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
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
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


 
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 
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
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
 


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

 

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
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
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

Teamwork 
Award Decreasing the Fall Rate on the Oncology Units 
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The Problem 
While the fall rate in the Med/Surg population was decreasing hospital-wide, the fall 
rate in on the Oncology Units continued to rise.  
 The Morse Fall Score was not capturing our patients that were most at risk to fall.   
 Chemotherapy treatments, supportive medications increased patients risk to fall. 
 Patients were not educated on their heightened risk to fall 
 

Aim/Goal 
 To decrease the fall risk in this specific patient population.   

 Evidence illustrated that the Institute for Healthcare Improvement’s (IHI) Falls 
bundle could do a better job of capturing patients who are at a true risk to fall.  By 
focusing on these patients, we could concentrate our fall prevention efforts more 
efficiently and potentially reduce chair and bed alarm fatigue. 

The Team  
Kathy Baker, RN, CNS  Chris Kristeller, RN, CNS 
Pat Folcarelli, RN, PhD  Kim Sulmonte, RN, MHA 
Meggie Galligan, RN, UBE  Erin Tardanico, RN, UBE 

The Interventions 
 We hypothesized that we had an improvement opportunity to more accurately 

identify patients at high risk to fall by using criteria from the IHI Fall Bundle for 
evaluating ALL patients.   
1. ensuring that the bed is in the lowest, locked position 
2.  the nurse call light is in reach 
3.  the IV pole is on the side of the bed where the patient would exit 

 

Upon completion of the above, the nurse must answer the following question:  
 “Is the patient able and willing to reliably and consistently use the call light to ask 
for help?”  If the answer to that question is ‘No’, fall interventions will be 
implemented, such as bed and chair alarms, low beds, room close to the nurses 
station, etc.  

 

 In addition, a former oncology patient wrote a letter to current patients describing 
her personal experience with a fall as a patient, and how she thought it would 
never happen to her.  She then shares practices that patients should take to help 
protect themselves from a fall. This letter and list of interventions was given to 
each patient upon admission.  

	
  

The Results/Progress to Date  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

	
  

Lessons Learned  
Patients should be an active part of their care team. By educating patients about their 
risks to fall, we can decrease the potential for falling and falls with injury.  

Next Steps/What Should Happen Next  
 Continue to assess the fall rate on the Oncology Units	
  
 Spread the IHI fall bundle hospital-wide	
  
 Continue to have patients be a part of their care and work with the interdisciplinary 

team to decrease their risk to fall	
  
 Look at medications contributing to the fall risk and evaluate dosing and the patient’s 

need for these medications 	
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