
Special Report: Focusing on Performance

Don’t just collect data — improve 
outcomes with process improvement 
Goal is to use data most effectively

While all rehab facilities regularly check process data, the odds
are that very few are using the information as effectively as
they could with regard to performance improvements.

By instituting a program to improve the use of quality, safety, patient
outcome, and other outcome data, a facility could improve costs, effi-
ciency, and regulatory compliance.

“Over the last three years, we’ve really focused on making sure that
we’re using data in an effective way to drive program, process, and oper-
ations,” says Joan Alverzo, PhD, CRRN, chief clinical officer of Kessler
Institute for Rehabilitation of West Orange, NJ, a Mechanicsburg, PA-
based Select Medical Co. organization.

“We measure outcomes 90 days after discharge to make sure the
rehab process is continuing to work to help patients lead an indepen-
dent life, and we do that with all patients,” Alverzo explains. “What
we’re focusing on now is we’re really trying to look at data in a way
that drives decision making about how to improve things.”

The decision-making process is crucial

Making the most of the decision-making process is crucial to contin-
ued organizational success, says Sue Kida, PT, MHA, assistant vice
president of administration. 

“A lot of organizations collect data, and many compare it against
some type of benchmark; but what most organizations struggle with is
improving data through a process change,” Kida says. “How can you
look at data, share it with staff, involve staff, and make process changes
that affect functional outcomes of patients?” 
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Alverzo and Kida discuss the best strategies
for improving an organization’s performance
improvement process with these tips:

• Understand your data.
“We collect quantitative and qualitative data,”

Alverzo says. 
The quantitative data area center around the

functional improvement measures (FIM) scores
on admission and discharge, she says.

“One of the important things about collecting
that kind of data is to make sure it’s reliable and
accurate,” Alverzo explains. “So we have two
people score the patient at the same time, and we
see if the scores match.”

This results in giving administrators confi-
dence that the data accurately reflect how a
patient is performing without bias from the
tester, she adds.

By daily checking FIM scores, administrators
can see how efficient process improvements are,
Alverzo says.

“We look at rehab length of stay [LOS] to see 
if the intensity of services and patient improve-
ments are happening with the highest amount of
efficiency compared with other patients with the
same measurements,” she says. 

“We participate in a national database called 
e-Rehab data that provides us with benchmark
data for the region and nation for all rehab hospi-
tals participating in that database.”

Qualitative data also provide important infor-
mation that can be used when improving pro-
cesses, Alverzo explains.

“With qualitative data we look at patient com-
plaints and other patient feedback and attempt to
identify trends in complaints by department or
based around the admitting or discharge pro-
cess,” she says.

“We value this data in terms of letting us
know where we’re falling short in the eyes of
our patients, and we can make changes based 
on that,” Alverzo notes. 

“Patient focus groups are administered each
month, and these really open up a free-flowing
conversation about how their stay is going,” she
continues.

Staff take notes on patients’ comments, group-
ing these into positive and negative comments
and sorting them into categories in which some
process might be improved, she says.

“So we have trends over time about whether a
process improvement has changed feedback from
patients,” Alverzo adds.

The right staffing mix

• Focus on staffing efficiency.
“We look at staffing effectiveness variance in

our two major clinical provision areas: nursing
and therapy,” Kida says. “For therapy, we look 
at it based on several factors, such as census and
case mix.”

There are various patient diagnoses that can be
assessed for frequency and intensity of services
needed by patients, she explains.

“We use various formulas for determining
percentage of staffing each day, and we have a
benchmark level, a threshold where we antici-
pate staffing at a certain percentage,” Kida says.
“By using it prospectively, we can look at future
staffing.”

With five years of experience in managing
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staffing in this way, administrators are confident
that so long as the staffing levels are within a 
pre-determined range, then patients will not be
placed at risk of falls or other problems during
their stay, Alverzo says.

Five years ago, CARF determined a target
nursing care standard in rehabilitation of 5.5
nursing care hours per patient day, she says.

“We intuitively came up with variations from
that standard based on the different groups of
patients we treat,” Alverzo explains.

Designing a pilot project

Some patients will require more than 5.5 hours
per day and others less, so administrators divided
patients by diagnosis into six different categories
and developed a yearlong pilot project around
those calculations, she says.

“We measured staffing and patients in each
category to get a sense of whether or not the for-
mula worked,” Alverzo notes. “At the end of the
year, we made some changes; and we’ve been
using these same hours of care standards for the
past four years.”

Occasionally, they’ll tweak the numbers. For
example, administrators decided ventilator-
dependent patients require a great deal more
nursing hours during their first three days of
stay than after that, so the staffing expectations
were adjusted accordingly, she says.

As an offshoot of the nursing care standards,
administrators also developed a therapy care
standard, Kida points out.

“We developed formulas of care treatment 
frequency and intensity necessary based on the
number of patients we’re treating, as well as the
diagnoses because certain patients require more
or less occupational therapy or physical therapy,”
she explains. 

“We trialed our formulas for a year, and once
we were comfortable with staff hours, they intu-
itively met the standards.”

Kessler is a pioneer in this area of developing
therapy staffing standards, according to Kida.

“These variance numbers have aided us in
determining how to ensure safe and effective
treatment of patients on a day-to-day basis,” she
notes. 

“And they’ve helped us proactively look at
budgeting therapy needs, basing these on clinical
intuition and intensity of therapy needs per
patient,” Kida explains.

• Learn effective data analysis.

Before data can be effectively analyzed, a facility
must make certain the information is accurate and
efficient, Alverzo stresses.

“So if we’re looking at FIM scores, we want
to know the ages of patients, and we may want
to know more specifically what their comorbidi-
ties are and additional information,” she points
out. 

“So when we’re evaluating the data, we 
have enough supportive data to answer the
questions that are going to come up first,”
Alverzo explains.

For example, administrators may want to
know why functional improvement at one site is
different than it is at another site. Is this because
the ages of patients are different, or does one site
has more comorbidities or diagnoses that inter-
fere with therapy? Or is it because the patients’
conditions are more severe at one site than they
are another?

“We have all of that data in front of us so we’re
answering questions instead of just asking ques-
tions,” Alverzo says. 

“One of the major challenges that many orga-
nizations face when they analyze data is to do it
in a way that’s legitimate and not to bend toward
the tendency to want to explain away the data or
misinterpret data,” she continues. 

“So we applied some discipline to data analy-
sis to make sure we’re not analyzing data unless
we have sufficient sample size, enough patients,”
Alverzo adds.

Also, administrators look at data over time to
obtain a sense of normal variation, she notes.

“There’s a technique in quality management
where you’re taking data over a period of time
and looking at how variable it is, and you’re 
basically creating ceiling and floor numbers,”
Alverzo says. 

“That helps us avoid focusing on minor changes
that may not be meaningful,” she notes.

Studying the process

Also, it’s important to go beyond coming up
with reasons why data are different in one situa-
tion than another, Alverzo advises.

“We try to get beyond that question and say,
‘How does that process work at that facility?’”
she says. 

“Perhaps the data are really telling us more
about the fact that we’re treating patients in a
different way and getting a different outcome,”
Alverzo contends. 
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So it’s possible that patients are treated differ-
ently at one site, and if another site were to use
the same processes, the outcomes would be simi-
lar, she explains.

• Set goals.
The next step is to determine where to focus

attention and set goals in the areas where improve-
ments are most important, according to Kida.

“In quantitative data, we look at the discharge
disposition and percentage of patients discharged
into which environments, such as home, skilled
nursing facilities, acute care facilities,” she points
out. 

“Our goal is to discharge back to the home.”
Administrators saw a trend of higher than

desired discharges of patients to subacute facili-
ties, Kida says. (See story about improving dis-
charge to home trend, at right.)

Quarterly updates

• Monitor and track outcomes.
“Most of the data we monitor are standing

indicators,” Alverzo says. 
“We have added additional indicators because

of concerns, and we’ll monitor those for four
quarters before we make any changes,” she
explains.

It’s important to look at a substantial data set
each quarter because this will reflect the key
elements of a program and patient quality indi-
cators, and it provides data consistency that is
necessary for observing trends, Alverzo points
out.

“Finding the right data is a combination of
having a team of people who understand the clin-
ical program and processes that are the core of
the organization,” she notes. 

Since the staff are essential to both the collec-
tion of good data and the implementation of pro-
cess improvements, it’s also important to share
findings with them, Alverzo says.

Each quarter, administrators give staff, patients,
physicians, and others a stakeholder report that
shows some of the indicators that have been
addressed and what the data indicated about the
facility’s quality improvement and patient out-
comes, she notes.

“This can be used as a marketing strategy to
increase referrals to our facility,” Alverzo adds. 

“We try to make it user-friendly so a patient or
family could read it and understand it, but it also
has important information a physician would be
looking at.”  ■

Special Edition: Focusing on Performance

Rehab facility improved
its discharges home rate
Rates at New Jersey facility increased 7%

It’s always a challenge for a rehab facility to
make certain discharges to home remain high,

despite the many challenges that patients will
face.

When administrators at one New Jersey rehab
facility noticed a drop in discharge disposition to
home, they decided to implement their process
improvement strategy to improve this trend, says
Joan Alverzo, PhD, CRRN, chief clinical officer of
Kessler Institute for Rehabilitation of West Orange,
NJ, a Mechanicsburg, PA-based Select Medical Co.
organization.

“We dug deeper to see if it was all related to
patient diagnoses, associated with LOS [length 
of stay] or various comorbidities — the typical
things you would look at,” says Sue Kida, PT,
MHA, assistant vice president of administration. 

“After looking at data, we decided to take
action and formed a performance improvement
[PI] committee to work toward improving dis-
charge to the home environment.”

The PI team measured discharge data against
national mean and focused on trends in discharge
disposition across facilities and categories, includ-
ing a closer look at stroke and joint replacement
patients.

“Sometimes it’s easier or more effective to take
certain portions of the data and work toward it as
opposed to trying to improve the entry data pool,”
Kida says. 

“We looked at common diagnoses across all four
sites and looked at discharge dispositions and what
we could do to affect it,” she notes.

After pulling the information together, the
committee came up with an action plan on how
to improve the discharge home, Kida says.

Meetings were held to include staff’s input and
to make them an active part of the process change,
she adds.

From this process, administrators learned that
staff sometimes hesitate to discharge patients
home out of safety concerns, such as concerns
about patients getting into and out of the house
and taking care of themselves, Kida explains.

“There were a lot of discussions about what
safety is and what is safe for a patient and what
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were the patient’s safety levels before coming to
us,” she says.

Then the committee discussed strategies for
improving safety, such as focusing on certain
gym therapy activities or having the patient stay
overnight with a family member at the facility to
practice handling the patient before the patient
returns home, Kida continues.

Other areas that contributed to problems with
discharging patients home were family pressure,
complexity, and time required for home dis-
charge, and expectations of patients/families
regarding discharge disposition.

The team reviewed current processes and
designed an action plan, which was presented at
each facility for all clinical staff, who were chal-
lenged to review the opportunity for discharging
patients to home on every case.

Soon after initiating these changes, administra-
tors noted an improvement in the discharge dis-
position home, from 80% to 84% in one quarter,
Alverzo says.

Administrators gave staff positive feedback
about the improvements and let them know
which processes had facilitated the improvement,
she notes.

“In the next and most recent quarters the dis-
charge disposition home was 87%, which is close
to the national benchmark,” Alverzo adds. 

“So we went from a substandard rate of dis-
charge home six quarters ago to being very much
in line with discharging patients home when
compared with other rehab hospitals across the
country.”  ■

Special Report: Focusing on Performance

Rehab hospital revamps
its admissions process
Admissions time dropped by two hours

It only took one patient’s complaint about the
inpatient admissions process for a rehab hospi-

tal to make changes that have cut the admissions
process by two hours per patient and resulted in
a net savings.

“We were saddened to hear the news initially
that we weren’t doing as well on the admissions
process,” says Lynae S. Nielsen, MS, CCC, CPCRT,
special projects coordinator of Idaho Elks Rehabili-
tation Hospital in Boise.

“It came from a patient who was disgruntled
enough to speak up and tell us what was hap-
pening wrong,” she says. “Then we studied the
process and totally changed the process.”

Administrators quickly learned that patients
were overwhelmed by how complicated it was to
become admitted, Nielsen adds.

“They felt it was too disorganized, that there
were too many staff in the room, that they were
asked too many questions; there were problems
with not getting pain medications on time; and
the food arrived cold,” she says.

Rehab administrators quickly realized that
the problem was that the one-time small rehab
hospital’s staff had become accustomed to doing
everything the same way it always had been
done, despite the hospital’s growth over the
years, Nielsen notes.

“The old ways don’t meet new demands,” she
says. “So the process needs to be renovated.”

As a result, the hospital’s patient admissions
process was reduced from 3.5 hours per patient
to 1.5 hours per patient, and the improvements
have saved the hospital a net $1,700 in the past
year plus an estimated pharmacy division sav-
ings of $32,500 a year, Nielsen explains.

The gross savings of $107,000 was offset by
$105,000 in new expenses related to the develop-
ment of the process improvement.

Changing the workflow process 

Here’s how Idaho Elk Rehabilitation Hospital
revamped its admissions process:

1. The hospital hired a process improvement
consultant.

The rehab facility hired Ben Graham Corp. of
Tipp City, OH, to provide process improvement
consultants to teach the management staff and
certain other employees a process for studying
workflow, Nielsen says.

“They taught us how to create a flowchart and
word processes to track documents and steps in a
process,” she says. “That’s what we used as a basis
of studying our admissions process.”

Using the Ben Graham process, administrators
identified 17 departments that were involved in
the process of admitting patients, and each of
these departments’ roles was assessed and charted
as they related to each other and the admissions
process.

“The administrator, the managers of depart-
ments, and I studied the charts and came up
with recommendations of processes or portions



of processes that we could eliminate,” Nielsen
explains.

The charts made it clear which areas had too
much work and which were underutilized or
unnecessary, she notes.

“We could see that our nursing and unit secre-
taries were work-heavy, and there was a poor dis-
tribution of labor,” Nielsen says. “So we spread 
it out among shifts and had admissions packets
prepared in the evening shifts.”

A second chart that showed how things could
be changed highlighted the differences between
the current practice and a potentially more effi-
cient admissions process, she says.

“The process was great for studying work, but
it missed teamwork and attitudes and didn’t cap-
ture all that,” Nielsen adds. “So we also looked at
the admissions process more holistically than just
using the charts.”

Input from all departments

2. The hospital formed a process improve-
ment team.

The team included frontline workers from each
department, who were asked to come up with
recommendations for improving the intake pro-
cess, making it smoother and more comfortable
for patients, Nielsen says.

“Then we assembled these recommendations
by department onto a project completion table,”
she says. “The administrator and I sat down with
each department and went over the recommen-
dations for their department and determined if it
was realistic and something they’d go along with
changing.”

If the managers agreed with the change, then
they would determine a date for implementing it,
Nielsen adds.

“If the managers approved of the recommen-
dations, then we asked them to assign someone
to implement them,” she says. “Of 14 pages of
recommendations, we had only three recommen-
dations that were rejected, so we had a good buy-
in, and we had responsible people to carry them
out.”

The people selected for implementing the
changes were the employees who appeared to 
be good leaders and who had initiative, Nielsen
adds. For example, the hospital’s unit secretaries
fall under the nursing department, so the nursing
supervisor might ask the supervisor of nursing
secretaries to carry through with the recommen-
dations for that group, she explains.

3. Committee members provided follow-up
services.

The process improvement team assigned a
committee member to follow up each of the 
recommendations.

“I was given 15 things to follow up on,” adds
Nielsen. “Then we’d meet once a month and
update the project table.”

Follow-up process examines results

The team recorded whether a particular pro-
cess change had been completed, not initiated, or
was on time for the target date of completion, she
says.

“We looked at whether the change was done to
the satisfaction of the committee,” Nielsen says.
“There were some items the managers said we
were done with, but the committee said, ‘That’s
not exactly what we’re looking for, and it won’t
give us the outcome we want, so we’re sending
you back to the drawing board.’”

Part of the follow-up process included the
development of a new patient satisfaction tool in
which satisfaction with regard to the admissions
process is measured, she says.

“We’re currently at 97% satisfaction, and the
departments are much happier,” Nielsen says.

4. Complete short-term goals and move
toward long-term objectives.

Some of the processes that needed to be
changed could not be completed all at once, so
some short-term goals have merged into longer
term goals, she notes.

For example, one of the recommendations was
that the night shift unit secretaries assemble five
charts and admit kits for each station, Nielsen
says.

“So that would expedite the process of chart
preparation for a new admit because all the
essentials would be in there,” she says. 

“The charts would have tabs for all the paper-
work that needs to be signed and blank physician
orders, intake and out-take sheets, pain manage-
ment scales, safety assessments, and other forms,”
Nielsen points out.

In the past, when charts were needed, the day-
shift staff would have to pull each form from a
different place and this would be time-consum-
ing, she continues.

“If we had three or four admits at the same
time, you can imagine the stress it would cause,”
Nielsen adds.

Now that the short-term goal of having the
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charts assembled each night and ready for the
day shift has been achieved, the long-term goal is
to build up a stockpile of the kits so there always
will be a ready supply, and that process is under
way, she says.

Cost benefits

5. Administrators conducted a cost and bene-
fit analysis.

One category on the project completion table is
the cost and benefit analysis. “We did a cost and
benefit analysis for each recommendation, and it
ended up that we had some expenses, but more
savings than expenses,” Nielsen adds. “The bot-
tom line is we came out in the black during the
process.”

Basically, the hospital spent about $105,000 to
complete the process improvement, and the out-
come has saved the hospital nearly $107,000 — 
a net savings of $1,700, she explains.

“We found that one of our big expenses was
that we had registered nurses do everything,
including the intake paperwork,” Nielsen says.
“We eliminated that process and instead hired
another staff member, a patient admission liaison
who welcomes patients.”

The new liaison costs about one-third the hourly
rate of registered nurses and also improves public
relations by working to make patients feel comfort-
able, she continues.

“We also made some changes in the pharmacy
division, saving the division about [30 minutes]
per patient per year times 1,300 admits per year
— although we now have 1,500 admits per year,”
Nielsen points out. 

The savings last year with the 1,300 admits
translated into a $32,500 annual savings.

6. Administrators continue to monitor the
process.

One year after the process was implemented, it
appears to be working effectively, Nielsen says.

“If there are problems people let me know, and
we troubleshoot those,” she notes. “Our new
patient admission liaison developed a tool, a
monthly quality assurance report that lets me
know a few different things.”

The liaison will time the admit process and
will see if everything is happening in a sequential
manner, or if there’s a hold-up because someone
is waiting for a therapist’s or physician’s evalua-
tion, Nielsen points out.

“We make sure the process is going the way
we set it up to flow,” she says.  ■

Special Report: Focusing on Performance

Rehab provider uses data
to improve it PPS system
Educating staff on FIM was major focus

JFK Johnson Rehabilitation Institute of Edison,
NJ, has spent the last several years improving

its data collection and staff education to improve
its prospective payment system (PPS) process.

“In this facility, we receive data on a daily
basis, and it’s all computerized, and it’s on an
Internet-based program so it gets updated every
day,” says Christa Reineke, MA, PT, director of
inpatient therapies.

“So every day, I can go in and look at our data
as of yesterday,” she says.

This ability to see data quickly has been impor-
tant to the rehab facility’s ability to improve its
operational processes.

Having real-time data helped Reineke identify
areas in which the facility was not performing as
well as regional and national benchmarks.

“When I looked into it, it led me to identify
some procedural processes at the facility that
weren’t quite the way we needed them to be,”
Reineke says.

Other organizational process improvements
implemented by the rehab facility include the 
following:

• Educate and train staff members to improve
assessments.

“We started an education process for staff,
based on FIM [functional improvement mea-
sures] scoring, and we saw a significant jump in
that indicator,” she explains.

“We went from taking a discipline-specific
scoring approach to scoring across the first three
days of stay,” Reineke adds. “We took the lowest
scores from all disciplines and saw a big change
in our case-mix index.”

Staff were taught that the FIM scores should
measure the burden of care to the caregiver,
which may be more of the middle of the night
score than how the patient did in the therapy
gym, she says.

“Prior to PPS, FIM scores didn’t impact pay-
ment so it was just an outcomes data manage-
ment system, and it was something we did as a
facility because we wanted to look at our out-
come and see how efficient we were,” Reineke
explains.
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“But now it’s the basis for our payments, so it
became really important very quickly to make
sure we were scoring patients correctly and
recording the lowest score because that impacts
which case-mix group the patient is put into.”
So the staff training focused on two main issues:
the overall review of FIM scoring because that
scale was changed a little, and the process of
taking the lowest number per discipline per
item, she notes.

“We said that we’d have all disciplines record
the FIM score over three days, and we’d take 
the lowest number to be the official FIM score,”
Reineke says.

The rehab facility’s case-mix index had been
lower than the regional and national data, and
since this is a reflection of payment, the trend 
was a problem, she says.

Since the education program was imple-
mented, the case-mix index improved and the
change has been sustained, Reineke says.

• Show physicians how to improve their
documentation.

Another potential problem area involves the
inclusion of comorbid conditions, she notes.

“When they put PPS in place, your payment
was based on which case-mix group [CMG] you
were in,” Reineke says.

Payment also was based on a patient’s comorbid
conditions, which are documented by physicians.

For example, a patient who has had a stroke
could also be on dialysis, which would be a
comorbid condition that complicates treatment
and care in a rehab facility, she says.

“Our numbers weren’t matching up with the
region or nation, and yet I kept hearing from staff
that we have a higher patient acuity, that our
patients are very sick,” Reineke says. 

It made sense that the rehab facility would
have a high patient acuity since it was attached to
a medical acute care facility, but the numbers did-
n’t support this observation, so it appeared that
there might be a problem with documentation of
comorbid conditions, she says.

“We went to physicians and said, ‘Here are all
the comorbid conditions that can qualify us to go
into one of those other [payment] tiers, and it’s
just a matter of physicians documenting it,’”
Reineke recalls. 

“We weren’t asking them to document some-
thing that wasn’t there, but if a patient has a dia-
betic neuropathy and we’re treating it, then we
should code it as a comorbid condition and receive
additional revenue from Medicare,” she adds.

The list of comorbid conditions was presented
at a physician staff meeting, and doctors were
told that if their patients had any of these condi-
tions and the rehab facility was treating them,
then the doctors needed to document them in the
history and physical, she says.

“We also worked with a coder who worked
with physicians, and she’d say, ‘Dr. So and So, I
see that you’ve ordered a consult for diabetes, so
does this patient have diabetic neuropathy?’”
Reineke explains. “And if the doctor said, ‘Yes,’
then the coder would ask him to document that.”

Soon after this physician education program
was implemented, there were positive results
confirming the staff’s observation of greater acu-
ity, she says.

• Follow up on any problematic trends
immediately.

The inpatient management team puts together
a tool with data that is reviewed every two weeks
for trends that might need a change.

For example, if rehab managers saw that dis-
charges to home were suddenly decreasing, then
they would quickly look into the trend to see
why it was happening, Reineke adds.

“We’d see where patients were going and
whether there was a problem or anything we
could do to turn that trend around,” she says.

“In the past, the data wasn’t available in as
timely a fashion — we’d sometimes get it three or
four months later, and you couldn’t make those
changes because the time had gone by,” Reineke
notes.

“We’ve updated our tool and added in things
that we consider important, such as a 75% com-
pliance tool,” she says. “So we use the tool to
help our management team keep on top of all
indicators that are important to us.”  ■

Simple strategies can
reduce falls and liability 
Women and elderly fall more frequently

Slips, trips, and falls happen in any health care
setting, and they can be enormously expen-

sive. The good news is you can sharply reduce
those accidents by aggressively employing some
rather simple strategies. 

Simple, but not necessarily obvious. Sure, your
housekeeping staff clean up spills when they’re



reported, but how fast? Have you ever had 
someone slip in a spill between the time it was
reported and the time it was actually cleaned up?
It happens.

Thinking about realities like that is a big step
toward reducing slips and falls, says Ruth M.
Maher, PT, DPT, MPT, BS, director of physical
therapy at HyOx Medical Treatment Center in
Marietta, GA. HyOx is a comprehensive outpa-
tient rehabilitation facility, and Maher has worked
in reducing slips, trips, and falls in a variety of
health care settings.

“The cost and effort required to reduce these
incidents is far less than what is required to deal
with the aftermath, especially if it results in legal
action,” she says. 

Falls likely to result in injuries

Maher notes that among U.S. industries with
100,000 or more injuries and illnesses, hospitals
have the second highest rate of nonfatal injury or
illness cases.1 

If you consider that injuries from falls are
approximately 40% greater in hospitals than 
in general industry, it is not surprising that the
National Institute for Occupational Safety and
Health (NIOSH) in Washington, DC, along with
the Finnish Institute of Occupational Health,
Johns Hopkins School of Public Health in Balti-
more and Liberty Mutual Research Institute in
Hopkinton, MA, are conducting a study of tran-
sient risk factors, which may lead to occupational
slips and falls in hospital settings.

Pilot data from last year showed that 86 %
were women, 36% were nurses, and 12% were
employed in housekeeping. 

The hospital workers were asked a series of
questions about the circumstances prior to the
incident. Fifty-five percent fell after slipping and
41% after tripping; 34% involved liquid such as
water or cleaning solutions; and 59% of the inci-
dents occurred at a transitional area (such as 
wet to dry, from one type of floor to another, or
uneven surfaces).

Ninety-one percent of workers were injured 
as a result of the incident with typical injuries
including contusions (23%), strains and sprains
(22%), and fractures (9%). 

The pilot study also showed that the injured
workers’ exposure to causative factors such 
as contaminated floors, unfamiliar pathways,
rushing, carrying atypical loads, and distraction
was greater at the time of the injury than it had
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Top 10 strategies for 
reducing slips and falls

Experts say these are the top 10 strategies for
reducing slips, trips, falls, and the associated

liability:

1. Assess flooring surfaces.
Study friction levels and eliminate uneven sur-
faces. Choose flooring surfaces carefully when
designing or remodeling any part of the facility.
Remember that different areas of the facility will
require different flooring surfaces, notes Ruth
M. Maher, PT, DPT, MPT, BS, director of physi-
cal therapy at HyOx Medical Treatment Center
in Marietta, GA. The emergency department
(ED) will need a high-quality, no-skid surface
because you can expect fluids to be spilled fre-
quently and people to be rushing around.

2. Choose waxes and other floor treatments
carefully.

3. Promptly clean up spillage and debris.
This requires an aggressive response when a
hazard is observed, says Mary Lange, RN,
BSN, MHA, CPHQ, CRM, director of quality
risk management at Advocate South Suburban
Hospital in Hazel Crest, IL. “In the time it takes
you to make a mental note of the spill and walk
over to a phone to call housekeeping, you
could have two people slip in it,” she says. “If
you have to stand over it and warn people
away while someone else calls housekeeping,
that might be the better way to address it.”

4. Provide warning for wet areas.

5. Promote or require shoe wear that is slip-
resistant and waterproof.

6. Use anti-slip mats in appropriate areas —
especially any area in which water may be
spilled.

7. Keep passageways free from clutter and
power cords.
Provide floor plugs so cords do not have to
run across floors. That is a huge risk in health
care settings, especially in the ED. Hallways
jammed with equipment carts are another risk.
Consider having a designated safety officer in
each department who can do spot checks to
look for hazards.

8. Clean stairs and walkways.

9. Provide adequate lighting.

10. Require staff to use ladders for reaching
high places — never a stool, chair, or box.  ■■
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been in the previous month.
Maher says it is important to note that the

median age of workers who slipped, tripped,
and/or fell was 46, and most were women. This
should raise significant concerns as the preva-
lence of osteoporosis (low-bone density) increases
with age. This essentially predisposes older
women who slip, trip, or fall to more serious
injuries than those who are younger.

In 2001, more health care workers were injured
than workers in any other sector, and slips, trips,
and falls accounted for the largest proportion of
lost-time injuries (21%), according to information
from the U.S. Bureau of Labor Statistics.

Advocate South Suburban Hospital in Hazel
Crest, IL, was no exception to those statistics. After
a series of falls that got the administration’s atten-
tion, Mary Lange, RN, BSN, MHA, CPHQ, CRM,
director of quality risk management, implemented
several initiatives to prevent patient and employee
falls at the hospital. She also is part of a larger task
force for an eight-hospital system that is focusing
on this specific issue.

A root-cause analysis revealed one clue right
away: Reducing slips and falls may involve depart-
ments you had never considered. At Advocate, the
team conducting the root-cause analysis included
the department responsible for ordering equip-
ment because Lange realized the specific products
in use can affect the risk of slips and falls.

“We discovered that the system was consider-
ing ordering new restraints, so we thought that
was a great time to look at which particular items
can contribute to falls or lessen them,” she says. 

Halcion can be special risk

The team also analyzed the hospital’s own fall
data and found that, consistent with the national
data, most patients who fell were elderly women.
Next the team looked at ways to reduce falls and
pinpointed some particular strategies.

“We noted that there was research showing
Halcion contributed to some falls, particularly 
at night. It has to do with the fact that as you
age, your kidneys don’t function as well and
can’t throw off the medicine as quickly, so 
you end up overdosing in a way,” Lange says.
“So we did education through our pharmacy
newsletter to physicians about appropriate dos-
ing of Halcion.”

Advocate also educated nurses about how
patients might not be at risk of falling when they
first come to the hospital, but they might be at

risk later after receiving medications and after
other changes. The hospital also has experi-
mented with different automated systems that
can help keep elderly and confused patients in
bed without being restrained. 

The systems can be triggered by movement
and can use the recorded voice of spouses or
other family remembers to remind the patient 
to stay in bed.

Post-fall protocol necessary

The Advocate team also determined that the
system lacked a post-fall protocol, leaving it up 
to nurses to determine how to respond after a
fall. So Advocate immediately implemented a
post-fall protocol that requires staff to take certain
actions. (For a standard post-fall protocol, see
box, above.)

Among other standard steps such as recording

Procedures to follow when
your staff witness a fall

Any hospital employee witnessing a fall should
know how to document the incident clearly,

says Ruth M. Maher, PT, DPT, MPT, BS, director
of physical therapy at HyOx Medical Treatment
Center in Marietta, GA. 

She suggests training employees to immedi-
ately note this information after a fall:

1. Date, time, and location of the incident

2. Person involved

3. Did the person suffer an injury? If so, what
type?

4. Description of the incident and the mecha-
nism of the incident (what the person was
doing at the time)

5. On what type of surface did the incident
occur?

6. Was the surface wet, dry, cluttered, etc.?

7. Contact information for the party involved and
witnesses

8. Action taken to prevent reoccurrence

9. What type of safety or fall prevention training
did the individual receive before the fall?

10. Could anything have been done to prevent
the incident?  ■



the conditions causing the fall, the Advocate plan
calls for computed tomography scans of some
high-risk patients, like those on blood thinning
drugs, to rule out subarachnoid hemorrhage and
other hidden injuries. The protocol ensures that
post-fall procedures are the same from one unit to
the next, Lange says. 

The new plan has been in place at Advocate 
for less than six months, and each unit reported a
reduction in falls of 2% to 4% over the first quar-
ter. Advocate has not yet determined the cost sav-
ings that may accrue from that reduction, but
Lange says she expects the savings to be substan-
tial and to make up for any expenses incurred in
the fall reduction program. 

Most hazards can be addressed

Risk managers must have an occupational
health and safety plan and an appropriate safety
culture and working environment to address the
incidence of falls, Maher urges. 

Safety culture seeks to develop an awareness,
to value the importance of making safety an 
integral part of your company’s culture and to
develop an awareness of the importance of
accountability in an effective safety program.

“Fall prevention is everyone’s business,” she
says. “I’d like to see everyone in the organization
participate in a fall prevention program at least
once a year. Show them how much these acci-
dents cost and that there are very concrete ways
to reduce them, strategies that actually show
results.”

A successful prevention program can address
most, if not all, of the controllable factors, Maher
explains. For example, there must be a formal
written program dealing with floor treatments. 

The floor treatment that is most appropriate for
a particular work environment will depend on the
nature of the floor and the hazards that are pre-
sent. The plan should address appropriate clean-
ing protocols for each contaminant, the use of
signage/warnings, and the training of employees
in proper cleaning techniques procedures. (For

the Top 10 strategies for reducing falls and lia-
bility, see box, p. 129.)

“Just mopping a spill is not enough. That often
can just spread the contaminant,” Maher says. 
“A thorough cleaning may require abrasives or
other techniques. This isn’t always as simple as
just wiping up the spill and moving on.”

Equipment selection is important

Lange notes it is key to measure your results
with fall prevent programs. Once you see how
your falls data are affected by particular strate-
gies, you can keep the things that work and ditch
the things that don’t.

She also urges risk managers to consult physi-
cal therapists like Maher. 

“They understand better than most people
what some patients are coping with, issues like
how high a bed should be set or what kind of
beds to order,” Lange says. “A physical therapist
can tell you that with patients so much more
acutely ill, it’s hard to get patients back in bed.
Those cushy, soft mattresses may look good, but
patients can slide right off of them.”

Even the most common equipment used by
staff can increase or reduce the risk of falls, she
says. Did you know that office chairs come with
two different types of wheels — one intended for
carpet and one type for hard surfaces?

“If you borrow a chair from down the hall
and it’s the wrong type, it can slip right out
from under you,” she says. “That’s the kind of
thing we’d never considered until we took a
very comprehensive look at what causes falls.”

Fast track for cleanup

Frequent inspections of high-traffic areas, and
keeping a written log of each inspection can be a
critical element in defending against a lawsuit, a
real danger should a nonemployee slip in your
facility, Maher notes.

She also recommends you do some risk man-
agement by walking around. Reading incident
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■ Start a violence preven-
tion program to enhance
community visibility

■ Make patient assessment
instrument information as
accurate as possible

■ Improve a rehab facility’s
compliance with new
regulations

■ Jump-start discharge
planning upon admission

COMING IN FUTURE MONTHS
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reports in your office is one thing, she says, but
you might gain much better insight by touring
the facilities once in a while with an eye toward
slip and fall hazards.

“You also need a fast track for getting things
fixed,” she says. “When someone reports that
there is a fall hazard, you need a way to get that
fixed right away rather than waiting for the paper-
work to go through. That also encourages people
to report these hazards when they see that you
will address them immediately.” 

Maher also recommends using a free tool offered
by OSHA. The Hospital E Tool provides a comput-
erized way to help employers identify and address
potential occupational hazards in hospitals. 

The tool can help employers in developing and
implementing engineering and work practice con-
trols that comply with OSHA requirements, and
Maher suggests they could be incorporated into a
facility’s safety and health plan to reduce the haz-
ards of hospital work and improve worker safety.
The Hospital E tool is available at www.osha.
gov/SLTC/etools/hospital/er/er.html.
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