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ABSTRACT 

 
Safety companions, also known as sitters, are commonly placed in a 1:1 setting 

with patients in hospital settings to maintain their safety. These patients include (a) those 
that are suicidal, confused, delirious, or violent; (b) those with psychiatric issues; (c) 
those with behaviors that interfere with their medical treatment; and (d) those 
experiencing behavioral problems associated with substance abuse. However, several 
problems exist with the use of safety companions, such as cost, inconsistent evidence 
supporting their effectiveness, and lack of evidence-based guidelines for their use. The 
primary aim of this pilot study was to assist staff RNs on a 39-bed inpatient hospital unit 
in using more discernment in the use and management of safety companions. Based on 
the needs of key stakeholders at the pilot site and a thorough review of the literature, a 
nurse-driven, evidence-based algorithm for safety companion usage was developed and 
implemented over four months to meet this aim. In addition, the project investigated the 
issues surrounding safety companion use and compared these issues to those experienced 
at the pilot site. Five online surveys targeting different groups of stakeholders were used 
pre- and post-implementation of the algorithm to assess their perceptions of the algorithm 
and its effect on the management of safety companion usage. The success of the 
algorithm was determined by the level of nursing satisfaction with the algorithm and 
whether it was helpful to assess their patients for a safety companion. The primary aim of 
the project was successfully met, with all participating team leaders finding the algorithm 
to be “somewhat” to “very effective” in helping staff RNs in being more discerning with 
the use and management of safety companions. Most of the unit’s participating team 
leaders (87.5%) were satisfied with the algorithm, and all of the participating staff nurses 
found the algorithm to be “somewhat helpful” or “very helpful.” Implications for 
improvement included room for additional education and training for safety companions, 
improved staffing and support when using the algorithm, and issues surrounding patient 
safety. 



1 
 

CHAPTER ONE  INTRODUCTION 
 
 

Introduction 
 
 

Sitters are “staff or volunteers assigned to provide direct observation of patients at 

risk in harming themselves or others” (Feil & Wallace, 2014, p. 8). They provide one-to-

one continuous monitoring of a patient and are often in the form of unlicensed assistive 

personnel (UAP). (Rochefort, Ward, Ritchie, Girard, & Tamblyn, 2011a). The 

fundamental use of sitters is often a nurse-driven intervention to ensure the safety of a 

patient (Jaworowski et al., 2008). They are typically assigned to patients that develop (a) 

suicidal ideation and/or intent, confusion, or delirium; (b) behavioral problems associated 

with substance abuse or psychiatric issues; and (c) violent behaviors (Torkelson & Dobal, 

1999). Sitters are also used for patients who have an increased risk of falling (Weeks, 

2011) as well as those exhibiting behaviors or actions that interfere with their medical 

care (e.g. pulling out lines and tubes) (Jaworowski et al., 2008).  

 
Background & Significance 

 
 

Sitters in inpatient hospital settings usually are either UAPs employed by the 

facility or volunteers. Torkelson and Dobal (1999, p. 149) define the use of sitters as a 

method to “…[decrease] hospital liability by protecting patients from harming themselves 

or others.” They provide “…an increased level of observation and supervision in which 

continuous one-to-one monitoring techniques are utilized to assure the safety and well-

being of an individual patient…” (Moore, Berman, Knight, & Devine, 1995, p. 46). More 
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recently, the role of sitters has also included watching over patients who are at an 

increased risk for falls and exhibit the ability to disrupt their own care (Salamon & 

Lennon, 2003).  

There are two main roles that a sitter can fulfill when assigned to a patient. Within 

each role and depending on their training, the sitter can provide a range of duties for the 

patient. They can simply be a person who literally “sits” with a patient and notifies the 

primary nurse when the patient may need additional care (Moore et al., 1995). This is 

more of a custodial role and involves observing the patient and informing the nurse of 

any problems that may arise (Capezuti & Brush, 2008). Nurses at times view the 

custodial role of a sitter as a ‘babysitter,’ who watches over the patient in order to not 

only keep the patient safe, but also allows the primary nurse the ability to check on and 

care for other patients (Moyle, Borbasi, Wallis, Olorenshaw, & Gracia, 2011). 

Conversely, sitters can help to provide all necessary care for the patient (Moore et 

al., 1995). This role is more interactive and involves therapeutic interventions with the 

patient (Bailey, Amato, & Mouhlas, 2009). Some of these interventions may include 

more meaningful activities, such as playing board games, listening to music, and 

completing personal hygiene (Waszynski et al., 2013). Other activities may include 

engaging with the patient through therapeutic conversation (Bailey et al., 2009) and 

ambulation (Schroeder, 2016).  

Health care organizations have used people with different levels of education and 

preparation to fulfill the role of a sitter. A wide variety of clinical and non-clinical staff 

have been found in the literature to fill the role of a sitter. Different hospitals establish 
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different regulations as to who they will allow to fill the role of a sitter (Feil & Wallace, 

2014). Clinical staff includes nurse assistants and aides (certified and uncertified), 

healthcare assistants (e.g. assistants in nursing), nurse technicians, nursing staff from an 

outside agency, care assistants, and at times, nurses. Non-clinical staff has been shown in 

the literature to include contracted care workers, care assistants, untrained hospital 

workers, patient safety assistants/attendants, security personnel, chaplains, psychiatric 

technicians, unit secretaries, volunteers, and family members of the patient in need of the 

sitter (Wood et al., 2018). Some organizations allow medical and/or nursing students to 

act as sitters (Worley, Kunkel, Gitlin, Menefee, & Conway, 2000). One hospital utilizes a 

specific float pool called the Specially Trained and Responsive (STAR) team. The team 

consists of a group of nursing students that work as nursing assistants to address the 

hospital’s sitter needs (Waszynski et al., 2013). 

Many terms exist throughout the literature besides the term “sitters.” These 

include constant observers (Solimine et al., 2018); “…constant, continuous or close 

observation; increased observation; special observation; direct observation; safety 

enhancement; enhanced care, continuous or patient surveillance” (Wood et al., 2018, p. 

63); therapeutic companions; companion (Salamon & Lennon, 2003); safety companion 

(Upstate University Hospital, 2015); patient safety assistant (Ryerson, Paul, & Andre, 

2011); and a “special” or “specialling” (Wood et al., 2018). There are preferences for 

what term is used depending on what part of the world in which it is used. For example, 

Canada and the United States (U.S.) tend to use the term “sitter,” whereas New Zealand, 

Australia, and the United Kingdom (U.K.) tend to use the term “specialling” (Wood et 
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al., 2018). For the purposes of this paper, the term “sitter” has been used since it has been 

found to be the most common term used in the U.S.  

 
Restraints 
 

Before sitters, hospitals used physical and/or chemical restraints to protect 

patients from falling and sustaining injuries (Evans, Wood, & Lambert, 2003). Restraints 

were also for patients that exhibited potentially dangerous or harmful behaviors. These 

behaviors included signs and symptoms of agitation. According to Mott, Poole, and 

Kenrick (2005), agitation in the elderly is a symptom that is associated with many 

disorders and diseases. These have included pain, side effects from medications, “fluid 

and electrolyte imbalance, environmental or psychosocial stressors, or psychiatric 

syndromes” (Mott et al., 2005, p. 96). Patients with agitation may present with physically 

non-aggressive (e.g. pacing) and aggressive behaviors and verbal agitation (e.g. repeating 

sentences) (Mott et al., 2005). After reviewing 80 different articles, Poole and Mott 

(2003) described 47 different behaviors that are considered signs of agitation. These 

include aggressive actions such as hitting, punching, and throwing. Less aggressive 

behaviors included pacing, screaming, arguing (Allen, 1999), wandering unsupervised, 

and altering or damaging medical devices (Evans et al., 2003).  

Chemical restraints are medications that are given to patients to “…control 

behavior and/or restrict freedom of movement, but which is not required to treat a 

medically identified condition” (Mott et al., 2005, p. 97). These include antipsychotics, 

benzodiazepines, anxiolytics, antidepressants, beta blockers, and anticonvulsants. All of 

these have been prescribed in the past specifically for symptoms of agitation (Mott et al., 



5 
 

2005). When considering a medication as a chemical restraint, the key to remember is 

that the drug has not been prescribed for a specific medical or psychiatric condition. The 

intent of a chemical restraint is often to “...sedate a patient as a means of convenience” 

(Mott et al., 2005, p. 97).  

Medications used as chemical restraints carry a host of potential side effects that 

can be dangerous to elderly patients (Mott et al., 2005). The side effects of antipsychotic 

medications such as haloperidol, for example, can include hypotension, sedation, 

parkinsonism, and akathisia. It may take days to weeks of treatment before the full effects 

of these medications are apparent. The level of the drugs tends to build up in the body, 

putting the patient at an increased risk for serious side effects (Mott et al., 2005). 

Benzodiazepines, while more effective than antipsychotics, can cause problems such as 

dysphoria, sedation, increased slowing of cognition, and equilibrium changes. Patients on 

these medications, especially for a prolonged period of time, can develop tolerance, 

dependence, and be at an increased risk for falls and respiratory depression (Mott et al., 

2005). 

Physical restraints are defined as “…material or equipment attached or adjacent to 

the patient’s body that the individual cannot control or remove easily” (Mott et al., 2005, 

p. 96). Generally, they are designed to limit a patient’s access to their own body. They are 

used to interfere with a person’s ability to damage or remove medical devices, decrease 

hyperactivity, provide necessary care, and to protect the patient and those nearby (Mott et 

al., 2005). They have also been used as a result of fear of litigation, inadequate staffing 

levels, and most concerningly, as a form of punishment (Dawkins, 1998). Restraints 
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include wearable items made from leather or cloth and equipment specifically designed to 

limit a patient’s movements. These include items that are often thought of when the word 

“restraints” are mentioned, such as wrist and ankle restraints, hand mitts, and soft vests. 

Other items such as Geri Chairs, wheelchair safety bars, and over-chair tables are 

considered restraints (Mott et al., 2005).  

The side rails on hospital beds can also be considered as a restraint ("Restraints," 

2017, p. 4). However, this designation is based on whether the side rails are intended 

“…to prevent a patient from voluntarily getting out of bed or attempting to exit the bed” 

(The Joint Commission, 2018). According to the policy of the hospital where the pilot 

study was conducted, “A restraint is any manual method, physical or mechanical device, 

material, or equipment that immobilizes or reduces the ability of a patient to move his or 

her arms, legs, body or head freely…A restraint does not include devices … that protect a 

patient from falling out of bed…” ("Restraints," 2017, pp. 1-2).  

 
Historical Significance of Restraints. Restraints were used in the 19th century as a 

result of overcrowding in insane asylums. The care that the asylums provided was not 

enough that was needed for its residents. Restraints became an accepted component of 

“the moral treatment” to control the behavior of its residents (Colaizzi, 2005, p. 33). 

Criticism of the use of restraints surfaced as early as 1844 with the formation of the 

Association of Medical Superintendents of American Institutions for the Insane 

(AMSAII). The purpose of the AMSAII was to ameliorate the care that people with 

mental illness received. Several of its members advocated for asylums to stop using 

restraints altogether. Many felt that the use of restraints was unethical. However, the 
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majority felt that psychiatrists should have all the tools and methods available to manage 

residents of asylums (Colaizzi, 2005).  

 
Emergence of Sitters 
 

Recently, the use of restraints has once again been called into question. Restraints 

put patients at risk for a host of problems and are often viewed as too restrictive and 

problematic for use (Waszynski et al., 2013). Problems associated with the use of 

restraints include pressure ulcers, functional and nutritional impairment, cardiac stress, 

agitation, discomfort, feelings of fear, and increased morbidity and mortality due to 

complications such as strangulation (Moss & La Puma, 1991). It has been shown from a 

growing body of evidence that hospitalized patients who are restrained are at a higher risk 

of death, infection, and falls. They also tend to experience longer admissions in the 

hospital and have a decreased probability of surviving to discharge (Evans et al., 2003). 

As a result, many organizations such as the American Nurses Association (ANA), the 

National Association for the Mentally Ill (NAMI), and the Joint Commission on 

Accreditation of Healthcare Organizations (JCAHO) have voiced ethical concerns 

regarding the use of restraints. These organizations have also developed policies aimed at 

reducing the use of restraints (Rochefort et al., 2011a).  

One of these recommendations was for hospitals to assign hospital personnel to 

provide “continuous face-to-face observation” for patients in restraints (Worley et al., 

2000, p. 301). Hospitals have also assigned sitters to agitated patients in order to maintain 

their safety when other interventions such as activating bed alarms and “disguising 

medical equipment” is frequently futile (Waszynski et al., 2013, p. 32). Sitters gave 
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hospitals a safer alternative to restraints (Waszynski et al., 2013). They also provided 

hospitals a means to provide an environment that protected the rights of patients and 

enhanced their satisfaction (Salamon & Lennon, 2003).  

 
Problem and Rationale for Project 

 
 

Despite recommendations for hospitals to utilize sitters, several problems exist 

that are associated with their use. These include cost (Bock, 2017), unclear guidelines 

(Spiva et al., 2012), and a lack of evidence in which to base their use (Rausch & 

Bjorklund, 2010). The practice of utilizing sitters in the inpatient hospital setting has 

evolved as an inefficient means in the use of staff and a significant financial burden 

(Salamon & Lennon, 2003). The cost and the number of hours used for sitters have been 

increasing (Douglas, Aroh, Colella, & Quadri, 2016; Rausch & Bjorklund, 2010). Acute 

care hospitals in the U.S. spend an average of $1 million each year on the use of sitters, 

with this number projected to increase (Bock, 2017). The impact that sitters have on 

patient safety is questionable due to the lack of improvement that research has shown in 

patient fall rates (Spiva et al., 2012). In addition, research surrounding sitter use is 

inconsistent and inconclusive. Despite this, most U.S. hospitals continue to use sitters 

(Rochefort et al., 2011a).  Further, no clear guidelines exist on the use of sitters. Nurses 

are given little incentive and accountability to try other interventions (Rausch & 

Bjorklund, 2010) or reassess at regular intervals for the continued need for a sitter 

(Rochefort et al., 2011a). A literature review by Colella et al. (2017) concluded that little 

evidence exists regarding re-evaluation of the need for sitters and the specifics involved 
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as to when it’s appropriate to initiate and discontinue sitters. Hospitals need standardized 

tools and guidelines in order to “…regulate the quality and cost” of sitters (Wood et al., 

2018, p. 61). 

A tool such as an algorithm has been found to guide nurses on the use of sitters 

and alternative interventions without compromising patient safety (Laws & Crawford, 

2013; Spiva et al., 2012).  According to Bock (2017, p. 41), successful interventions with 

the goal of using more alternative measures instead of more sitters have included “…a 

decision algorithm guiding the usage and continuation…” of sitters.  

 
Local Problem 
 

The costs related to sitter usage that the hospital of the pilot site incurs are 

significant. Currently, the cost that the hospital charges for a patient to have a sitter is 

$36/hour (J. Dobbins, personal communication, April 5, 2018). At times, a local outside 

agency is used to help staff for sitters when no other hospital staff is available. Their rate 

is $26/hour (live chat, personal communication, February 26, 2018). Charges vary from 

month to month depending on the amount of sitter hours accrued. For example, in 

December 2017, the total number of sitter hours that the medical unit of the pilot site 

accrued was 1,233.1, 161.5 of which were incurred using an outside agency. This 

translates to $38,577.60 in monthly sitter hours for December 2017 using hospital 

personnel and an additional $4,199 for sitter hours using personnel from an outside 

agency. Another problem is the majority of sitter charges are not reimbursable by third-

party payers (Wray & Rajab-Ali, 2014). If the patients and/or their families are not able 

to pay for these additional costs, then the medical unit – not the hospital – is responsible 
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for covering this out of its own budget (A. Connell, personal communication, February 

26, 2018). 

The indications for a safety companion (SC) (the term that is used by the hospital 

to refer to sitters) as outlined in the hospital’s policy of the pilot site are vague (see 

Appendix B), generalizing the type of patients that may require SCs into categories. 

Currently, the policy states that an SC is indicated “to provide a safe environment for 

patients who because of physiologic, mental and/or behavioral limitations are deemed at 

risk for additional injury ("Safety companion policy," 2017, p. 1)”. To provide the safest 

care, meet the project aim of guiding nurses to be more discretionary in their use of SCs, 

and meet the needs of key stakeholders such as the unit manager and nurses, it is apparent 

that a guideline, such as an algorithm, is needed to turn these goals into reality. 

 
Conceptual Framework 

 
 

 The conceptual framework that guided this project was the Iowa Model of 

Evidence-Based Practice to Promote Quality Care. The Iowa Model was originally 

developed by nurses at the University of Iowa Hospitals and Clinics (UIHC) in the 1990s 

to provide a practical method “…to infuse research into practice” (Titler et al., 1994, p. 

307). The Model “…was based on Roger’s (1983) theory, Diffusion of Innovations, and 

was an outgrowth of the Quality Assurance Model Using Research” (Watson, Bulechek, 

& McCloskey, 1987, as cited in Buckwalter et al., 2017, p. 175). The Iowa Model 

provides a framework to “…improve patient outcomes, enhance nursing practice, and 

monitor health care costs” (Taylor-Piliae, 1999, p. 357). 
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Figure 1: The Iowa Model of Evidence-Based Practice to Promote Quality Care (Titler et 
al., 2001). Used/reprinted with permission from the University of Iowa Hospitals and 
Clinics, copyright 1998.  
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Rationale 

Previously, nursing practice has been based upon tradition, meaning how things 

have been done in the past. Often, these traditions have brought no benefit to patients and 

possibly have caused harm (Taylor-Piliae, 1999). This method of providing care often 

evolved to be based on opinion and clinician preference, rather than solid scientific 

evidence. Clinical practice that is evidence-based applies “…the best available empirical 

evidence in the practice setting, to facilitate sound clinical decision-making” (Taylor-

Piliae, 1999, p. 357). The Iowa Model encourages “…nurses to seek out the science of 

nursing and reject nursing care based on tradition” (Titler et al., 1994, p. 307). Since there 

are no standards in place and no consensus in health care regarding the use of SCs, using 

a framework that would emphasize the application of the best available evidence towards 

developing an intervention that would encourage the “…process of implementing 

evidence-based changes” (Brown, 2014, p. 157) seems appropriate. 

The Iowa Model is reputed to be intuitive and versatile. It has been successfully 

applied in different healthcare and academic settings to help improve outcomes (Brown, 

2014). Lloyd, D'Errico, and Bristol (2016) found it to be realistic, practical, organized, 

and easy to use. It has “stood the test of time,” having been translated into three other 

languages and requested for permission to be used 3900 times since 2001 from every 

state in America and 130 countries (Buckwalter et al., 2017, p. 175).  

The Iowa Model consists of several steps that guide users with “… implementing 

evidence-based changes” (Brown, 2014, p. 157). The first step involves identifying a 

problem-focused or knowledge-focused trigger that the organization considers to be a 
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priority (Schaffer, Sandau, & Diedrick, 2012, p. 1202). For this pilot project, the 

“trigger,” indicated by the medical unit manager, was to help nurses be more discerning 

when requesting sitters for their patients. The next step involves whether the organization 

considers the topic to be a priority. A team is then formed, and relevant research is 

collected, analyzed, and incorporated into practice. If sufficient research is evident, the 

next step is to perform a pilot study to test the change in clinical practice (Brown, 2014). 

If the change is found to be appropriate to incorporate into practice, the next step directs 

the user to either continue evaluating additional knowledge or implement the change into 

clinical practice (Brown, 2014, p. 158). 

 
Project Aim 

 
 

 The primary aim of this project was to help nurses at the pilot site use more 

discretion with SC use. A pilot study involving an evidence-based algorithm was chosen 

to meet this aim. The algorithm was designed for nurses to utilize when considering SCs 

for their patients. Additional aims of this project included providing nurses a list of 

alternative interventions to attempt before an order for a SC is made, prompt nurses to 

inform patients’ families of the associated cost of a sitter, and include the reassessment of 

the need for an SC at regular intervals.  
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CHAPTER TWO – LITERATURE REVIEW 
 
 

Literature Review 
 
 

 The following chapter is a summary of issues surrounding sitters in the inpatient 

hospital setting and evidence surrounding the use of algorithms to assist in their 

management. Databases searched related to sitters included CINAHL®, 

Medline®/PubMed®, PsycINFO® and Google Scholar® using the following MEsH 

terms: sitter* AND uses, sitter* AND algorithm, sitter* AND protocol, sitter* AND tool, 

sitter* AND assessment, sitter* AND ‘nursing protocol,’ sitter* AND ACA, sitter* AND 

‘affordable care act,’ sitter* AND Medicare, sitter AND ‘health care,’ and sitter* AND 

‘health care costs.’ The following search terms were used in place of “sitter*”: ‘patient 

safety attendant,’ ‘constant observer*,’ ‘safety companion*,’ ‘special,’ and ‘specialling.’  

A concurrent search was conducted for the Iowa Model with the following search 

terms: ‘Iowa Model’ AND application, and ‘Iowa Model’ AND example. The label 

“sitter” was the most common term found in the review of literature, and themes emerged 

about their use. In general, the literature search showed a consensus of escalating use and 

costs for sitters, with different methods (such as algorithms) being developed to help 

decrease these numbers. This literature search represents step four of the Iowa Model, 

“assemble relevant research and related literature” (Titler et al., 2001, p. 500). 

 



15 
 

 
Figure 2. Portion of the Iowa Model Showing Steps 2-4. Used/reprinted with permission 
from the University of Iowa Hospitals and Clinics, copyright 1998.  

 
 

Impact of the Affordable Care Act 
 
 

Hospitals across the country consider the safety of their patients a top priority. 

The state of health care today demands it. The passage of the Patient Protection and 

Affordable Care Act (ACA) in March 2010 has forced hospitals and other health care 

organizations to fundamentally change how they deliver health care. The three primary 

aims of the ACA were to improve health care access to all patients, improve the quality 

of health care, and decrease health care costs (Collins & Saylor, 2018, p. 43). The ACA 

reduced costs by decreasing reimbursement rates to health care providers and insurers. 

Medicare, a large payor for hospitals, was also included in this reimbursement reduction; 

a total of $716 billion was cut between Medicare parts A and B because of the ACA. This 

means that healthcare systems such as hospitals had to adjust their performance and 

financial strategies to absorb the 9% decrease in Medicare payments that they would be 

facing (Collins & Saylor, 2018, p. 46).    
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Cost 
 
 

As the health care climate continues to adjust to the regulations set forth by the 

ACA, it is imperative for hospitals to strike a balance between quality and cost. A 

hospital must take this into account when staffing for sitter usage. In general, hospitals 

spend a considerable amount of money on sitters, and costs associated with their use have 

steadily increased since the late 1990s (Rausch & Bjorklund, 2010). Some of the 

increases in costs are attributable to the proliferation of the use of sitters from external 

agencies (Carr, 2013). Sitter costs vary depending on the size and scope of the setting. 

For example, Feil and Wallace (2014) reported additional, unbudgeted sitter costs for a 

220-bed hospital in Pennsylvania totaling $515,480 for the year 2007 resulting from 

accrued overtime and outside agency costs. This highlights how inefficient employees are 

utilized as sitters and the financial stress incurred by hospitals (Salamon & Lennon, 

2003). To compound the problem, sitter costs are usually not covered by third-party 

payers (Salamon & Lennon, 2003; Spiva et al., 2012). If a registered nurse (RN) is used 

as a sitter instead of a nursing aide, there is still no guarantee that the hospital will be 

reimbursed (Torkelson & Dobal, 1999). As a result, hospitals are often left to absorb 

these costs (Salamon & Lennon, 2003), adding to the organization’s financial strain.  

As an example, Boswell, Ramsey, Smith, and Wagers (2001) conducted a 

retrospective epidemiological study to assess the costs and benefits of their sitter program 

and how this relates to falls and patient satisfaction. The cost-effectiveness of their sitter 

program was called into question, and some held the opinion that their current staff 

(without the sitters) could provide the monitoring that was needed for their patients. 
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However, Boswell et al. (2001) pointed out that patient acuity had been rising. To 

maintain their safety and avoid the use of restraints, they argued that an alternative 

besides the current staffing pattern was needed. The results of their study showed 

“marginal” increases in patient falls and patient satisfaction. In addition, their sitter 

program was shown to cost the hospital $156.24 per sitter shift (p. 15). 

Sitter costs can also increase when there is no protocol in place to routinely re-

evaluate the continued need of a sitter for a patient. A physician’s order that is not 

reviewed regularly based on the patient’s presentation perpetuates a sitter order that may 

no longer be appropriate (Wray & Rajab-Ali, 2014). The absence of guidelines that 

outline the reassessment of the continued appropriateness of a sitter (Spiva et al., 2012) is 

another source of increasing sitter costs. A literature review by Colella et al. (2017) found 

little evidence that existed regarding re-evaluation of the need for sitters and specifics as 

to when it’s appropriate to initiate and discontinue sitters. Correcting this may involve a 

shift in the organization’s culture. Adams and Kaplow (2013) found that before they 

implemented their sitter reduction program, their staff operated on the assumption that 

sitters would be approved for just about any reason. This is confirmed in a comment from 

a house supervisor at the pilot site when asked if sitters were used appropriately:  

There are times when a patient will pull out his IV and the nurse will request 
a safety companion rather than using tools at their fingertips to settle the 
patient down, i.e., going for a walk, sitting with them for a moment, 
medication (comment 2, Q8, house supervisor survey – see Appendix H).  
 

The lack of reassessing the need for a sitter for a patient on a regular basis (either daily or 

on a shift-by-shift basis) and justifying their continued use contributes to the escalating 

sitter costs (Rochefort et al., 2011a). 
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Lack of Evidence 
 
 

The impact that sitters have on patient safety is conflicting and inconsistent (Carr, 

2013; Richman & Sarnese, 2014). Initially, they provide a perceived advantage as a 

“safety net” through continuous one-to-one monitoring (Carr, 2013). In addition, nurses 

have been reassured that their patients with sitters are receiving appropriate patient care 

when a sitter is assigned to a patient (Sandhaus et al., 2010). Since sitters are constantly 

with a patient on a 1:1 basis, it would be expected to find an overwhelming amount of 

evidence showing improved patient outcomes and fewer patient falls. Unfortunately, this 

was not supported in the literature. Evidence highlighting the positive impact that sitters 

have on patient outcomes is limited (Colella et al., 2017). For example, there is not much 

evidence that shows sitters usage helps to prevent patient falls (Bock, 2017, p. 40). 

Surprisingly, research is also not able to show that the use of sitters is effective in 

“…preventing patient harm” (Harding, 2010, p. 330). The evidence linking the use of 

sitters and patient outcomes is minimal, leaving hospitals to consider if the costs involved 

with their use are justified (Wood et al., 2018). 

There are several reasons from the literature for the lack of evidence. First is the 

variety of people that serve the role of a sitter. As mentioned previously, there are a 

number of different kinds of clinical and non-clinical personnel that have been known to 

be sitters. Tzeng, Yin, and Grunwalt (2008) highlight that the use of unlicensed assistive 

personnel (UAPs) is not an adequate substitution that nurses can provide in preventing 

patient falls. In addition, they further mention that the level of experience that UAPs 

provide may play a role in patient outcomes. Second, sitters may lack adequate 



19 
 

instruction and training. People who don’t have a nursing background, such as unit 

clerks, security guards, chaplains, and members of the patient’s family, may not have the 

working knowledge to adequately maintain the patient’s safety. A multicenter, mixed 

methods study by Schoenfisch et al. (2015) revealed that many of these types of 

employees did not have the knowledge or training to protect a patient’s safety while 

acting as a sitter. Torkelson and Dobal (1999) emphasize the importance of providing 

adequate training and instruction for sitters. UAPs such as nurse aides may be assigned to 

be a sitter for a patient with very little or no training at all, with the expectation of 

keeping the patient safe.   

Third, contingency safety measures may not be utilized. Boswell et al. (2001) 

completed a retrospective epidemiological study design evaluating the impact of sitter 

utilization on patient fall rates. As mentioned previously, their results showed “marginal” 

increases in patient falls. To explain these marginal results, they hypothesized that other 

measures such as bed alarms may not be used. This could potentially compromise the 

safety of the patient if the sitter is not close enough to the patient or if there is a break in 

the continuity of care.  

 
Increased Use of Sitters 

 
 

 In a busy inpatient hospital setting, little guidance is often given to help nurses 

assess their patients for the appropriateness for a sitter and no direction given to try 

alternative measures. As a result, very little is often required for a nurse to request a 

sitter. (Staff, 2005, as cited in Rausch & Bjorklund, 2010). This practice is becoming 
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increasingly costly to hospitals (Bock, 2017). Several research studies such as Tzeng et 

al. (2008, p. 177) have implemented their own version of a sitter guideline after concerns 

were raised about sitters being “overused.” Nurses often requested safety companions to 

avoid the use of restraints (Laws & Crawford, 2013). Considered by itself, this would be 

preferred at the pilot site to avoid more restrictive measures. However, this often places 

nursing managers in a difficult situation where the use of sitters is essentially 

uncontrolled and often unanticipated. This complicates the planning of staffing needs for 

the next oncoming shift or adhering to a planned budget (Laws & Crawford, 2013, p. 

497). Successful interventions with the goal of using more alternative measures instead of 

more sitters have included “…a decision algorithm guiding the usage and 

continuation…” of sitters (Bock, 2017, p. 41). 

 Some hospitals have seen an increase in the use of sitters as a result of the use of 

an outside contracted agency. Tzeng et al. (2008) mentioned that after testing of their 

algorithm began, their hospital began to utilize the services of an outside human resource 

agency. As a result, their utilization of sitters increased.  

 
No Clear Guidelines 

 
 

 Even though sitters are widely used throughout U.S. hospitals for the basic goal of 

keeping patients safe during their stay, there is a profound lack of clear and consistent 

guidelines in the literature for sitter use (Colella et al., 2017). The literature surrounding 

sitter usage is largely outdated (Rausch & Bjorklund, 2010), inconsistent, and lacks 

standardization. Solimine et al. (2018) conducted a retrospective chart review and found 
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that the use of screenings to determine whether a patient was appropriate for a sitter both 

increased and decreased the amount that sitters were used. They concluded that these 

results “…likely reflect[ed] the lack of a standardized, universal assessment, and 

evidence-based indications” (p. 72). Wood et al. (2018) conducted a five-stage scoping 

review and found that no clear guidelines existed for the use of sitters. Further, they 

emphasized that establishing guidelines for their use would be essential to standardize the 

care provided and guarantee the safety, as well as improve the experiences of patients and 

staff (p. 75). In her literature review, Carr (2013) found that the lack of Canadian national 

guidelines for the criteria and indications for sitters “…has highlighted an important 

deficit in the system that requires addressing” (p. 23).  

 Despite the lack of consistent guidelines, one study was able to determine key 

components that should be incorporated in any sitter program. Feil and Wallace (2014) 

conducted an analysis of data from 75 hospitals in Pennsylvania that completed the 

Hospital Engagement Network Falls Reduction and Prevention Collaboration Self-

Assessment Tool (SAT) survey. This survey queried participating hospitals about their 

fall prevention practices across 17 categories. Of the 75 hospitals, 21 had sitter programs 

in place with six components (p. 8-9): 

• A process for requesting and discontinuing sitters 

• Patient eligibility criteria 

• A pool of sitters 

• Criteria for sitter qualifications 
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• A sitter job description with expectations for sitter behavior and 

responsibilities 

• A training program for sitters 

When compared with rates of falls with harm, results of the analysis showed a 

statistically significant relationship (p<0.05) between lower rates of falls with harm and 

sitter programs that incorporate three components: (a) standards for sitter qualifications, 

(b) “a training program for sitters,” and (c) a sitter pool (Feil & Wallace, 2014, p. 9).  

 
The Use of Algorithms 

 
 

 There is a substantial amount of evidence that supports the use of an algorithm or 

protocol to help guide nurses in the utilization and management of sitters. In fact, there 

are several examples found in the literature that have been successful in decreasing an 

organization’s dependence on sitters by employing more effective protocols. These 

programs have included “…a decision algorithm guiding the usage and continuation of 

constant observation” (Bock, 2017, p. 41).  

As part of a performance improvement project, Salamon and Lennon (2003) 

developed an algorithm for staff to follow on a 59-bed subacute and rehabilitation unit 

when requesting a sitter. This algorithm included assessment criteria and a list of 

alternative measures to try before a sitter was approved. Over a 12-month period, the 

project successfully decreased the costs associated with sitter use by 88% without 

negatively affecting patient safety (Salamon & Lennon, 2003).  
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 Spiva et al. (2012) developed an algorithm designed to assist nurses in assessing 

“...physiological, psychological, and pharmacologic causes” to a patient’s change in 

behavior (p. 342). This algorithm was part of a “sitter reduction program” and included 

other interventions such as educating and training nurses about the program. The 633-bed 

community hospital reported a total cost savings of $321,822 over seven months of 

testing the program, with $229,947 of the total savings from the 11 medical/surgical 

units. There was no associated statistical increase or decrease in fall rates as a result of 

the program (Spiva et al., 2012).  

Tzeng et al. (2008) completed a retrospective, descriptive study on the 

development and evaluation of the Patient Attendant Assessment Tool (PAAT). Similar 

to the algorithm developed by Spiva et al. (2012), this was designed to assist nurses in 

evaluating the needs of patients that were assigned sitters. The overall goal was to 

decrease the utilization of sitters (Tzeng et al., 2008). The PAAT included instructions to 

reassess the need for a sitter at regular intervals and a list of alternative measures to try 

before a sitter was ordered. Data analysis over the testing period included fill/request 

rates (“fill” meaning the actual number of sitters assigned to patients), use of soft 

restraints, and the rate of injuries from falls. Over an 18-month testing period, Tzeng et 

al. showed an improvement in fill/request rates for sitters (statistically significant) and a 

lower use of soft restraints. However, the rate of injuries from falls increased. Tzeng et al. 

(2008) explained that the safety of patients can be compromised when there is an 

inconsistent use of the type of personnel that fill the role of a sitter. They suggested 
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optimizing staffing strategies in order to provide a safe environment for patients and to 

utilize a similar tool such as the PAAT for the use of sitters (Tzeng et al., 2008). 

 
The Role of Delirium 

 
 

 Delirium is defined as an acute change in consciousness “…with reduced ability 

to focus, sustain, or shift attention” (J. Francis, 2018). It occurs in up to 50% of 

hospitalized older persons (Hshieh, Yang, Gartaganis, Yue, & Inouye, 2018); however, 

the incidence of delirium varies depending on the specific setting, from 10% to over 50% 

(J. Francis, Jr. & Young, 2018). J. Francis, Jr. and Young (2018) cite five symptoms 

according to the American Psychiatric Association’s Diagnostic and Statistical Manual, 

5th edition (DSM-V), that are associated with delirium: (a) disturbance in attention and 

awareness, (b) short onset (hours to days) that changes throughout the day, (c) cognition 

disturbance, (d) disturbance cannot be explained by another known condition that the 

patient has, and (e) evidence shows “…the disturbance is caused by an [acute] medical 

condition.  

Delirium has been associated with many adverse outcomes, including functional 

decline and increased rates of morbidity, mortality (Carr, 2013), hospital costs, and 

number of inpatient days (Inouye et al., 1999). It is considered “…a sign of ‘brain 

failure’” (Flaherty et al., 2007, p. 273) and a medical emergency due to its “…significant 

morbidity and mortality” (Caplan & Harper, 2007, p. 95). Mortality rates of hospitalized 

patients with delirium vary from 25 to 33% (Caplan & Harper, 2007). These figures are 

comparable to those for acute myocardial infarction and sepsis (Flaherty et al., 2007). 
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Several risk factors are known to trigger delirium. Some of the more common causes 

include “… a medical condition, substance intoxication, or a medication side effect” (J. 

Francis, 2018). However, it tends to manifest as a result of multiple factors that can 

originate from the patient and the hospital itself (e.g. medications, procedures) (Inouye et 

al., 1999).  

Patients who have developed delirium while in the hospital have become the most 

common reasons for sitter use (Carr, 2013; Solimine et al., 2018). A five-stage scoping 

review conducted by Wood et al. (2018) found that the most common diagnoses among 

patients with sitters in acute secondary care settings was dementia and delirium. Despite 

being so prevalent in the hospital setting, both nurses (up to 69% of patients) and 

physicians (32–66% of patients) do not recognize the development or presentation of 

delirium in their patients (Flaherty et al., 2007). Considering these facts and the dearth of 

established guidelines for sitter use and management prompts for nurses to consider 

delirium was incorporated into the proposed algorithm. 
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CHAPTER THREE – METHODS 
 
 

Methods 
 
 

 This pilot study received IRB exemption approval in March of 2018. No formal 

approval was required from the senior leadership team of the hospital since the pilot 

study was limited solely to the medical unit. The project was implemented in two phases. 

The first phase involved administering internet-based surveys through SurveyMonkey© 

to unit staff nurses, unit team leader (TL) nurses, and the hospital’s house supervisors 

prior to the implementation of the algorithm. All house supervisors were nurses. An 

internet-based survey through SurveyMonkey© was also administered to the physician 

hospitalists one week after algorithm testing began. In addition, the first phase involved 

the development of an evidence-based algorithm. The design of the algorithm consisted 

of a step-by-step guide for nurses to utilize when a safety companion was being 

considered for a patient. It would guide nurses in assessing patients with mental status 

changes, include options to address potential causes for these changes, and provide a list 

of interventions to try before a safety companion is assigned. 

The second phase involved implementing the algorithm over a 4-month period 

through a pilot study, with subsequent post-test surveys administered to the unit staff 

nurses and unit TL nurses. Piloting the algorithm – a change in practice for the pilot site – 

is step three of the Iowa Model, “pilot the change in practice” (Titler et al., 2001, p. 500). 

The design of the pilot study and the algorithm itself was approved by the manager of the 

medical unit prior to implementation. All surveys were designed to be completed 
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anonymously and no identifying information was required or given. Participants were 

also instructed that their participation was completely voluntary, that they did not have to 

answer all of the questions, and that they could stop at any time.  

The algorithm was revised approximately half-way through implementation based 

on feedback from stakeholders utilizing the Plan-Do-Study-Act (PDSA) model. This 

model was used in conjunction with the Iowa Model, however, the PDSA model focused 

solely on the evaluation of the algorithm during implementation. The PDSA model is 

able to “… conduct tests of change in a disciplined and rapid fashion” (Nelson, Batalden, 

& Godfrey, 2007, p. 275). A goal of at least 30 daily data points was set to be collected 

over a three-month period during testing. This number was chosen because collecting 15 

to 30 sets of data is typically enough to show if an improvement is being made as a result 

of the change (Langley et al., 2009). The success of the project would be determined 

from the level of nursing satisfaction with the algorithm and whether it was helpful for 

them to assess patients for a sitter. 
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Figure 3: The Plan-Do-Study-Act (PDSA) Model (Williams & Lovejoy, 2018) 

 
 

Setting 
 
 

The setting of this quality improvement (QI) project was a 39-bed inpatient 

hospital medical unit. The hospital is an 86-bed level III trauma facility located in 

Southwest Montana ("Our health system," 2017). Nurses who work on this unit care for 

patients with a wide range of medical-related diagnoses throughout the lifespan from 
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pediatric patients (defined as a few days old to age 14) to patients at end-of-life. The 

manager of this unit sought to standardize the use of sitters by developing and 

implementing an algorithm for nurses to utilize when requesting a sitter or SC for a 

patient.  

 
Stakeholder Support 

 
 

The project was designed in order to involve the medical unit staff and 

management during the development and implementation of the sitter algorithm. During 

development, six online surveys targeting key stakeholders were developed using 

SurveyMonkey®. The use of surveys in this project was chosen to elicit the opinions of 

nurses and physicians about the process involved in ordering and using SCs and the SC 

algorithm. This seemed to be the best fit in collecting data for this project. It’s important 

to verify that a data collection method for a quality improvement (QI) project is a good fit 

for the clinical setting. It should be “…feasible, practical, and amenable for use…” 

(Rouen, 2017, p. 357). Before the algorithm was implemented, there were approximately 

66 nurses that worked on the medical unit. Nurses had different work schedules spanning 

a 24-hour period as well as their own personal commitments and endeavors. Considering 

these factors and the fact that the unit nurses, in general, were relatively young, 

conducting the surveys online stood out as the most practical and easiest way to obtain 

data. In addition, evidence-based practice projects such as this that implement an 

evidence-based protocol or algorithm will often use surveys to collect data (Rouen, 

2017).  
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Polit and Beck (2017, p. 610) emphasize the importance of involving stakeholders 

as much as possible during the development of a project. They explain that the success of 

intervention research is, in part, dependent upon gaining the support and cooperation of 

key stakeholders. The opinions of key stakeholders (e.g. nurses on the medical unit) have 

a high degree of influence in determining the success of a project (Moran & Burson, 

2017). Thus, the use of survey results that captures the nurses’ perception and opinions of 

the algorithm are acceptable variables to determine the success of this algorithm. The key 

stakeholders that were identified include the unit staff nurses, unit TLs, house 

supervisors, and unit-level managerial staff.  

Invitations to participate in the four surveys were sent through work email 

accounts: one survey to the staff nurses, one to the TLs, one to the house supervisors, and 

one to the hospitalist group. The house supervisors were given a survey due to their role 

in assisting TL nurses in finding and assigning SCs to patients. The hospitalists were 

given a survey to gain their perception of the effectiveness of how SCs are used. The TLs 

and house supervisors were included so that their perceptions and opinions regarding the 

current process of sitter usage could be taken into consideration.  

Depending on the group of participants, survey questions were designed in 

keeping with their role in the use of sitters. Some questions remained the same 

throughout the surveys between groups while others were different in order to compare 

and contrast the unique perspectives from each group. A hyperlink and QR code link 

were provided and participants were given two weeks to complete the survey. The 

surveys asked questions to find out perceptions of (a) the current process for requesting 
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and managing sitters, (b) ease of use, (c) overall satisfaction and frustrations with the 

current process, (d) current use of alternative measures, (e) opinions about the usefulness 

of an algorithm for sitter use, and (f) suggestions for improvement. Messages were posted 

on the testing unit’s Facebook© page (at one week and 1–2 days before closure of the 

survey) to remind and encourage all groups to participate in the appropriate survey. 

 Other methods were used to develop support and cooperation for the project. 

First, unit staff nurses and TLs were invited to help the graduate nursing student develop 

the sitter algorithm. Based on the Iowa Model, this would coincide with forming a team 

(Titler et al., 2001, p. 503). A message was posted on the unit’s Facebook© page to 

check their email about this opportunity. The email explained what the sitter algorithm 

was, its purpose, and the value of their input into its development. Unfortunately, there 

were no responses to this offer. Second, the graduate nursing student attended the 

monthly Unit-Based Council (UBC) meeting in May 2018 prior to implementing the 

algorithm. The graduate nursing student contacted the UBC Chair a few days prior to the 

meeting, asking to discuss the algorithm with the committee and giving them an 

opportunity to review the algorithm and ask questions. The graduate nursing student was 

able to show the algorithm to the committee and gain their support. However, the unit 

manager, who was normally in attendance at these meetings, was not there. In addition, 

the UBC had recently lost several of its members, and the current chair was new to the 

position. As a result, the UBC was not in a good position to support this project. 

 While multiple efforts were made to gain support and cooperation for this project, 

the graduate nursing student anticipated a certain level of resistance from staff regarding 
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the change that the algorithm would bring. A good framework to help counteract this was 

to use the change model proposed by Barker (2006). This is a framework that can be 

modified based on the nature and intricacy of the change. It consists of six functions that 

relate to each other in a cyclical fashion. These functions are “creating dissatisfaction, 

forming a change team, developing and communicating a change vision, determining 

change strategies, taking action, and evaluating outcomes” (Barker, 2006, p. 69). The first 

step, creating dissatisfaction, was chosen by Barker because people will not embrace a 

change in practice if they do not find some level of dissatisfaction with the current 

process. 

 

 
Figure 4. A Change Model (adapted from Barker (2006, p. 70)) 
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The graduate nursing student attempted to foster this “dissatisfaction” with the staff RNs 

and TLs by explaining the following:  

• that there was a lack of standardization with the process and utilization of 

SCs on the medical unit,  

• that there was no formal protocol to reassess the necessity of SCs to remain 

with their assigned patients,  

• that the unit was not notifying and involving the families of patients with 

SCs,  

• and that the unit had the potential to improve the care that they provide these 

patients by applying their nursing knowledge and appropriate interventions to 

help mitigate a patient’s change in mental status.  

Important considerations that needed to be assessed when initially using this 

model were factors that would both help and hinder the proposed change (Lewin, 1947, 

as cited by Barker, 2006). If a project had too many barriers or not enough support at the 

beginning, implementing the desired change would be that much more difficult. The 

graduate nursing student experienced this initially with the original planned scholarly 

project involving the implementation of an acuity-based staffing system for the pilot site. 

After a closer look at the lack of support from the hospital’s executive leadership team, it 

became clear that the chances of it being successful were very low. However, since the 

current project involving an SC algorithm has been identified by the unit manager and 

was not required to have the approval of the executive leadership team, this project was 

much more likely to be successful.  
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Figure 5. Chronological steps of the project. 
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Tools 
 
 

Development of the Algorithm 
 
 The SC algorithm was developed based on the current policy and procedure for 

sitter usage at the testing hospital. The policy states that the purpose of an SC is “to 

provide a safe environment for patients who because of physiologic, mental and/or 

behavioral limitations are deemed at risk for additional injury” ("Safety companion 

policy," 2017, p. 1). It mentions that “a physician and/or nursing judgement” can initiate 

an order for an SC. The procedure for initiating an SC is driven by the type of SC that is 

needed. SCs are divided into three different levels: 

• Level 1 is for patients with changes in mental status attributed to physiologic 

causes (e.g. confusion, dementia, delirium). This type of SC can be a friend or 

family member of the patient, or someone from the family’s own designation; 

• Level 2 is for patients admitted for suicidal ideations “and/or co-occurring mental 

illness.” This type of SC has to be supplied by the hospital staff or a contracted 

agency. Family members or friends are not allowed to act as an SC for these 

patients; and 

• Level 3 is for patients who have been admitted under protective custody. Law 

enforcement personnel are the SCs for these patients. 
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Level SC Type Patient Type 

Level 1 
Hospital staff; Family, friends, or 
someone arranged by the family 

Exhibiting mental status changes 
as a result of physiologic 

abnormalities 

Level 2 

Hospital staff or person from 
contracted security company 

(cannot be family or friends of 
the patient) 

Expressing suicidal ideations or 
exhibiting signs of co-occurring 

mental illness 

Level 3 Law enforcement Patients under protective custody 

Table 1. Levels of safety companions as defined by the Pilot Site (see Appendix B). 

 
Since level two and three SCs have specific requirements for these types of 

patients, the SC algorithm focused solely on the management of level one SCs. A flow 

sheet showing the hospital’s current process of SC usage and implementation was 

developed as a starting point for the development of the algorithm. 

The graduate nursing student held a meeting with the manager and assistant 

manager of the medical unit in February 2018 to discuss the goals of the algorithm, what 

baseline data would be appropriate to collect, what current problems existed, and the 

reason for an SC algorithm. The manager wanted nurses to “be a bit more discretionary in 

our use of sitters” (R. Williamson, personal communication, January 17, 2018). There 

were several reasons she cited that led to the idea of using an algorithm. These included 

• lack of a clear-cut system to determine a patient’s need for a sitter; 

• sitters being used too often; 

• the appropriateness of a sitter for patients is not being re-evaluated on a 

regular basis; and 
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• help in containing costs related to sitter usage for which the medical floor is 

ultimately responsible (R. Williamson, personal communication, February 26, 

2018).  

Along with outlining the types of SCs that are provided based on the patient’s 

condition, the hospital’s SC policy also delineates the SC duties and responsibilities. It 

mentions to obtain the “Safety Companion Cost Form,” but does not mention what to do 

with this form or its significance. For a level one patient, the policy/procedure lacks 

several evidence-based considerations, including (a) further instructions or specifics on 

the criteria needed for a patient to have a SC assigned, (b) a list of alternative 

interventions for the nurse to initially consider, (c) a specific process on the re-evaluation 

for the need of a SC or criteria to discontinue a SC ("Safety companion policy," 2017), 

and (d) assessing the presence of delirium ("Safety companion policy," 2017).  

The algorithms that were identified in the review of literature have similar 

components. The nurse initially assesses the patient’s need for a sitter based on a 

predetermined set of criteria. Salamon and Lennon (2003) included a short list of 

behaviors exhibited by the patient. These included “confusion, agitation, disruption of 

therapy, attempting to disrupt therapy, [alcohol]/drug withdrawal, previous fall, and risk 

for fall” (p. 233). Spiva et al. (2012), in their “sitter decision tree,” prompted nurses to 

“assess [the] psychological, psychosocial, and pharmacologic causes” (p. 342) for the 

patient’s observed behavior. Tzeng et al. (2008) developed the Patient Attendant 

Assessment Tool (PAAT), which consisted of scoring the patient against five risk factors. 

If the patient scored a 4 or greater, the patient was eligible for a sitter. If the score was <4, 
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the PAAT instructed the nurse to implement appropriate alternative interventions to sitter 

use. 

Alternative interventions are implemented for patients that are identified as 

potentially needing a sitter. After a nurse assesses the patient, the nurse chooses and 

implements alternatives that may help the patient. As part of their algorithm, Salamon 

and Lennon (2003) had seven alternatives that were listed on a sitter justification form for 

nurses to implement. These included frequent observation, involving the family to stay 

with the patient, personal alarms, and moving the patient closer to the nurses’ station. 

After filling out this form, the nurse reviewed it with the nurse manager. The nurse would 

then brainstorm with the nurse manager for potential causes to the change in patient’s 

behavior. The sitter decision tree designed by Spiva et al. (2012) had a similar pattern of 

assessment, implementation of alternative interventions, and use of a sitter justification 

form that was given to the house supervisor for approval.  

Tzeng et al. (2008) provided a list of 29 alternatives for nurses to implement 

before a sitter was assigned. These included redirecting and reorienting, using reminder 

signs, addressing pain, using music, offering a repetitive activity, reviewing medications, 

and providing distraction. Laws and Crawford (2013) developed a tip sheet that listed 

alternatives for nurses to implement first – keeping the safety of the patient in mind – 

before a sitter was used. These included environmental management measures (avoid 

room changes, hourly rounding), creative behavioral management measures 

(incorporating patient’s routine/preferences, activity kits, frequent ambulation, and 
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keeping patient alert during day), a delirium assessment, and assessing and addressing 

potential reasons for the behavior (anxiety, hunger/thirst, elimination needs, boredom).  

Nurses, TLs, the manager, and assistant manager were asked for their input to 

help develop the algorithm. Inviting current employees to offer input and participate in 

the project creates a team-based atmosphere, which helps to gain buy-in from both nurses 

and management. This not only empowers them (Tolan, 2015) but also, in the opinion of 

the graduate student nurse, potentially lessens the amount of resistance. An email was 

sent to all unit nurse and TL work emails explaining the algorithm and the plan to test its 

use on the unit. They were invited to participate in the development of the algorithm. 

However, there were no volunteers from the unit nurses or TLs that came forward to 

help.  

 
 Visits to Other Organizations. The graduate nursing student visited two different 

hospitals in Montana to see how they approached sitter usage and whether they utilized a 

nurse-driven algorithm or tool to assess and manage sitters. One of the hospitals was 

selected due to its Magnet designation. The other hospital was selected because it serves 

the same patient population base as the first hospital and because it is a large, respected 

hospital. Neither hospital used a formal algorithm to assist nurses in assessing and 

managing patients with sitters. The first visit was with the manager of the inpatient 

orthopedic unit of a 201-bed urban hospital. Guidelines outlining the roles and 

responsibilities for the sitter were in place. Sitters were expected to fill out a “Safety 

attendant to safety attendant hand-off” sheet that listed specific information about the 

patient that would be helpful for the next sitter to know. This included what diversional 
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activities worked, what calmed the patient, what behaviors were noted before the patient 

became agitated, potentially dangerous behaviors, and medical information such as 

isolation status and level of orientation. After training, sitters were required to complete a 

“safety attendant quiz.” The manager mentioned that the facility was considering moving 

towards an “e-sitter program,” a type of video monitoring system, which she described 

was like Skype or Facetime (M. Pimley, personal communication, February 28, 2018). 

The second visit was with the nurse educator for an inpatient surgical unit of a 

Magnet®-designated 304-bed hospital. She mentioned that their sitter or “Patient Safety 

Attendant” (PSA) program was “not a good process” and there was no formal PSA policy 

in place. This was surprising to the graduate nursing student because (a) this was a well-

known hospital that had earned its Magnet designation status for the third time in June of 

2016 ("B. clinic achieves Magnet," 2016), and (b) was the largest hospital in the state. At 

the time, they were using non-clinical staff to act as sitters due to a certified nurse aide 

shortage. Non-clinical staff, according to their program outline, included clerical staff, 

unit clerks, clinic office staff, employees from the lab, and housekeeping. All PSAs 

except non-clinical staff were provided crisis training. PSA guidelines outlined the 

expectations for staff and provided ideas to engage the patient. At the time of the 

interview, the unit was getting ready to trial a video monitoring system for patients 

needing sitters. The implementation of this trial was scheduled to occur a few weeks after 

this meeting (S. Kanning, personal communication, February 28, 2018). 

 
Completion of Algorithm. The algorithm for the pilot site was designed to be used 

by staff nurses and unit TLs when a behavioral change was exhibited in a patient that 
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potentially needed a sitter. Based on examples reviewed from the literature, the algorithm 

walked the user through the process of assessing the patient for the appropriateness of a 

sitter. Based on the patient’s current condition, the nurse would attempt to identify the 

cause of the patient’s behavior and implement the appropriate interventions. If these were 

unsuccessful, the nurse was directed to attempt additional interventions. If these were still 

unsuccessful, the nurse at that point could request a sitter. The reassessment of the 

appropriateness of a sitter was incorporated into the algorithm. This was set at every eight 

hours based on the literature. In addition, the nurse was prompted to give the patient’s 

family an SC cost form. This informed the family that sitter services would more than 

likely not be covered by insurance and encouraged them to sit with their loved one. The 

completed algorithm was given to the hospital’s process improvement specialist for 

additional suggestions and ideas for the algorithm and testing plan before it was 

implemented.  
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Figure 6. Final Version of the Safety Companion Algorithm. 
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Safety Companion Information Sheets 
 
 The unit staff nurses and TL nurses were provided with data sheets (see Appendix 

A) that served as a vehicle to collect data during testing of the algorithm. Instructions 

were included at the top of the sheet on how to use the information sheets. In order to 

comply with HIPPA regulations, nurses were asked to numerically number each patient 

and provide no identifying patient information. One information sheet was to be used per 

patient per day assigned to an SC. It included variables to collect data before, during, and 

after a sitter was ordered. Variables included the reason for the sitter order, the shift being 

worked, interventions used prior to a sitter order, development of complications, and ease 

of use of the algorithm. Patient-related variables include age and gender of the patient, 

reason for sitter order, problems encountered, and alternatives used. There was a section 

provided at the end of the sheet that allowed the user to leave comments on the algorithm. 

Information data sheets were placed in a green neon folder labeled “T.L. Safety 

Companion Sheets” and placed at the nursing station near the TLs desk.  

 
Issues Log 
 

An issues log (see Appendix A) was developed as a way to report and resolve any 

problems that occurred during the implementation of the algorithm. It was added to the 

project in order for the graduate nursing student to organize and manage any issues 

related to the algorithm (Moran, Burson, & Conrad, 2017). Copies of the issues log were 

placed in a purple folder and kept at the front desk of the nurses’ station along with the 

folder containing the information data sheets. A blank spiral notebook labeled “SC 
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algorithm feedback” was also kept with the other algorithm materials. This allowed 

nurses to provide feedback, suggestions, or ask questions anonymously.  

 
Timeline of Pilot Study 

 
 

The algorithm was piloted over a four-month period (step six of the Iowa Model) 

(Titler et al., 2001, p. 506). It was implemented on May 22 and ended September 21, 

2018. Originally, the pilot was planned to occur over a three-month period, however, this 

timeframe was extended by another month due to a low number of completed data sheets. 

An email was sent to the TLs work email a few days before the algorithm was 

implemented to explain the purpose of the project and instructions on how to use the 

information sheets. They were asked to assist nurses in filling out this information 

whenever a level one SC was assigned to a patient.  

Maintaining patient safety and SC usage are interrelated; one cannot be 

considered without the other (Bock, 2017). Patient falls is one of the most concerning and 

costly events related to patient safety. Therefore, the number of falls on the medical floor 

was also planned to be collected to ensure that patient safety was not compromised. The 

reasoning behind tracking fall rates is based on the literature. Most articles on this subject 

consider fall rates in tandem with SC usage. In fact, the use of SCs to stay with patients at 

all times “…is one of the most prevalent ways to address hospital falls…” (Bock, 2017, 

p. 1).  

After testing of the SC algorithm was completed, another internet-based survey 

using Survey Monkey© was sent to the staff nurses and TL nurses. Participants were 
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asked if the algorithm was helpful, how easy it was to use, and whether it adequately 

addressed the needs of the medical floor using a Likert scale. Nurses were also asked to 

provide any feedback to help further evaluate and improve the algorithm. The use of pre- 

and post-intervention surveys is known as a before-and-after time series design. Langley 

et al. (2009) explain that this design consists of obtaining baseline data that is then 

compared to additional data that is collected several times throughout a specified period 

of time. This is helpful because it shows patterns that may show improvement and if they 

were related to when the change was implemented (Langley et al., 2009).  
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CHAPTER FOUR – RESULTS 

 
Results 

 
 Results from the six surveys administered before and after the pilot study are 

presented primarily through the use of tables and graphs. These are displayed with the 

corresponding question and grouped together by the survey from which they originated. 

 
Phase One Results 

 
 

Pre-Test Survey Results for Staff Nurses 
 
 The unit staff nurses were given 10 questions to answer over a two-week period in 

April 2018 (see Appendix E). A total of 21 staff nurses responded out of a total of 66. 

The level of experience working as an RN on the testing unit ranged from 6 months to 

over 15 years. Over half of nurses that responded had little experience, with (55%, n=11) 

reporting six months to two years of experience.  

Question 2. How satisfied are you with the process of asking for and implementing a 
safety companion for a patient? 

 

 

 
 
 
 

 

Choices n (%) 

Very dissatisfied 1 (4.76%) 
Dissatisfied 0 
Neither satisfied 
nor dissatisfied 3 (14.29%) 

Satisfied 14 (66.67%) 
Very satisfied 3 (14.29%) 
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Question 3. In your opinion, what are some of the most common reasons why a safety 
companion is needed? 

Choices n (%) 

Suicidal 21 (100%) 
Pulling out lines 19 (90.48%) 
Confusion/delirium 18 (85.71%) 
Fall risk 15 (71.43%) 
Safety risk 15 (71.43%) 
Frequently getting 
up 

11 (52.38%) 

Violent behavior 11 (52.38%) 
Uncooperative 3 (14.29%) 
Family request 3 (14.29%) 
Difficult patient 2 (9.52%) 
Legal custody 1 (4.76%) 
Understaffed 0 
Not enough 
equipment 

0 

 
Question 5. Do you try alternative distractions or measures before recommending a 
sitter? 

Choices n (%) 
Yes 19 (95%) 
No 1 (5%) 

 
Question 6. Rate the level of frustration you normally experience when recommending a 
sitter for a patient. 

Choices n (%) 

None at all  5 (25%) 
A little 9 (45%) 
A moderate amount 5 (25%) 
A lot 1 (5%)  
A great deal 0 
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Question 7. In your opinion, how helpful would a guideline or algorithm for safety 
companion use be in deciding when to recommend a safety companion? 

Choices n (%) 

Not at all helpful 0 
Not so helpful 1 (5%) 

Somewhat helpful 12 (60%) 
Very helpful 7 (35%) 
Extremely helpful 0 

 
Q8 In your opinion, how helpful would a checklist for alternative distractions for safety 
companion use be before recommending a safety companion for a patient? 

Choices n (%) 
Not at all helpful 0 
Not so helpful 2 (10%) 
Somewhat helpful 10 (50%) 
Very helpful 6 (30%) 
Extremely helpful 2 (10%) 

 
Question nine asked if respondents had suggestions on how to improve the current 

process of ordering and placing SCs for patients. Responses ranged from “not right now” 

(response #5) to “Just reassessing the need for the safety companion more often” 

(response #8). Many responses centered around the general theme of the need for more 

education for sitters or the view that everyone had a different set of skills when managing 

patients with sitters. For example, one participant wrote, “Make the process part of 

training new hires” (response #6). Another participant wrote, “I think redirection 

techniques and de-escalation tactics are helpful and not everyone finds these skills to 

come naturally” (response #16). Four participants suggested better staffing measures, 

such as a “float pool” (response #13) or “…a call list for staff that would consider being a 

safety companion as an on-call only position” (response #4).  
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Pre-Test Survey Results for Team Leaders 
 
 The TL nurses were given 17 questions to answer over a two-week period in April 

2018 (see Appendix B). A total of seven TL nurses responded. The TLs received more 

questions due to their supervisory role on the unit. The level of experience working as an 

RN at the pilot site ranged from 2–over 15 years. The level of experience working as a 

TL on the medical unit ranged from 1–15 years. The majority of TLs (71%, n=5) had 1–4 

years of experience.  

Q2. How satisfied are you with the process of staffing for a safety companion? 
Choices n (%) 
Very dissatisfied 0 
Dissatisfied 2 (28.57%) 
Neither satisfied nor 
dissatisfied 3 (42.86%) 

Satisfied 2 (28.57%) 
Very satisfied 0 

 
Respondent #6, who had 1–2 years of experience as a TL, wrote the following comment: 

 I find the "process" of staffing an SC to be challenging. One reason why is 
because as the TL, I have to trust in the RNs assessment of the 
appropriateness of the SC. Often times, it is difficult for both primary RN, 
TL, and even the SC to judge if it continues to be needed or not. I think 
sometimes we get "scared" to be that person to make the decision to remove 
the SC for fear that the patient may then suffer an adverse event. Staffing of 
an SC can be challenging, especially in times of high census thought the 
hospital (comment #1). 
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Q3. In your opinion, what are some of the most common reasons why a safety companion 
is ordered? 

Choices n (%) 

Fall risk 7 (100%) 
Confusion/delirium 7 (100%) 
Suicidal 7 (100%) 
Frequently getting up 6 (85.71%) 
Pulling out lines 6 (85.71%) 
Safety risk  4 (57.14%) 
Violent behavior 3 (42.86%) 
Family request 2 (28.57%) 
Wanders 2 (28.57%) 
Uncooperative 1 (14.29%) 
Difficult patient 1 (14.29%) 
Flight risk 1 (14.29%) 
Understaffed unit 0 
Legal custody 0 
Not enough equipment 0 

 
Q4. In your opinion, how easy is it for you to staff for a safety companion? 

Choices n (%) 

Very difficult 0 
Difficult 3 (42.86%) 
Neither easy nor difficult 3 (42.86%) 
Easy 1 (14.29%) 
Very easy 0 

 
Q5. How stressful do you find the process of staffing for and implementing a safety 
companion for a patient? 
Stress 
level 

1 
(low) 2 3 4 5 6 7 8 9 10 

(high) 
Responses 
(%)    14.29 28.57 14.29 42.86 0 0 0 
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Q13. In your opinion, how helpful would you find a guideline or algorithm that assists 
RNs in deciding when to recommend a safety companion? 

Choices n (%) 

Not at all helpful 0 
Not so helpful 2 (28.57%) 
Somewhat helpful 3 (42.86%) 
Very helpful 2 (28.57%) 
Extremely helpful 0 

 
Q14. In your opinion, how helpful would you find a checklist for alternative distractions 
to use before recommending a safety companion for a patient? 
Choices n (%) 
Not at all helpful 0 
Not so helpful 2 (28.57%) 
Somewhat helpful 3 (42.86%) 
Very helpful 2 (28.57%) 
Extremely helpful 0 

 
Question 15 asked if the TLs had any suggestions on how to improve the process 

of implementing an SC. Four responded, with two of them suggesting to form a “…float 

team…” (comment #2) or “hav[ing] someone available on call…” (comment #3). 

Respondent #6 felt that additional education on assessing a patient for the need of a sitter 

was needed for new hire RNs and new graduate nurses. This TL cited his/her own 

experience: 

When I started as a new grad, I can tell you that I did not really have the 
assessment down to understand when an SC would be warranted, nor very 
good at knowing measures to use before using an SC. I think it would be 
great to hand out the algorithm and list at orientation or our new grad 
residency classes (comment #1). 

 
 
Pre-Test Survey Results for House Supervisors 

 The house supervisor (HS) nurses were given 13 questions to answer over a two-

week period in April 2018 (see Appendix B). A total of six HSs responded. The level of 
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experience working as an RN at the hospital ranged from < 2 years to 15 years. Most 

respondents (n=4, 80%) had four years or less experience as a house supervisor at the 

testing site hospital.  

Q2. How satisfied are you with the process of staffing for a safety companion? 

Choices n (%) 
Very dissatisfied 0 
Dissatisfied 2 (33.33%) 
Neither satisfied nor 
dissatisfied 3 (50%) 

Satisfied 1 (16.67%) 
Very satisfied 0 

 

Q3. In your opinion, what are some of the most common reasons why a safety companion 
is ordered for the medical floor? 

Choices n (%) 

Suicidal 6 (100%) 
Pulling out lines 5 (83.33%) 
Confusion/delirium 5 (83.33%) 
Safety risk 4 (66.67%) 
Fall risk 4 (66.67%) 
Frequently getting up 2 (33.33%) 
Violent behavior 2 (33.33%) 
Wanders 2 (33.33%) 
Family request 1 (16.67%) 
Flight risk 1 (16.67%) 
Uncooperative 0 
Understaffed 0 
Difficult patient 0 
Legal custody 0 
Not enough equipment 0 
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Q4. In your opinion, how easy is it to find and staff for a safety companion for the 
medical floor? 

Choices n (%) 
Very difficult 0 
Difficult 3 (75%) 
Neither easy nor difficult 1 (25%) 
Easy 0 
Very easy 0 

 
Q5. How stressful do you find the process of staffing for and implementing a safety 
companion for a patient? 
Stress 
level 

1 
(low) 2 3 4 5 6 7 8 9 10 

(high) 
Responses 
(%) 0 0 0 0 0 40 20 40 0 0 

 
Q9. In your opinion, how helpful would a guideline or algorithm be that assists RNs in 
deciding when to recommend a safety companion? 

Choices n (%) 

Not at all helpful 1 (20%) 
Not so helpful 1 (20%) 
Somewhat helpful 3 (60%) 
Very helpful 0 
Extremely helpful 0 

 
Q10. In your opinion, how helpful would you find a checklist for alternative distractions 
to use before recommending a safety companion for a patient? 

Choices  n (%) 

Not at all helpful 0 
Not so helpful 1 (20%) 
Somewhat helpful 1 (20%) 
Very helpful 3 (60%) 
Extremely helpful 0 

 
Question 11 asked if the HSs had any suggestions for improving the process of 

implementing an SC on the medical unit. Three HSs responded. One HS suggested 

“having a sitter pool” (comment #1), one suggested that “...different chair alarms would 
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be helpful” (comment #2), and one suggested trying “…all alternative measures first…,” 

“…using a checklist,” and contacting the family (comment #3). 

 
Relevant Comparisons  
 
 Comparisons of relevant responses between the unit staff RNs, unit TLs, and HSs 

were compiled. One of the measures of success for the algorithm is to improve the level 

of satisfaction with the SC process. Figure 7 is a comparison of the level of satisfaction 

with the current process of implementing an SC for a patient. 

 

  
Figure 7. Comparison of the pre-test level of satisfaction between the staff RNs, TLs, and 
house supervisors. 
 
 
Figure 8 is a comparison of the level of stress that TLs and HSs experience when finding 

and implementing an SC for a patient. The staff RNs opinion was not included in this 

graph due to the nature of the question they were asked. Staff RNs were asked to rate 

their level of frustration (Figure 8), not their level of stress (a limitation), when 
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recommending an SC for a patient. As a result of this discrepancy, the staff RNs pre-test 

level of frustration experienced when recommending a sitter for a patient will be 

compared to the TL and house supervisor’s pre-test stress levels related to the process of 

staffing for and implementing an SC for a patient these RNs were asked to rate their level 

of frustration when recommending a sitter for a patient. Most respondents (70%, n=14) 

stated they experienced “a little” or “none at all.” Only one respondent stated they 

experienced “a lot.”  

 

 
Figure 8. Pre-test level of RN Frustration Experienced When Recommending a Sitter for 
a Patient. 
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Figure 9. Comparison of Pre-Test Stress Levels between the TL. Nurses and the HSs. 

 
 
Safety Companion Information Sheet Results 
 

There were a total of 12 information data sheets collected for eight different 

patients during the four months of algorithm testing. There were five males and three 

females with ages ranging from 69–88. The most common reason for a sitter order was 

for some type of altered mental status (AMS) (see Table 2). Six out of eight patients were 
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implemented equally between doctors and nurses. One patient was admitted with sitter 

orders already in place. The most common complication that occurred after a sitter was 

assigned to a patient was increased patient agitation. One patient exhibited this after 

family members left. One patient exhibited increased violence, and one experienced an 

assisted fall without sustaining injuries. Unit census numbers ranged from 20 to 30 out of 

31 beds.  

 
Table 2. Safety companion information data sheet results 
Age Pt # Gender Reason for 

sitter order 
Problems 
encountered 

Alterna-
tives used 

Comments 

       
       

88 1 F Altered 
mentation s/p 
stroke 

Increased 
patient 
agitation; 
increased 
violence; 
patient fall 
(assisted) 

N/A N/A 

85  2 M Change in 
mental status 
(somnolent); 
risk for 
aspiration; 
pulled out NG 
with family at 
bedside, NG 
reinserted 

Vomiting; 
patient 
attempted to 
pull out NG 
multiple times 
while SC at 
bedside. 
Redirectable, 
but confused 

N/A N/A 
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Table 2 Continued       

85 2 M Pulled out NG 
with family at 
bedside, NG 
reinserted 

Patient 
attempted to 
pull out NG 
multiple times 
while SC at 
bedside. 
Redirectable, 
but confused 

Family Just moved 
from ICU in last 

24 hours. 
Already 
attempted using 
family watched 
patient pull out 
NG and didn't 
attempt to stop 
him 

85 2 M Pulled NG tube; 
forgetful, 
occasional 
confusion; NG 
hurts nose, risk 
of pulling tube 
again 

N/A Family; 
reminders, 
redirection 
not to pull out 
NG tube; 
checked Na+ 
level, blood 
glucose levels 
checked 
every 4 hours 

Na+ 145; 
doctor's note 
mentions 
possible early 
dementia 

85 2 M pulled out NG 
with family at 
bedside 

patient 
cooperative but 
needing 
frequent 
reminders to not 
pull out NG 

Family prior 
to SC 

Patient removed 
NG with family 
present 
previously 

78 3 M Patient calm, 
cooperative 
with family 
present 

None N/A N/A 
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Table 2 Continued       

72 4 F Acute 
confusion; 
Altered Mental 
status 

Increased 
patient agitation 

Family; 
verbal and 
emotional 
reassurance; 
therapeutic 
communicati
on; 

redirection; 
lights 
dimmed, 
toileted x3 

Not SI; sensory 
needs; sepsis 
workup 
negative 

69 5 M Patient 
unsteady, keeps 
getting up in 
bedroom 

N/A Ativan, 
ambulation 

N/A 

85 6 M Confusion/famil
y; syncope, 
recent fall 

 N/A SC ordered on 
admit 

81 7 M Impulsive; 
noncompliant 

N/A Bed alarm; 
redirection 

Algorithm very 
pretty 

71 8 F Fall risk; not 
cooperative 
with commands 
or cares; 
swatting at 
staff; refusing 

O2 and O2 
monitoring 

N/A Bed alarm; 
offered 
toileting 
supportive 
communicati
on; attempted 
redirection/ 
reorientation 

Patient sitting 
on edge of bed 
and staff felt 
unable/ unsafe 
to leave patient. 
Lots of time 
spent with 
patient trying 
interventions 

 
 
Hospitalist Survey Results 
 
 The hospital testing site has a group of hospitalists that provides medical care for 

inpatients with a primary care provider that is affiliated with the hospital. Providers hold 

either an M.D. or D.O. license. The hospitalists were asked to participate in a survey 

about the hospital’s SC process and the development of an algorithm for SC management 
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because most of the patient they see are on the medical unit. The graduate nursing student 

wanted to incorporate their point of view into the project and ask them specific questions 

about how SCs are ordered and the impact that delirium has on their utilization. The 

survey consisted of eight questions and was sent to 14 hospitalists through their work 

email in June 2018. Participants were given two weeks to complete the survey. A total of 

three hospitalists (21.4%) participated in the survey. As with the previous surveys, all 

responses were anonymous and participation was completely voluntary. 

 Question one asked the level of satisfaction the hospitalists had with the process 

of SC utilization. Responses ranged from “very satisfied” to “dissatisfied.” One 

participant wrote, “over utilized but often ineffective” (comment 1). Question three asked 

how many patients are either admitted or develop delirium while on the medical unit. 

Two respondents chose “a little” and one chose “a moderate amount.” One hospitalist 

wrote, “would estimate 20–30%.” Question four asked how often patients that develop 

delirium are being identified. All three resondents chose “usually.”  

 
Phase Two Results 

 
 

 After the pilot study on the medical unit of the hospital was completed, staff RNs 

were invited to participate in another survey. Questions were targeted towards 

perceptions on the current sitter process, and their overall evaluation and satisfaction of 

the SC algorithm. As with the pre-test surveys, no identifying information was collected 

and participation was completely voluntary. 
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Post-Test Survey Results for Staff RNs 
 
 The RNs were given a total of 10 questions over a two-week period in late 

September 2018. A total of nine RNs participated. The amount of nursing experience 

ranged from 6 months to over 15 years.  

Q2. How satisfied are you with the hospital's current process of asking for and 
implementing a safety companion for a patient? 

Choices n (%) 

Very dissatisfied 0 
Dissatisfied 0 
Neither satisfied nor 
dissatisfied 5 (55.56%) 

Satisfied 4 (44.44%) 
Very satisfied 0 

 
Q3 How helpful did you find the safety companion (SC) algorithm? 

Choices n (%) 
Not at all helpful 0 
Not so helpful 0 
Somewhat helpful 7 (77.78%) 
Very helpful 2 (22.22%) 
Extremely helpful 0 

 
 



62 
 

 
Figure 10. Comparison of staff RNs’ Opinions of the Helpfulness of an SC Algorithm in 
Helping Them to decide When to Recommend an SC. These results improved somewhat 
after the algorithm was implemented. 
 
 
Q4. How helpful did you find the list of suggested interventions/distractions 
to try before implementing an SC? 
Choices n (%) 
Not at all helpful 0 
Not so helpful 0 
Somewhat helpful 6 (66.67%) 
Very helpful 3 (33.33%) 
Extremely helpful 0 
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Figure 11. Comparison of staff RNs’ Opinions of the Helpfulness for a List of Alternative 
Distractions/Interventions before Recommending an SC. 
 
 
Q6. What were the barriers, if any, that prevented or hindered you from using the SC 
algorithm? 

Choices n (%) 
Patient too 
confused/aggressive 5 (55.56%) 

Forgot 4 (44.44%) 
Too busy 3 (33.33%) 
No opportunity 2 (22.22%) 
Patient safety in danger 2 (22.22%) 
Not enough support 1 (11.11%) 
Algorithm too complicated 1 (11.11%) 
Not enough staff 0 
Algorithm too difficult 0 
Algorithm not helpful 0 
Algorithm too intimidating 0 
Not applicable to 
organization 0 
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Q8. What alternative interventions and distractions, if any, did you find most helpful? 

Choices n (%) 

Family 6 (75.00%) 
Decrease stimulation 6 (75.00%) 
Keep alert during daytime 5 (62.50%) 
Redirect/reorient 4 (50.00%) 
Remove unnecessary lines 4 (50.00%) 
Ambulate 4 (50.00%) 
Scheduled toileting 3 (37.50%) 
Provide repetitive/favorite 
activity 

3 (37.50%) 

Other (please specify) 3 (37.50%) 
Supportive communication 2 (25.00%) 
Establishing a set bedtime 
routine 

2 (25.00%) 

Sit in hallway/at nurses' 
station 

2 (25.00%) 

Limit stimulants after 
12:00 

1 (12.50%) 

Provide favorite items from 
home 

1 (12.50%) 

Incorporate patient's home 
routines 

1 (12.50%) 

Provide natural sunlight 1 (12.50%) 
T.V./reading 1 (12.50%) 
Listen to music 1 (12.50%) 

 
Q9. When a patient with a change in mental status had been identified as potentially 
needing an SC, which of the following, if any, did you find helpful in resolving the issue? 

Choices  n (%) 
Bowel/bladder needs 7 (87.50%) 
Presence of 
pain/discomfort 

7 (87.50%) 

Common causes of 
delirium 

5 (62.50%) 

Vital signs, blood sugar, 
risk for sepsis/infection 

3 (37.50%) 

EtOH/drug withdrawal 2 (25.00%) 
Sensory needs, boredom, 
loneliness 

2 (25.00%) 
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Nutritional needs (hungry, 
thirsty?) 

2 (25.00%) 

Reviewing labs 1 (12.50%) 
Other (please specify) 1 (12.50%) 

 
 
Post-Test Survey Results for Team Leaders  
 
 The TLs were given a total of 10 questions over a two-week period in late 

September 2018. A total of eight TLs participated. The amount of TL experience ranged 

from < 6 months to over 15 years. Half of all participants (n=4) had 2–4 years of 

experience and three (37.5%) had less than 6 months of experience. 

Q2. How satisfied are you with the hospital's process of staffing for a safety companion? 
Choices n (%) 
Very dissatisfied 0 
Dissatisfied 2 (25%) 
Neither satisfied nor 
dissatisfied 3 (37.5%) 

Satisfied 2 (25%) 
Very satisfied 1 (12.5%) 

 
 

One respondent to this question wrote, “ I think we could continue to do better in 

trying all other alternatives before putting SC with patients” (comment 1). Another 

respondent shared a scenario where all resources and interventions were attempted and 

the patient sustained a fall (comment 3). (This respondent did not fill out an information 

data sheet.)  
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Q3. Please rate your overall satisfaction with the SC algorithm. 
Choices n (%) 
Very dissatisfied 0 
Dissatisfied 0 
Neither satisfied nor 
dissatisfied 1 (12.5%) 

Satisfied 7 (87.5%) 
Very satisfied 0 

 
One TL wrote, “I think this is an excellent item that should become a 

policy/procedure for the unit.”  

Q4. How stressful did you find the process of staffing for and implementing a safety 
companion for a patient when the SC algorithm was in use? 

Stress 
level 

1 
(low) 2 3 4 5 6 7 8 9 10 

(high) 
Responses 

(%) 0 25 37.5 12.5 12.5 0 12.5 0 0 0 

 
Figure 12 shows a comparison of TL stress levels associated with staffing and 

implementing an SC before and after implementation of the SC algorithm. The weighted 

average stress level decreased from 5.86 to 3.63. 

 

 
Figure 12. Comparison of the Stress Levels Experienced by TL Nurses before and after 
the Algorithm Was Implemented 
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Question six asked what the TLs felt were the biggest barriers to using the 

algorithm. Six participants answered this open-ended question. The biggest themes that 

emerged from the answers were forgetting to use it (n=2) and getting more familiar with 

the algorithm and using it regularly (n=2). One TL wrote, “Simply knowing the algorithm 

more. It’s a new thing, and I just think new things in this unit take some time to take 

hold” (comment 5, Q6, TL post-test survey). When implementing a new sitter reduction 

program at a 579-bed teaching facility, Adams and Kaplow (2013) found that their staff 

needed an adjustment period “…to become comfortable using and trusting the alternative 

strategies” (p. 87). 

 

Figure 13. Barriers Experienced by Staff RNs and TLs in Using the SC Algorithm. 
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Q9. The primary objective of the algorithm was to help RN's be more discerning when 
considering an SC for a patient. Another goal was to decrease unnecessary SC usage 
through the reassessment of the need for the SC at regular intervals. How effective do 
you think the algorithm was in achieving these goals? 
Choices n (%) 
Not at all effective 0 
Not so effective 0 
Somewhat effective 7 (87.5%) 
Very effective 1 (12.5%) 
Extremely effective 0 

 

Question 10 (free text) asked if the TLs had any suggestions to improve the 

algorithm. Three people chose to answer this question and the responses were positive in 

nature. One TL wrote, “All in all I think this algorithm was very useful!” 
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CHAPTER FIVE – DISCUSSION 
 
 

Discussion 
 
 

 The purpose of this pilot study was to develop and implement a nurse-driven, 

evidence-based algorithm for safety companion use on a medical hospital unit in 

Southwest Montana. The primary aim of the algorithm was to help the nurses in the unit 

use more discretion when recommending and utilizing safety companions. Since this 

project was a pilot study that was introducing a new idea to the pilot site, the graduate 

nursing student decided to measure the success of the project based on the level of 

nursing satisfaction with the algorithm and whether they found it helpful to assess 

patients for the sitter. Post-test survey results showed that the unit TLs found the 

algorithm to be “somewhat” to “very effective” in helping staff RNs to be more 

discerning when considering an SC for a patient. 

 
Evaluation of the Algorithm 

 
 

 In general, the pilot site’s reaction to the implementation of the algorithm was 

favorable.  The majority of team leaders that participated in the post-test survey, 87.5% 

(n=7) were satisfied with the SC algorithm. One TL wrote, “I think this is an excellent 

item that should become a policy/procedure for the unit” (comment 1, respondent #1, TL 

post-test survey). When asked to provide comments or suggestions to improve the SC 

algorithm, one TL wrote, “All in all I think this algorithm was very useful!” (comment 2, 
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TL post-test survey). One staff RN wrote, “Overall a great protocol trial run. Good ideas, 

especially for newer nurses” (comment 1, Q10, post-test RN survey).  

When the TLs were asked to gauge the staff RNs overall attitude towards the SC 

algorithm, 87.% (n=7) felt that RNs were neutral towards the algorithm, and one felt that 

it was positive. One TL wrote, “I'd only been able to implement this one time and the 

nurse thought it very useful” (comment 2, respondent #1, TL post-test survey). A second 

TL wrote, “Most nurses are already doing this process informally now but it is nice to 

have a formal method as a reminder” (comment 1, TL post-test survey). While a 

“neutral” attitude towards the SC algorithm is not the most desirable response, it is 

noteworthy to highlight that the SC algorithm – from the TLs point of view – was not 

collectively rejected. As mentioned previously, the graduate nursing student anticipated 

some resistance to the SC algorithm because it brings with it a change in how SCs and 

the patients to whom they are assigned are managed. It is natural for people to resist 

change, something that is factored into most change theories and can be viewed as a 

positive result (Barker, 2006). Resistance “…challenges the process, providing diversity 

of thoughts and opinions to assure that the best approaches are pursued” (Barker, 2006, p. 

68). By viewing resistance in this manner, it becomes a catalyst for improvement.  

 
Helpfulness of Algorithm 
 

All nine staff nurses who participated in the post-test survey found the algorithm 

to be “somewhat helpful” (77.78%, n=7) or “very helpful” (22.22%, n=2). While there 

was over twice the number of staff RNs that participated in the pre-test survey (n=21) 

compared to the post-test survey (n=9), this was an improvement from how helpful RNs 
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viewed an algorithm before its implementation. This is appreciated more in the free text 

comments that were provided in the pre-test survey rather than the pre-test responses 

themselves. Thirteen out of 20 RNs (one participant skipped this question) who 

participated in the pre-test survey provided comments when asked if they felt an 

algorithm would be helpful when deciding to recommend an SC for a patient (question 

7). Nine of the comments were negative in nature towards the use of an algorithm. Of 

these nine comments, five voiced concerns (comments 2, 7, 8, 10, and 12) that the 

algorithm may be too limiting and “...may not apply to most patients” (comment 10). 

Two comments referred to issues with staffing that made the process of obtaining an SC 

difficult. Two other comments were about how the current abilities and knowledge of 

staff RNs were sufficient in assessing and interacting with patients that may need an SC 

(comments 6 and 9). There were no additional comments provided by staff RNs in the 

post-test survey. 

 
Associated Stress Levels 

Staff nurses have had little incentive to evaluate the continued need for a sitter 

prior to implementation of the algorithm. House supervisors, and TLs, on the other hand, 

are faced with finding and staffing for SCs, often with little notice. The stress levels 

associated with these added responsibilities are evident in the survey results, with the 

house supervisors and TLs experiencing more stress compared to staff RNs. When asked 

how satisfied they were with the current process of staffing for an SC, one house 

supervisor commented on how stressful the process can be: “…Many times [we] don't 

know ahead when we need sitters so it can become stressful when we don't have extra 
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people to use” (comment 2, Q2, house supervisor survey). Some RNs felt that as long as 

they had their co-workers for support, an algorithm or list of alternatives was not needed. 

Other RNs, such as respondent #6 on the pre-test survey, who reported “a little 

frustration” when recommending a sitter for a patient, felt that an algorithm would be 

very helpful. This RN elaborated by writing “because we could get one without fuss.” 

This implies that from this RNs perspective, the current process of requesting and 

implementing a safety companion was problematic. 

 
Evaluation of Alternative Interventions 
 

Overall, staff RNs found the alternative interventions and distractions that were 

provided to be “somewhat helpful” (66.67%, n=6) to “very helpful” (33.33%, n=3). 

However, the comments that staff RNs provided about the alternative interventions were 

mixed. There were a greater number of positive free text comments to the idea of using 

interventions before (n=5) compared to after (n=0) the algorithm was implemented. This 

was difficult to compare due to the large difference in the number of participants in the 

surveys before (n=21) versus after the algorithm was implemented (n=9). In addition, the 

small sample size from this survey – as well as with the remainder of the surveys from 

this study – leads to results that are underpowered (Polit & Beck, 2017). After completion 

of the pilot study, one staff RN wrote that the alternative interventions were “Helpful in 

certain cases, however nearly every time I had to still utilize a safety companion due to 

pt’s disorientation” (comment 2, Q4, post-test RN survey). Despite this, the same RN 

rated the SC algorithm as “very helpful” and used the algorithm twice (RN respondent 

#6, post-test survey).  
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Some staff RNs voiced difficulty in using some of the interventions that were 

suggested by the algorithm. One RN wrote that interventions that encouraged the RN to 

“incorporate the [patient’s] home routine” was difficult “because [the patient] may be 

confused and unable to communicate their normal routine” (comment 3, Q8, post-test RN 

survey). One solution to this is to incorporate a few questions into the patient’s admission 

packet that covers the patient’s likes/dislikes, favorite activities, and daily routines. 

Family members can assist with these questions if the patient is confused or has a history 

of underlying comorbidities, such as dementia. Waszynski et al. (2013) developed a 

“Personal Approach Form” that collected personal information about the patient, family 

and pet names, and preferred activities. This was used to help decrease their patient 

population’s agitation levels. Out of a sample of 74 patients, 54 demonstrated decreased 

agitation scores. 

The pilot study’s primary aim was to have staff RNs use more discernment in the 

use and management of SCs. Based on previous studies, the algorithm provided nurses 

with several tools to help meet this aim. In addition to a measurable, consistent 

reassessment of the continued need for an SC, the algorithm provided several alternative 

interventions that nurses could implement and apply autonomously based upon their 

assessment of the patient. Since team leaders often serve as a resource for staff RNs and 

were asked to assist RNs in the application of the SC algorithm, they were asked if the 

staff RNs made a decent effort to utilize the suggested interventions. Half of the 

participants (n=4) were unsure, and 25% (n=2) said yes. One TL commented that at times 

nursing staff gets so busy that “we feel like its easier to get an SC right away” (comment 
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1, Q7, TL post-test survey). However, another TL felt that when the pilot site was short-

staffed (implying that the nursing staff was busy), staff nurses were “very diligent about 

trying to find alternate means” (comment 2, Q7, TL post-test survey).  

While this was not the results that the graduate nursing student had hoped for, 

they need to be considered within the broader context of the study. The culture 

surrounding the use of sitters at the pilot site before the SC algorithm was implemented 

allowed staff RNs to request sitters anytime for almost any reason. There were no 

expectations or a set of guidelines that were required to regulate SC usage. In order to 

accept and effectively apply the SC algorithm into their daily practice, a major shift in the 

approach that staff RNs have towards the use and management of SCs has to occur. This 

is a new protocol that RNs had to incorporate into their nursing practice, and this process 

often involves the transformation or complete discontinuation of prior nursing habits. 

Often, for this to happen successfully, nurses need a chance to not only learn new 

information but also incorporate it into their daily routine. This – the need for time to 

become familiar with the algorithm – was one of the barriers to using the SC algorithm 

that the TLs indicated. One TL wrote that the algorithm was “Just not ingrained yet in 

every day practice!” (comment 3, Q6, post-test TL survey).  

In order to support this shift in culture, staff nurses need to be adequately 

supported to refine their critical thinking skills and approach the use of SCs differently in 

their nursing practice in order to “eliminate the ‘quick fix’” (Salamon & Lennon, 2003, p. 

236). In addition, TLs can help support staff RNs by “model[ing] the behavior of using 
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strategies to implement SC as a last resort into our nursing culture” (comment 1, Q10, 

post-test TL survey). 

 
Strengths 

 
 

 Several factors were involved that contributed to the strengths and success of this 

pilot study. First, there was a high level of support from the unit manager and nursing 

staff. Team leaders were very willing to assist the graduate nursing student completing 

the information data sheets and assisting staff nurses in using the algorithm. Second, the 

design of the algorithm was heavily modeled after several tools and algorithms from the 

literature. In addition, a process improvement specialist from the quality department of 

the hospital was consulted during the development of the algorithm. Both of these were 

able to decrease personal bias from the graduate nursing student during algorithm 

development. Third, the graduate nursing student has 12 years of professional experience 

as a staff nurse at the pilot site. This affords the ability of the graduate nursing student to 

apply first-hand experienceand a broad knowledge base about the pilot site and 

medical/surgical nursing towards the development of the pilot study and algorithm. 

Fourth, this pilot site was implemented at a time in which the hospital was experiencing 

significant growth in the community in which it serves. With this growth comes the 

responsibility of managing resources (both financial and personnel) responsibly. The SC 

algorithm provided a potential solution to better manage the personnel and monetary 

resources of the pilot site, specifically related to the use of SCs. 
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Comparison of Results with the Literature 
 
 

This project explored the issues surrounding sitter use in order to develop an 

evidence-based algorithm for their management in an inpatient medical unit. This 

exploration revealed several issues that have been found in the literature. As a result of 

their analysis of hospital data on fall prevention practices in Pennsylvania, Feil and 

Wallace (2014) showed a statistically significant relationship (p<0.05) between lower 

rates of falls with harm and sitter programs that incorporate three components: (a) 

standards for sitter qualifications, (b) “a training program for sitters,” and (c) a sitter pool 

(Feil & Wallace, 2014, p. 9). These results show that while an algorithm can help to 

standardize the use of sitters, additional factors such as training, knowledge level, and 

contingency staffing plans to help meet the sitter needs of patients are important 

considerations in any sitter program. 

 
Additional Education/Training 

 One of the most common themes that emerged from the pre-test and post-test SC 

algorithm surveys was a perceived need for additional education and training related to 

interacting and managing the care of patients needing SCs. When asked if there were any 

suggestions for improving the current process of SC utilization, one staff RN wrote, “ 

make the process part of training new hires” (comment 6, Q9, pre-test RN survey). 

Before the SC algorithm was implemented, one TL wrote the following: 

I think some education for new RN's coming onto the unit, but 
ESPECIALLY for new grads would be helpful. When I started as a new 
grad, I can tell you that I did not really have the assessment down to 
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understand when an SC would be warranted, nor very good at knowing 
measures to use before using an SC. 
 
As mentioned by this comment from a TL, nurses – particularly those with little 

experience – often lack the specific training that is needed to care for patients with 

psychiatric and behavioral diagnoses (Bock, 2017). One staff RN commented, “…for the 

confused/demented… I think redirection techniques and de-escalation tactics are helpful 

and not everyone finds these skills to come naturally” (comment #16, Q9, pre-test RN). 

Prior to implementing the SC algorithm, staff RNs were asked about the safety of their 

patients once an SC was implemented. Most RNs, 66.67% (n=14) felt that their patients 

were very safe. However, some RNs commented that this “depend[ed] on skills of the 

safety companion” (comment 1, Q4, pre-test RN survey) or “the experience of the SC 

and the current needs of the patient” (comment 4, Q4, pre-test RN survey). One staff RN 

wrote, “Not all safety companions are adequately trained” (comment 6, Q4, pre-test RN 

survey). This suggests that there is a perception among staff nurses that more training 

and education is needed towards the utilization and management of SCs and their 

patients. Some staff RNs felt that their patients were safer “with hospital staff” 

(comment 3, Q4, pre-test RN survey). One staff RN wrote, “ the home [agency] 

companions are sometimes very lax.” One TL wrote a similar comment: “Home [agency 

personnel] can be helpful, although not all their staff are really that effective at being an 

SC” (comment 1, Q6, Pre-test TL survey).     

Inconsistencies in the training and expectations of sitters can have a potential 

impact on the safety of the patient. One TL wrote of a patient safety event that occurred 

with an outside agency SC: 
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There are some serious issues with a lot of [home agency] staff. We even 
had a patient FALL on one of my shifts while in [the] care of a [home 
agency] staff member. There is much difficulty in TLs understanding of 
what exactly a [home agency SC] is allowed to do. There is a lot of difficulty 
in [home agency] staff understanding of what they can do. So it is very 
difficult all around to be able to give them education and guidance. In my 
opinion, this is a HUGE problem and an area for improvement (comment 1, 
Q12, Pre-test TL survey).  

 
However, there were others that noticed inconsistencies in the level of knowledge and 

training among hospital SCs. One TL wrote, “Medical [unit] staff great, other 

departments have very little (if any) education/training and has lead to pt and staff safety 

concerns/near misses” (comment 2, Q11, pre-test TL survey). These sentiments from 

both staff RNs and TLs confirm the findings in literature about the lack of consistency 

and standardization in the training of sitters.  

Several solutions exist in literature that address the need for adequate education 

and training for sitters. Ragaisis and Wedler (1997) instituted a one-hour education 

program for sitter staff that targeted expectations of care, symptom recognition, and risk 

assessment. The project showed an average cost savings of $281 per patient case (p. 3). 

When Salamon and Lennon (2003) implemented their algorithm for obtaining an SC at a 

59-bed subacute and rehabilitation unit (part of a 1000-bed teaching hospital), they 

included a subsequent step of educating their staff about the new process involving the 

algorithm. Education included the application of alternative interventions and a review of 

medical devices (e.g. IVs, catheters) that could potentially be discontinued. Spiva et al. 

(2012) provided “educational training” (p. 343) for all involved health care providers 

before a sitter reduction program was initiated. This program included the use of a “sitter 

decision tree,” or algorithm that the nurse used when managing sitters.  
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Nursing experience has been shown to play a role in a nurse’s ability to interact 

and care for patients that potentially need an SC.  Rochefort et al. (2011a) conducted a 

nested case-control study over a two-year period involving over 43,000 medical and 

surgical patients that were assigned a sitter. Three factors that contributed to nursing job 

demands – overtime, absenteeism, and experience – were evaluated for their relationship 

to greater sitter use. Results showed that the more experience a group of RNs possessed, 

the less that sitters were used. In fact, for every five years added to a collective RNs 

experience, the odds of having a sitter decreased by 23% (Rochefort et al., 2011a, p. 

227).  

The amount of collective experience of the pilot site may be affected by its rate of 

staff turnover. During the four months that the SC algorithm was implemented, the unit 

lost 13 nurses and hired 13 new nurses. Not all of the newly hired nurses were 

inexperienced. However, the unit is continually needing to adequately train newly hired 

staff that have little familiarity with the unit, the equipment (Rochefort, Ward, Ritchie, 

Girard, & Tamblyn, 2011b), and the process on how to manage their SC’s and the 

patients to which they are assigned. Since nurses with more experience may have a more 

diverse set of interventions to implement for their patients (Rochefort et al., 2011b), this 

loss of collective experience through staff turnover can have a potential impact on the 

amount of SC usage.  

The most common reason for a hospitalized patient being placed with an SC is the 

development of delirium (Carr, 2013; Solimine et al., 2018). Similar results were found 

from this pilot study. Despite the low number of SC information data sheets generated 
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during implementation of the SC algorithm (n=12), results from half of the sheets (five 

out of eight patients) indicated that the reason for the SC was for some form of AMS. 

When asked what were some of the most common reasons why an SC was needed for a 

patient before the SC algorithm was implemented, 85.71% (n=18) of staff RNs, 100% 

(n=7) of TL’s, and 83.33% (n=5) of HSs chose confusion/delirium. 

 The need for additional education and training to care for patients with confusion 

and delirium is echoed in the literature. Research has shown that nurses and providers in 

the hospital setting are not very good at recognizing delirium. Inouye, Foreman, Mion, 

Katz, and Cooney (2001) conducted a prospective study on 797 patients aged 70 and 

older who were evaluated for the presence of delirium using the Confusion Assessment 

Method (CAM). A total of 2721 paired delirium ratings were conducted by nurses and 

researchers trained in the use of the CAM. Results showed that nurses were able to 

correctly identify the presence of delirium in just 19% of the total observations and only 

in 31% of patients that presented with delirium.  

 
Improved Staffing/Support 
 
 Another common theme that emerged from the results of this study was the 

perceived need of improved staffing and personnel support related to SCs from the staff 

of the medical unit. When staff RNs were asked if an SC algorithm would be helpful 

when recommending an SC, two RNs mentioned that staffing for an SC can be difficult. 

One RN wrote, “staffing is usually an issue to getting a sitter in place” (comment 4, Q7, 

pre-test RN survey). The second RN wrote, “It is difficult to obtain a safety companion 

mostly based on staffing” (comment 13, Q7, pre-test RN survey). One TL and one house 
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supervisor (comment 1, Q2, house supervisor survey) wrote similar comments on how 

challenging staffing for an SC can be, “especially in times of high census [throughout] 

the hospital” (comment 1, Q1, pre-test TL survey).  

When offering suggestions for improvement to the current SC process, many RNs 

thought that an additional group of SCs was needed to meet the unpredictable staffing 

patterns of SCs. Two RNs and one TL suggested having a group of SCs that would be 

part of an on-call list. One RN, one TL, and one house supervisor suggested having a 

“float pool” (comment 13, Q9, pre-test RN survey) or a “sitter pool” (comment 1, Q11, 

house supervisor survey) of SCs, which may be intended to be utilized among all 

inpatient units of the hospital. Wray and Rajab-Ali (2014) incorporated the option of 

using a float pool into their sitter algorithm if the unit could not provide the sitter from 

their existing staff. This would provide increased flexibility since all inpatient units could 

potentially use SCs at any time. Staff could be “flexed” depending on the needs of the 

hospital without pulling a nurse or nurse aide that is already working to act as an SC, 

potentially leaving that unit short-staffed. One TL mentioned that this is an issue that they 

often face: “Often times we do not have enough staff to spare to staff a [safety] 

companion without taking someone off of the floor; or we have to wait until some one 

can get here to sit” (comment 2, Q1, pre-test TL survey). When asked to rate the easiness 

of staffing for an SC, one TL (comment 1, Q4, pre-test TL survey) shared an instance 

where there was nobody available to act as an SC for a patient:  

It can go either way. While I would agree that most of the time it is "easy," 
thereare several times I can recall it was difficult to staff an SC. I recall one 
particular time when I was told by a staff RN that a patient needed an SC 
and I also assessed the patient and was in agreement. (The reason, in this 
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case, was a difficult detox pt who was a safety risk.) This was during high 
census time and the house supervisor told me there was no staff. So I had to 
tell this poor PCU RN there was no one to sit with them. She struggled 
through it. 

 
 Carr (2013) argues that the use of well-trained volunteers may be the best option 

to fill the sitter role because they are relatively available and have been proven to be cost-

effective. For example, Caplan and Harper (2007) found that the use of trained volunteers 

in their controlled before and after studies saved an Australian hospital over $129,000 

over a 12-month period.  

Another option that can improve the staffing of and support in managing SCs and 

their patients is the use of nursing management or specially trained nurses. Psychiatric 

liaison nurses (PLNs) are specially trained nurses that either hold a bachelor’s or master’s 

degree and assist staff by supporting, educating, and collaborating with nursing staff in 

the management of patients with SCs. They help to determine and implement appropriate 

alternative interventions for these patients (Rausch & Bjorklund, 2010). For example, an 

800-bed Magnet-designated hospital found that their medical nurses did not have 

adequate knowledge or resources to manage patients with psychiatric comorbidities. 

After implementing a project to incorporate PLNs into the management of SCs saved 

over $97,000 in a four-month period, saw a 25% decrease in their fall rates, and reduced 

their number of SC shifts worked by 50% over a 12-month period (Rausch & Bjorklund, 

2010, p. 79). Wray and Rajab-Ali (2014) incorporated clinical nurse specialists (CNSs) 

and PLNs into their sitter algorithm as part of their new sitter program to assist nurses in 

improving their management of patients with AMS. The newly implemented sitter 

program, called “Safety Watch,” decreased sitter costs by over 41% ($533,917) in a 12-



83 
 

month period. Other organizations have used their nursing manager, assistant nurse 

manager, or CNSs to support and collaborate with staff nurses on the management of 

SCs, including an examination of potential causes to a patient’s altered mental status and 

behavior (Salamon & Lennon, 2003).  

 
Maintaining Patient Safety 
 
 As mentioned earlier, the use of sitters is often to maintain the safety of 

hospitalized patients despite the lack of consistent evidence supporting their impact on 

patient safety. Results from data collected from the information sheets showed that the 

reason an SC was placed for four out of the eight patients was because they were 

identified to be a fall risk. If the literature has not found consistent evidence that the use 

of sitters improves patient safety, why are sitters so widely utilized? Several reasons have 

been identified through the literature and results from the algorithm study. First, several 

guidelines that are presented as “evidence-based” are based on expert opinion (Feil & 

Wallace, 2014), which is considered the lowest hierarchy level of evidence (Polit & 

Beck, 2017).  

Second, the manner in which a patient fall is reported can affect how the event is 

interpreted. For example, Feil and Wallace (2014) analyzed patient fall incidents that 

occurred in hospitals across Pennsylvania over an 18-month period from 2012–2013. Out 

of 54,289 patient falls, 323 of these happened while a sitter was present (p.9). In addition, 

Feil and Wallace (2014) found that the percentage of assisted falls (where the sitter 

assists the patient to the floor during the fall) was “much higher” when a sitter was 

present and that patients sustained no harm with any of the assisted falls with sitters 
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present (p. 9). In this example, sitter use may be associated with an increased chance of 

patients being assisted safely to the ground in the event of a fall. 

Third, staff nurses are responsible for ensuring the safety of their patients that are 

at an increased risk for injury (Ragaisis & Wedler, 1997). In addition, factors such as a 

shortage of nurses and an aging nursing workforce are known to lead to nurses working 

longer hours (Rochefort et al., 2011b). This, in turn, creates fatigue and a decreased 

ability to maintain appropriate surveillance for their patients. As a result, sitters are 

placed to provide the necessary patient surveillance either to prevent or as a response to 

an adverse event (Rochefort et al., 2011b, p. 228). This is reflected in the SC algorithm’s 

pre-test survey results. When asked what the most common reasons why a patient needed 

an SC, fall risk was reported from 71.43% of staff RNs (n=15), 100% of TLs (n=7), and 

66.67% of participating HSs (n=4). One staff RN wrote, “any behavior that could result 

in a fall after using the appropriate interventions before sitter” (comment #1, question 3 

of pre-test staff RN survey). Additionally, nurses have been found to have an increased 

level of confidence that patients with sitters are receiving appropriate patient care 

(Sandhaus, Zalon, & Valenti, 2010, as cited in Carr, 2013). This is reflected in one TL’s 

comment to the question of whether they were satisfied with the process of staffing for an 

SC: 

Often times, it is difficult for both primary RN, TL, and even the SC to 
judge if it continues to be needed or not. I think sometimes we get "scared" 
to be that person to make the decision to remove the SC for fear that the 
patient may then suffer an adverse event (comment 1). 
 

This fear of discontinuing a sitter may be as a result, in part, to staffing levels.  

Rochefort et al. (2011a) consider that nurses may be more hesitant to discontinue a sitter 
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when there is not a sufficient number of nurses available. This decreases their ability to 

provide the necessary monitoring over their patients, a measure that can have a direct 

effect on patient outcomes and can ultimately prevent adverse events from occurring 

(Kutney-Lee, Lake, & Aiken, 2009). 

 To better monitor patients that were at an increased risk for falls, Adams and 

Kaplow (2013) incorporated the review of patients that were at an increased risk for 

falling into their daily “huddle,” This made all staff on the unit aware of the patients that 

needed more frequent rounding and increased the level of nursing surveillance with these 

patients. Since the pilot site conducts a daily “huddle” at every shift change (0700 and 

1900), this small change could be incorporated to help increase the safety of patients that 

are at an increased risk for falling and possibly being assigned an SC. 

 
Limitations 

 
 

 There are several limitations associated with this pilot study that deserve 

consideration. First, the design of the survey questions between participant groups and 

between the pre- and post-test stages could have been phrased more consistently. This 

would have allowed for easier and more accurate comparisons of the data to be made. For 

example, prior to implementation of the algorithm, staff RNs were asked to rate their 

level of frustration that they experienced when recommending a sitter for a patient. TLs 

and HSs were asked to rate how stressful the process of staffing for and implementing an 

SC. As a result, the graduate nursing student was not able to directly compare the staff 

RN’s stress level with those of the TLs and HSs. 
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Another design problem with the survey questions included the question of asking 

participants their number of years of experience. While nurses need a certain amount of 

experience to gain expertise in their practice area, this does not necessarily mean that 

they are interchangeable (Christensen & Hewitt-Taylor, 2006, as cited in Kutney-Lee et 

al., 2009). A better approach to this question could have included options to assess the 

participant’s clinical expertise, with the choices of novice, competent, proficient, and 

expert. 

 Second, the collection of data during the implementation of the algorithm was 

also inconsistent. Information sheets were not consistently filled out for each non-suicidal 

SC that was ordered. One TL mentioned a scenario where the algorithm was used for a 

patient, but the information data sheet was not completed (comment 3, Q2, post-test TL 

algorithm). This may have been, in part, due to the design of the data sheets. They could 

have been redesigned to where information about patients could have been captured 

before and during the implementation of an SC for a patient. This was the intent of the 

graduate nursing student, however, this was not adequately conveyed to the nursing staff. 

 Third, the hospital’s electronic health record made it very difficult, if not 

impossible to track and capture data at all stages of the pilot study. Data that the graduate 

nursing student wanted to collect included the number of SCs used, the number of SC 

hours/day, the primary reason they were ordered, any associated patient fall data. Bock 

(2017) emphasizes that the use of sitters cannot be considered without also considering 

patient safety; the two are interconnected.  Consequently, the graduate nursing student 

wanted to compare the number of SC hours and the number of total falls for the pilot site 
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as part of the results for this pilot study. However, the data that were able to be compared 

was the number of falls, the number of total SC used, and the number of total SC hours 

used over the last two years.  

Besides difficulties in tracking this data through the EHR, data were collected 

differently for these two variables after the pilot site’s nursing educator resigned. Since 

then, data for both SC usage and patient falls has not been collected as consistently. Data 

for SC hours was compiled on a monthly basis for the year 2017, but not for 2018. 

Similarly, patient fall data that included falls with injury and falls without the use of a 

bed alarm were compiled on a quarterly basis. The process improvement specialist from 

the quality department suggested that data for this study should be “pulled consistently” 

(e.g. quarterly vs. yearly) (D. Guillen, personal communication, May 16, 2018) to allow 

for more consistency in before and after comparisons. However, data for the number of 

SC hours, and number of patient falls was compiled on a yearly basis for the year 2018. 

While the data from a yearly perspective is available, this is confounded by changes in 

the level of patient care that was offered by the pilot site. In the past, the pilot site 

included a step-down unit that provided more critical nursing care than the remainder of 

the unit. In 2018, this step-down unit was separated from the pilot site, both from a 

financial and staffing perspective. As a result, the SC data and patient fall data that is 

compared between these two years have to be interpreted with the understanding that data 

from the step-down unit is no longer influencing data for the year 2018. So, while it 

would be ideal for the decreases in total patient falls and SC hours to be attributed to the 

implementation of the SC algorithm, this is simply not possible.  
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Table 3. Data showing the total number of patient falls and total number of SC hours for 
2017 and 2018. 

Year 2017 2018 

Number of patient falls 34 25 

Number of SC hours 8499.2 5731.4 
 
 

 Fourth, the sample sizes obtained from the total number of participants in the 

surveys and from the total number of data information sheets that were filled over a four-

month period were small. The number of staff RNs that participated in the pre-test survey 

was 21 (31.82%), out of a possible 66. The number of hospitalists that participated in 

their survey was 3 (25%) out of a possible 12. In reality, this can be expected; surveys 

that are administered online tend to have a low response rate – lower than mailed surveys 

(Polit & Beck, 2017, p. 282). In addition, there is a potential that the online-based surveys 

used for the pilot study have an inherent amount of bias. This can occur if the targeted 

population comprises of people that do not readily have access to a computer, or are not 

familiar or comfortable in using a computer (Polit & Beck, 2017, p. 251). However, all 

participants that were invited to participate in the surveys utilize and have easy access to 

computers on a regular basis as part of their jobs. It was deduced that because the 

targeted populations comprised of day and night shifts, internet-based surveys were found 

to be the easiest option to reach as many participants as possible. 

 
Implications for Improvement 

 
 

 There are several elements of the SC algorithm that could be improved upon for 

potential future use. First, the algorithm needs more objective guidelines to help staff 
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RNs determine the appropriateness of when to discontinue an SC. Currently, the 

algorithm asks the user if the patient demonstrates a continued risk of additional injury 

with no additional specifics on what these risks might include. Rausch and Bjorklund 

(2010) found a similar problem in that the criteria for discontinuing an SC was either 

minimal or not completely understood by staff. They suggested collaborating with a 

psychiatric liaison nurse (PLN) and providing education to help their staff recognize 

more specific scenarios that would be appropriate to discontinue an SC. The use of a PLN 

would be a useful resource to help nurses make these determinations. 

 Second, it should be a priority of the pilot site to assure that all staff that could 

potentially fill the role of an SC have adequate knowledge and training about the 

expectations and issues surrounding SC work. Team leaders have voiced concerns of 

outside agency staff and hospital staff that have demonstrated a lack of knowledge and 

safety problems when filling the role of an SC. These concerns include staff “falling 

asleep or not maintaining a constant line of sight on a suicidal patient” (comment 1, Q11, 

pre-test TL survey), and “[patient] and staff safety concerns/near misses” (comment 2, 

Q11, pre-test TL survey). It is paramount that the pilot site is able to provide competent 

and knowledgeable staff to act as SCs.  

 Third, the equipment and tools available to use should be expanded to help 

increase the success of SCs and staff nurses to effectively implement alternative 

interventions. While the pilot site had some resources and equipment available, unit staff 

indicated that there is room for improvement. One TL wrote that there is “Not a lot of 

alternatives available that can keep some one distracted or occupied for the length of time 
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they have to be in the hospital” (comment 3, Q9, pre-test TL survey). Another suggested 

using a “busy board” (comment 6, Q9, pre-test TL survey), something that the pilot site 

currently does not have. Waszynski et al. (2013), in their successful project to decrease 

the level of agitation in their patients, utilized many items and activities that the pilot site 

currently doesn’t have. These items include disposable and reusable items, such as 

sponge puzzles, an activity apron, purses with accessories, picture communication 

boards, yarn for knitting, craft kits, wooden puzzles and blocks, reading glasses, large 

legos, portable CD players, and magnifying glasses (Waszynski et al., 2013, p. 34). 

 Fourth, the family of patients with SCs needs to be informed and involved more 

in their loved one’s plan of care. In addition, family members need to be given the pilot 

site’s SC cost form when a patient is assigned a sitter. Since this was an area that the unit 

manager wanted to address, a prompt for staff RNs to give this form to families was 

added to the SC algorithm.  When asked how often family members were informed of the 

costs of an SC and given the SC cost form, most TLs (57.14%) responded “rarely” (Q8, 

post-test TL survey). When giving this form to family members, a conversation can be 

started informing them of the costs associated with sitter use, as well as inquiring if they 

would act as an SC (if appropriate). These actions have the realistic potential to decrease 

the number of SC hours and help staff RNs use more discretion when interacting with 

family members that agree to act as SCs. 
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Conclusion 
 
 

 This project was a pilot study involving an SC algorithm that was designed and 

implemented to help staff RNs utilize more discernment when using SCs. Based upon the 

results of internet-based surveys, TLs stated that the SC algorithm was “somewhat 

effective” to “very effective” in achieving the primary aim of helping staff RNs to be 

more discerning when considering an SC for a patient. In addition, 87% of TLs were 

“satisfied” with the SC algorithm (Q3, post-test TL survey) and all participating staff 

RNs found the SC algorithm to be “somewhat helpful” or “very helpful.” The most 

common barriers in using the SC algorithm that was identified by TLs and staff RNs 

were patients being too confused/aggressive, forgetting to use the algorithm, being too 

busy, and new information that needed some time in which to become familiar. The pilot 

study’s major drawback was the sample sizes of the participants for the surveys and the 

number of information data sheets that were collected during testing. Inconsistencies in 

data collection were experienced due to changes in management staff, in the level of care 

provided at the pilot site, and difficulties with data capture through the existing electronic 

health record. Future studies may include changes to the algorithm, such as investments 

in additional equipment to implement interventions, as well as considerations for 

improved support staff and education for staff RNs.  

This pilot study was a success, in that it met its primary aim of helping RNs in 

being more discerning when using safety companions. The weighted average of stress 

levels for the TLs and house supervisors decreased after the SC algorithm was 

implemented. This observed decrease in stress levels may ultimately play a role in 
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decreasing or preventing burnout, even if small gains are observed. Most RNs found the 

SC algorithm to be “somewhat helpful,” and the majority of TLs were satisfied with the 

algorithm. It is the hope of the graduate nursing student that the SC algorithm can be 

further refined and evaluated by the hospital for additional studies. 
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Safety Companion Information Sheet 
 

 
 
 
 

 

   
  

 
Medical Floor Safety Companion Information Sheet 

 
Instructions: 

This is an information form to help collect data about safety companion usage when utilizing 
the SC algorithm on the medical floor.  The information you provide will be for Kahrin’s MSU 
scholarly project on the implementation and evaluation of a SC algorithm.  In order to comply 
with HIPPA regulations, please assign a number to each patient.  Do not write the patient’s 
name or place a patient sticker on this form!  Use one sheet per patient per day.  Please share 
any problems encountered when using or applying the algorithm.  If you have any questions, 
feel free to call or text me at 406-581-5084, or catch me on the floor if I am working.  Thank you 
for your help! 
 

Before a SC is ordered… 

Interventions (if any) used prior to SC needed: 

_____________________________________ 

_____________________________________ 
 
_____________________________________ 
 

Comments on algorithm: 

_________________________________________ 

 
______________________________________ 
 

When a SC is needed… 
 

Order variables:  

Day # __________ of SC order 

Order initiated by:  (circle)   MD  RN 

Date SC D/C’d:  _____________________ 

Patient variables: 
 

Age:  _________ 

Gender:  (circle)    M     F     

Reason for sitter order:  ________________ 

____________________________________ 

Type of sitter: (circle)    Family  CNA 

   RN Home Instead  Law enforcement 

Shift variables: 

Current census:  ______________ 

Shift: (circle)     Day  Night 

Complications when algorithm was in use 

• Use of restraints 

• Increased patient agitation 

• Increased violence (e.g hitting, biting)  

• Patient fall 

• Patient injured 

• SC/ other staff injured 

• Other: ________________________ 

______________________________ 

          _________________________________ 
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PILOT SITE SAFETY COMPANION POLICY/PROCEDURE 
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POLICY/PROCEDURE 
 

TITLE Safety Companion 

APPLICABLE TO Deaconess Hospital 

SECTION Patient Care (Organizational) 
  CURRENT DATE 2/17 

CONTRIBUTORS Nursing, FMEA Committee REPLACES 9/96, 7/99, 2/01, 6/08, 5/09, 8/10, 12/12, 5/14 Sitter 
Policy 

APPROVED BY Policy Management Committee REVIEWED 6/01, 4/03 

 
POLICY: To provide a safe environment for patients who because of physiologic, mental and/or behavioral limitations are deemed at 
risk for additional injury. A safety companion is initiated by a physician order and/or nursing judgment. A safety companion is required 
when a patient has made a suicide attempt or is experiencing suicidal ideations. The House Supervisor will be notified with all requests 
for safety companion services. 

 
PROCEDURE: 

1. The type of safety companion required will be determined by the patient’s underlying condition. 
 

a. Level 1 Safety Companion: Patients with mental status changes due to physiologic abnormalities (e.g. decreased 
level of consciousness; confusion; dementia). 

 
i. Type of Safety Companion: Family, friends or someone arranged by the family. Case Management/House 

Supervisor is available to assist family members in locating safety companion services for Level 1 patients 
 

b. Level 2 Safety Companion: Patients experiencing Suicidal Ideations and/or Co-Occurring Mental Illness. 
 

i. Type of Safety Companion: Hospital staff or Bozeman Health contracted Security Company. The House 
Supervisor will facilitate acquiring safety companions for Level 2 patients 

 
c. Level 3 Safety Companion: Patients under Protective Custody 

 
i. Type of Safety Companion: Law Enforcement 

 
2. Safety companions from a contracted agency are not hospital employees and are limited in what assistance they are able to 

provide. The House Supervisor will clarify the level of assistance and communicate agency name, contact number, name of 
safety companion, and hours to RN or Team Leader. 

3. Obtain “Safety Companion Cost Form” ABN [BDH-243] or ABN [773-243] from BDH Print Shop 
 

HOSPITAL SAFETY COMPANION DUTIES AND RESPONSIBILITIES Link to Safety Companion Guidelines 
• The patient must be observed at all times and never left alone, including toileting. 
• The safety companion should be within 4-6 feet of the patient at all times. 
• Use of personal cell phones, pagers and computers in the patient room is not permitted. Personal cell phones, pagers and 

computers may be used only during the safety companion’s break. The safety companion may bring personal reading material 
to use when patient is sleeping and all duties are completed. 

• All safety companions receive a 30 minute meal break during their shift. Other staff will be scheduled to stay with the patient 
when designated companion is on break. A complete and thorough handoff will be given when there is a change in staff. 



107 
 

 
  

Care of Patients Who Are Restrained: 
Related policy: Restraints – Non-Violent & Violent/Self-Destructive 

 
The Safety Companion may not apply or remove restraints. Nursing staff is responsible for all ADL assistance. 

 
Care of A Suicidal Patient: 

Related policy: Suicide Precautions 
 

• Patients who have attempted or have expressed a desire to commit suicide must be taken seriously and protected from 
harming themselves. This is accomplished through a team approach including the RN, unit staff and 1-to-1 monitoring by a 
dedicated patient safety companion. It is extremely important that the safety companion is awake and alert while caring for this 
patient! 

• If an emergency situation should arise the safety companion should stay with the patient and call for help out the 
door or use the patient call light. 

• The safety companion needs to check on the patient and document the results every 60 minutes by documenting on the 
Suicide Precautions flowsheet. 

• If the assigned patient leaves the floor for treatments or diagnostic testing, the safety companion is required and expected to 
accompany the patient for the duration of the test. This may alter break times previously agreed upon earlier in the day. The 
exception is if the patient is going for an MRI, in which case a Radiology staff member will accompany the patient. 

• The safety companion is required and expected to remain with the assigned patient until relief has arrived. 
• The safety companion is expected to communicate with the RN caring for the patient throughout the assigned shift. 

 

Documentation Requirements: 
• The primary RN will document on the patient’s neurological, psychosocial, observation, and isolation/precautions status in M-S 

Assess, CC Assess or PP Assess Flowsheet upon assessment. 
• If there is a change in patient’s status, the primary RN will reassess and document the changes 
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CURRENT PROCESS IN USING SAFETY COMPANIONS 
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Flowchart Representing the Current Process in Using Safety Companions 
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APPENDIX D 

 
SAFETY COMPANION ALGORITHM DRAFTS 
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First Draft of the SC Algorithm 
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First Revision of the Safety Companion Algorithm 
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Second Revision of the Safety Companion Algorithm 
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Final Version of the Safety Companion Algorithm 
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Intervention Details for Algorithm  
 

(placed on the back of the final version of the algorithm) 

Assess & treat for potential causes 
 

• Consider delirium: common causes include drugs, toxins, infections, 
metabolic issues, brain disorders, organ failure, and physical disorders 

 
• Assess vital signs, blood sugar, risk for sepsis/ infection 

 
• Review labs (e.g. Na+, Ammonia, UA, PaCO2) 

 
• Consider EtOH/drug withdrawal 

 
• Consider bowel/bladder needs (e.g. constipation? bladder distention? soiled 

brief? 
 

• Assess for sensory needs, boredom, loneliness (level of stimulation, use of 
hearing aides, glasses) 
 

• Assess for presence of pain/ discomfort 
 

• Consider nutritional needs (hungry, thirsty?) 
 

 
Distractions/interventions to try 
 

• Patient specific factors: scheduled toileting Q2h; provide for uninterrupted 
sleep; remove unnecessary lines (e.g. PIV, foley); keep alert during day 

• Distractions: busy board; provide repetitive activity (folding towels, stacking 
items, arranging a deck of cards); ambulate; sit in chair; T.V.; reading (book, 
magazine, newspaper; look at photos from home; music 

• Enviornmental factors: Move near nurses' station; place near other patients 
w/ SC's; assign aides to 4 patients or less to check on; avoid room changes; sit 
in hallway; establish a set bedtime routine/time (e.g. lights off at 2200, on at 
0700); open blinds for natural sunlight; decrease noise, visitors 

• Reduce fall risk: Implement fall risk kit; bed in low position; chair alarm; 
consider bedside commode; remove unnecessary equipment/supplies/ bedding 

• Behavior management: Involve family, ask to stay with patient; incorporate 
patient baseline routines/ preferences; use supportive communication (e.g. 
reassure, validate); avoid arguing/correcting; redirect/reorient as able 
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APPENDIX E 

 
PRE-TEST SURVEY RESULTS FOR STAFF NURSES 
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Pre-Test Survey Results for Staff RNs 
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Q2 How satisfied are you with the process of asking for and implementing 
a safety companion for a patient? 

Answered: 21 Skipped: 0 
 

100% 
 

80% 

 
60% 

 
40% 

 
20% 

 
0% 

Very 
dissatisfied 

 
Dissatisfied Neither 

satisfied nor 
dissatisfied 

 
Satisfied Very 

satisfied 

 
ANSWER CHOICES RESPONSES  

Very dissatisfied 4.76% 1 

Dissatisfied 0.00% 0 

Neither satisfied nor dissatisfied 14.29% 3 

Satisfied 66.67% 14 

Very satisfied 14.29% 3 

 

 21 TOTAL 
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PRE-TEST SURVEY FOR TEAM LEADERS 
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APPENDIX G 
 
 

PRE-TEST SURVEY FOR HOUSE SUPERVISORS 
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SURVEY FOR HOSPITALISTS 
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APPENDIX I 
 
 

POST-TEST SURVEY FOR STAFF NURSES 
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APPENDIX J 
 
 

POST-TEST SURVEY FOR TEAM LEADERS 
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