Hello,
Welcome to New Hanover Regional Medical Center Betty Cameron Women’s and Children’s Hospital, I am Barbara Brandon, I am a member of the Quality Improvement Council, and we would like to congratulate you on your decision to join our team.  You have made the decision to become part of a specialized nursing team dedicated to delivering the very best care to the growing families in our community. This facility actively participates in the National Database of Nursing Quality Indicators, also know as the NDNQI.  This video will explain what NDNQI is, why it’s important and how the data is collected and shared with the rest of our organization. 
What is NDNQI?  According to Staggs (2015) NDNQI is the nation's largest repository of data related to the quality of hospital nursing care, NDNQI member hospitals submit nursing unit–level data according to specifications in the NDNQI Data Collection Guidelines, which are written to ensure uniform data collection and reporting.  The data that is collected by the NDNQI is then complied and is used to create evidence-based quality improvements in our nursing practice. Now that we know what NDNQI is, let’s answer the next question you’re probably asking yourself, what is a nursing-sensitive quality indicator?  A nursing-sensitive quality indicator is defined by Ju et all in 2018 as a quality assessment tool that allows quantification of the quality of nursing care and supports relevant nursing activities, they go on to state that Quality indicators for nursing consist of principles, programs or assessment scales that measure nursing‐related tasks, this helps to ensure high‐quality nursing care and aptly assess the quality of care received by patients in diverse hospital and healthcare settings.  
We will now specifically discuss one of the nurse-sensitive quality indicators that the nursing staff at the Betty Cameron Women’s and Children’s hospital collect data for and work toward improving.  Newborn falls or drops are an area that the nursing staff at our organization are very passionate about decreasing and ultimately preventing.  In a NewsCap article written in 2018, it has been estimated that 600 to 1,600 newborns in the United States experience an in-hospital fall/drop every year.  As a new nurse to our organization you are joining a team that helps to report and monitor newborn falls/ drops, so it is important the you understand how NDNQI defines a newborn fall and a newborn drop.  According to NewsCap (2018) The NDNQI defines a newborn fall as “a sudden, unintentional descent, with or without injury to the patient that results in the patient coming to rest on the floor, on or against another surface, on another person or object.” A newborn drop is defined as “a fall in which a baby being held or carried by a health care professional, parent, family member, or visitor falls or slips from that person’s hands, arms, lap, etc.”  Both events are reported whether or not an injury has occurred.   For reporting and data collection purposes this organization following the  NDNQI guidelines does not distinguish between a fall and a drop, both events are reported the exact same way.  
[bookmark: _GoBack]Why is it important to monitor newborn falls/drops?  A newborn can be seriously injured as a result of a fall/drop, it can lead to additional tests such as CT scans, or a change in level of care to the neonatal intensive care unit for closer monitoring this can lead to an increase length of stay for these families which in turn will lead to  a significant increase in health care costs.   When falls are reported, meaningful patterns or similarities that led up to the fall can begin to emerge giving healthcare providers a clear picture of how to educate parents on what can lead up to a newborn fall, how to prevent it and what to do if it happens. Betty Cameron Women’s and Children’s Hospital have put together a newborn safety education bundle that is reviewed with new parents when they are admitted.  Our safety bundle includes the following:  
· Parents are cautioned against falling asleep with their newborn in the bed or co-sleeping with their newborn.   
· Hourly rounding is performed by the staff so if mothers or other caregivers become drowsy the newborn can be safely placed in their bassinet.  This initiate creates and extra set of eyes on both the mom and the baby to maintain a safe environment.  
· We promote maternal rest.  The nursing staff encourages new moms and dads to limit their visitors so that they can sleep when their baby is sleeping. 
· Special “Cuddle Caution” signs have been developed for the patient’s room, this helps to remind our parents of the increased risk of infant falls and also reinforces the importance of placing their baby in the bassinet when mom is sleepy or after she receives pain medications. 
· We have also developed a standardized reporting and debriefing tool that is used in the event of an infant fall. This will be discussed in detail shortly. 
This active cooperation between our staff and new parents creates a safety partnership that works together to ensure the safety of our babies that improves patient safety outcomes.  
Next let’s address what to do when a newborn fall occurs. Lipke et al (2018) suggests if an unsafe sleep situation is identified, nurses should be instructed to evaluate and document the unsafe situation and subsequent remediation.  So where do we document such as event?  First thing is to write a detail event note in the baby’s chart and complete the post fall debrief documentation.  Next an incident report is entered into our safety reporting software “Verge”, the incident is also addressed on the daily safety call with hospital leadership.  Our safety and compliance officer, along with Carla Edwards our nurse informaticist receive this documentation and compile the necessary data, making sure that the data meets the specific guidelines set forth by the NDNQI.   This data is then submitted to the NDNQI where it is compiled with like data from other hospitals to show trends in nursing care and how certain interventions can improve the quality of care that we give. I have interviewed Carla and asked her what happens to the information that she receives regarding newborn falls. She informed me that each fall is entered onto a spreadsheet that can accurately report all falls to the leadership of our organization.  This information is also shared with Press Ganey, an organization that complies survey data into meaningful information which is then shared with the NDNQI.  As an organization we also share this information at our start of shift huddles and a running total of how many days it has been since our last fall has occurred is kept on our huddle board on the unit so that the nurses have a visual reminder of how important safety education is for our families.  Carla, our nurse informaticist encouraged me to encourage you, our new nurses,  to always make sure you are completing your documentation correctly by writing a concise, detailed account of the fall and the events leading up to the fall , this will ensure proper reporting to the NDNQI 
In conclusion,  it is an important part of our practice to actively  participate in the NDNQI data collection,  the results of the organized data drive best practice evidence based changes that not only decrease healthcare costs,  they can create a better work environment for nurses,  and most importantly a safer care environment for our patients.  Again, welcome to Betty Cameron Women’s and Children’s Hospital we are so happy that you have joined us. 






