (The Joint Commission Center for Transforming Healthcare, 

2021). The average fall rate in the U.S. is 1.3 to 8.9 falls per 1,000 patient days, and 

approximately 700,000–1,000,000 falls occur in hospitals annually (AHRQ, 2021; Goldsack et 

al., 2015; Zhao et al., 2019). In addition to lost revenues from value-based purchasing incentives 

and reimbursement from the Centers for Medicare and Medicaid Services, falls may have other 

undesirable consequences such as longer hospital stays and added care costs of approximately 

$13,000 per injurious fall (Zhao et al., 2019). However, the consequences of patient falls can be 

considerably more serious. According to The Joint Commission (2015), injurious falls were 

among the top 10 incidents that health care facilities reported to Sentinel Events Databases, and 

of the 465 reports of injurious falls submitted between 2009–2015, 63% resulted in death. 

This Doctor of Nursing Practice (DNP) Scholarly Project proposed a potential means of 

reducing falls and their consequences. Chapter 1 will explore a compelling and unbiased clinical 

question in the framework of a patient population, intervention of interest, comparison 

intervention, outcome, and time (PICOT). Further information on patient falls in acute care 

settings will be provided in addition to a recommendation for an evidence-based strategy to 

address these falls. 
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Problem Description 

Risk factors associated with falls and injurious falls in acute care settings are complex 

and involve multiple intrinsic and extrinsic aspects (Zhao et al., 2019). Because nurse leaders are 

ultimately responsible for the well-being of their patients, they uphold an ethical obligation to 

address the factors associated with falls. Additionally, inpatient falls may result in legal 

consequences if a health care provider is found not to have ensured that standard safety 

precautions were followed. Aside from litigious actions, health care providers may be confronted 

with their own moral distress when implementing fall precautions that may sometimes involve 

physical restraints and/or other tactics that disrupt patients’ free movement. While concerned for 

their patient’s safety, nurses may encounter ethical dilemmas associated with a patient’s right to 

autonomy and the provision of safe care. Nurses are compelled to take these, sometimes drastic, 

measures because falls can create emotional distress, physical pain, loss of confidence and/or 

independence, and even death (Hiyama, 2017).  

Research indicates that 20%–30% of inpatient falls can be prevented by evaluating risk 

factors and undertaking appropriate interventions to mitigate those risks (Morris & O’Riordan, 

2017). Fall prevention in acute care settings is the responsibility of everyone involved in the 

continuum of patient care. Current evidence supports the essential role nurses play in employing 

fall prevention strategies. One evidence-based best practice, that is well-established in the 

literature, is a purposeful hourly rounding (PHR) program. Purposeful hourly rounding is the 

process of visiting a patient at regular intervals and may include assessing the patient’s pain, 

position, personal belongings, and personal needs (the P’s method). However, the methods and 

assessments (i.e., personal toileting needs) vary according to the program adopted by the health 

care facility.  
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 Purposeful hourly rounding programs support an optimal approach to reducing falls while  

increasing care quality. Frontline workers’ understanding of PHR and organizational support to 

encourage timely rounds are critical to the consistency and standardization of this patient-

centered practice (Daniels, 2016). Despite the positive outcomes described throughout the 

literature, a successful PHR program can be difficult to operationalize and sustain in clinical 

practice. Challenges may include staffing fluctuations, patient acuity level, competing priorities 

and tasks, and lack of leadership support when unit activities hinder the rounding process 

(Daniels, 2016). 

Current Practice and Fall Rates at Project Site 

The site for this project was a 547-bed, Magnet-designated, quaternary care, academic, 

and nonprofit medical center in the Midwest region of the U.S. The PHR program for the center 

was implemented in January 2013. At the project site, PHR presently involves a standardized 

process of visiting a patient and applying the P’s method to assess the patient’s pain, potty, 

position, and personal belongings every hour between 0600-2200 and every two hours between 

2200-0600. Current practice dictates that a patient’s assigned registered nurse (RN) and patient 

care technician (PCT) perform PHR, including notation of the time of the next round on the 

patient whiteboard. However, there is no uniform mechanism for determining who completes the 

round and when. Nor is there a standardized process for nurse leaders to confirm that PHR has 

been completed. Additionally, during PHR, toileting is not completed proactively, and patients 

are simply asked a closed-ended question (i.e., “Do you have to use the bathroom now?”) related 

to their toileting needs.  

Similar to average fall rates in the U.S., the fall rate at the project site for fiscal year 2021 

(July 1, 2020 – June 30, 2021) was 2.32 per 1,000 patient days. This is greater than the National 
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Database of Nursing Quality Indicators' target mean fall rate of 2.14 per 1,000 patient days. Of 

the 350 total inpatient falls that occurred during fiscal year 2021 at the project site, 26.3% (n = 

92) were toileting-related. Furthermore, 28.3% (n = 15) of all injurious falls (n = 53) that 

occurred at the project site were also toileting-related.  

In March 2021, a needs assessment conducted at the project site revealed a lack of PHR 

consistency among RNs and PCTs. Consequently, falls, particularly the 26.3% potentially related 

to a lack of proactive toileting practices and fall intervention protocols, were identified as 

problems of interest that could be ameliorated by revising the current PHR program at the project 

site. 

PICOT Question  

To address the persisting clinical issue of inpatient falls and injurious falls, a clinical 

question in the framework of a patient population, an intervention of interest, a comparison 

intervention, an outcome, and a time frame (PICOT) was formulated: “In adult inpatient 

medical-surgical floor patients, how will an enhanced purposeful hourly rounding program that 

utilizes proactive toileting for patients at high risk for falls, when compared to the current 

practice, affect the rate of falls and injurious falls during a two-month practice change period?” 

Available Knowledge 

The PICOT question guided a comprehensive literature review which consisted of 

database searches for peer-reviewed journal articles and systematic reviews specific to PHR 

programs as they relate to patient fall rates and proactive toileting. Visual representations of the 

search strategies, keywords, medical subject headings (MeSH), inclusion and exclusion criteria, 

and results can be found in Appendix A. A total of 34 full-text articles were evaluated. 

Ultimately, a sample of 13 articles were included in this literature synthesis. The study designs of 



 

5 

these articles included quality improvement (QI), quasi-experimental, longitudinal, descriptive, 

cross-sectional, observational, and prospective cohort approaches. Each article was also graded 

using an evidence evaluation tool developed by the Cincinnati Children’s Hospital Medical 

Center (2021) called LEGEND, an acronym that stands for “Let Evidence Guide Every New 

Decision.” The tool assists in synthesizing and evaluating the quality of evidence from published 

studies to develop recommendations and translate research into decision-making and practice 

(Clark et al., 2009).  

Findings 

 A thorough review of the literature specific to PHR programs as they relate to patient fall 

rates and proactive toileting revealed the areas that overlapped across studies. These areas 

included the value of nurse engagement in PHR, the inclusion of proactive toileting in PHR, and 

the individualization of fall prevention practices across different units, organizations, and patient 

populations. 

Nurse Engagement in Purposeful Hourly Rounding 

 Nurse engagement was found to be critical in effectively operationalizing and sustaining 

a PHR program. In the general areas of staff responsiveness and nurse communication, high-

performing hospitals most commonly attributed their success to nurses proactively rounding on 

patients on a regular basis (Al Danaf et al., 2017). Of 26 high-performing hospitals, 18 (69%) 

reported the use of PHR to meet patients’ basic needs and comforts, including those related to 

toileting, pain, and positioning in bed (Al Danaf et al., 2017). Purposeful and regularly scheduled 

nurse rounding is also used in patient safety interventions aimed at reducing fall rates and 

injurious fall rates (Al Danaf et al., 2017; Daniels, 2016; Goldsack et al., 2015; Grillo et al., 

2019; Morgan et al., 2016; Spano-Szekely et al., 2018; Sun et al., 2020; Titler et al., 2016).  
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Researchers have adopted multi-faceted nursing interventions aimed at mitigating patient  

fall risks, including those related to both falls and injurious falls. One study utilized a 

prospective, pre-post implementation cohort design with a participatory partnership research 

approach, and findings suggested that the skill level of an RN may contribute to a reduction in 

fall rates (Titler et al., 2016). The researchers reported that a 1% increase in the skill mix of RNs 

was associated with a 2.3% reduction in fall rates (Titler et al., 2016). In another quasi-

experimental prospective pre- and post-study design, researchers conducted a 30-day QI pilot 

study on two medical units (Unit 1 and Unit 2) to determine the impact of a proactive PHR 

program on the rate of patient falls (Goldsack et al., 2015). Staff on both units received 

mandatory education and training two weeks before the study began. On Unit 1, nursing 

leadership and staff champions were involved during the project planning period. No staff from 

Unit 2 were involved. Findings demonstrated that engagement of both unit champions and 

leadership were associated with a significant reduction in the fall rate on Unit 1 from 3.9 falls per 

1,000 patient days during the baseline period to 1.3 falls per 1,000 patient days during the pilot 

period (p = 0.006). However, implementation of the PHR program on Unit 2 did not have a 

significant effect on the rate of falls (Goldsack et al., 2015).  

 Other pre- and post-intervention QI study designs used the plan, do, study, and act 

(PDSA) methodology. In one of the PDSA studies, frontline nursing leadership conducted staff 

training and established expectations that rounds were to occur every hour during the day and 

every two hours at night (Grillo et al., 2019). Prior to implementation of the PHR program, the 

rate of falls was 5.31 per 1,000 patient days. This fall rate decreased significantly to 2.58 per 

1,000 patient days and continued to decline to 2.4 and 1.45 respectively during the two months 

following the intervention (Grillo et al., 2019).  
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Similarly, a second PDSA study involved nursing leadership facilitating a staff video  

training intervention on the process of PHR (Morgan et., 2016). Study findings demonstrated a 

50% decrease in the rate of patient falls from 44 in the pre-intervention phase to 22 in the post-

intervention phase (p = 0.006). Additionally, following the introduction of the PHR intervention, 

staff rounded on patients more frequently. Patient rounds increased from a mean of 1.47 pre-

intervention to 3.32 post-intervention, which was statistically significant (p = 0.013; Morgan et 

al., 2016).  

Unlike the two previous PDSA studies that focused only on nurse engagement and the 

use of PHR to reduce falls, a third QI study utilized an evidence-based practice improvement 

model and the PDSA methodology to examine the engagement of an interprofessional team in 

reducing patient falls (Spano-Szekely et al., 2018). The interprofessional team comprised of all 

members of the patient care team: physicians, pharmacists, support staff, physical therapists, 

patient care assistants, and nursing staff and leaders. The interprofessional team developed a 

patient fall prevention program with three interventions: PHR, a nurse-driven mobility 

assessment, and video monitoring for “confused and impulsive fall-risk patients” (Spano-Szekely 

et al., 2018, p. 127). Findings resulting from the full implementation of the patient fall prevention 

program intervention, including the video monitoring, were two-fold. First, there was a 54% 

reduction in falls from 2.51 to 1.15 per 1,000 patient days. Secondly, the use of patient sitters 

was reduced by 72% resulting in an annual savings of $84,000 for the study site, a 245-bed 

community hospital (Spano-Szekely et al., 2018). Similar net cost savings were found in another 

study that evaluated an individualized PHR program implemented by RNs in the step-down, 

medical, and surgical units of two California hospitals (Nuckols et al., 2017). 

In contrast to most of the previously reported pre- and post-study and PDSA designs  
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(Goldsack et al., 2015; Morgan et al., 2016; Spano-Szekely et al., 2018; Titler et al., 2016), other 

studies failed to provide statistically significant relationships between PHR and patient falls 

(Grillo et al., 2019; Sims et al., 2018; Sun et al., 2020). Findings from a realist synthesis study 

design, comparable to a systematic review, involving the analysis of 44 articles, suggested that 

nurse-driven PHR does not always reduce falls (Sims et al., 2018). Most of the literature 

recognized that a dependence on standardization and routinization does not always ensure PHR’s 

success; rather, it is more likely dependent on process and design. Specifically, PHR programs 

should be tailored to units, organizations, and patient populations (Sims et al., 2018).  

Additionally, the results of a descriptive observational research study failed to identify a 

relationship between PHR and inpatient falls (Sun et al., 2020).  Registered nurses from 11 units 

at four hospitals were observed performing routine nursing tasks, including PHR. A total of 

9,696 observations from 168 nurses were recorded over 281 shifts. Although PHR was 

completed in 57.7% of the observations, no significant relationship was established between 

PHR and inpatient falls due to the low number of falls that occurred during the data collection 

period (Sun et al., 2020). 

Inclusion of Proactive Toileting in Purposeful Hourly Rounding 

While it has been determined that inpatient falls are multifactorial, toileting has been 

identified as a major contributing factor (Fridman, 2019; Swenson et al., 2019; Turner et al., 

2020). In one QI design with a PDSA methodology, researchers assessed the effectiveness of a 

toileting-related fall prevention intervention implemented at a large community hospital 

(Fridman, 2019). During the study’s initiation phase, data revealed that 40% of inpatient falls 

occurred while patients attempted to get to and return from the toilet or while getting out of the 

bed to use the toilet (Fridman, 2019). Other initiation phase findings showed that only 13.3% of 
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RNs and PCTs were addressing the patient’s toileting needs. This finding is consistent with 

research revealing that scheduled toileting was the least consistently used fall prevention practice 

reported by nurse managers at 60 U.S. general adult hospital units (Turner et al., 2020). After 

proactive toileting practices that included a targeted toileting schedule were implemented, the 

rates of falls decreased substantially during the measurement period from 3.28 in the third 

quarter of 2013 to 1.73 in the first quarter of 2016 (Fridman, 2019). These results demonstrate 

that staff nurses should be trained on fall prevention and PHR initiatives, especially with regards 

to incorporating a proactive toileting schedule.  

Additional research on targeted toileting schedules showed that the practice was more 

effective when hospital staff were proactive in shifting responsibility from the patient to the staff 

(Swenson et al., 2019). A 209-bed acute care medical center with an on-campus rehabilitation 

unit for medically complex patients was experiencing challenges reducing patient falls. 

Discovering that most inpatient falls were toileting-related, a multidisciplinary improvement 

team of RNs, PCTs, and physical therapists implemented a toileting schedule with times when 

staff would offer bathroom assistance to patients. The improvement team enacted a proactive 

toileting program whereby staff were trained to simply inform the patient that it was time to go 

to the bathroom, instead of asking, and then facilitated toileting. The proactive toileting program 

resulted in a 50% decrease in patient falls and 65 continuous days without a fall within the 

department (Swenson et al., 2019). 

Individualized Preventive Fall Practices in Purposeful Hourly Rounding 

An individualized intervention is a type of fall prevention strategy that targets patient-

specific risk factors for falls. Studies show that implementing targeted risk-factor fall prevention 

programs can result in dramatic declines in patient fall rates (Spano-Szekely et al., 2018; Titler et 
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al., 2016). In one example, researchers used a prospective, pre-post implementation design that 

sought to evaluate the effectiveness of a targeted risk-factor fall-prevention bundle implemented 

at three acute care community hospitals. After comparing patient fall rates, injurious fall rates, 

types of injuries, and adoption of the targeted risk-factor fall-prevention bundle before and after 

implementation, researchers reported a 22% decline in fall rates (Titler et al., 2016). In a more 

recent study that used an individualized fall-prevention program in a 245-bed community 

hospital, researchers found an even greater decrease in patient fall rates (Spano-Szekely et al., 

2018). Following an evidence-based practice improvement evaluation of an ineffective fall-

prevention program, an interprofessional team developed a new individualized fall-prevention 

program that included PHR. Full implementation of the program resulted in a 54% reduction in 

falls on inpatient medical-surgical units (Spano-Szekely et al., 2018).  

A longitudinal uncontrolled, before-and-after study design with time-and-motion studies 

was used to evaluate the clinical effectiveness and incremental net costs of fall interventions 

involving a PHR program (Nuckols et al., 2017). Nursing staff at two hospitals were trained on a 

PHR program that incorporated fall prevention into rounding practices. The researchers 

concluded that when fall-prevention interventions are integrated into PHR and critical thinking is 

encouraged specific to patient fall-risk factors, the rates of falls and injurious falls decrease. 

Findings demonstrated that the amount of time nursing staff spent on fall-related activities 

decreased at Hospital 1 from 13.5% to 8.5% and at Hospital 2 from 13.3% to 9%. The reduced 

staffing time resulted in an estimated cost savings of 67.9% to 72.2% at both hospitals (Nuckols 

et al., 2017). 

LEGEND Grading and Rationale 

A search of the literature identified 10 studies that found nurse engagement is critical to  
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effectively operationalizing and sustaining a PHR program (Al Danaf et al., 2017 [4a]; Daniels, 

2016 [4b]; Fridman, 2019 [4b]; Goldsack et al., 2015 [4b]; Grillo et al., 2019 [4b]; Morgan et 

al., 2016 [4b]; Nuckols et al., 2017 [4b]; Spano-Szekely et al., 2018 [4b]; Sun et al., 2020 [4b]; 

Titler et al., 2016 [3a]). Of these 10 studies, seven reported that the implementation of PHR 

programs resulted in reduced fall rates and/or injurious fall rates (Daniels, 2016; Fridman, 2019; 

Goldsack et al., 2015; Morgan et al., 2016; Nuckols et al., 2017; Spano-Szekely et al., 2018; 

Titler et al., 2016). Although two of the studies failed to find statistically significant relationships 

between the implementation of PHR and patient fall rates and injurious fall rates, one reported 

that patient fall rates decreased below the national average (Grillo et al., 2019), while the other 

reported a positive trend in that for each reduction in the number of times the patient was 

rounded on, the chances of a fall increased by a factor of 1.20 (Sun et al., 2020). Sims et al. 

(2018 [1b]) concluded that evidence supporting the practice of PHR is ambiguous, which 

suggested the need for future research into targeted PHR goals. One such purposeful goal would 

be the use of a proactive toileting PHR program designed to reduce fall and injurious fall rates. 

Some literature on the use of PHR focused on toileting as a major contributing factor to 

inpatient fall rates (Fridman, 2019; Swenson et al., 2019 [4b]; Turner et al., 2020 [4a]). Two 

studies reported that scheduled toileting was neither frequently nor consistently used as a fall-

prevention practice (Fridman, 2019; Turner et al., 2020). Studies that implemented the PHR 

program for proactive toileting practices with a targeted toileting schedule reported reductions in 

patient falls. For example, Fridman (2019) found that the rates of falls decreased substantially 

during the measurement period from 3.28 in the third quarter of 2013 to 1.73 in the first quarter 

of 2016. Swenson et al. (2019) implemented a PHR proactive toileting program in which staff 

informed the patient that it was time to go to the bathroom, rather than asking. Results of the 
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study showed a 50% decrease in patient falls and 65 continuous days without a fall within the 

department (Swenson et al., 2019). These two studies, along with others (Nuckols et al., 2017; 

Spano-Szekely et al., 2018; Titler et al., 2016), demonstrated that the use of proactive toileting 

within PHR programs as targeted risk-factor fall-prevention interventions could result in the 

decline of patient fall rates (Spano-Szekely et al., 2018; Titler et al., 2016).  

Overall, the body of evidence was of moderate quality and supported that further research 

into the effect of PHR on fall rates in acute care settings may help answer the PICOT question. 

When evaluating the strength of the recommendation to revise the PHR program, the existing 

body of literature supported the idea that doing so was a safe intervention with minimal adverse 

effects, had the potential to significantly benefit both patients and nurses, was cost-effective for 

the health care system, and may have positive impacts on patient goals, values, and preferences. 

Therefore, it was recommended that a QI study be conducted at the project site to investigate 

further how an enhanced PHR program that utilizes proactive toileting for patients at high risk 

for falls impacted fall and injurious fall rates.  

Evidence-Based Practice Model 

Conceptual models or frameworks should be considered to help support and facilitate 

evidence-based practice changes. The Iowa Model of Evidence-Based Practice is currently used 

at the project site and is the model of choice for guiding the revision of the existing PHR 

program. The model uses a seven-step, multiphase change process with feedback loops and aims 

to aid clinicians in making decisions about practice changes that affect health care outcomes, 

such as decreasing rates of falls and injurious falls (Melnyk & Fineout-Overholt, 2019).  

The first step in the Iowa Model is to identify a triggering issue or opportunity where an 

evidence-based practice change might be warranted. The problem-focused clinical opportunity 
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identified was a systemwide issue of falls related to patients’ toileting needs based on project site 

data. The second step in the Iowa Model is to state the question or purpose. The PICOT question 

was developed to target an intervention to potentially reduce falls and injurious falls at the 

project site. The project was determined to be a priority by key stakeholders based on internal 

organizational data. The third step in the Iowa Model is to form a team, and the DNP Scholarly 

Project team consisted of two project mentors, a statistician, and a content expert. Key 

stakeholders from the project site, such as unit leadership and RN and PCT staff, were also a 

critical part of the team. The fourth step in the Iowa model is to assemble, appraise, and 

synthesize the body of evidence, which was completed and reviewed earlier in this chapter. The 

fifth step in the Iowa Model is to design and pilot the practice change. Chapter 2 will provide an 

in-depth review of the project’s methodology, including details on the practice change around 

PHR and targeted fall interventions, as well as a data collection and evaluation plan. Once the 

results are analyzed, they will be used to determine if the change is appropriate to adopt in other 

inpatient units throughout the project site. The sixth step of the Iowa Model is to integrate and 

sustain the practice change. If the project is successful, key personnel should be identified to help 

sustain any gains made and promote integration in other units. Consistent education and real-

time feedback should be provided to staff, and fall and injurious fall rates should be monitored. If 

the project is not successful, alternative toileting-related fall-prevention strategies should be 

considered. The seventh and final step of the Iowa Model is to disseminate the results.  

Regardless of the outcomes of the project, aggregate results will be shared with the staff and 

leadership of the project units, as well as with quality department and organizational leadership 

through the typical practices for sharing unit-level QI data. Reflection and debriefing should also 

occur during this step to determine lessons learned and future state of the project. 
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Definitions of Terms 

 The following terms are relevant to this project. 

Fall 

 A fall can be defined as an unexpected descent to the floor or other surface that either 

does or does not cause injury (AHRQ, 2021). 

Fall Rate 

 Falls are calculated as the rate of falls per 1,000 patient days to account for unit  

census fluctuations (AHRQ, 2021). 

Hester Davis Scale 

 The Hester Davis Scale is a psychometrically validated fall-risk assessment scale that is 

used to predict anticipated falls in adult patients in a variety of settings (HD Nursing, n.d.). 

High-fall-risk Patient 

 A patient assessed as high-fall-risk by nursing staff using the Hester Davis Scale. 

Injurious Fall 

 An injurious fall is one that results in an injury that can be classified as minor (i.e., 

resulting in a bruise, abrasion, needing a dressing, ice, limb elevation, or topical medications), 

moderate (i.e., requiring sutures, Steri-Strips, skin glue, splint, or that resulted in muscle/joint 

strain), major (i.e., requiring surgery, cast, traction, and/or resulting in neurological or internal 

injury), or fatal (AHRQ, 2021). 

Plan, Do, Study, Act (PDSA) Cycle 

 An iterative and systematic process consisting of a four-stage problem-solving cycle used  

for improving a process or carrying out change (The W. Edwards Deming Institute, 2021). 
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Purposeful Hourly Rounding (PHR) 

 Purposeful hourly rounding is a process in which RNs and PCTs check on patients to 

determine whether they are in pain, need to use the bathroom, are in a comfortable position, and 

have their personal belongings (i.e., cell phone or call light) within arms’ reach. Purposeful 

hourly rounding is completed for each patient every hour between 0600-2200 and every two 

hours between 2200-0600. 

Population of Interest 

 The population of interest for this DNP project will be the RNs and PCTs on two 

inpatient medical-surgical project units at the practice site. 

Proactive Toileting 

 Proactive toileting is the preemptive act of assisting a patient to the toilet at regular  

intervals (Fridman, 2019). For the purposes of this DNP Scholarly Project, the term enhanced 

PHR is used to mean proactive toileting. 

Toileting-related Fall 

 A toileting-related fall is one associated with the needs of elimination, including the 

actions of getting to the toilet, returning from the toilet, or getting up from the bed or chair to use 

the toilet (Fridman, 2019). 

Specific Aim 

The primary aim of this DNP Scholarly Project was to evaluate how an enhanced PHR 

program that incorporated proactive toileting on high-fall-risk patients impacted the rate of falls 

and injurious falls during a two-month practice change period in adult medical-surgical floor 

patients. Currently, toileting is not initiated proactively by RNs and PCTs at the project site. 

Instead, patients are asked the following closed-ended question: “Do you have to use the 
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bathroom now?” The project goal was to change that question to a statement: “Let's go to the 

bathroom while I’m in here with you. It’s been X hours since you last used the bathroom.” Fall 

and injurious fall rates were measured prior to and after staff education on the practice change to 

determine the significance and impact of proactive toileting on high-fall-risk patients. 

Conclusion 

 Chapter 1 provided the introduction, background, and significance of falls and injurious 

falls on patients, staff, and health care organizations. A critique and synthesis of the literature on 

the impact of PHR on fall and injurious fall rates supports the recommendation that a QI project 

be conducted that aims to reduce falls through proactive toileting of high-fall-risk patients. 

Looking ahead, Chapter 2 will describe the methods that were used to develop and implement 

the practice change.  
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Chapter 2 

Methods 

 

 

 Chapter 2 provides an in-depth description of the methods that were used in this QI 

project. Details regarding the project sample, practice change, data collection tools and 

procedures, data analysis and management plan, and ethical considerations are discussed. The QI 

project employed a PDSA strategy, and Lewin’s Change Theory was used to guide the practice 

change. 

Context 

 The project site was a 547-bed, quaternary care, academic, and nonprofit medical center 

serving 26 zip codes in the Midwest region of the U.S., including some populations defined as 

medically underserved. It is one of 88 hospitals in a multi-institutional Catholic health care 

system in the U.S. and serves approximately 500,000 people in its region. The Joint Commission 

recognizes the project site as a Level 1 Trauma Center and Comprehensive Stroke Center. The 

American Nurses Credentialing Center designated the site as a Magnet hospital which greatly 

influences its nursing professional practice model and is indicative of the project site’s 

commitment to quality nursing practices. The site’s philosophy is to provide excellence in patient 

care through research, the education of health care professionals, and the pursuit of Jesuit 

Catholic traditions. The organization is committed to going beyond the treatment of disease to 

treat the body, soul, and human spirit. 

Current State of Falls at Project Site 

In terms of quality initiatives, a reduction of falls and injurious falls through an enhanced 

PHR program is a strategic goal, and a related needs assessment was conducted in March 2021. 

The results of the assessment underscored a lack of PHR consistency among both RNs and PCTs 
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and confirmed that proactive toileting was not currently included in PHR. Figure 1 illustrates 

falls data from fiscal year 2021, which ran from July 1, 2020 – June 30, 2021. Toileting-related 

falls are those associated with the needs of elimination, including the actions of getting to the 

toilet, returning from the toilet, or getting up from the bed or chair to use the toilet (Fridman, 

2019). During fiscal year 2021, just over a quarter of the total inpatient falls (26.3%) were 

toileting-related. Furthermore, 28.3% of all injurious falls that have occurred at the project site 

were also toileting-related, which made this a compelling topic for a QI project. 

Figure 1 

Project Site Falls for Fiscal Year 2021 

 

The units chosen for this QI project were the two adult medical-surgical units with the highest 

rates of toileting-related falls among high-fall-risk patients (Figure 2). Unit 1 was a 32-bed 

medical-surgical unit specializing in the care of orthopedic, neurosurgical, and general surgery 

patients. Unit 2 was a 32-bed medical-surgical unit specializing in the care of hepatology and 

solid organ transplant patients. 
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Figure 2 

Project Site Toileting-Related Falls by Unit for Fiscal Year 2021 

 

Supporting the Practice Change at the Project Site 

 PDSA is an iterative and systematic process consisting of a four-stage problem-solving 

cycle used to improve a process or carry out change, and it is commonly used for QI initiatives at 

the project site (The W. Edwards Deming Institute, 2021). Lewin’s Change Theory supported the 

practice change, which consists of three stages that allow progress to be easily identified 

throughout a change process (Burnes, 2020). The first stage is unfreezing, during which staff will 

be prepared for the upcoming change. At this critical stage, staff buy-in will be obtained by 

ensuring they understand that the change is meaningful and will enhance the quality of care they 

provide their patients. Key stakeholders will also determine the project team's composition 

during the first stage. The project team will then prepare to implement the practice change 

(Hussain et al., 2018). During the second stage, early adopters of the new process will be vital to 

spreading its practice. Therefore, educational resources, positive reinforcement, and outlets for 

providing feedback on the change should be offered. The third and final stage of refreezing will 

create stability and help sustain the change after implementation (Burnes, 2020). Staff 

adjustment to change can be challenging, and staff champions and unit leadership will play a key 

role in facilitating the project and supporting any initial progress. 
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Intervention and Study of the Intervention 

A number of high-level factors need to be considered before any intervention can be 

implemented. The proposed project was intended to be QI and utilized de-identified data to 

evaluate the impact of proactive toileting on rates of falls and injurious falls on high-fall-risk 

patients during PHR. The project site’s current PHR program uses 4Ps: pain, potty, personal 

belongings, and position. Toileting is not initiated proactively. Instead, patients are asked the 

following closed-ended question: “Do you have to use the bathroom now?” The project goal is to 

change that question to a statement: “Let's go to the bathroom while I’m in here with you. It’s 

been X hours since you last used the bathroom.”  

Team Involved in Practice Change 

A convenience sample of 130 RN and PCT staff from the two medical-surgical project 

units with the highest rates of toileting-related falls were expected to be involved in the practice 

change and were notified about the QI project via an emailed letter (Appendix B). The staff from 

the two project units received required education and training on completing proactive toileting 

every two hours as a part of the enhanced PHR process using a live simulation and competency.  

Education of Staff and PHR Champions 

A total of 25 RN and PCT staff from all shifts on each project unit were expected to be 

recruited to participate in a live simulation of the enhanced PHR program with standardized 

patient scenarios using individuals trained to act as real patients (Appendix C and Appendix D). 

The staff participating in the simulation were designated as PHR champions and served as 

trainers for the remainder of their unit’s staff. The RN and PCT staff who did not participate in 

the simulation watched a recorded simulation exemplar session on the project site’s electronic 

learning platform and completed an attendance attestation. The staff who watched the recording 
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completed an accurate return demonstration with either one of the unit PHR champions or the 

principal investigator (PI) using the Enhanced PHR Standard Work Simulation Tool (Appendix 

E).  

Staff education on the enhanced PHR program included unit-specific data on toileting-

related falls and an explanation of the expected standard work for each round (Appendix F and 

Appendix G). Findings from the literature related to time saved with proactive toileting by 

decreasing or preventing disruptions from call lights and completing fall-related paperwork were 

reviewed. The topic of moral distress, which staff may experience when patients fall or are 

injured, was discussed in an open forum group training session. Finally, a Proactive Toileting 

During Purposeful Hourly Rounding Log (Appendix H) was introduced during training as a tool 

for staff to self-report their rounds during the project period. 

Observations and Support for the Practice Change 

 An Enhanced PHR Standard Work Observation Tool and Quick Reference Card 

(Appendix I and Appendix J) were used by unit PHR champions, unit leadership, and the PI to 

conduct daily observations on all shifts of RN and PCT staff while they were completing PHR. 

Concurrent coaching on the practice change during observations allowed staff to learn in real-

time and make improvements or adjustments before their next PHR. This support helped to 

incorporate the new proactive toileting practice change into RN and PCT staff workflow and 

provided staff the opportunity to understand what went well and what elements they may have 

missed during the PHR round. Training for the observers completing the observation tool was 

provided to ensure they assessed proactive toileting accurately. Potential observer bias was 

mitigated by ensuring interrater reliability. 
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Practice Change Timeline 

The simulation and training of all staff, observers, and PHR champions took place during 

September 2021. The practice change began with go-live celebrations in both units on October 1,  

2021, and the enhanced PHR program occurred from October 1, 2021 to November 30, 2021. On 

November 1, 2021, data regarding any small wins achieved were shared with the project unit 

staff, as it was an optimal time to review toileting-related fall rates as a means of maintaining 

momentum and motivation for the next month of the project. 

Measures 

After the project period, fall and injurious falls on the two project units were reviewed  

for any deemed as toileting-related to determine the effectiveness of proactive toileting on fall 

and injurious fall rates. Data from the proactive toileting logs and daily observations were 

reviewed to identify trends. A deep dive into any toileting-related falls that occurred in the 

project units was completed to determine if there were missed opportunities to proactively toilet 

patients or if there were other contributing factors (Appendix K). Figure 3 provides an overview 

of the intervention, study of the intervention, and data collection plan. 

Figure 3 

Intervention, Study of the Intervention, and Data Collection Plan 

 

Two months of retrospective data were used as the baseline data for the two project units.  

Prospective data from the project period were used to compare fall and injurious fall rates. De- 
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identified chart data included in the project were collected on patients aged 18 and older who 

were admitted to one of the two project units during the project period and were deemed as at 

high risk for falls based on the Hester Davis Scale, a psychometrically validated fall-risk 

assessment scale the project site currently uses. The scale helps to predict anticipated falls in 

adult patients and in a variety of settings based on their current condition (HD Nursing, n.d.). 

Data were excluded if the falls were unrelated to toileting, were deemed as intentional or 

deliberate, or involved patients not categorized as high risk for falling. 

 One process metric and two outcome metrics were measured in this QI project. The 

process metric was the number of PHRs that included proactive toileting for high-fall-risk 

patients. These primary data were gathered from the proactive toileting logs that staff completed. 

The outcome metric was derived from secondary data provided by an honest broker from the 

project site and consisted of the rates of toileting-related falls and injurious falls for high-risk 

patients in the project units. The honest broker was the Clinical Quality Improvement Specialist 

over fall prevention initiatives for the project site who typically has access to all falls-related 

data. Additionally, the project was budget neutral. The project site justified utilizing designated 

educational hours allotted for each unit to support the education and training needed for this QI 

project. 

Analysis 

 Descriptive statistics were used to describe the process and outcome metrics. This 

included means and standard deviations, as well as minimums and maximums for the process 

metric (number of PHR observations) and rates per 1,000 patient days for the outcome metrics. 

Inferential statistics were applied to determine whether there was a statistically significant 

difference in fall and injurious fall rates in the two project units by comparing two months of 
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pre-practice change baseline data to two months of project period data. The selected pre-practice 

change baseline period was expected to be similar to the project period in terms of average daily 

census and patient acuity. The pre-practice change fall and injurious fall rates were taken from 

July 1, 2021 to August 31, 2021, and the project period rates were taken after staff education 

from October 1, 2021 to November 30, 2021. The project’s independent variable was nominal 

level, and the dependent variable was interval level. Data were analyzed using the z test of 

proportions, the independent samples t-test, and the Mann-Whitney test to generate p-values and 

determine the significance of the practice change. Finally, percentages were calculated from the 

proactive toileting logs to determine if there was a significant difference in the number of logs 

completed on days with and without falls. The project data were analyzed using STATA 

(StataCorp LLC, version 17, College Station, TX) and the Statistical Package for the Social 

Sciences (SPSS) (SPSS Statistics, version 28, IBM, Armonk, NY). 

Data were collected by the honest broker, observers, and the PI. No data were collected 

directly from patients. The honest broker collected all secondary data, which were protected as 

directed by the project site, and de-identified the data prior to sharing it with the PI. Primary data 

collected did not include staff or patient names, but only information related explicitly to 

proactive toileting involving high-fall-risk patients; therefore, these data did not identify 

anything other than the unit, shift, and staff classification (RN versus PCT). 

Ethical Considerations 

When implementing a QI project, numerous ethical considerations must be carefully  

examined to determine any deleterious consequences on patients and staff. The PI obtained  

approval to commence the project from the chief nursing officer at the project site, and a letter of  

support was signed. The project was reviewed by Georgetown University’s Institutional Review  
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Board (IRB). Additionally, the project site’s IRB conducted a review on behalf of the project 

site. The project was categorized as non-human subjects research by both institutions. All data 

collected were appropriately de-identified using the Safe Harbor (U.S. Department of Health and 

Human Services, 2012) method and stored according to the university’s and the project site’s 

protected health information policy. Moreover, consent was not sought from any of the staff 

participating in the practice change. The rights and welfare of staff partaking in the project were 

not adversely affected, and there were no anticipated risks to any participants. The PI completed 

all required Collaborative Institute Training Initiative program courses to satisfy the 

requirements of both IRBs. No conflicts of interest or project funding were declared. 

Potential benefits to staff may include time efficiency by decreasing or preventing 

disruptions from call lights and completing fall-related paperwork. RN and PCT staff may 

increase their knowledge of unit-specific fall rates and gain an understanding of the importance 

of the role of proactive toileting within the existing PHR program and related to fall prevention 

strategies. Additionally, moral distress that RN and PCT staff may experience when their 

patients fall or are injured may be reduced. Potential benefits to the organization may include 

saved expenditures from falls and injurious falls, which have been found to contribute to an 

increased length of stay or unplanned tests and/or procedures. 

Conclusion 

 Chapter 2 provided details regarding the project sample, practice change, data collection  

tools and procedures, data analysis and management plan, and ethical considerations. Looking  

ahead, Chapter 3 will describe the statistical analyses for the results of the practice change using  

inferential statistics to compare differences in fall rates and generate p-values to determine  

statistical significance of the practice change. 
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Chapter 3 

Results 

 

 

Chapter 3 will report the results of the QI project. First, a description of the project 

sample is provided. Secondly, the process measure and outcome results are presented. Thirdly, 

results of the analysis and associations between outcomes, interventions, and relevant contextual 

elements are discussed. This chapter then concludes with a presentation of unintended 

consequences. The PICOT question guiding this QI project was: “In adult inpatient medical-

surgical floor patients, how will an enhanced purposeful hourly rounding program that utilizes 

proactive toileting for patients at high risk of falls, when compared to the current practice, affect 

the rate of falls and injurious falls during a two-month practice change period?” 

Project Sample Description 

A convenience sample was drawn from all RNs and PCTs working on two inpatient 

medical-surgical units with the highest rates of toileting-related falls. All staff on the two project 

units were required to participate in education and training as directed by both the unit and 

organizational leadership. Approximately 130 RNs and PCTs were expected to participate from 

both units. However, due to staff attrition from the project site and the impacts of the ongoing 

COVID-19 pandemic, only 102 staff participated (56 on Unit 1; 46 on Unit 2). Each unit was 

expected to have 25 PHR champion volunteers to support the project, but this goal was not met. 

Unit 1 had 11 PHR champions, and Unit 2 had five. By the end of the project, there was no 

attrition of PHR champions on Unit 1. Conversely, on Unit 2, only two PHR champions 

remained throughout the entirety of the project. One of the five champions was excluded before 

the project began, another left the organization 15 days into it, and a third took an unexpected 

three-week leave of absence.  
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Once the project sample was defined, training began. Each PHR champion received 

education on the enhanced PHR program prior to the practice change by participating in live 

simulations of standardized patient scenarios. The champions then watched a PHR video 

exemplar to determine interrater reliability with the PI, which was 100%. Unit leadership also 

received training on how to complete PHR observations, including a PHR video exemplar. As 

with PHR champions, interrater reliability among leadership was 100%. The leadership, trained 

RN staff, trained PCT staff, and unfilled positions during the baseline and project periods for 

each unit are shown in Table 1.  

Table 1 

Sample by Units 

 Unit 1 (32 Private Beds)  Unit 2 (32 Private Beds) 

Unit Leadership 1 (Nurse Manager) 

 2 (1 Nurse Manager and 1 

Assistant Nurse Manager) 

 Day 

Shift 

Night 

Shift Total 

 Day 

Shift 

Night 

Shift Total 

Trained RN Staff 21 21 42  15 16 31 

 Unfilled 

Positions During 

Baseline Period   6 

 

  7 

 Unfilled 

Positions During 

Project Period   13 

 

  17 

Trained PCT Staff  7 7 14  8 7 15 

 Unfilled 

Positions During 

Baseline Period   4 

 

  5 

 Unfilled 

Positions During 

Project Period   4 

 

  6 
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Process Measures and Outcomes 

The project intervention was proactive toileting during PHR. The process measure was 

the number of PHRs that included proactive toileting for high-fall-risk patients. Fall and 

injurious fall rates were measured prior to and after staff training on the practice change. 

Baseline period fall rates and injurious fall rates were collected from July 1, 2021 to August 31, 

2021. Project period fall rates and injurious fall rates were collected from October 1, 2021 to 

November 30, 2021. 

Primary data were collected from the proactive toileting logs that project unit staff 

completed and the PHR observations that PHR champions, unit leadership, and the PI completed. 

The outcome metric was derived from secondary data provided by the honest broker, and the 

data consisted of the rates of falls and injurious falls in the two project units. Table 2, Table 3, 

and Table 4 show the total daily observations by unit, by whether falls occurred, and by month 

respectively. 

Table 2 

Total Daily PHR Observations by Unit 

 Unit 1 Unit 2 

 M (SD) Min–Max M (SD) Min–Max 

Number of Completed 

Observations  

2.6 (2.3) 0–9 7.7 (3.2) 1–16 

Day Shift Observations 1.3 (1.4) 0–4 3.7 (2.1) 0–10 

Day Shift Observations with 

Proactive Toileting Offered 

1.0 (1.2) 0–4 2.9 (2.1) 0–8 

Night Shift Observations 1.2 (1.4) 0–6 3.9 (2.1) 0–9 

Night Shift Observations with 

Proactive Toileting Offered 

1.0 (1.3) 0–6 3.0 (2.0) 0–8 
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Table 3 

Daily PHR Observations Completed by Whether Falls Occurred 

 Unit 1 Unit 2 

 M (SD) p M (SD) p 

Number of Observations 

Completed 

 .747  .039 

Fall Occurred 2.3 (2.9)  2.3 (2.9)  

No Falls Occurred 2.6 (2.3)  8.0 (3.1)  

Day Shift Observations  .747  .008 

Fall Occurred 1.3 (1.9)  1.9 (1.5)  

No Falls Occurred 1.4 (1.4)  4.0 (2.1)  

Day Shift Observations with 

Proactive Toileting Offered 

 .989  .004 

Fall Occurred 1.0 (1.4)  0.9 (1.2)  

No Falls Occurred 1.0 (1.2)  3.1 (2.1)  

Night Shift Observations  .877  .332 

Fall Occurred 1.0 (1.2)  3.4 (2.3)  

No Falls Occurred 1.2 (1.4)  4.0 (2.1)  

Night Shift Observations with 

Proactive Toileting Offered 

 .877  .135 

Fall Occurred 1.0 (1.2)  2.0 (2.5)  

No Falls Occurred 1.0 (1.4)  3.1 (1.9)  

Note. Significance levels based on Mann-Whitney test. 
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Table 4 

 

Number of PHR Daily Observations Completed by Month 

 Unit 1 Unit 2 

 M (SD) p M (SD) p 

Number of Observations 

Completed 

 .085  .028 

October 3.1 (2.4)  6.7 (3.0)  

November 2.0 (2.0)  8.7 (3.1)  

Day Shift Observations  .192  .002 

October 1.6 (1.4)  2.9 (2.0)  

November 1.1 (1.4)  4.6 (1.9)  

Day Shift Observations with 

Proactive Toileting Offered 

 .059  .003 

October 1.2 (1.3)  2.1 (2.1)  

November 0.7 (1.1)  3.6 (1.9)  

Night Shift Observations  .059  .385 

October 1.6 (1.5)  3.8 (2.3)  

November 0.9 (1.1)  4.1 (1.9)  

Night Shift Observations with 

Proactive Toileting Offered 

 .117  .096 

October 1.3 (1.6)  2.6 (2.1)  

November 0.7 (1.0)  3.4 (1.9)  

Note. Significance levels based on Mann-Whitney test. 

 

Associations Between Outcomes, Interventions, and Relevant Contextual Elements 

Statistical analyses were conducted on the primary and secondary data gathered during 

the baseline and practice change periods. The baseline period rate of falls on Unit 1 between July 

and August was 2.73 per 1,000 patient days. The project period rate of falls on Unit 1 between 

October and November was 2.99 per 1,000 patient days. Unit 1 data were analyzed using a z test 
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of proportions to compare the two rates. No statistically significant difference in these rates was 

found (z = -0.11, p = .457). The baseline period rate of falls on Unit 2 between July and August 

was 3.78 per 1,000 patient days. The project period rate of falls on Unit 2 between October and 

November was 3.95 per 1,000 patient days. Unit 2 data were analyzed using a z test of 

proportions to compare the two rates. No statistically significant difference in these rates was 

found (z = -0.06, p = .476).  

No injurious falls occurred on Unit 1 during the baseline and project periods. The 

baseline period rate of injurious falls on Unit 2 between July and August was 1.08 per 1,000 

patient days. The project period rate of injurious falls on Unit 2 between October and November 

was 0.56 per 1,000 patient days. Unit 2 data were analyzed using a z test of proportions to 

compare the two injurious fall rates. No statistically significant difference in these rates was 

found (z = 0.41, p = .658).  

The rate of falls on Unit 2 dropped significantly from October to November, decreasing 

from 6.73 per 1,000 patient days to 1.14 per 1,000 patient days (z = 2.00, p = .046). A 

nonsignificant increase was found in Unit 1 rate of falls from 2.36 per 1,000 patient days in 

October to 3.63 per 1,000 patient days in November (z = 0.52, p = .603). When comparing the 

percent of proactive toileting logs completed by month, a significant difference was found in 

Unit 1 between October (69.7%) and November (68.6%; z = 3.77, p < .001). However, the actual 

percentage point difference of 1.1% might not be clinically significant. 

 Significant differences in days with and without falls in October and November were 

found in the number of proactive toileting logs completed. The percent of completed proactive 

toileting logs was compared using a z test of proportions, and the number of high-fall-risk 

patients was compared using an independent samples t-test. Although the average number of 



 

32 

high-fall-risk patients was slightly smaller on days with no falls than on days with falls, the 

differences were not statistically significant on either unit (Unit 1: t(59) = 0.34, p = .73; Unit 2: 

t(59) = 0.32, p = 0.75). However, in both units and on days with falls, a significantly lower 

percentage of proactive toileting logs were completed than on days with no falls (p < .001; Table 

5 and Figure 4). 

Table 5 

Comparison of Days with and without Falls 

 Fall Occurred No Falls   

 % % z p 

Percent of 

Completed Logs  

    

Unit 1 16.67 72.77 94.01 < .001 

Unit 2 33.77 81.95 119.94 < .001 

 M (SD) M (SD) t p 

Number of 

High-Risk 

Patients 

    

Unit 1 2.25 (2.06) 1.93 (1.79) 0.34 .73 

Unit 2 6.57 (2.70) 6.31 (1.91) 0.32 .75 

 

Figure 4 

Percentage of Proactive Toileting Logs Completed on Days with and without Falls 
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Every fall that occurred on both units during the baseline and project periods was  

categorized as an anticipated physiological fall (Morse, 2002). This means the falls were 

preventable. On days when there were falls, a lower percentage of proactive toileting logs were 

completed. This suggests that when staff completed proactive toileting logs, high-fall-risk 

patients were less likely to fall. Insights into relevant contextual factors were garnered from an 

analysis of proactive toileting log findings. Four of the six project-period toileting-related falls 

(67%) occurred either while patients were ambulating alone or when staff were assisting patients 

to the bathroom. Additionally, based on the PI’s previous clinical experiences and historical 

perspectives from the project site, the size of the patient rooms and the distance to the bathrooms 

were likely contributing factors. Yet, no patient who had an injurious fall during the project was 

assisted to the bathroom by a staff member, which could mean that patients were less likely to be 

injured when staff were with them as they traveled to the bathroom.  

Another contextual factor that might have influenced the results of this QI project was the 

fall-risk assessment tool used at the project site, the Hester Davis Scale. This tool was 

implemented on July 1, 2021, coinciding with the project’s baseline period. When reviewing all 

falls from the baseline and project periods, only six of 24 patients (25%) were identified as high-

fall-risk. One must question whether staff were correctly using the new fall-risk tool or if the tool 

itself might be flawed. 

The most significant contextual factors influencing the results of this QI project were the 

impacts of both the ongoing COVID-19 pandemic and the nursing shortage at the project site. 

These factors were strongly connected to attrition at the project site, PHR champion recruitment, 

and retention challenges. Attrition was higher than anticipated, and there were many float staff 

(i.e., registry, agency, or those from other inpatient units) working the project units. Staffing 
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fluctuations were common in both units. This is contextually relevant because float staff were 

not trained to complete the paper proactive toileting logs but were assigned to patients targeted 

by the practice change. The float staff could not be observed performing the intervention or held 

accountable for it. Additionally, the increase in staff attrition, which included PHR champions on 

Unit 2, likely decreased the experience and skill mix on the project units. The increase might 

have also intensified pre-existing feelings of burnout and disengagement among staff. Moreover, 

having fewer staff potentially hindered focus on the practice change because there were too 

many competing priorities. 

Unintended Consequences 

 Although contextual challenges were anticipated while developing the methodology for 

this project, there were also unintended consequences associated with the interventions. One 

unintended benefit from the project was that the PHR champions provided unsolicited feedback 

about how the PHR simulation enriched their learning and reinforced the practice change. 

Participation may have had a positive influence in changing their attitude and behavior toward 

proactive toileting. Another potential unintended benefit was that heightened awareness around 

high-fall-risk patients may have contributed to staff being present with patients while they were 

toileting. 

 An unintended problem occurred during preparation of the educational exemplar video. 

This video was initially intended to be a recorded exemplar from the live simulation education 

provided to the PHR champions. However, because of COVID-19 mandates, all simulation 

participants were masked. The masks, coupled with the unanticipated poor acoustics of the 

simulation lab, made the audio unintelligible. To address this problem, the marketing team at the 

project site was engaged, and a new video was recorded. Unfortunately, the new video resulted 
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in unplanned increases of staff time and resources. Though additional time and resource 

allocations were not measured for the project, they would result in additional costs for the project 

site.  

 Another challenge was the recruitment and retention of PHR champions. Without an 

adequate number of champions, the bulk of pre-intervention training was done by the PI. 

Additionally, all PHR champions were from the day shift and could not complete PHR 

observations at night. To mitigate this problem, unit leadership altered their usual working hours 

to be available for night shift observations, and the PI committed additional weekday and 

weekend hours to complete the night shift observations. 

 Finally, the paper proactive toileting logs were a failure of the intervention as none were 

filled out completely, and many were missing altogether. Everyone made their best effort to 

assign high-fall-risk patients to unit-specific staff, but staffing availability and other challenges 

made that task unfeasible. The proactive toileting logs were also inadvertently thrown away by 

environmental services staff after patients were discharged. 

Conclusion 

Chapter 3 presented the results of the project. The sample was described, and the process 

measure and outcome results were presented. The results for the analysis of associations among 

outcomes, interventions, and relevant contextual elements were discussed. The chapter 

concluded with an overview of unintended consequences. Looking ahead, Chapter 4 will provide 

a discussion of the results and the conclusions of this DNP Scholarly Project. 
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Chapter 4 

Discussion and Conclusions 

 

 

Chapter 4 includes the discussion and conclusions from the QI project. First, the key 

findings are summarized. Secondly, an interpretation of the results related to the context and 

project outcomes are discussed. Thirdly, the limitations of the project are highlighted. This 

chapter closes with recommendations for future projects. 

Summary 

 The aim of this QI project was to evaluate how an enhanced PHR program that 

incorporated proactive toileting on high-fall-risk patients impacted the rate of falls and injurious 

falls during a two-month practice change period in adult medical-surgical floor patients. Findings 

indicated there was no statistically significant difference in fall rates (Unit 1: z = -0.11, p = .457; 

Unit 2: z = -0.06, p = .476) and injurious fall rates (Unit 1: no injurious falls; Unit 2: z = 0.41, p = 

.658) on either unit between the baseline and project periods. The project did reveal meaningful 

statistical significance in other areas. During the project period in Unit 2, there was a statistically 

significant decrease in the rate of falls from October to November (z = 2.00, p = .046). 

Additionally, a greater percentage of proactive toileting logs were completed on days when there 

were no falls on either project unit (p < .001).  

 The results of this QI project were also clinically significant. The project increased staff 

awareness about the importance of proactive toileting as part of PHR and as a fall prevention 

strategy. The decrease in the rate of falls during the project period in Unit 2 suggests that as the 

project moved forward in time, staff improved their performance of enhanced PHR. 

Additionally, when staff completed proactive toileting logs, high-fall-risk patients were less 

likely to fall. The project also highlighted a potential issue with the reliability and validity of the  
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assessment tool used to identify high-fall-risk patients at the project site. 

Interpretation 

 This section will discuss both statistically and clinically relevant findings of the QI 

project. Clinical relevance refers to the concept of the results having significant implications 

within the clinical environment (Polit, 2017). Results yielded from inferential statistical analyses 

were not unlike other similar QI projects in the literature that leveraged PHR programs to 

improve rates of falls. The total number of falls were relatively small and the project 

implementation period short, thus making it challenging to see the actual effect of the project on 

the outcome findings (Goldsack et al., 2015; Grillo et al., 2019; Sims et al., 2018; Sun et al., 

2020). In spite of these constraints, invaluable secondary data informed various aspects of the 

project’s overall conclusions by providing further context, clinical insights, and implications for 

future studies.  

 Several studies cited in this paper’s literature review underscored the importance of 

frontline staff and unit leadership involvement in PHR implementation as a fall prevention 

strategy to bolster its success (Al Danaf et al., 2017; Daniels, 2016; Goldsack et al., 2015; Grillo 

et al., 2019; Morgan et al., 2016; Spano-Szekely et al., 2018; Sun et al., 2020; Swenson et al., 

2019; Titler et al., 2016; Turner et al., 2020). During the project period, Unit 2 had a significant 

drop in the overall fall rate from October 2021 to November 2021 (z = 2.00, p = .046). Unit 2 

had 190 high-fall-risk patients in October 2021 and 197 high-fall-risk patients in November 

2021. Interestingly, there were 207 PHR observations completed in October 2021 versus 260 in 

November 2021, an increase of 53 PHR observations. This finding suggests that the more 

reinforcement provided by PHR champions, unit leadership, and the PI through PHR  

observations on Unit 2, the fewer falls occurred, which is clinically significant. 
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Unit 1 and Unit 2 had drastically different patient populations. While both units were  

considered medical-surgical units, Unit 1 was primarily an orthopedic, neurosurgical, and 

general surgery floor, while Unit 2 was primarily a hepatology and solid organ transplant floor. 

Each of these patient populations had unique needs and risk factors for falls. Though the Hester 

Davis Scale was not the focus of this project, it was the fall-risk assessment tool used by the 

project site to identify high-fall-risk patients. Implementation of the scale at the project site 

occurred on July 1, 2021, which coincided with the project’s baseline measurement period. A 

brief review of literature on the Hester Davis Scale revealed its reliability and validity in only the 

neurosciences patient population (Hester & Davis, 2013). This finding is clinically significant 

because the patient populations on both project units were outside of the tool's tested population.  

 For patients to fully benefit from individualized fall prevention interventions, they must 

first be appropriately categorized as high-fall-risk. Once classified correctly, nursing staff can 

identify patient-specific mobility needs. In this project, 11 of 12 (92%) patients who experienced 

a toileting-related fall during the baseline and project periods were assessed by staff as requiring 

mobility assistance with a walker and/or gait belt to ambulate. However, in four of the six (67%) 

staff-assisted patient falls, no mobility device was used. This finding has clinical significance 

because previous studies demonstrated support for individualized fall-prevention interventions, 

including use of assistive mobility devices, to enhance the success of PHR implementation and 

increase patient safety (Fridman, 2019; Nuckols et al., 2017; Spano-Szekely et al., 2018; Sun et 

al., 2020; Titler et al., 2016). 

Limitations 

 This study had several limitations. One limitation was that a power analysis was not  

completed as part of the QI project’s methodology. Therefore, all statistical results must be  
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interpreted with caution. Furthermore, project implementation involved only a single site and  

occurred over a brief two-month period. Although both project units had vastly different patient 

populations, generalizability of the QI project results remains limited. The project targeted two 

units and only a specific subpopulation of patients that nursing staff identified as high-fall-risk. 

A second limitation was that staff and unit leadership were not provided an opportunity to 

share feedback about any component of the project after it was completed. Evaluation of the 

various tools used to educate staff about the practice change and the monitoring thereof would be 

beneficial to ensuring participants’ learning needs and preferences are considered. Such post-

project feedback could inform possible future use of the PDSA cycle for carrying out changes at 

the project site. Additionally, staff on the project units were provided an update on unit-specific 

fall rates, proactive toileting log data, and PHR observation data only once during the practice 

change period, which was after the first month of data collection. Based on unsolicited staff 

feedback, this single update was likely insufficient, and structured weekly updates might have 

been beneficial. If staff had been given tangible evidence that their work was positively 

impacting their patients, they might have been motivated to continue the practice change and 

even promote it among their colleagues. 

 A third limitation was that there were not enough PHR champions to complete PHR 

observations. To leverage all resources available, PHR champions from both project units were 

invited to complete observations on either project unit. The project site also demonstrated 

support for the QI project by offering compensation to participate as a PHR champion outside of 

scheduled working hours. Unfortunately, no PHR champion took advantage of this offer. 

 A final limitation was that the PI may have influenced Unit 2 data for the second month  

of the project period. Related to the volume of falls that occurred during October 2021 on Unit 2  
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(n = 6), the PI encouraged PHR champions and unit leadership to complete more observations on 

the unit if possible. During the month of November 2021, Unit 2 had only one fall, which is 

atypical given historical falls data.  

Recommendations 

 The effectiveness of enhanced PHR was potentially mediated by a few factors. As such, 

there are four recommendations to potentially improve toileting-related fall and injurious fall 

rates at the project site. First, the project site should consider reevaluating the use of the Hester 

Davis Scale as its fall-risk assessment tool in favor of one that has empirical support for 

reliability and validity in more varied patient populations. Secondly, while the paper proactive 

toileting logs clearly supported the enhanced PHR initiative, they were dependent on ingraining 

the practice change very quickly into standardized workflows, an expectation that was not 

practical without consistent staff reminders and support. Developing a tool to support enhanced 

PHR in the existing electronic medical record, which has been the typical mode of 

documentation since 2007 at the project site, may improve compliance with the practice change. 

Thirdly, developing a progressive toileting program could be of benefit since eight of 12 (67%) 

toileting-related falls during the baseline and project periods occurred while the patient was 

ambulating to the bathroom. A progressive toileting program is a novel concept that would 

involve a stepwise approach to toileting. For example, high-fall-risk patients could first be 

required to use a bedside commode to demonstrate they have the ability to safely perform this 

action before allowing them to walk farther to a bathroom. Finally, the project site should 

consider having a dedicated resource for the explicit purpose of rounding on high-fall-risk 

patients and toileting them every two hours, which could have significant implications on 

reductions in costs related to the prevention of falls and injurious falls. 
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 In a future iteration of this type of project, it would be helpful for all staff to participate in  

a live simulation on enhanced PHR as it was reportedly a valuable learning tool. Additionally, it 

is recommended that future studies be designed to allow for confounding variables, such as 

staffing variances or the potentially inaccurate identification of high-fall-risk patients. More 

broadly, perhaps the data from this project may be used as a pilot study or considered as 

foundational for building upon future work in this area, as well as providing justification for 

recommended resources at the project site. Ultimately, this QI project underscored that the 

project site was similar to other hospitals described throughout the literature. Therefore, there 

remains a need for further research into developing effective individualized fall prevention 

practices for hospitalized adult patients at a national level. 

Conclusion 

Chapter 4 provided the discussion and conclusions of the QI project. The key findings 

were summarized. An interpretation of the results related to the context and outcomes of the 

project was discussed. Limitations of the project were highlighted. The chapter ended with 

recommendations for future projects. 
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Appendix A 

Literature Search Strategies 

 

Figure A1 

 

Cumulative Index to Nursing and Allied Health Literature (CINAHL) 
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Figure A2 

 

Public/Publisher MEDLINE (PubMed) 
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Figure A3 

 

Joanna Briggs Institute Evidence-Based Practice Database (JBI EBP Database) 
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Figure A4 

 

Ancestry Search 
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Appendix B 

Email Letter to Project Unit Staff 

 

Dear Unit Staff, 

 

My name is Teresa Rasmussen, and I am currently a student in Georgetown University’s School 

of Nursing & Health Studies Doctor of Nursing Practice (DNP) program. One component of my 

degree is to complete a project, and your unit has been selected by your departmental and 

organizational leadership teams to participate. 

 

The quality improvement project is entitled “An Enhanced Purposeful Hourly Rounding Program: 

Impact of Proactive Toileting on Rates of Falls and Injurious Falls.” The purpose of this project is 

to determine whether a small practice change of proactively toileting patients identified as high-

fall-risk every two hours by RN and PCT staff during purposeful hourly rounds impacts the rates 

of falls and injurious falls on your unit.  

 

Participation in education on the practice change has been deemed mandatory for all RN and PCT 

staff on this unit by your departmental and organizational leadership teams. Education time will 

be paid as necessary to complete the required education and training either via a live simulation or 

through the e-learning system.  

 

We will be requesting a total of 25 purposeful hourly rounding (PHR) champions to participate in 

the live simulation. The role of the PHR champions will be to help train the remainder of your 

fellow colleagues and conduct daily observations to reinforce the practice change and provide 

coaching as needed. Please keep an eye out for an informational flyer on your unit huddle board 

with details on when the simulation will take place. 

 

All education will occur during the month of September 2021. We will implement the practice 

change beginning on October 1, 2021, and a kickoff celebration will be held on that day. We will 

continue the practice change through November 30, 2021. After this time, data will be analyzed, 

and aggregate results will be shared with all RN and PCT staff as well as unit and organizational 

leadership. No identifiable information will be shared on individual RN or PCT staff or patients. 

 

If you have any questions at all, please feel free to contact me via email at trr50@georgetown.edu. 

I look forward to working with you all on this quality improvement project. 

 

Best Regards, 

Teresa 

 

  

mailto:trr50@georgetown.edu
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Appendix C 

PHR Champion Recruitment Flyer 
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Appendix D 

Standardized Patient Scenarios for Simulation 

 

Table D1 

 

Unit 1: Patient Information for PHR Champions During Simulation 

 

Unit 1: Patient Information 

Patient: Lydia Scott 

Gender: Female 

Age: 50+ 

Chief 

Complaint/ 

Reason for 

Visit: Right total knee replacement surgery 

Setting: Patient A/O x4, post-op day #1, call light compliant, high fall risk with bed 

alarm and all fall precautions in place, received oral narcotic pain medication 

(norco 10mg) and oral blood pressure medication (metoprolol 100mg) one 

hour prior, IV fluids running @ 75/hr, assist x1, last toileted three hours 

prior  

 

You are walking in the room to do a purposeful hourly round (time of last 

round was one hour ago). 

Time Of 

Day: Day shift at 1300 

 

 

 

 

 

 

 

 

 

 

 

 

NOTE: Please keep all of your 

usual resources in mind as you 

progress through the simulation 

scenario (i.e., you can Vocera for 

help, call unit leadership/nursing 

supervisor, get an AvaSure, etc.) 
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Table D2 

 

Unit 1: Patient Information for Actor During Simulation 

 

Unit 1: Patient Information 

General 

Appearance: 

Patient sitting at side of bed/about to get up out of bed 

Demeanor: Oriented x4; frustrated at the moment because she cannot get ahold of 

staff and needs to use the toilet right now 

Dress: Patient gown 

 

 

Case History 

Setting: This patient has been compliant with using the call light, but it was not 

within reach upon staff arrival to room (dangling at side of bed/lying on 

floor). The bed alarm is set to "hold."  

 

The staff member is walking into the room as you are attempting to get 

out of bed to use the bathroom. Tell them you need to go right now as 

you stand up out of bed. The staff member should suggest they take you 

to the commode next to the bed. If they want to take you to the 

bathroom, express that you are concerned about post-operative pain and 

don't think that you can make it all the way to the bathroom. You also 

don't want to risk hurting your knee.  

 

Upon returning from the commode, ask if the bed alarm really needs to 

be on because you have been compliant with using the call light and 

await staff response. Promise the staff member that you will use the call 

light and request the bed alarm not be turned on; remind them that the 

bed alarm was not sounding as you were trying to get up when they 

walked in the room. Immediately change the subject to talking about 

your new grandchild and the fact that you are a first-time grandmother 

to distract the staff member from the discussion and task at hand. 

Patient: Female 

Age: 50+ 

Time Of Day: Day shift at 1300 
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Table D3 

 

Unit 2: Patient Information for PHR Champions During Simulation 

 

Unit 2: Patient Information 

Patient: Gary Taylor 

Gender: Male 

Age: 50+ 

Chief 

Complaint/ 

Reason for 

Visit: Elevated ammonia; liver transplant workup  

Setting: Patient A/O x4, not call light compliant, high fall risk with bed alarm and all 

fall precautions in place, receives lactulose (laxative) enemas q6, condom 

catheter in place, assist x1, last toileted four hours ago. Per day shift, patient 

has been using the bathroom every three to four hours. 

 

You are walking in the room to do a purposeful hourly round (time of last 

round was two hours ago). 

Time Of 

Day: Night shift at 0000 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NOTE: Please keep all of your 

usual resources in mind as you 

progress through the simulation 

scenario (i.e., you can Vocera for 

help, call unit leadership/nursing 

supervisor, get an AvaSure, etc.) 
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Table D4 

 

Unit 2: Patient Information for Actor During Simulation 

 

Unit 2: Patient Information 

General 

Appearance: 

Patient lying in bed sleeping 

Demeanor: Oriented x4 but "off"; refuses to get walked by staff, stating he can do so 

himself; difficult and argumentative personality 

Dress: Patient gown 

 

 

Case History 

Setting: This patient has been non-compliant with using the call light and is 

generally unhappy and difficult/argumentative with the staff. The 

patient does not want assistance with mobilizing around the room or to 

the bathroom and may even appear a little offended at the suggestion.  

 

The staff member is walking into the room to complete a purposeful 

hourly round and should wake you up. When the staff member asks if 

you have to use the bathroom, tell them you will get up and do it 

yourself when you feel like it.  

 

If the staff member discusses your safety during toileting, give them a 

hard time by arguing about it before giving into the request. 

Patient: Male 

Age: 50+ 

Time Of Day: Night shift at 0000 
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Appendix E 

Enhanced PHR Standard Work Simulation Tool 

 

Enhanced Purposeful Hourly Rounding Standard Work Simulation 

Operating 

Unit 
Process Name 

Process 

Location 
Target Time Created 

Reviewed/ 

Revised 
Author 

 

Inpatient        

Nursing 

Units 

Purposeful 

Hourly 

Rounding 

Inpatient        

Nursing Units 

6 – 12 mins 

05/22/21   
Nursing 

Leadership 

 

Hourly  

 Purpose: 
 

• Proactively and systematically anticipate and address patient needs during hospitalization.  

• Decrease necessity and frequency of nurse call light usage.  

• Increase efficiency of RN/PCT visits to patient rooms.  

• Incorporate team approach to patient-centered care model at designated time.  

• Decrease falls through proactive toileting.  

Step Process Step Responsible 
Time 

Goal 
Critical Notes on Step  

1 

Use AIDET and explain the 

purposeful hourly rounding 

process. 

 

Confirm patient identification 

using name and date of birth. 

RN/PCT 
20 

seconds 

1. Introduce yourself and role to 

patient.  
 

2. Correctly identify the patient.    

3. Explain the purposeful hourly 

rounding process. 
 

4. Ensure that the patient 

understands the goal of purposeful 

hourly rounding is to: 

     a. keep them safe, 

     b. promote a trusting and caring                                     

relationship, 

     c. reduce stress and anxiety, and  

     d. proactively meet their needs. 

 

 

 

2 

Perform hand hygiene and use 

appropriate PPE. 

 

Narrate each task as you 

perform it and explain its 

purpose if appropriate. 

RN/PCT Varies 

A clear explanation helps reduce 

anxiety for patients and family, and 

it sets expectations regarding their 

plan of care; these explanations 

include the timing of tests or 

treatments, side effects of meds, 

information about any delays. 

 

3 

Ask the patient what is most 

important to them at the time of 

your round and completely 

address this concern. 

RN/PCT 
1 – 2 

minutes 

For all steps in the purposeful 

hourly rounding process: 
 

1. make eye contact with the 

patient and/or family and smile as 

appropriate;  

2. hold conversations at the 

patient's eye level (position 
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yourself as needed); 

3. be present; and 

4. eliminate distractions, such as 

phones, or if you are anticipating a 

disruption, proactively alert the 

patient.  

4 

Address the P's:  

RN/PCT 
2 – 5 

minutes 

Address the P's:  
 

1) Pain: To assess the patient's 

pain level, use their pain score 

and compare it to the prior score 

to determine if any additional 

interventions should be done to 

provide more comfort and to 

reduce pain. 

1) Pain: Use the appropriate pain 

assessment tool to determine the 

level and compare it to the prior 

score to identify if any additional 

interventions should be done. 

Discuss options for addressing 

pain, such as dimming lights, 

providing a fan, blanket, or pillow, 

or reducing environmental noise 

(pumps, TVs, hallway noise, etc.). 

 

2) Proactive Toileting: Ask if 

the patient would like assistance 

getting to the bathroom (or 

bedside commode/bedpan) 

while you are in the room. Stay 

with them while they are in the 

bathroom, explaining that this is 

to keep them safe from falling.  

For patients with Foley catheters 

or rectal tubes, check for any 

loops and correct as needed. 

2) Proactive Toileting: Offering 

assistance (“Let’s go to the 

bathroom while I'm in here with 

you. It's been X hours since you 

last used the bathroom.”) during 

the round reduces necessity for 

patients to call RNs/PCTs. Assist 

all high-risk fall patients to the 

bathroom if they have not gone 

within last two hours. Stay with 

patient while they are in the 

bathroom, explaining that this is to 

keep them safe from falling. For 

patients with Foley catheters and 

rectal tubes, check for any loops 

and correct as needed. Remind the 

patient if they do have a Foley 

and/or rectal tube in place. 

 

3) Position: Ask if the patient is 

comfortable in their current 

position. Offer to help them 

move to bed or a chair. Offer 

pillows to reposition them for 

more comfort. Assess necessity 

for turning every hour. 

3) Position: Ask questions to 

determine if the patient's position is 

comfortable. “Are you comfortable 

in the position that you are 

lying/sitting in?” “Is the room 

temperature and light level 

comfortable?” 

 

4) Personal Belongings: Assess 

the patient’s environment to 

ensure that their TV remote, 

telephone, trash, and bedside 

table or tray are within reach 

from their current position. 

Ensure that patient’s belongings 

are safely within reach while 

they are in bed or sitting in a 

chair. Remind the patient about 

using the call light for any needs 

or concerns. 

4) Personal Belongings: Make 

sure the patient's needed items are 

within arm's reach.  
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5) Proactive Checks: 

 a. Pump: Check IV bag volume 

and prevent beeping 

 b. Prevention: Discuss 

precautions in place to keep 

them safe, such as the 

communication board, fall 

precautions, and 

sitters/AvaSure. 

 c. Quiet: Address noise 

concerns as appropriate. 

 d. Questions: Does patient have 

any questions?  

5) Proactive Checks: 

 a. Pump: Check IV bag volume 

and prevent beeping 

 b. Prevention: Discuss precautions 

in place to keep them safe, such as 

the communication board, fall 

precautions, and sitters/AvaSure. 

 c. Quiet: Address noise concerns 

as appropriate. 

 d. Questions: Does patient have 

any questions?  

 

 

 

 

5 
Assess additional comfort 

needs. 
RN/PCT 

1 – 2 

minutes 
Additional comfort needs may 

include blankets, water, or food. 
 

6 
Conduct an environmental 

assessment to ensure patient and 

staff safety. 
RN/PCT 

1 

minute 

1. Empty trash cans if they are full, 

or call EVS. 
 

2. Pick up debris from the floor.  

3. Tidy the room/declutter if 

needed. 
 

4. Ensure the bedside table, phone, 

call light, tissues, personal 

belongings, etc. are within the 

patient’s reach. 

 

7 
Document/update the patient’s 

activities and plan of care on the 

communication board. 
RN/PCT 

1 

minute 

Explain to the patient what you’re 

documenting and why (narrate 

your care). 

 

8 

Document/update pertinent 

information on the 

communication board (i.e., 

goals, pain rating, questions for 

medical team, etc.). 

RN/PCT 
1 

minute 

Explain to the patient what you’re 

documenting and why (i.e., “I want 

you to be informed"; narrate your 

care). 

 

9 

Close the conversation by 

setting expectations around your 

return and reassure the patient 

knows how to reach you in the 

interim. 

RN/PCT 
20 

seconds 

If the family is present, remind 

them of the importance of calling 

for any needs (i.e., toileting, pain, 

IV, etc.). 

 

Critical Notes on Overall Process 
 

N1 

Purposeful hourly rounding will be completed for each patient every hour between 0600-2200 

and every two hours between 2200-0600. Proactive toileting will occur every two hours for all 

patients assessed as high risk of falls according to the Hester Davis Scale, and the toileting will be 

documented on the log. 

 

N2 
Purposeful hourly rounding is completed by RNs and PCTs. Each unit must identify a process 

that fits into their workflow for completing purposeful hourly rounding and proactive toileting 

(i.e., RNs round on even hours, PCTs round on odd hours, etc.). 

 

N3 
Ensure that the key behaviors listed in the Critical Notes on Step section are performed 

throughout the process. Make eye contact with the patient and family. Smile as appropriate. Hold 

conversations at the patient’s eye level. No multitasking. Slow down. 
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Appendix F 

Enhanced PHR Staff Education 
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Appendix G  

Enhanced PHR Standard Work Education 
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Appendix H 

Proactive Toileting Log 

 



 

58 

Appendix I 

Enhanced PHR Standard Work Observation Tool 
  

Enhanced Purposeful Hourly Rounding Standard Work Observation Tool 

Operating 

Unit 

Process 

Name 

Process 

Location 
Target Time Created 

Reviewed/ 

Revised 
Author 

 

Inpatient                                 

Nursing 

Units  

Purposeful 

Hourly 

Rounding 

Inpatient                                 

Nursing 

Units  

6 – 12 mins 

5/22/21   
Nursing  

Leadership 

 

Hourly  

 Purpose: 
 

• Proactively and systematically anticipate and address patient needs during hospitalization.  

• Decrease necessity and frequency of nurse call light usage.  

• Increase efficiency of RN/PCT visits to patient rooms.  

• Incorporate team approach to patient-centered care model at designated time.  

• Decrease falls through proactive toileting.  

Step Process Step Responsible 
Time 

Goal 
Critical Notes on Step 

Observed/ 

Comments  
 

1 

Use AIDET and explain 

the purposeful hourly 

rounding process. 

 

Confirm patient 

identification using name 

and date of birth. 

RN/PCT 
20 

seconds 

1. Introduce yourself 

and role to patient. 

  

 

2. Correctly identify the 

patient.    
 

3. Explain the 

purposeful hourly 

rounding process. 

 

4. Ensure that the 

patient understands the 

goal of purposeful 

hourly rounding is to: 

     a. keep them safe, 

     b. promote a trusting 

and caring relationship,                   

     c. reduce stress and 

anxiety, and  

     d. proactively meet 

their needs. 

 

 

 

2 

Perform hand hygiene and 

use appropriate PPE. 

 

Narrate each task as you 

perform it and explain its 

purpose if appropriate. 

RN/PCT Varies 

A clear explanation 

helps reduce anxiety for 

patients and family, and 

it sets expectations 

regarding their plan of 

care; these explanations 

include the timing of 

tests or treatments, side 

effects of meds, 

information about any 

delays. 
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3 

Ask the patient what is 

most important to them at 

the time of your round and 

completely address this 

concern. 

RN/PCT 
1 – 2 

minutes 

 

For all steps in the 

purposeful hourly 

rounding process: 

 

  

 

1. make eye contact 

with the patient 

and/or family and 

smile as 

appropriate;  

2. hold conversations 

at the patient's eye 

level (position 

yourself as 

needed); 

3. be present; and 

4. eliminate 

distractions, such 

as phones, or if you 

are anticipating a 

disruption, 

proactively alert 

the patient. 

 

 

 

4 

Address the P's:  

RN/PCT 
2 - 5 

minutes 

Address the P's:  

  

 

1) Pain: To assess the 

patient's pain level, use 

their pain score and 

compare it to the prior 

score to determine if any 

additional interventions 

should be done to provide 

more comfort and to 

reduce pain. 

1) Pain: Use the 

appropriate pain 

assessment tool to 

determine the level and 

compare it to the prior 

score to identify if any 

additional interventions 

should be done. Discuss 

options for addressing 

pain, such as dimming 

lights, providing a fan, 

blanket, or pillow, or 

reducing environmental 

noise (pumps, TVs, 

hallway noise, etc.). 
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2) Proactive Toileting: 

Ask if the patient would 

like assistance getting to 

the bathroom (or bedside 

commode/bedpan) while 

you are in the room. Stay 

with them while they are in 

the bathroom, explaining 

that this is to keep them 

safe from falling.  For 

patients with Foley 

catheters or rectal tubes, 

check for any loops and 

correct as needed. 

2) Proactive Toileting: 

Offering assistance 

(“Let’s go to the 

bathroom while I'm in 

here with you. It's been 

X hours since you last 

used the bathroom.”) 

during the round 

reduces necessity for 

patients to call 

RNs/PCTs. Assist all 

high-risk fall patients to 

the bathroom if they 

have not gone within 

last two hours. Stay 

with patient while they 

are in the bathroom, 

explaining that this is to 

keep them safe from 

falling. For patients 

with Foley catheters 

and rectal tubes, check 

for any loops and 

correct as needed. 

Remind the patient if 

they do have a Foley 

and/or rectal tube in 

place. 

3) Position: Ask if patient 

is comfortable in their 

current position; offer to 

help them move in 

bed/chair, offer pillows to 

reposition for more 

comfort. Assess necessity 

for turning Q2 hours. 

3) Position: “Are you 

comfortable in the 

position that you are 

laying/sitting in?” “Is 

the room temp and light 

level comfortable for 

you as they are now?” 

 

4) Personal Belongings: 

Assess the patient’s 

environment to ensure that 

their TV remote, 

telephone, trash, and 

bedside table or tray are 

within reach from their 

current position. Ensure 

that patient’s belongings 

are safely within reach 

while they are in bed or 

sitting in a chair. Remind 

the patient about using the 

call light for any needs or 

concerns. 

4) Personal 

Belongings: Make sure 

the patient's needed 

items are within arm's 

reach.  
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5) Proactive Checks: 

 a. Pump: Check IV bag 

volume and prevent 

beeping 

 b. Prevention: Discuss 

precautions in place to 

keep them safe, such as the 

communication board, fall 

precautions, and 

sitters/AvaSure. 

 c. Quiet: Address noise 

concerns as appropriate. 

 d. Questions: Does patient 

have any questions?  

5) Proactive Checks: 

 a. Pump: Check IV bag 

volume and prevent 

beeping 

 b. Prevention: Discuss 

precautions in place to 

keep them safe, such as 

the communication 

board, fall precautions, 

and sitters/AvaSure. 

 c. Quiet: Address noise 

concerns as appropriate. 

 d. Questions: Does 

patient have any 

questions?  

5 
Assess additional comfort 

needs. 
RN/PCT 

1 – 2 

minutes 

Additional comfort 

needs may include 

blankets, water, or food. 
   

6 
Conduct an environmental 

assessment to ensure 

patient and staff safety. 
RN/PCT 

1 

minute 

1. Empty trash cans if 

they are full, or call 

EVS. 

  

 

2. Pick up debris from 

the floor. 
 

3. Tidy the 

room/declutter if 

needed. 

 

4. Ensure the bedside 

table, phone, call light, 

tissues, personal 

belongings, etc. are 

within the patient’s 

reach. 

 

7 

Document/update the 

patient’s activities and plan 

of care on the 

communication board. 

RN/PCT 
1 

minute 

Explain to the patient 

what you’re 

documenting and why 

(narrate your care). 

  

 

8 

Document/update pertinent 

information on the 

communication board (i.e., 

goals, pain rating, 

questions for medical 

team, etc.). 

RN/PCT 
1 

minute 

Explain to the patient 

what you’re 

documenting and why 

(i.e., “I want you to be 

informed"; narrate your 

care). 

 

9 

Close the conversation by 

setting expectations around 

your return and reassure 

the patient knows how to 

reach you in the interim. 

RN/PCT 
20 

seconds 

 

 
If the family is present, 

remind them of the 

importance of calling 

for any needs (i.e., 

toileting, pain, IV, etc.). 
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TOTAL (observed/expected)    

Critical Notes on Overall Process 
 

N1 

Purposeful hourly rounding will be completed for each patient every hour between 0600-2200 

and every two hours between 2200-0600. Proactive toileting will occur every two hours for all 

patients assessed as high risk of falls according to the Hester Davis Scale, and the toileting will be 

documented on the log. 

 

N2 
Purposeful hourly rounding is completed by RNs and PCTs. Each unit must identify a process 

that fits into their workflow for completing purposeful hourly rounding and proactive toileting 

(i.e., RNs round on even hours, PCTs round on odd hours, etc.). 

 

N3 
Ensure that the key behaviors listed in the Critical Notes on Step section are performed 

throughout the process. Make eye contact with the patient and family. Smile as appropriate. Hold 

conversations at the patient’s eye level. No multitasking. Slow down. 
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Appendix J 

Enhanced PHR Quick Reference Card 
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Appendix K 

Toileting-Related Fall Honest Broker Data Collection Elements 

 

 Age range (5-year increments [i.e., 50–55, 56–60, etc.]) 

 Gender 

 Race 

 Primary language 

 Primary service 

 Diagnosis 

 Pre-event activity level 

 Pre-event mobility assists 

 Pre-event fall score 

 Event department 

 Event day of week 

 Event month 

 Event time 

 Length of stay to fall 

 Fall severity level (none, minor, moderate, major, death) 

 Fall witnessed/unwitnessed 

 Fall assisted/unassisted 

 Type of fall (anticipated physiological, unanticipated physiological, accidental, 

intentional) 

 Contributing factors (alcohol withdrawal, fall bundle not in place, not proactively 

toileted, altered mental status, weakness, medications, sudden change in condition, 

impulsiveness, etc.) 

 Foley 

 Antihypertensives 

 Diuretics 

 Sedative/hypnotics 

 Laxatives 

 Opioids 
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