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PICO Statement: 
	For patients over the age of 65, does the use of alarm sensors prevent accidents in the hospital setting compared to patients who did not have alarm sensors? Approximately 35% of people above 65 years old have one or more falls per year. Every year. 37.3 million falls require medical attention, and 0.65 million falls result in deaths (Usmani, S., Saboor, A., Haris, M., Khan,M., & Park,H. 2021). Whether preventable or non-preventable, falls are the principal cause of accidental deaths in people over 65 years of age (Cortés, O. L., Piñeros, H., Aya, P. A., Sarmiento, J., & Arévalo, I., 2021). Although one cannot control the risk of falls outside of the hospital setting, hospitals have implemented multiple processes to reduce the risk of in hospital falls and injuries. Some of those processes include fall risk checklists, placing a yellow arm band and yellow socks on the patient, room signage, and the use of technological alarms. Although alarm sensors seem like a good way to reduce accidents, they may not be as effective as they seem.  
Identify and discuss your 3 main points:
	In the United States, approximately 700,000 to 1,000,000 patients fall annually during their hospitalization and up to half of these falls result in an injury (Radecki, B., Reynolds, S., & Kara, A., 2018). These events can lead to injury, extended hospital stays, and increased healthcare costs. “In 2008 the Centers for Medicare and Medicaid Services classified inpatient falls as adverse events that should never occur to patients in a healthcare facility and eliminates reimbursement for the extra costs related to the care and treatment of patients experiencing an inpatient fall (Hoke, L. M., & Zekany, R. T., 2020). Therefore, hospitals are having to absorb these costly falls.  The average cost of an inpatient fall with injury in patients over the age of 65 is about $30,550 per fall (Hoke & Zekany, 2020). Due to all these factors, hospital organizations have made fall prevention a priority and have invested large amounts of money in different tools to help prevent these events. 
	What is the first step in preventing in hospital falls? The first step is identifying which patients are considered high risk. A helpful tool that has been developed to aid in the identification of these patients is the Morse Fall Scale. “It consists of 6 items: history of falling (3months ago) (possible score: 0 or 25), presence of secondary diagnosis (0 or 15), use of an ambulation aid (0, 15, or 30), IV or IV access (0 or 20), type of gait (0, 10, 20) and mental status (0 or 15) (source6).” The total score can range from 0-125 and patients who scored a 45 or higher were considered high risk patients. Once a patient is identified as “high risk”, they are usually given a fall risk wrist band, yellow socks, some sort of signage is placed outside and inside of the room and some sort of alarm or sensor is placed. 
	There have been numerous systems that have been developed using different sensors as tools to help prevent in hospital falls. These systems can be categorized as wearable systems and non-wearable systems. The non-wearable systems are composed of sensors that are placed around the proximity of the patient for data and gait monitoring. Wearable systems consist of devices/sensors that can be attached to the human body for data collection (Usmani et al., 2021). Some of the most common sensors used in the hospital setting are bed alarms and sensors placed under the patient whether in bed or in a chair. 
	Even though these sensors seem promising in reducing falls, research demonstrates that there are multiple reasons why they can be ineffective in reducing falls. There was a research study conducted at a hospital in the UK that uses these alarms movement-change sensors for fall risk patients. The study was part of a randomized controlled trial (RCT) of bed and bedside chair pressure sensors linked to radio pagers to prevent bedside falls in older people admitted to hospital. In the trial, a pressure sensitive pad was placed under the bed mattress and bedside chair cushion, and it transmits an alert to a central monitor in the ward if the pressure on the plate is reduced. The central monitor then sends a message to a pager carried by a nurse, who is alerted that the patient has or is trying to get out of bed. The nurse receives a page and then staff can respond appropriately. The results demonstrated “that the pressure sensors system was predicated on nurses responding to the radio pagers. Yet the data showed that
nurses did not respond – or to be precise, responded selectively. The system was not used in
the ways its designers intended, on a simple ‘stimulus –response’ model. It is important to
emphasize that both the interview and observation data confirm that nurses were not uncaring
or unconcerned about falls or safety generally. Staff used the system, but in a way that sought
to minimize its ‘intrusion’ on the rest of their working practice. One of the reasons why these alarm sensors were innefective was that the nurse was not always carrying the pager or it was passed “down the line to the nursing assistants. Their reasoning was that the nurses have tasks where they cannot be disturbed. Nurses are reluctant to carry the pager. Other issues include technological problems with the system. A common complaint was they were unreliable and they had a short battery life.  Another issue seemed to be that staff were ignoring alarms from patients that they “knew” could not get out of bed. The nursing staff felt that the alarm could safely be ignored because they knew the patient was immobile and this incapable of getting up. Sometimes alarms are ignored because the nurses are busy with another patient. For example, if they are assisting a patient to the restroom and they get an alarm from another room they realistically cannot just leave the patient they are with because then they could fall. One of the staff members stated: “I think if you’ve got enough staff to monitor it, it is a good idea (Timmons, S., Vezyridis, P., & Sahota, O.,2019).  
	There are other measures that nurses can take that can better prevent falls. There was a study performed that aimed to describe the patient’s perspective of fall prevention in the hospital setting. In the study, a total of 12 patients with a mean age of 65.2 years were interviewed and asked a set of questions like “Are you aware that you have been identified as a fall risk from the nursing staff? What does that mean to you to be identified as a fall risk? Do you believe you are a fall risk? What do you believe the nurses are doing to help prevent you from falling? (Radecki et al., 2018). It turns out that most patients were unaware of that fact that they were considered fall risks and most of them also did not believe that they were likely to fall. This study demonstrates that effective fall prevention requires a partnership between the patient and the staff that respects and includes the patient’s view. Patients want to be an active participant in their fall prevention plan. This exemplifies the importance of communicating and educating our patients. This can be way more effective than technological alarms and sensors. If patients know why they are considered a fall risk and if they understand the importance of pressing the call light and waiting for help when they need to get out of bed, they are more likely to wait for help to arrive.  
Relevance to Career:
	As someone who is working towards becoming a registered nurse, I believe that this topic is important because we need to be aware of the practices that help us provide the best care possible. The nursing code of ethics, is composed of four main principles that serve as a guide to provide quality nursing care. One of those principles is the principle of nonmaleficence. Nonmaleficence means to do no harm. As nurses, we need to select interventions and care that will cause the least amount of harm to the patient. This also means that we need to ensure the safety of the patient in during the entire time that we care for them. Another principle from the nursing code of ethics that relates to this topic is the principle of autonomy. We as nurses or nurses to be, need to ensure that we educate our patients on everything that involves their care (By: Kathleen Gaines MSN). 
Conclusion:
	In conclusion, research has demonstrated that alarm sensors are innefective in reducing in hospital falls in patients over the age of 65. Hospitals have many policies and procedure in place to prevent in hospital falls and injuries. Some hospitals use different types of alarm sensors that notify the staff if the patient is trying to or gets out of bed. These sensors often have loud alarms that are meant to call the attention of staff but, research has shown that staff doesn’t or can’t always respond promptly. Communicating and educating the patient is a more effective way to prevent hospital falls. We need to involve the patient in the plan of care in order to provide the best care possible. 
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