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Patient falls in hospitals and nursing homes are the number one most frequent 
adverse event in both the US and Utah in the past few years. This devastating event 
occurs despite the efforts of many healthcare facilities to create and implement fall 
prevention programs. There are even some misconceptions that patient falls are 
inevitable and unpreventable.1  
 
The purpose of this report is to outline patient fall data from the US and Utah, list 
and detail current best practices to prevent patient falls and challenges of those 
practices, and talk about what other states do to prevent patient falls. A 2019 study 
identified that traditional single prevention strategies, such as risk 
assessments, alarms, nonslip socks, and patient education, do not have strong 
evidence of success, but, more research is needed to identify whether more than 
1 type of intervention is effective.2 Overall, this is a complex problem without a clear 
solution, and further development and implementation is needed. 

 
2021–2022 Patient falls in the US 
In 2021, there were 483 instances of patient falls reported to the Joint 
Commission.  In 2022, 42% of the voluntary reports of events to The Joint 
Commission’s Sentinel Events’ Database were falls (611), a 27% increase from 
2021. Of the 2022 falls in the US, 5% led to patient death and 70% led to severe 
patient harm. Patient falls has been the top patient safety event in the US in the 
past 4 years, and the number of falls has only increased over time (see figure 1).  

Identified contributing factors to these falls include failure to follow policy, 
inadequate communication between staff during transition of care, and absence 
of shared mental model or understanding of plan of care.3  The 2022 Sentinel 
Event Data Report also mentions that “a separate sentinel event line item on 
patient falls was introduced in 2021”,4 which coincides with the Joint Commission 
updating their Sentinel Event Policy that same year to include a detailed description 
of what qualifies as a fall event.5 The current chief patient safety officer and medical 
director of the Joint Commission also stated that the healthcare system is still 
feeling the strain of the COVID-19 pandemic, identifying factors such as staff 
shortages, deteriorating mental health of caregivers, and patients delaying 
care of non-COVID conditions.6  
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These falls occur during normal everyday activity in the patient’s 
environment (see figure 2). It’s estimated that there are between 700 thousand and 
1 million patient falls each year, which result in an estimated 250 thousand injuries 
and 11 thousand deaths.7 

 
Figure 1: Patient falls reported to the Joint Commission, 2018–20223 

  
 

Figure 2: Top mechanisms of falls reported to the Joint Commission in 20223 
 

 
 
2021–2022 Patient falls in Utah 
Falls accounted for 22% of all patient safety adverse events in Utah between 2021 
and 2022. In Utah, there were 189 care management events reported between 
January 2021 and December 2022, Falls accounted for 84 or 44.7% of those 
events. Similar to data reported to the US Joint Commission, the number of falls 
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reported in Utah has been the top reported adverse event in Utah and has 
increased over the past 4 years (see figure 3). It is unclear exactly why the number 
of falls in Utah is increasing.  
 
Figure 3: Number of reported patient falls in Utah, 2018–2022 

 
 
From 2021 to 2022 in Utah, the number one mechanism of patient fall was 
toileting, and the top location of fall was in the patient’s room. The top patient 
outcome was temporary harm requiring hospitalization. The most common 
contributing factor identified was human factor, while the most frequent action 
taken after falls was education (see figure 4). See appendices A and B for further 
descriptions of contributing factors and actions taken.  
 
The most affected age group was those older than age 65 years (61%), and more 
females (55%) had falls than males. With regard to race, 64% of the patients were 
white, 2% were categorized as “other”, and the rest were unknown. 4.6% of the 
patients were Hispanic, 75% were non-Hispanic, and the rest were unknown (see 
figure 5). 
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Figure 4: Characteristics of patient falls in Utah, 2021–2022: Top mechanisms 
of falls, location of falls, patient outcomes, contributing factors, and actions 
taken 
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Figure 5: Demographics of patient falls in Utah, 2021–2022: age, gender, race, 
and ethnicity 
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Evidence-based best practices for fall prevention 
 
Agency for Healthcare Research and Quality - Preventing falls in hospitals toolkit8 
(Reviewed 2023) 
This extensive toolkit focuses on how to overcome the challenges associated with 
developing, implementing, and sustaining a fall prevention program. The content is 
organized by the following topics: 
 

1. Are you ready for this change? 
a. Assess the culture of safety in your hospital 
b. Evaluate current organizational attention to falls 
c. Assess and develop leadership support for the fall prevention program 
d. Identify what resources are available and any resources that are 

needed 
e. Assess your progress on completing readiness for change activities 

2. How will you manage change? 
a. Identify your implementation team 
b. Assess the current status of fall prevention activities in your hospital 
c. Determine staff knowledge about fall prevention 
d. Set goals for improvement based on outcomes and processes 
e. Assess your progress on completing the managing change activities 

3. Which fall prevention practices do you want to use? 
a. Identify how fall prevention care processes connect to each other 
b. Implement universal fall precautions (see chart on page 10)  
c. Identify important risk factors for falls in your patients (see STRATIFY 

risk assessment tool and Morse fall scale on pages 11–12) 
d. Use identified fall risk factors to implement fall prevention care 

planning 
e. Assess and manage patients after a fall 
f. Assess your progress on completing the best practices activities 

4. How do you implement the fall prevention program in your 
organization? 

a. Assign staff roles and responsibilities for tasks identified in set of best 
practices 

https://www.ahrq.gov/patient-safety/settings/hospital/fall-prevention/toolkit/index.html
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b. Assess current staff education practices and facilitate integration of 
new knowledge on fall prevention into existing or new practices 

c. Assess your progress on implementing best practices activities 
5. How do you measure fall rates and fall prevention practices? 

a. Collect the right data to learn about falls, fall-related injuries, and their 
causes 

b. Measure fall prevention practices 
c. Assess your progress on measuring progress activities 

6. How do you sustain an effective fall prevention program? 
a. Identify factors needed to sustain your fall prevention efforts 
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Universal fall precautions9 
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Complete a falls risk assessment: identify fall risk factors that can be addressed by 
individualized fall prevention plans. This is the most important application of an 
assessment tool. The following tools can be used, but don’t focus on the score to 
help a hospital's culture move away from relying solely on a summary score. For 
example, if it is identified that the patient is significantly visually impaired, 
interventions to address that factor should be addressed, such as increased 
lighting, use of magnification, and room layout education. 
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Stratify risk assessment tool10 
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Morse fall scale11 
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Patient safety movement: falls and fall prevention in adults12(2022) 
This actionable evidence-based practice blueprint provides a checklist for clinicians 
to create an action plan to prevent falls in adult patients and make sure patients 
receive the best care. This document is revised as needed to incorporate the latest 
best practices and gold standards of care. The e-book is available free of charge.  
 

 
Upon admission 

● Conduct a comprehensive falls risk assessment, including, but not limited 
to, the following: 

○ Visual assessment 
○ Hearing and vertigo assessment 
○ Mobility assessment 
○ Medical history review 
○ Medications review 

● Clearly communicate patient fall risk to other team members. 

Routine Care  
● Continuously reassess fall risk, particularly alongside changes in 

medication, patient condition, or treatment plan.  
● Leverage techniques to mitigate fall risk, including but not limited to: 

○ Ambulation equipment (e.g., gait belt)  
○ Visual cues (color coded gowns, wrist bands, socks, signage)  
○ Maternal wraps  

● Ensure the patient’s bed is in the lowest position and appropriate bedrails 
are lifted.  

● During multidisciplinary rounds, discuss the patient’s balance between 
early mobility capability and fall risk.  

● Educate patients and family members on fall risk factors and involve them 
in fall prevention efforts.  

● Do not use restraints for fall risk prevention.  
● Identify environmental hazards that could contribute to falls (e.g., wires on 

the floor). 

https://psmf.org/aebp-publications/falls-and-fall-prevention-in-adults/
https://psmf.org/aebp-publications/falls-and-fall-prevention-in-adults/
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Treatment after a fall 
● Provide lifesaving treatment if indicated (e.g., control bleeding).  
● Conduct a thorough evaluation of the patient after the fall.  
● Disclose the incident to the patient and their family members. 
● Debrief with the patient and family members and discuss root causes. 
● Communicate with the patient or a witness of the fall what had happened 

to cause the fall. 
● Ask the patient if they have experienced or are experiencing pain at any 

given time. 
● Share findings from the root cause analysis across the organization. 
● Provide support to the patient and family members after a patient/infant 

fall. 

Discharge 
● Conduct another falls risk assessment and set realistic expectations for the 

patient’s recovery.  
● Consider cultural factors that may contribute to fall risks and discuss with 

patients and family members how to mitigate (e.g., washing of feet before 
prayer). 

● Ensure patients and family members are aware of their personal risk 
factors for a fall (e.g., certain medications prescribed). 

 
 
Fall TIPS (Tailoring Interventions for Patient Safety): A patient-centered fall 
prevention toolkit13(2016) 
 
A 2007 study found that posting a generic “falls risk” sign does not reduce risk. 
Inconsistent communication across the care team is also a significant barrier to fall 
prevention, and it’s necessary to involve caregivers, patients, and family members 
to help prevent falls. 
 
The laminated 11” by 17” TIPS poster is a low tech, low cost tool that makes it easy 
for clinical staff to engage patients and caregivers in the fall prevention process. 
The chart should be filled out with the patient and family members then placed at 
the patient bedside so that all care team members can implement the plan. 
 

https://www.falltips.org/about-fall-tips/
https://www.falltips.org/about-fall-tips/
https://www.falltips.org/about-fall-tips/
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It has been used in more than 500 US hospitals and in a study of 8 hospitals, the 
TIPS program was found to save $8,500 per 1,000 patient-days by preventing 567 
falls over almost 4 years.14 
The full toolkit includes the following steps to create a facility fall prevention 
program: 

1. Secure buy-in from hospital leadership 
2. Secure buy-in from nurses 
3. Train champions 
4. Plan implementation 
5. Communicate consistently 
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CDC: Steps to create a hospital-based STEADI safe mobility and fall prevention 
program15(2021) 
 
The purpose of this guide is to help inpatient teams integrate a fall prevention 
program into their existing workflow and clinical practice. The guide includes 10 
practical steps informed by research findings and provider experiences to: 

● Decrease patient falls during and after hospital stays 
● Promote better collaboration with external providers for post-discharge care 
● Improve hospital processes and records 
● Identify and manage medications that increase patient fall risk 

 

 

 
 

 

https://www.cdc.gov/steadi/inpatient-care.html
https://www.cdc.gov/steadi/inpatient-care.html
https://www.cdc.gov/steadi/inpatient-care.html
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Agency for Healthcare Research and Quality—The falls management program: 
A quality improvement initiative for nursing facilities16 

This expansive toolkit is designed to help nursing facilities provide individualized, 
person-centered care, and improve their fall care processes and outcomes through 
educational and quality improvement tools. 
 
The Joint Commission Sentinel Event Alert 55: Preventing falls and fall-related 
injuries in health care facilities17 (2015) 
Provides an analysis of most common contributing factors such as: 
inadequate assessment, communication failures, lack of adherence to protocols 
and safety practice; inadequate staff orientation, supervision, staffing levels or skill 
mix; deficiencies in the physical environment, and lack of leadership. 
 
The Joint Commission Quick Safety 40: Preventing newborn falls and drops18 

(2018) 
Calls for increased attention to the underrecognized issue of infant falls and 
includes most prevalent maternal risk factors associated with newborn falls and 
drops such  as: cesarean birth, use of pain medication within 4 hours, second or 
third postpartum night (specifically around midnight to early morning hours), and 
drowsiness associated with breastfeeding. 
 
Utah Commission on Aging: Utah Falls Prevention Alliance19 

This group is composed of diverse stakeholders dedicated to reducing falls and fall 
injuries in Utah's older adult population. The alliance builds connections between 
healthcare providers, emergency medical services, and health insurers to improve 
coordination of care. UCOA supports coordinated efforts to help Utahns create a 
safe environment and take steps toward fall prevention for themselves and their 
loved ones to reduce the chances of falling. 
 
 
 
  

https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/injuries/fallspx/man1.html
https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/injuries/fallspx/man1.html
https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/injuries/fallspx/man1.html
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/sea_55_falls_4_26_16.pdf
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/sea_55_falls_4_26_16.pdf
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/sea_55_falls_4_26_16.pdf
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/sea_55_falls_4_26_16.pdf
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/sea_55_falls_4_26_16.pdf
https://www.jointcommission.org/resources/news-and-multimedia/newsletters/newsletters/quick-safety/quick-safety-40-preventing-newborn-falls-and-drops/
https://www.jointcommission.org/resources/news-and-multimedia/newsletters/newsletters/quick-safety/quick-safety-40-preventing-newborn-falls-and-drops/
https://ucoa.utah.edu/fpa/
https://ucoa.utah.edu/fpa/
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Intermountain Health: Fact sheet for patients and families20(2018) 
An example of education that can be provided to include patients and families in 
care and fall prevention. 

  

https://intermountainhealthcare.org/ckr-ext/Dcmnt?ncid=520199336
https://intermountainhealthcare.org/ckr-ext/Dcmnt?ncid=520199336
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Pennsylvania: Patient Safety Authority21 

This site developed by the state of Pennsylvania includes a list of tools to 
strengthen falls prevention programs and respond to the high-risk problem of 
persistent patient falls, some of which are listed below. 
 
Hospital engagement network falls reduction and prevention collaboration self-
assessment tool: A tool to evaluate the current structure and content of a hospital 
falls prevention program, compared with evidence-based best practice guidelines, 
and to identify opportunities for improvement. 
 
Falls self-assessment tool action plan: After completing the Self Assessment Tool, 
the prevention team can create an action plan targeted to any best-practice 
elements that were identified on the SAT as missing or incompletely implemented 
in the facility’s current falls prevention program. 
 
Postfall investigation tool: Used to collect information after a patient fall. 
Information collected using the PFI Tool can be aggregated over time to help falls 
teams identify common intrinsic and extrinsic risk factors for falls and potential 
root causes. 
 
Falls prevention process measures audit tool: Use to assess compliance with falls 
prevention practices most commonly included as part of hospital falls prevention 
plans. 
 
Falls risk checklist: Used to determine whether a facility’s falls risk assessment tool 
screens for certain risk factors associated with greater risk of falls and falls with 
injury. 
 

 
 
 
 
 
 

https://patientsafety.pa.gov/EducationalTools/PatientSafetyTools/falls/Pages/home.aspx
https://patientsafety.pa.gov/pst/Documents/Falls/self-assessment.pdf
https://patientsafety.pa.gov/pst/Documents/Falls/self-assessment.pdf
https://patientsafety.pa.gov/pst/Documents/Falls/falls_SATplan.pdf
https://patientsafety.pa.gov/pst/Documents/Falls/PFI.pdf
https://patientsafety.pa.gov/pst/Documents/Falls/PFI.pdf
https://patientsafety.pa.gov/pst/Documents/Falls/audit.pdf
https://patientsafety.pa.gov/pst/Documents/Falls/checklist.pdf
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Appendix A: Utah contributing factors narratives summary 
Each event report includes an optional area to provide a narrative to explain 
contributing factors. This list is a summary of unique reasons provided in those 
narratives.  
 

● Staff did not share fall protocol with provider  
● Patient fell asleep with baby in the arms 
● Failure to assess patient abilities prior to care and provide necessary safety 

measure 
● Bed alarm was not reset for care 
● Patient was in altered mental status 
● Patient was not wearing nonslip footwear or socks 
● Low staffing ratio 
● Ineffective assessment of fall risk 
● Patient was noncompliant 
● Patient tripped on IV pole 
● Night time staffing led to unwitnessed fall 
● Family members were not told that a caregiver needed to know when patient 

left bedside 
● Occupational therapist left patient in the shower 
● Nursing fall score and rehab scoring tools contradict 
● Failed to reset chair alarm  
● Nurse failed to hear alarm 
● Miscommunication among staff  
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Appendix B: Utah actions taken narratives summary 
Each event report includes an optional area to provide a narrative to explain 
actions taken in response to a patient fall, as well as an area to select from a 
multiple choice list of actions taken. This chart is a summary of the narratives that 
were given when “education” was selected as an action taken. The chart divides the 
explanations between education for staff and education for family. “Education” was 
the top action taken for patient falls in Utah between 2021 and 2022.  
 

Top action taken in response to patient fall: education 

Staff education 

Who Where 

● Sitters 
● Falls champion 
● Educators 
● Falls committee 
● Staff: nurses, providers, 

occupational therapy, and techs 

● Huddles 
● Staff meetings 
● Visual reminder: patient 

whiteboards, hallways, huddle 
boards, signs on doors with 
time/date of most recent fall 

● Lunch-n-learn 

What 

● Balance autonomy with safety 
● Falls risk assessment and use of magnets 
● Fall prevention program: bed and chair alarms 
● Coaching on how to move patients to the bathroom and when to call for 

help (safety over privacy), especially when patient has a lot of lines 
● Review resources and documentation with educator 
● Simulations on how to manage uncomfortable experiences with patients 

and still ensure safety 
● Share lessons across similar departments (gero-psych, outpatient therapy)  
● Hourly rounding with 4 Ps 
● Gait belt training/refresher 
● Which patients are high risk for falls 
● Escalate problem 
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● Treatment agreement for noncompliant patients 
● Educate on when a patient should have a longer inpatient stay 
● Share story with staff—event, documentation, post falls care 
● Training on when to escalate problem   

Patient and family education 

● Call light compliance—call, don’t fall! 
● Sign in bathroom with call light usage instructions 
● Explain the why—especially about trip hazards 
● Prepare patients for shift changes 
● Boppy pillow education for breastfeeding mothers 
● Explain interventions to family 
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