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Please complete the following:

	1.  Description of the study

	· The purpose of the research is:
Determine the effect of implementation of purposeful hourly rounding on fall prevention in an inpatient setting.


	· Explain why this problem is significant to nursing practice:
This is significant because falls are the leading cause of injury in an inpatient setting, of the patients that fall, 30-50% of them sustain injuries which result in an average of 6.3 additional hospital days. 


	2.  Evaluation of literature

	· Describe the previous research pertaining to the topic that the authors reference (hint: look for a literature review section in the article)
The article cites a literature summary that includes patients falls and reduced satisfaction, employee engagement being essential for successful implementation of programs and literature on how purposeful hourly rounding reduces falls in clinical settings. 


	3.  Study sample

	· The study sample was obtained from: (hint: describe the population and where the study is performed)
The study was performed on adult patients over the age of 18 admitted to a 112 bed med/surg unit with an average daily census of 108 patients with 26 of those beds being dedicated to patients with conditions such as mental illness, dementia, delirium and inability to complete IADLs that would warrant a higher concern for falls. 


	· What is the sample size?

    There were 2295 patients in the sample.

	· List the inclusion criteria used in the study.
Included patients for the study were any patient admitted to study unit over the age of 18 during January through May.


	· List the exclusion criteria used in the study.

Patients whom were under the age of 18, or falls that were deemed intentional by behavioral patients, and numbers of falls where the same patient fell more than once in the same stay were excluded, only counting the first fall in the numbers. 


	4.  Study methods/design

	· Describe or identify the study design (hint: quantitative/qualitative, experimental, meta-analysis, etc)
This study was quasi experimental that examined numbers of falls from a pre-implementation group and a post implementation group over several months.


	· Describe the study procedures. (hint: describe the intervention and how the data was collected)
The intervention of purposeful rounding consisted of hourly rounds during the daytime hours, and rounds on the patient every two hours at night, with face to face contact to address the patient’s 5 P needs which include: pain, potty, position, possessions and plan of care. The data on number of falls before the hourly rounding was collected and the data for after hourly rounding was implemented was collected and compared. 


	5.  Results

	· Describe the results of the study.
The pre-implementation group showed a fall rate of 5.31 falls per 1000 patient days and the post implementation group during March showed 2.58 falls per 1000 patient days and the rates for April and May were 2.4 and 1.45, respectively. The results also showed higher patient satisfaction scores on nurse courtesy and call light response times according to patient perception on Press Ganey scores. 


	6. Clinical significance

	· Explain how you will use this information for your nursing practice at your place of work or community.
This is important in my clinical setting as falls can be detrimental to patient recovery and rehabilitation, causing unnecessary complications and longer, more expensive hospital stays. This information will be of use in looking to develop a better way of engaging the floor nurses to help implement hourly rounding on qualifying patients to help prevent falls. 
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