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Learner Outcome

Newborn Falls and Drops: An Interactive Discussion to Achieve Best Practices

Part II: Bridging Science to Action in Reducing and Responding to Newborn 

Falls

The purpose/goal(s) of this activity is for participants to be able to:

Explain two (2) newborn fall prevention programs and how to engage families in 

reduction strategies

0.5 Contact Hours
This activity has been approved by Georgia Nurses Association for 0.5 contact hours. 
Georgia Nurses Association is accredited as an approver of nursing continuing 
professional development by the American Nurses Credentialing Center’s Commission on 
Accreditation

 



Disclosures and Successful Completion

Disclosures:

▪ No relevant financial relationships were identified for any other individuals with 

the ability to control the content of the activity.

▪ There will be no discussion of off-label usage of any products

Successful Completion:

▪ To successfully complete this activity and receive 0.5 Contact Hour(s), you must 

attend the entirety of the program and complete the post-test and evaluation 

at the end of the session



Conversation 
& Discussion 

Part I: Overview and 
Etiology of Newborn Falls

Part II: Bridging Science to 
Action in Reducing and 
Responding to Newborn 
Falls

▪ Introduce  “Elephants in the 
Room”

▪ Strategies and Solutions for 
Prevention and Response



Bringing Nursing Science to 
Newborn Falls

Ainsworth, R.M., Summerlin-Long, S. & Mog, C. (2016). A comprehensive initiative to prevent falls among newborns. Nursing for Women’s 
Health, 20(3), 247-257.



Bringing the Science to Practice

Rose Ainsworth, RN, Cathy 
Mog RN, and colleagues

Mother/Baby Units at Huntsville 
Hospital for Women/Children



Nursing Resources for Prevention of 
Newborn Falls

Abington Hospital Jefferson Health
Abington, PA
Newborn Fall Prevention Program:
1) Staff awareness and education, including 

ancillary services, to notify nursing staff of unsafe 
sleep situations

2) Days since last fall noted during huddles 

Martin, D.J., Chwal, C., & Ward, M. (2020). A newborn fall prevention program. 
JOGNN, 49, S71-S81.



Nursing Resources for Prevention of 
Newborn Falls

St. Luke’s Health System, Idaho

Newborn Fall-Drop Prevention 
and Response

Newborn Fall Safety Bundle

▪ Staff and MD education

▪ Intentional rounding

▪ Safety posters 

▪ Post-fall care algorithm

Pilot site reduced newborn 
fall/drop events from 
21.95/10,000 births in FY16 to 0 
in FY17



Nursing Resources for Prevention of 
Newborn Falls

Courtesy: Cone Health, 
Greensboro, NC



Nursing Resources for Prevention of 
Newborn Falls: Innovative Technology



Other Resources:
Patient Safety Movement

https://patientsafetymovement.org/wp-content/uploads/2021/12/APSS-14B-Mother-Baby-
Falls-2020.pdf





Elephant in the Room: 
Nurse Staffing at Night/Labor and Delivery

Studies of Missed Care in Labor and Delivery

Dr. Kathleen Rice Simpson and Colleagues

• Adaptation of the MISSCARE Survey to Labor and Delivery 
(2019)

• Frequently or always missed:

▪ Assess effectiveness of medications

▪ Assess pain status every hour

▪ Patient teaching about tests, procedures and other diagnostic 
tests



Elephant in the Room: 
Nurse Staffing at Night/NICU

Studies of Missed Care in the NICU

Dr. Heather Tubbs Cooley and colleagues at Ohio State University and 
University of Cinncinati 

Association of Nurse Workload With Missed Nursing Care in the 
Neonatal Intensive Care Unit (2019)

• In this study of 136 nurses caring for 418 infants during 332 shifts, 
increased infant-to-nurse ratio during a shift was associated with 
increased missed nursing care in about half of the measured missed 
care items. When a measure of subjective workload was considered, 
the associations of ratios were mostly attenuated; increased 
subjective workload was consistently associated with increased 
missed care.



Elephant in the Room: 
Nurse Staffing at Night/NICU

Eileen Lake and Colleagues at the University of Pennsylvania

Association of Patient Acuity and Missed Nursing Care in 
U.S. Neonatal Intensive Care Units (2018)

• In a survey with NICU nurses (n = 5,861), nurses with 
higher workloads, higher acuity assignments, or in poor 
work environments were more likely to miss care. The 
most common activities missed involved patient comfort 
and counseling and parent education.



But Wait…You Forgot Mother/Baby and 
Postpartum!

No, unfortunately, I didn’t!!

• Because Perinatal missed care studies are minimal and 
normally focus on Labor and Delivery/NICU

To the Perinatal Researchers in the Room!

We need you to replicate missed care studies in Postpartum 
and Mother/Baby units to effectively study the issues 
surrounding newborn falls and missed care





Create a Safe Environment for 
Reporting



Grailey, K. E., Murray, E., Reader, T., & Brett, S. J. (2021). The presence and potential impact of psychological safety in the healthcare setting: An evidence synthesis. BMC Health Services Research, 
21(1), 1–15. https://doi.org/10.1186/s12913-021-06740-6

https://doi.org/10.1186/s12913-021-06740-6


The Immediate Aftermath

Caring for the Parent(s) Caring for the Staff

EastEnders: 'Shabnam and Kush will never go back to normal' | TV & Radio | Showbiz & TV | Express.co.uk She spent all summer saving lives in Care Homes now she faces deportation from Ireland – The Zimbabwe Mail

https://www.express.co.uk/showbiz/tv-radio/604218/EastEnders-Shabnam-Masood-Kush-Kazemi-TV-Choice-Awards-still-birth
https://www.thezimbabwemail.com/health/she-spent-all-summer-saving-lives-in-care-homes-now-she-faces-deportation-from-ireland/


Caring for the Parent(s)

If a parent or visitor drops a newborn, it is critical to offer 
support and guidance

✓Have a staff member stay with the family (doesn’t have 
to be a nurse, but someone who can offer support and 
be available to listen)

✓ Frequent updates and information 

✓ If transferred to NICU, ensure ability to visit baby ASAP

✓Do not place blame or attack 



We Cannot Forget About the Second 
Victim

• Assure support to the staff 
member(s)

• Consider a second victim 
“rapid response” team

• Any patient injury response 
plan should have a second 
victim component

• Frequent communication 
on what is happening to the 
newborn needs to occur



Newborns 
are Falling?

Yes, newborns 
are falling

Opportunity for 
additional study

Simulating high-risk 
areas/transfers may be 
a solution





Questions?

Elizabeth Rochin, Ph.D., RN, NE-BC

Elizabeth.Rochin@npic.org
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