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It’s Not a Free-FALL–Leadership Counts Transcript 
 
>> I want to thank all of you for being here today and I want to thank our hospitals that step forward to share their 
stories you may have wondered about the title and it is not a freefall, leadership account, and that came from—the 
definition of a freefall from physics is an object that is falling under the sole influence of gravity. Today, you will 
learn how three hospitals really within the HSAG HIIN have under the influence of leadership and teamwork 
come to the position of it is not a freefall. Leadership discount. And that helps to minimize the injuries associated 
with patient falls. So that is why we are here today. Our objective you see here is to identify the key elements of 
an effective fall prevention program and to discuss implementation strategies for drivers of improvement and falls 
prevention. This is as well to identify barriers and to improvement and suggested responses. So before we get into 
our webinar, I wanted to frame our work in reducing falls with injuries with some of the current statistics 
surrounding falls. And you may be aware, but the national Center for health statistics notes that falls with injury is 
the third most likely cause of death for adults 65 years and older. Also called the U.S. Department of Health and 
Human Services and the CDC or centers for disease control and prevention morbidity and mortality had a report 
for March of this year and noted that fall related traumatic brain injuries account for 2.5 million emergency 
department visits per year and recognize the falls as a public health issue. Additionally, you may be surprised to 
learn that from 2001 two 2010 the rate of emergency department visits related to falls has increased 70 percent 
with a rate of hospitalization and death increasing 11 percent. Also, it has been estimated that the cost of dollars 
associated with an inpatient fall can range anywhere from $4,200-$27,000. And as noted earlier, this is a public 
health issue. This is the 2015 rate of death from falls and you can see it's listed here. You should know that–never 
mind.  
 
>> So let's first look at our data as it relates to falls. The first thing that you may notice when you look at this is 
that we only have 145 to falls. The first thing that you may notice when you look at this is that we only have 
145/277 hospitals reporting their falls data. So I would put out a plea, if you are one of those 132 hospitals that 
has not yet entered your data, please work with your CIA or the data resource team to get your data entered into 
the data portal because having the data only makes our comparisons and our evaluation of our program that much 
richer. So the goal of the HSAG HIIN initiative is to reduce harm from fall with injury by 20 percent by 
September 30 of 2018. As you can see here there has been virtually no change or improvement in eliminating falls 
with injury for our patients since we began this project. If we scroll down, dig down, a little bit further into the 
data, you can see from the slide, which depicts the falls with injuries per 1000 patients, recorder, since 2015. You 
will note that in 2016, quarter for, there was improvement with an 8 percent decrease in the overall rate of falls 
with injury. What does that say to us? That says that we can achieve that 20 percent goal. But we need to work 
together to do that and that is one of the reasons why we have invited hospitals to share their stories in this 
webinar today. So to get to our goal, we have to look critically at our processes to capitalize on improvement 
opportunities. So that brings us to protecting our patients and telling our story.  
 
>> We all know that preventing harm from falls with injury is multifactorial. We have invited three hospitals to 
share their stories on their success in implementing leadership and teamwork to help decrease falls from injury 
and protect their patients. Today you will be hearing from Providence Holy Cross Medical Center, St. Joseph 
health hospital, mission hospitals, and lastly, from Palomar Health system. We will be working through those 
slides. So that being the case, I would like to turn the program over to our colleagues at Providence Holy Cross 
Medical Center, Kate Connolly, the director of post-acute services and Sherri Mendelson, the director of nursing 
research, the magnet program and professional role development. So Kate and Sherri—Sherri, please go ahead.  
 
>> This is Sherri Mendelson. I will tell you a little bit about our hospital. We have 377 beds. And average daily 
census of 216, which seems a bit low because it seems we are crowded lately. We are nationally recognized for 
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clinical performance in trauma care. We are the only community Hospital in the San Fernando Valley to receive a 
magnet designation which we have had since 2007. We are one of only two 24-hour seven days a week trauma 
centers in the San Fernando Valley in our ED visits are greater than 110,000 per year. We have a 24-hour trauma 
service and emergency care, as I said. We had a cancer center, gastrointestinal laptop Heart Ctr., Trinity center 
with baby friendly designation since 2007 as well. We have a CCS designated neonatal intensive care unit and 
neurosciences and rehabilitation area with stroke certification. We have orthopedic services and surgery services 
and a sub-acute unit.  
 
>> We forgot to mention the acute inpatient rehab facility.  
 
>> Good point. Okay. The first graph we are showing you is where we were several years ago. These are all falls, 
not falls with injury. She can tell you a little bit about falls with injury when I turn it back over to her. We were 
concerned about our falls being so high, so we started working on different things to try and bring them down. I 
will go ahead and flip to the next slide. One of the things we did last year was we included a pharmacist on our 
falls counsel. The pharmacist went and reviewed every single fall for the entire year to look at whether or not any 
medication would be likely related to the falls. You can see the first quarter there what her statistics were. We did 
do this for the whole year. We discovered that the category of drugs most likely associated with fall are the 
opioids analgesics. No big surprise there. The second one was the benzodiazepines and the antihypertensive were 
the third. Hypnotic in anticonvulsant were tied. So one of the things we tried to do was have the staff understand 
that these drugs make you more likely to fall.  
 
>> There we go. So what did we do? One of the things we did was changed the signage two years ago. Nobody 
felt that the signage we were using really gave the ancillary personnel and staff on the floor a good idea of who 
was at fault risk and who was not. We added that alarms to all patients at risk. We revamped the falls counsel to 
include a community member who had fallen and we included the pharmacy and we included the environmental 
services. We had representation from all of our nursing units from our lab and our imaging and other respiratory 
and ancillary departments. Pharmacy, like I said analyzed the falls for an entire year to see if there was anything 
we could learn there.  
 
>> So some of these initiatives, but that alarms, we initiated that alarms on all high risk for all patients. What I 
will try to do is tell you what we did and then tell you some of the challenges that we had with them up to current 
times. So bad alarms don't connect. We have this north tower, our old power. And we have our south tower, 
which is our new tower. The bad alarms don't connect well sometimes between the North and South towers. That 
continues on occasion to be a problem. Staff are not turning them on sometimes. And alarm fatigue, and I think 
we all know a lot about alarm fatigue. The more alarms you here, the more likely you are to ignore them. So when 
you have call lights going off and you have that alarms going off and ID alarms going off, you tend to ignore 
them more. The staff may not be in close proximity to the room, so they may not hear them, and that becomes an 
issue as well.  
 
>> Red Sox is another initiative we did. So for all patients indicated on Morse Fall scale as high risk, we put out 
an initiative for those patients to be wearing Red Sox. One of the challenges is that we had a poor role out of it. 
We had a poor understanding of the purpose. I don't mean necessarily us, but the people who are using them. We 
just rolled it out this spring so it's a fairly new initiative. Patients have been standing up walking independently 
with Red Sox on. I get text messages with pictures of the feet with Red Sox on up and walking and no violations 
but somebody is trying to and let me know that we have some issues there. Sometimes the families have been 
seeing—wearing Red Sox. The next and we began in 2017 recently is this program. And some specific 
[Indiscernible] were applied and trained for this role and some of the issues and challenges with this is sometimes 
there have been unexpected downtime with this, in which case if you have a patient on this they have been 
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identified for high risk for fall and you need to cover them with a sitter and you can't just leave them be. Oversight 
of staff and clear expectations has been an important and determination of appropriate patients and in fact an 
email went out today with reanalysis of that and then getting staff on board to trust the tele sitter’s and will they 
be useful and helpful at reducing falls.  
 
>> Then some barriers and challenges. Clinical Institute withdrawal assessment patients have typically been in the 
ICU unit, and this is part to the early drug and alcohol withdrawal patients. They had been an hour ICU Cobbett 
recently we have been putting them and are aggressively care unit or otherwise known as the step down unit. So 
that has been a little bit of a challenge because they are very impulsive patients, number one. And number two, 
those patients heavily go under the next category, which is smokers. Some were found smoking in the room and 
frequently they will try to go out and smoke, even when they are a risk for fall. And then when tele sitter goes 
down, I mentioned what a barrier that is. And CNA hours and balanced budget and one-to-one sitters, it's hard to 
balance all of that, the budget and the CNA hours and those who identify as needing one-to-one sitters. And then 
certainly better alarm issues that I mentioned is another barrier and challenge.  
 
>> So the current data, the second half of this, you notice that initially we really did a very nice downturn, and we 
stayed below some of our highest points until about midway through. And then more recently we started going up 
again. So we have really been looking at where we are at and why the levels are going up again.  
 
>> So where are we right now? There is a Morse Fall risk on every shift and after transfer and every fall is our 
policy. We are trying to make sure that the policy is followed on a consistent basis. 2016, the rate of falls was 
below 2015. So 2016, we did see some success. Unfortunately, 2017 is rising above 2016. The raw number of 
falls in July was 19. This is very alarming. So we have continued discussions on definitions and what is exactly a 
fault and that continues to be a challenge. We are doing debriefing after falls. And it's supposed to be done within 
30 minutes.  
 
>> So some advice for others, and this is upstream and downstream. One of the things we believe is happening, 
why we have an increase in Paul's this year, we have had a very successful CAUTI reduction initiative. We are 
getting indwelling catheters discontinued sooner and that seems to lead to patients needing to use the bathroom 
more frequently and faster and patients are up sooner and less steady and therefore there are more falls.  
 
>> One of the things that we have been doing that goes along with that success with CAUTI and knowing that 
patients are getting up, needing to get out more frequently, is we initiated a trial run, and we are about to initiate a 
patient and family engagement initiative with patient education agreements. It has been trialed into units so far. 
We have had kind of poor support because of the added work it may cause. Risk management got rid of calling it 
a falls contract which we had call that initially. We had to determine the purpose and know whether we need to 
repeat it for patient transfer. Those are all the things we are working out with that right now. One of the things 
that I wanted to mention, falls with injury are rated with calls from injury are excellent. At the magnet hospital we 
have to report are falls with injury every two years. Our rates have consistently been below the benchmark for our 
hospital. The work we are doing has consistently made sure that are falls with injury rate are lower than the 
benchmark but the more falls you have, the more likely it is you're going to have falls with injury so fixing the 
falls in general is the goal. 
 
>> One of the things we think contributed to our higher rate of falls in the last several months is that we have had 
the CAUTI initiative that we also had an initiative to decrease hyperglycemia and another two decrease 
[Indiscernible] and multiple initiative and safe med pass. And all of these things are taking the eye off the ball for 
falls because the staff are focused on the education and learning these other initiatives that we believe that is part 
of the problem as well. The staff are constantly looking for ways this way to make ends meet and falls occur.  
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>> I think we are done with our presentation unless you have any questions or do you want to hold those until the 
end?  
 
>> This is Martha. I just want to thank you both. That was an excellent presentation. It's really so applicable to 
every hospital and setting because, as you noted, there are multiple initiatives that are coming at staff and patients 
throughout the hospital constantly so I think your point is well made that we really need to look at ways to 
implement strategies so that we can sustain these gains I appreciate you being transparent and that. Maybe if we 
have enough time we can even talk about that. One thing I wanted to ask about is you noted early on how you 
engage the pharmacy. I think that is really a critical aspect. Do you have any practical advice or what would you 
give as real-life advice to hospitals struggling with pharmacy engagement?  
 
>> I think you have to find the right person maybe. You have to, I think, ensure your director of pharmacy 
services is on board so they insure that the pharmacy representative actually comes and has the time to attend 
meetings and be involved. Do you have any thoughts on that, Kate?  
 
>> Support and senior pharmacy management is important because it does take a lot of time to analyze every 
single file and review every record and verify what is going on. It does take a lot of time.  
 
>> Excellent. Thank you very much. Did you have a question that you wanted to throw out there, Kim I am 
interested in the process of having pharmacy involved. I think what we're finding across all the areas is that 
pharmacy is one of those unsung heroes that they have a great place in helping to reduce harm across all this. We 
talked a little bit about the process for how it's done. Have you been able to use that process to make any changes 
then to say assessments or some other process related to those high-risk medications that were discussed like 
opioids? Is there anything different now that is done for prevention of falls?  
 
>> One of the things that we have been trying to get out is that when you have patients on these high risk drug 
categories, make sure you are including your CNA is in that information when they give the sleeper and when 
they give the benzodiazepine or the opioid and make sure you let your staff, your CNA know that your patient is 
getting those drugs because those get a more eco-life. —Eagle eye.  
 
>> [Multiple speakers] a question about the tele sitter.  
 
>> Could you elaborate on that?  
 
>> It is actually a centralized location where there is somebody—there is a camera in front of the patient and the 
camera is for a group of patients on a computer in a centralized location with somebody as serving them so they 
can observe if the patient's heart—is getting out of bed and press an alarm. The tele sitter can talk to the patient 
and say, why don't you stay in bed and I will get your nurse to come and help you. And the tele sitter can speak to 
the patient in multiple languages. 
 
>> One of the benefits we have had with the tele sitter that was unexpected was that we actually had the person 
see a family member giving a patient some drugs I be an it turned out to be heroin. We were able to catch that 
quickly before we had a drug interaction. And [Indiscernible]. 
  
>> Unfortunately, we are not hearing that is an uncommon experience across the state. So— 
 
>> They have some good evidence that is useful. One of the big things that is convincing is that it is useful and 
one of the things that staff had some concerns about that I don't think is totally gone away yet is number one, 
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making sure that the tele sitter turned off if staff is with the patient or doing anything intimate with the patient in a 
legal way, and the other thing is that staff sometimes feel they are being spied on. I think that is an interesting, 
concerning the issue that I think will just take time to deal with.  
 
>> Thank you. I think that is really important to get that information out on tele sitter’s. I know that quite a few 
hospitals throughout the state of California are considering the use of tele sitter is. So it is good to know that you 
guys have had that experience and can help us. I would like to move on now. If we have time at the end, we will 
also open it up for more questions at the end. But our next speaker comes to us from the St. Joseph health hope 
system mission hospitals and there are two capitals—campuses, Mission Viejo and mission Laguna. June Melford 
will be the gerontological clinical nurse specialist who will share with us a little bit about their program. So I 
would like to turn it over to you, June.  
 
>> Thank you, Martha. Hello, my name is June Melford and I lead the fall prevention task force.  
 
>> Mission hospital is a 495 that community not-for-profit and Catholic hospital with two campuses located in 
South Orange County California. It's now part of the Providence St. Joseph health system. We have available to 
trauma center and our emergency department sees over 80,000 patients. We just under second magnet 
designation. So fall prevention task force, the original work began in 2004 and was led by a patient safety officer. 
We reengaged the fall prevention task force in 2011 with new membership, and now it consists of staff nurse 
representatives from each unit along with ad hoc members from safe patient handling. The unit-based reps have 
clear roles and responsibilities that I or he of them to an affair interested in a copy of that, roles and 
responsibilities will be made available on the toolkit. One of the expectations for the unit reps is that they do unit 
level fall analyses. As we know it is hard to learn from one fall incident to see trends that we do see that over 
time. So they are being asked to evaluate all of their falls over a six-month period and to input that data from their 
post fall huddles and look into the electronic medical records and take that into a spreadsheet that dinner—
generates graphs. These can be used to show trends and governance Council and to create unit level action plans. 
We have been tracking contributing factors to falls and have done a lot of work on preventing falls using that 
alarms over the last two years. So now we notice a trend with falls related to toileting specifically being left alone 
in the toilet. So last fall we began a project using the John Hopkins model on falls related to toileting and I would 
like to take time to acknowledge now that we relied heavily on [Indiscernible] last year by Doctor Patricia quickly 
and Martha Ackman in July called preventing patient falls, a coaching WebEx series. From the evidence cut a 
mission hospital fall prevention task force developed this safe toileting campaign. It is an acronym, S.A.F.E., and 
I want to thank a staff nurse for helping develop this. The letter S is for scheduled toileting. We can all have a 
good program in place but we aren't in control of when or if a patient will use their call light to notify us when 
they use the bathroom. So for high fall risk patients, we are expecting staff to take them to the toilet every two 
hours, not just for toileting like they do for normal rounds. We also talked about how many times it happened to 
them that you go in and do your rounding and asked the patient if they need to use the restroom and a say no. Five 
minutes later as you are preparing for another patient, they now call you and say they do used just need to use the 
bathroom. We discussed in the training that they needed to set up the expectation with the patient at the beginning 
of the shift that they will be coming in every two hours, and we provided example scripting for the nurses and the 
others. Such as I have time now to take you to the toilet or would you like to go to the bathroom now or in a 
minute? Another one is let's try to use the bathroom before you get up in your chair and have lunch. Letter a is for 
not living a patient alone in the bathroom. This is if they have balance our cognitive problems. We provide 
scripting to address when a patient wants to be alone in the bathroom. The most commonplace patients fall and 
get injured is in the bathroom because you have been identified at risk for falls, and because the bathroom is the 
most commonplace for patients to fall and get injured, I will stay with you in the bathroom, and I will respect your 
privacy as much is possible. The letter asked—is for fall prevention agreement and the E is for encouraging early 
mobility and using safe patient handling equipment.  
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>> I feel that some of the success of the adoption of this S.A.F.E. campaign has been a one-to-one training we did 
with the PCPs. We were lucky that some additional training was provided to all last November as we completed 
this work. I designed this to be interactive. We had small groups of five to six PCPs at a table and they were 
educated on the safe toileting campaign and I asked them if they saw any barriers to providing the scare. I listened 
and wrote down their concerns, but most felt this was clear doable. And I gave patient scenarios and they had to 
read out loud the scenario and tell the group how often they would toilet that patient and why. Could they leave 
that patient alone in the bathroom and why? You can read some of the scenarios that I have included. There was a 
lot of discussion that help to clarify any misconceptions.  
 
>> Here is a copy of our patient fall agreement. In 2014, they wrote an article in the Journal of discernment 
quality which stated that one of the most effective things to prevent falls is to engage the patient and family and 
their programs. So in 2015 we did this small project. We had seen examples of falls and agreements with other 
hospitals and designed hours to address the physical changes in medications and environment that make them 
specifically a fall risk. We review our prevention program with patients and inform them to call and don't fall and 
we may need to stay with them in the bathroom. We have the patient sign the sheet. It is not a legal document and 
doesn't go into the legal record but signing makes them pay more attention to the content. We have the forms stay 
on the whiteboard in the patient room so that is a review of the patient each shift and this educates families so 
they do not get their loved ones up without assistant. It takes less than two minutes to complete and they're willing 
to do this at the processes hardwired on the unit usually making this form and risk armband and making sure it's 
part of their admission packets. We also developed specific versions for women and infants and mental health and 
ambulatory patient populations.  
 
>> Some of our challenges have been the lack of a unit fall representative. So we have had to address that with 
various nurse managers to get representatives in place and then education delays. As it was noted, the PCT's were 
educated last November but the RN education was delayed until this August. So it has just rolled out. Another 
challenge is related to our core value of dignity. It was interesting that when we asked the PCT's if there were any 
barriers to implementation of the safe toileting campaign that the biggest one identified was related to patients in 
poor value of dignity they felt they had on the patient's wishes to left—be left alone in the bathroom even if it was 
not safe. So with the coaching we gave them during skills they and the clear messaging that we are required to 
keep patient safe, we also role-played how to reassure the patient that we will give them as much privacy as 
possible such as that we need to stay within arm’s reach and we will turn our heads or turn on the water and we 
don't talk to them to give them privacy. This clear messaging helps them to see that safety wins over privacy. As 
we all know, falls are multifactorial so the infant—interventions will be as well. We have been working on many 
initiatives and I can't say that any one intervention has specifically given us our outcomes. We have been working 
on how to maximize the use of our nurse call system with the exit alarm systems and we're monitoring which you 
just heard about tele-setting and the use of safe patient handling equipment.  
 
>> Here is our data. The yellow line is the benchmark and mission hospital is the blue bars and we have been 
consistently below the benchmark. In the fourth quarter of 2016 is fully implemented the safe guarding program 
and saw a nice reduction of her injury and falls and now we need to sustain this. The official RN education for 
safe toileting was launched this month and the RNs did get some training in their shared governments training 
since then. But I am unsure of the quality of that training. Now they will get the same content as the PCTs and 
they are getting it for a second time and it's a quick reminder for them as well.  
 
>> We have seen a 25 percent decrease involves relating to toileting since November. This is from 57 percent 
down to 42 percent. So in summary, engaging the patients and families to partner with us on fall prevention and 
having clear evidence-based expectations for safe toileting can lead to improvement and patient outcomes.  
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>> Thank you very much.  
 
>> That was excellent, June. What great tools insured. Thank you so much. I really appreciate the S.A.F.E. tool—
toileting campaign and I noticed, and I thought you had great examples and therefore scripting, tell me how you 
went about approaching the staff on scripting, because sometimes staff have some reservations when it comes to 
scripting.  
 
>> The scripting is just to give them ideas of how to approach a patient. So one of the things that we are currently 
doing to improve H Katz is called tool to connect where we are asking the nurse and the PCTs to take two 
minutes at the beginning of their shift to connect with the patient. It's a time to hear what the patient's concerns are 
but also a time that we wanted the PCTs to say that we will be coming every few hours to take you to the toilet. 
We talked about the scenarios and why they were at a high risk. So for example if somebody has Ivy fluid and 
they are an elderly person with a hip fracture well we will have to go to the bathroom every few hours. So it was a 
point of discussion. It is not that they have to use that scripting as much as an opportunity to know how they 
would respond to patients and their families.  
 
>> Well, it was an excellent question. -- Excuse me, excellent example. So thank you for sharing that.  Did you 
have a question, Kim?  
 
>> Yes. I want to hear more about this idea of using -- we all have the annual educational event but I think this is 
your idea of working in small groups and working through not just the scripting but here is an example and tell 
me how you would do this. I think it's a nice way of using low fidelity simulation there. It's a great idea. Was 
there any challenges to that? I am thinking in terms of other hospitals that want to try to implement that 
themselves. Is there anything that you learn in doing now that you would do slightly differently next time? 
  
>> I thought that launch was very successful, but, as I said, we were given extra time to do training. So they 
actually had an eight-hour day and we put eight specific topics to talk about. So we had almost an entire hour. 
 
>> They went in groups and so they went to different stations. We were given a lot of time and it was definitely a 
gift of time.  
 
>> Most definitely. Obviously, not every hospital will be able to do that. I think just this idea can be translated 
pretty easily, even if it is just part of a regular staff meeting or a quick huddle to go through a few shifts with your 
staff members as well. I love this and I think the idea of scripting as well especially as it relates to the privacy 
concern and the bathroom. We have all been there and you want to do what you can to make sure your patient 
feels comfortable. And this is an uncomfortable situation to be in if we are realistic. Just working through and 
what does that mean and what exactly can you say. 
 
>> We also brought humor into it. We are going to the scenarios and we have all been there before and you just 
reminded patients that we have seen plenty of skin. It's not something that will bother us and this is what we do 
for a living and this is what we chose to do. So you have to reassure them, the patient.  
 
>> I love it. There are other questions and if you came into the QA and chat box here and I did not do a good job 
at the beginning of this to make sure. For those of you who have questions you would like to ask of our wonderful 
panelists, you can click on the top right hand side of your screen and you see one that says chat and Q&A. If you 
want to click the QA box, it will open up for you so you can type in any question you have. We can get some 
information for that. There is a question that came in asking about the slide. Yes, all of the slides will be available, 
along with the recording within a few days and all you need to do is go to our HSAG HIIN website and on the 
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right-hand you will see the events that opens up a calendar and you will click on today's date for the calendar and 
you will see the falls event so you can click on that and that is where the slides and recording will be. With that 
now, I think let's move on and I will have Martha go over her slides. She won't do the entire presentation but 
maybe call out a few items that they wanted to highlight today since they were not able to be with us today. I will 
turn it over to you for this, Martha. Thank you to our presenters already.  
 
>> Again, thank you, June. So Palomar Health, Valerie Martinez is the director and she in partnership with Eva 
Bunny Krall really partnered with staff there at Palomar Health to revitalize their fall prevention program. What 
they did is they took on the concept of sunflowers. And I am just going to click through this pretty quickly. 
Palomar Health is a multisystem hospital and they do have two hospitals and a third that is being retired and a 
skilled nursing facility. When they looked at their falls, they were concerned because they saw their fall rate 
escalating and actually did have a fall that resulted in a death. When they went back and make looks at the events 
surrounding not, they saw that they really lacked the standardization of fall practices across their health system. 
So they revitalized their team and a set up some behavioral expectations and they brought in this concept of a 
code sunflower that I will talk about very briefly. So identifying patients, they did use a wristband or they do use a 
wristband that says it's yellow, their fame. They carry that yellow all the way through. And so there is an armband 
that puts the patients on a fall risk and may have the yellow bot—socks. We heard earlier from holy cross that 
they have the red socks. Also, what they do at Palomar Health is they have the yellow sunflower that they put on 
the door. And with that is this LEAF. 
 
>> The LEAF is a methodology for setting expectations for staff at all disciplines that their hospital. I believe if a 
patient is at a high risk, then you are supposed to look into the room and evaluate and you may have to enter there 
to see if the patient needs something and alert the nurse that the patient is in need and then follow through. It is 
not just a no path zone. But just make sure that the nurses alerted and make sure that it does get followed through. 
The next thing they did was the Scotus sunflower. And a code sunflower is called, whenever a patient falls. What 
happens is the rapid response team responds to add an additional support staff will respond to help with the 
assessment and then they do a huddle right then and right at the time of the code sunflower survey include the 
patient and or family or anybody else that was at the bedside at the time. So they get real-time real information 
about what factors influences patients fall. So before the implemented this—I guess I won't speak to their pilot so 
much but I will tell you they have the code sunflower across the system. Some of the barriers and challenges are 
listed here and they have been able to incorporate the documentation of the code sunflower right into their risk 
documentation screen. So this has been a very promising tool for them and helping them to analyze their data as it 
relates to falls. So you can see here, this again shows you where the 50th percentile is and then where they are as a 
system. This is just their data that is in response to their code sunflower and the rapid response nurse so they have 
from those 30 code sunflower's 28 patients remained on the unit and one was transferred to critical care and one 
patient was discharged home. They have noted or try to categorize what interventions they needed to implement 
post the code sunflower and you can see the greatest opportunity is in the education of not just the patient a family 
but also the staff and there have been a few you can see there the second-highest is patients were they have had 
their glucose tested. That takes you to another high risk population and also there's patients with orthostatic 
bundle signs.  
 
>> So their advice is really to keep people energized and excited about falls to provide the feedback about 
documentation interventions and behaviors to sustain the change and to have support with early documentation, 
excuse me, electronic documentation so that we are able to pull in analyze your data, one thing that just being an 
outsider coming and I will tell you that the whole idea of staying energized is so important. Many of us that have 
participated in this call today have been in the clinical arena for a month two years. So fall prevention is really one 
of those issues that we need to keep our arms around it continuously. So the next step that Palomar Health is 
taking is they are spreading the code sunflower to the campus and they are doing ongoing education of the rapid 
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response nurse and working with the safe patient handling for list. Also, they are looking at the screen for 
identifying patients who are at risk for falls and taking that a step further. As most of you know, the Morse Fall 
screening tool is just that, a screening tool. The intent of it was to let us know that this patient is at risk for a fall 
and so we have to do further assessments. So the patient understands what their risk is and why as does the staff. I 
think the tool that June shared from mission hospital clearly shows how some of that why and the next step of 
assessment is brought into the patient so that they know how to protect themselves from falling because, as noted 
in the statistics, this is a public health issue. Patients don't just fall and hospitals. 70 percent of our emergency 
visits are related to falls. So we need to teach patients how to protect themselves from falls. This is in the hospital 
and at home. At this point, we may have time for one question. 
 
>> I don't see any other questions in the box, unless I am missing them here. Thank you, Martha. And so 
everyone knows, she only had about four minutes knowing she was only going to get somebody else's 
presentations. I know what we are all doing across the state. Once—you can close this out with some of the key 
takeaways we have for today. 
 
>> There were many takeaways from today and really I want to thank all of our presenters for sharing their 
experience and other learning. And right here I just listed some of these takeaways, but the real question here is 
what are your cottage of you that are participating on this webinar, what are you going to do differently today and 
tomorrow and next week and in your community? Because that is our real call to action. It makes healthcare safer 
for all of our patient. I want to thank each of you for participating. My email address is there. Feel free to shoot 
me an email if you have a question or if one comes up as you lead or as we close out the webinar.  
 
>> [Event concluded] 
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