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A Pilot study to assess the use of a Falls Attendant in the 
prevention of falls in hospitalised patients with dementia 

 

Aim of study 

The study aimed to assess the effect of a Falls Attendant (FA) on the rate of falls (number of 
falls per 1000 occupied bed days) occurring in older people with cognitive impairment or 
dementia in acute hospital wards, over a six month period. Data on place of fall, time of fall, 
and whether injury was sustained were also collected. 

 

Background 

Falls and fall related injuries are a serious public health problem for older people. The 
incidence of falls in hospitals is two to three times higher than in the community, and the 
complication rates are also higher. People with dementia are up to three times more likely to 
fall compared with age-matched controls, so their risk of falling in hospital is very high.  

 

Although there are a number of interventions that have been shown to be successful in 
reducing falls in older people in sub-acute hospital wards, including aged care wards, there 
are no proven methods to reduce or prevent falls occurring in older people in the acute 
hospital setting. A large Australian falls prevention study of 3995 patients in both acute and 
subacute hospital wards was completed in 2008. This study assessed falls risk on admission 
and suggested and implemented appropriate falls prevention strategies for all patients 
admitted to study wards. There was no difference shown between intervention and control 
wards in this study, and there were a number of falls in patients who were not assessed to 
be at risk of falling on admission. Initiatives such as “safety bays” where patients at high risk 
of falls are congregated, or “specialling” of high risk patients (increasing supervision by the 
employment of a nurse to care for only the one or two high risk patients), are often used  but 
the efficacy and cost effectiveness of these strategies has not been evaluated.  

 

A number of studies have identified that patients in acute hospital wards who have cognitive 
impairment and dementia are at very high risk of falling. They are also at high risk of delirium 
which adds to their falls risk. They are disorientated in a strange environment, often have 
sleep disorders, and are unable to remember instructions about requesting assistance for 
toileting or mobilising. Hospital Incident Monitoring (using the IIMS data base) has identified 
cognitive impairment and dementia, frequent toileting, and transfers from bed, as risk factors 
for falls in acute hospital wards, and falls most frequently occur beside the patient’s bed, and 
in or near the toilet and bathroom. 
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This pilot study was designed to determine whether having a Falls Attendant (FA) who 
provided specific supervision and management to older patients identified as being at high 
risk of falls because of cognitive impairment and dementia was effective in reducing the rate 
of falls in these patients. The study also assisted in determining the number and type of 
patients that the FA was practically able to manage on each shift, and what activities were 
undertaken by the FA during that time. 

 

Research Plan and Methodology 

Design: Single blind controlled trial in two acute medical wards, with one ward randomised to 
receive the intervention, and the other ward acting as control. Crossover of intervention and 
control wards occurred after three months. The two wards selected were of similar size 
(ward A had 25 beds, ward B had 24 beds) and had very similar falls rates (5/1000 bed 
days) over the previous 12 months, with similar patient characteristics and length of stay. In 
both wards more than 70% of patients were over the age of 70 years. 

Human Research Ethics Committee approval was received from the Northern Sydney 
Central Coast Human Research Ethics Committee Approval # 0806 – 099M. 

 

Participants: Participants were aged 70 years and over, and were admitted to the ward for at 
least 12 hours. Appropriate patients were chosen if they met two or more of the following 
criteria: history of recent falls; cognitive impairment; delirium; impaired mobility; frequent 
toileting/urinary incontinence; poor vision; more than five medications; high falls risk as per 
Ontario Stratify tool. 

 

Intervention: Provision of a Falls Attendant to the intervention ward. The FAs were enrolled 
nurses who worked as paid members of the nursing staff of Hornsby Ku-ring-gai Hospital, 
and were available to work in shifts on the intervention ward between 7:00am and 9.30 pm 
on weekdays. The FAs received training in the identification and management of patients at 
high risk of falls, and worked with the nursing staff on the intervention ward to identify 
individuals at risk of falling at the start of each nursing shift. This allowed for the changes in 
falls risk that occur frequently in acutely unwell older people. A falls risk screening instrument 
or check list was used to identify patients at risk. Patients with known dementia, or with 
noted cognitive impairment or delirium were targeted. The FA monitored specific areas of 
patient need particularly continence management, supervision of transfers, and safe mobility 
for the selected patients and supervised the management of the mobility and toileting for 
those patients. This model was also able to provide the ward with a dedicated staff member 
with whom ward staff could discuss the falls risk of patients.  

The hours of 7:00 am to 9:00 pm were chosen as overnight coverage would have increased 
costs by 33%, and there is no evidence for a higher incidence of falls overnight. Weekends 
were not able to be covered due to the higher costs, and also lack of availability of suitable 
staff. 
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A diary of patients monitored and activities undertaken was kept on a daily basis by the FA 
in order to measure work load, and record activities. A focus group of the FAs was held at 
the completion of the study to enable them to provide more information about their role. 

  

Outcome measures: The primary outcome was the falls rate (falls per 1000 occupied bed 
days) in the two study wards. Falls were measured through the hospital’s incident monitoring 
system (IIMS), and also by briefly checking the clinical records of all patients in the 2 study 
wards on a daily basis to ensure that no falls were missed. This was carried out by the study 
coordinator. Data on the time, place and type of injury sustained in the fall was also 
collected. Secondary outcomes included the numbers of patients monitored by the FA on 
each shift, and activities carried out by the FA (including patient education). 

 

Funding: The study was funded by a grant from the Primary Dementia Collaborative 
Research Centre, University of NSW, and by a grant from the Doris Whiting Trust Fund for 
Research into Aged Care, Division of Rehabilitation and Aged Care, Hornsby Ku-ring-gai 
Hospital, Hornsby. 

 

Results 

Study duration 

The study began in May 2009. The initial intervention ward (ward A) was chosen by the toss 
of a coin. After ten weeks, the rate of sick leave forced cessation of the project in August 
2009. The project resumed in November 2009 in the ward which was previously the control 
ward (ward B) and was completed in March 2010 with a three week break over the 
December-January period. Falls data from the medical records, and through the hospital 
incident monitoring system (IIMS) was collected throughout this period.  

 

Falls rates 

Falls rates were calculated for the weeks in which the FAs were present on the intervention 
wards. Ward A had a falls rate of 3.2 falls/1000 bed days during the intervention phase whilst 
ward B had a falls rate of 4.4 falls/1000 bed days during this period. Both these falls rates 
were lower than the average rate for the previous 12 months. In the second part of the study, 
ward B had a falls rate of 6.0 falls/1000 bed days during the intervention phase, and ward A 
had a falls rate of 6.4 falls/1000 bed days. Both these falls rates were higher than the 
average for the previous 12 months. However during both the study periods only one fall 
occurred during the time that FAs were present on the ward, and this occurred when the FA 
was with another patient. 
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Other outcomes 

There appeared to be no obvious differences in time or place of fall between the intervention 
and the control groups during the study periods. There were slightly fewer falls in which 
significant injuries were recorded in the intervention group but this was a very minor 
difference. 

 

FA Activities 

A daily diary kept by the FA recorded the numbers of patients seen on each shift, the falls 
risk criteria that they met, and the various activities carried out by the FA with these patients. 
Hospital or staff related factors contributing to falls were also noted by the FAs in their 
diaries. Most of these diaries were available for examination and analysis.  

 

Approximately 1000 patients over the age of 70 years and in the ward for > 12 hours were 
reviewed in each ward during the first study period of 10 weeks, and approximately 1400 
patients were reviewed during the second study period of 16 weeks. The majority of patients 
met criteria for management by the FA, and it was necessary for the FA to only include those 
patients with a diagnosis of dementia, delirium or cognitive impairment, and to then prioritise 
patients with the assistance of nursing staff during each nursing handover. An average of 
five patients (range of 4 to 9 patients) was able to be managed by the FA on each staffed 
shift. 

 

Between two and seven of the eight falls risk inclusion criteria for each included patient were 
noted, and most patients had at least four positive criteria indicating that all included patients 
were at very high risk of falling. Impaired mobility was the most common criterion noted 
followed by having suffered a previous fall, but all criteria were well represented. 

 

The FAs carried out a wide range of activities for each patient, often based on the patient’s 
criteria for inclusion in the study. Regular reminders to the patients that they must have 
assistance with mobilizing, and how to use the patient call button to call for assistance, were 
the most common activities. Assistance with mobilizing around the ward and to the toilet was 
also very common. Regular (every two to three hours) toileting was common, as was 
assistance with set up for meals, and assistance with personal care. Other activities included 
tidying up around the bed area to reduce trip hazards, placement of a chair close to the 
window so the patient could watch what was happening outside, or close to the corridor so 
the patient could see activities near the nurses station, and supply of materials for 
diversional therapy (magazines for reading, colouring in books and pencils, photos brought 
in by family, or a radio with headphones). The FAs also talked to patients about current 
affairs or other topics of interest, and families were encouraged to spend time with the 
patient and advised of the patient’s falls risk. 
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FA Observations 

The FAs made a number of observations based on their experiences. The large numbers of 
falls risk criteria made it difficult to decide which patients to provide care to, and how to 
prioritise them. The FAs found that more senior nursing staff provided assistance in these 
cases. 

 

Lack of appropriate activities for patients with cognitive impairment was seen to be a major 
issue and group activities and exercises were suggested. Use of volunteers was also 
suggested as a way to keep patients active and alert during the day to reduce wakefulness 
at night. Cohorting patients at high risk of falls would have made caring for these patients 
much easier with them in one or two rooms rather than scattered throughout the ward, and 
would have meant that they could manage more than four or five patients. Nursing patients 
out of bed made providing care for these patients easier and FAs felt that this was a priority 
as it made the patients feel more “normal”. Providing patients with indwelling urinary 
catheters with a leg bag rather than being “tethered” to the bed meant that patients could be 
more easily mobilised. 

 

The FAs would have liked to be able to deliver actual therapeutic activities such as leg 
strengthening and balance exercises to treat underlying problems such as quadriceps 
weakness. They also would have liked to be able to write in the patient’s clinical record but 
noted that this would take valuable time that was otherwise spent with their patients. They 
felt that they would like to be able to deliver simple falls education to all the patients in the 
ward. This would include how to use the patient call buttons, how to transfer safely, how to 
use walking aids properly, and ensuring use of safe footwear. 

 

FAs were concerned that they were sometimes just seen as another pair of hands rather 
than having a particular skill set. New and relieving staff on the ward were often not aware of 
their role and they were constantly explaining themselves to these staff. Wearing a 
distinctive orange shirt helped as it meant that they were able to be distinguished from other 
nursing staff. FAs also felt that it was important that they were seen as a regular staff 
member, and those who normally worked in other wards said that they did not always feel 
accepted by the ward staff. 

 

There were particular times of the day when the FAs felt they should be available throughout 
the ward. These were during medication rounds, and during meal times when there were 
less available staff on the ward. They felt at these times they could assist by doing a 
“surveillance round” of the whole ward, looking for patients who were agitated or trying to get 
out of bed or out of their chair, and to help set up patients for their meals. They felt that they 
had less of a role to play in the evenings once patients were in bed, and that the shift could 
finish at 8pm rather than 9.30pm. Whilst they supported the concept of a FA being available 
seven days a week, they noted that weekdays tended to be busier than weekends and 
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therefore higher priority should be given to weekdays. It was felt that family may be able to 
assist more on weekends to sit with those patients at high risk of falling. 

 

The Nurse Unit Managers of the two wards were interviewed several weeks after completion 
of the study. They both felt that the FA intervention was worthwhile, and that it was generally 
well accepted and valued by other ward staff. They noted that the FA was missed by other 
nursing staff when the study finished. They felt that there were some issues around rostering 
as the FA could not be replaced if they were unable to attend due to sick leave. 

 

Discussion 

The occurrence of falls, and fall related injuries, in acute hospital wards remains a major 
challenge, particularly in patients with cognitive impairment or dementia. This pilot study 
shows that the Falls Attendant intervention is feasible and practical, and acceptable to the 
acute hospital wards on which it was carried out. It showed that there was a very slight 
reduction in falls in the intervention group in both of the study sessions in the two different 
wards. However it is difficult to read too much into this result as the falls rate was lower than 
average in both the intervention and control wards in the first session of the study, and the 
rate was higher than average in the second session. The study would have needed to 
extend over12 months for a significant difference to emerge if the falls rates continued to 
trend in the same direction. Importantly, the intervention appears safe with no extra harm 
occurring to patients in the intervention arm of the study. 

 

For this intervention to become part of normal acute hospital care, there would need to be an 
extra 2.4 FTE enrolled nurses on the roster of each acute ward. This would allow the 
deployment of trained FAs from 7am to 8pm on weekdays. Training of the FAs and also of 
ward staff would need to occur on a regular basis. Consideration should be given to allowing 
the FAs to deliver some simple exercises, and to have access to resources for diversional 
therapy activities for their patients. 

 

Useful information was gained from the experience of the FAs and this information will be 
utilized when designing a more comprehensive study into the use of FAs. Individual patient 
specials are currently used on the acute medical wards of hospitals to manage patients who 
are at risk, whether due to falls or other factors, and this study allows the development of 
guidelines for these staff members who care for individual patients, and shows that in many 
cases they may be able to provide care for more than one patient at a time. 

 

Conclusion 

This study shows that the use of FAs in acute hospital wards with high numbers of older 
people with cognitive impairment or dementia is feasible. A larger study would be required to 
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show effectiveness in terms of a significant reduction in falls rates. A larger study could also 
develop the role of the FA beyond that of simply “babysitting” patients at high risk of falls, to 
allow these staff members to deliver staff and patient education, and therapy such as 
targeted exercises and other interventions to assist in reducing falls. 
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