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Tapping into the Power of Benchmarking: 
Using NDNQI Data to Reduce Falls on an Inpatient Rehabilitation Unit

We began our quest to exceed the benchmarks by calling together an 

interdisciplinary team (the „Safety Team‟)  to look at the problem of falls on 

our IRF.  We realized that fall prevention is not just within nursing purview.  

According to research on falls, the best practice has only been achieved 

when there is significant organizational support for fall reduction across 

departments and disciplines (Agency for Health, 2008).  The team evaluated 

the unit‟s falls, looked for trends and implemented new protocols, new 

equipment , and education.  The team concentrated on individualizing fall 

prevention interventions to fit patient intrinsic risk factors.  They have worked 

with the safe patient handling team to ensure all disciplines who transfer 

patients are “speaking the same language”.  We began to involve and 

educate the family as well as the patient.

Because the safety team was made up of unit staff, they were able to hold 

their peers accountable as the unit tried new ideas or equipment.  As our fall 

rate declined, the culture on the unit changed from “rehab patients are 

bound to fall” to “the rehab unit is the safest place in the hospital to be a 

patient.”  Falls data was shared regularly in staff meetings and posted on the 

unit.  The Safety Team continues to meet and identify areas for 

improvement.  With our initial work our fall rate declined from twice as high 

to average.  In order to reduce our fall rate even further we have diligently 

debriefed any falls and applied what we learn to unit practice and protocols.  

In 2004 the fall rate on our hospital-based, 18 bed acute inpatient 

rehabilitation facility (IRF) was 13.4/1000 pt days.  It was not unusual to have 

a quarterly fall rate at 16/1000 patient days.  The unit culture accepted that 

falls were a normal occurrence for rehabilitation patients.   Falls data was 

sporadically shared with staff.  When it was shared, we compared ourselves 

only to ourselves and our fall rate was always about the same.  Because we 

had no one else to compare to, we had a unit culture of normalized deviance 

around patient falls.  

In 2005 our hospital applied for Magnet status, and so began to utilize NDNQI 

data.  We saw that the average fall rate for units like ours was half of our unit‟s 

usual fall rate.  The ability to benchmark against other like units opened our 

eyes.   We realized best practice departments do not just meet national 

benchmarks, they exceed them.  

We have become zealots in our quest to keep our patients safe, and have seen a steady decline in 

falls.  Our fall rate for 2009 was 2.9/1000 patient days, which is below the 25th percentile.  We are on 

track to best that for 2010.

We are now focusing on expanding the use of best practices from our unit to hospital-wide best 

practices.  Many of the keys to success that we have put into practice are being used hospital wide.  

The overall hospital rate has significantly declined by using some of the same key points, and the 

hospitals fall rate is significantly improved.

NDNQI  DATA!  Display it, share in meetings, compare yourself to like units.

Involve the interdisciplinary team: (research has shown that best practice results 

when there is a full organizational, interdisciplinary approach to fall prevention).

New equipment (low beds, 

alarms, tab alarms, seat belts) 

New processes and protocols 

(interdisciplinary documentation 

on the Plan of Care, staff 

handoff protocols, Rounding)

Consistent message to patients/family 

Consistent signage:  the entire fall prevention plan is visible to all staff members 

at all times

RISK TO FALL, PARC SAFETY, ROUTINE SAFETY CARE  
 

                   Saf et y m easures per  Universal SOC                  

                

Room   #  _______          Pat ien t  In it ials  _______                                    
                                                    

 St af f  Handof f                   Persons okay’d t o supervise                                               

 
 

_______________________________________________________________________________________ 
 

_______________________________________________________________________________________ 
 

_______________________________________________________________________________________ 
 

_______________________________________________________________________________________ 

_________________________________________________________________________ 

 

                         Mob ilit y Saf et y In t erven t ions 

 Rehab Nurses only t o assist  w it h m obilit y  w hile f ollow ing t herapy 

inst ruct ions                                    
 

              Bed  In t erven t ions 

 Low  Bed                                        ________  No edge of  bed sit t ing                                    

 Bed Alarm                                           

 Mobilit y  saf et y int ervent ions                                                     

 Rehab nurses only t o assist  w it h m obilit y  

 Ot her  

 

               Chair  In t erven t ions 

 Tab Alarm                                              ________  Chair  Alarm                                                     

 Seat belt                                                 ________  Seat  belt  alarm                                                

 Lap Board                                                       

 Ot her  
 

               To ilet ing In t erven t ions 

 Don’t  Leave Alone on Toilet                            

 Toilet ing Schedule                                           

 Ot her  

 

               Of f  un it  guid elines 

 Pat ient  & ____________ (designat ed caregiver ) are saf e f or  of f  unit  t r ips.  

 Pat ient  and caregivers need t raining bef ore of f  unit  t r ips.  

 Pat ient  and caregivers are not  yet  saf e f or  of f  unit  t r ips.  
 

                    Ot her  In t erven t ions 

 Reinf orce Saf et y/Calling                       _________ Sit t er      

 Cues f or  Neglect                                    _________ Am bu Alarm            

 Wanderguard                                        _________ Cam era Monit or                                               

 Ot her  

In t erd iscip linary Ad m ission  saf et y assessm ent  d one b y:  PT______ OT______ SLP______ RN______ To  com p let e, in it iat o r  should  

f o llow  t h rough  any saf et y in t erven t ion  in it iat ed . 
 

Independent with mobility 
__________ Date Initiated 

Consistent language and transfer 

techniques between therapists and 

nurses

Education (staff, patients, family 

members) .  Patients and family 

members are considered a part of 

the falls prevention plan.  We 

provide education to family 

members on safe mobility 

techniques, or let them know if it is 

unsafe to help their family member. 

Agency for Health Care Research and Quality National Guidelines Clearinghouse, (2008). 

Prevention of falls (acute care). health care protocol Retrieved from http://www.guidelines.gov 

Consistent risk assessment and 

adherence to identified 

interventions


