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ABBREVIATIONS
BLS

Basic Life Support

CCTV

Closed-Circuit Television

CNA

Certified Nursing Assistant

CPI/NVCI

Crisis Prevention Institute’s Nonviolent Crisis Intervention

CPR

Cardiopulmonary Resuscitation

HIPAA

Health Insurance Portability & Accountability Act

IAHSS

International Association for healthcare Security and Safety

IHSSF

International Healthcare Security and Safety Foundation

MOAB

Management of Aggressive Behavior

MST

Multi-skilled Technician

NA

Nursing Assistant

PCT

Patient Care Technician

RN

Registered Nurse

TEAM

Techniques for Effective Aggression Management
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REPORT
Background
There are numerous titles used to name a staff member that directly observes a patient. These
include patient sitter(s), direct observation, constant observers, one-to-one observers/monitoring,
patient safety assistants, clinical associates, companions, and client/patient attendants. For the
purpose of continuity we will call them patient sitters. (Adams & Kaplow, 2013; Carr, 2013; Feil
& Wallace, 2014).
Patient sitters provide direct one to one patient observation with the purpose of providing a safer
environment (Adams & Kaplow, 2013; Harding, 2010). Patient safety is imperative in providing
better healthcare and using patient sitters for their safety is commonly used in acute-care
facilities. Several evidence-based fall prevention guidelines suggest that direct observation of
patients, who are at an increased risk for falls, is a validated strategy. About 48% of all patients
admitted to an acute care facility are considered a high fall risk using the Morse Fall Risk
Assessment. (Adams & Kaplow, 2013; Feil & Wallace, 2014; Harding, 2010).
There are various reasons, besides a high fall risk, to implement a patient sitter. They are also
used in situations where a patient is at high risk of harming themselves or others, instances such
as homicidal or suicidal ideations, a failed attempt at suicide, psychosis, physical aggression,
violent behavior, agitations, hallucinations, delirium, confusion, disorientation, and Alzheimer’s
or dementia. Delirium is a common occurrence in over 50% of older hospitalized patients.
Patient sitters are also used when a patient is in restraints or to prevent restraints, as well as
preventing a patient at risk of removing catheters, lines, devices, or equipment. Other reasons
include patients who are under the influence of substances or alcohol, going through withdrawal,
or behavioral problems due to drug or alcohol abuse. (Adams & Kaplow, 2013; Carr, 2013; Feil
& Wallace, 2014; Harding, 2010).
Study Purpose
The purpose of this study was to examine the use of patient sitters in the hospital setting.
Methods
Research Design
This study involved the expertise of current hospital security personnel through the International
Healthcare Security and Safety Foundation (IHSSF). A cross-sectional questionnaire was
developed. Designed to take approximately eight minutes to complete, the questionnaire
ascertained details about participants’ sitter use and behavior in the hospital setting.
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Members of the International Association of Healthcare Security and Safety (IAHSS) were
invited to participate in this study. IAHSS and IHSSF sent out the questionnaire to its members
through newsletters. Participants were not offered financial compensation for participation.
Results
Participant characteristics
During the 4 weeks the questionnaire was circulated, there were 150 respondents, for a response
rate of 7.56%.
Hospital characteristics
Most of the hospitals represented in this study (74.67%) were non-profit/not-for-profit, 12%
were for profit, 8.67% government, 0.67% psychiatric, 0.67% long term care, and 3.33% chose
other. Other included a university, shared services organization, an acute inpatient rehabilitation
hospital, and two facilities with combined uses (non-profit and long term care, and government
psychiatric long term care).
Given the question of whether the patient sitter is provided in house or contracted, 94 of 115
(81.74%) answered that they provide patient sitters in house. The other 21 (18.26%) respondents
said that patient sitters where contracted. Some participants stated that their hospital has in-house
nursing and contracted security.
Who pays for the patient sitter
The participants were questioned about who pays for the patient sitter. 71.82% responded that
the nursing department pays for the sitter, 12.73% responded that the security department pays,
and 15.45% responded with other. Participants described that it depends on who is sitting, the
location of the patient, and the unit the patient is on. Usually the department where the patient is
being observed is the department who pays for the patient sitter. Security only pays if they are
the ones sitting, other than that, it falls to nursing. Some facilities have their own budget or own
department for patient sitters.
Who provides the direct patient observation
The data reflects that approximately two-thirds (66%) of the time, the service is provided by nonsecurity personnel. This includes registered nurses (RN), certified nursing assistants (CNA),
specifically hired one-to-one patient sitters, and others. Others include volunteers; psych techs;
personal support workers/orderlies; police department and maintenance. Some facilities allow
staff members, including security, to be a patient sitter for overtime; however, they are not using
their title during that time they can only be a patient sitter. Out of the non-security personnel who
provide direct observation, certified nursing assistants sit approximately 57.24% of the time,

7

patient sitters 42.07%, and RNs 24.83% of the time. If a facility uses security for a patient sit, it
is usually for prisoners and suicidal or homicidal patients.
Patients who warrant a patient sitter
Participants where polled to see what they deemed a necessity for a patient sitter. Approximately
93.86% of the participants responded that they use sitters for suicidal and homicidal patients.
Approximately 63.16% responded that they use sitters for fall risk and safety and 79.82% use
sitters for elopement risk. Approximately 14.04% responded that they use sitters for prisoners,
but also have guards or police officers provided by the agency having custody of the person.
About 16.67% percent indicated other; which includes patients who are inappropriately behaved,
disruptive, combative, confused, patients with brain injuries, and those with dementia. Sitters are
used for patients with a history of violence, possibly violent patients who invoke concerns for
workplace violence, and for staff safety. Patient sitters are used when a patient is intoxicated,
going through drug or alcohol withdrawal, being involuntary committed, and those patients who
represent a physical threat to themselves as well.
Hours of patient sitters
When asked how many hours per week are used by sitters, 43.56% responded with over 150
hours. Participants indicated that 26.73% had hours between 0-50, 22.77% had 50-100 hours,
and 6.93% had 100-150 hours.
Training requirements of patient sitters
Participants had the opportunity to select more than one answer for the question on how often
patient sitters have to complete training. The data showed that 72 out of 110 (65.45%) of
respondents indicated that patient sitters were trained on hire. Fifty-two out of 110 (47.27%)
responded that their patient sitters have ongoing education. Forty-one out of 110 (37.27%)
responded that their patient sitters are trained once a year. Five out of 110 (4.55%) responded
that patient sitters were trained more than once a year.
Next the participants were asked to describe the training requirements. Patient sitters have basic
first aid, BLS/CPR, HIPAA, general safety, restraint, self-defense, and verbal de-escalating
training. Patient sitters also have special training programs designed for their position;
participants explained the many ways that the patient sitters are taught. Some facilities have a
contract company that trains, clinical and nursing provides training, they have in-house training
and orientation programs, and on-line programs and competencies. Other training methods
include CPI/NVCI, MOAB, services with heart, workplace violence training, and suicide
precaution training.
Ordering and canceling of a patient sitter
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Participants had the opportunity of selecting more than one answer as well as commenting on the
question of who can order the sitter. The four options were physician (88.07%), nurse (82.57%),
psychiatry (66.97%), and other (11.93%). The comments of who can order a sitter includes
physician assistant, nurse practitioner, charge nurse, case manager, nursing resource department,
house or nursing supervisor, nursing leadership including the director or assistant director or
nursing, the security coordinator, staff request, a department with concern for their safety, and
any patient who meets established criteria that warrants a sitter to be placed.
The same applies as to who can cancel a sitter. The four options they had to choose were
physician (87.16%), registered nurse (75.23%), psychiatry (64.22%), and other (12.84%).
Reviewing of patient sitter need
The participants were asked how often the need for a sitter is reviewed; they had the option of
selecting more than one answer. Approximately 48.18% said that the need for a patient sitter is
reviewed each shift, 30% said daily, 38.18% said per change in mental status, and 18.18% said
they were not sure.
Patient sitter activities
The participants in this study were asked about the hours that the patient sitter spends providing
direct observation; they had the opportunity to select more than one answer. Approximately
58.56% responded that patient sitters have eight hour shifts and 36.94% responded that the sitters
have twelve hour shifts. About 9.01% responded that the sitters keep rotate from one safety sit to
another, and 8.11% responded that sitters rotate for every patient including suicidal sits.
When given the question about whether a sitter can listen to music while providing direct
observation, 91.89% responded no; while 8.11% responded yes. When asked whether a sitter can
use their phone or computer while providing direct patient observation, 75.68% responded no
and 24.32% responded with yes. When given the question of whether a sitter can read or do other
work while in the room, 55.45% responded no while 44.55% responded yes.
The participants were asked whether a patient can manage more than one patient. Approximately
51.46% said no while 48.54% said yes sitters can watch more than one patient.
When given the question of whether the sitter has to be the same sex as the patient, 94.17% said
no and 5.83% said yes.
Dressing and searching of a patient with a sitter
Participants were asked if the patient being observed is placed in a gown, 81.31% said yes,
12.15% said no, and 6.54% stated that the only use paper products. The participants were then
asked to specify what the patient can or cannot wear, selecting all that applied. 49.06%
responded that they cannot wear anything besides hospital attire. About 50.94% responded that
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they can wear their own underwear, 12.26% responded that they can wear their own shoes, and
11.32% indicated other. The participants explained that what they can or cannot wear is based on
clinical risk, as long as the patient has not previously indicated to harm themselves, they can
wear their own clothing. Others responded that they can wear their own shoes, but their laces are
removed for fear of self-harm.
When asked if the patient is searched before the placement of the sitter, 69.52% said yes, 26.67%
said no, and 3.1% responded that the sitter is responsible for searching the patient. One
participant responded that in the emergency department, the patient is wanded for weapons, and
they will only wand inpatients on request.
Patient activities
When asked if a patient with a patient sitter could use utensils, 85.29% responded yes, and
14.71% responded no with the notion that allowing utensils is based on clinical risk. If the
patient was allowed to use utensils, 92.47% responded with plastic and 7.53% responded with
metal silverware.
When asked if a patient could have a phone, 54.29% responded yes and 45.71% responded no.
Distance of a patient sitter from the patient
When participants were asked about how far the sitter must be from the patient, 68.69%
responded with as long as they are positioned between the patient and the room door, 12.12%
responded with a few arm’s length away, 10.1% with an arm’s length away, and 23.23%
responded with other. Other included participants stating that the sitter may sit outside the room,
as long as the patient is in eye view, close to patient, on CCTV monitor, and as appropriate based
on risk or patient status.
Then the participants were asked if the patient sitter was required to be inside the patient’s room
59.22% said no, they are not required to be in the room and 40.78% said yes.
Technology as a patient sitter
The participants were asked if their hospital uses technology to manage patients or take the place
of a sitter. Approximately 64.71% said no, while 35.29% said that they do use technology to
manage patients or take the place of a patient sitter. Then they were asked to explain what kind
of technology is being used. Many participants stated that their technology is using video
monitoring systems. Others say that they use bed alarms, tracking bracelets, wander guard,
radios, and duress buttons or panic alarms.
Participants were also asked if they think using technology for one-to-one observation for safety
would be useful. Approximately 59.22 responded yes, 11.65% responded no, and 29.13%
responded that that are not sure.
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Behavioral health training
The participants were asked what type of behavioral health training their hospital uses. Fifty-two
percent said they use the Crisis Prevention Institute’s Nonviolent Crisis Intervention (CPI).
Twenty-eight percent uses the Management of Aggressive Behavior training (MOAB). Five
percent uses verbal judo. Three percent uses Handle with Care. Two percent uses Mental Health
First Aid. Two percent uses Therapeutic Options. One percent uses Techniques for Effective
Aggression Management (TEAM). Seven percent does not know what behavioral health training
they use.
Discussion
“In this report, questionnaire data collected from members of the International Association for
Healthcare Security and Safety were used to describe various facets of hospitals’ current” patient
sitter practices. “It explored the relationship between hospital security and other hospital
workers” in patient sitting. (Schoenfisch & Pompeii, 2014).
There are currently no industry standards or guidelines that provides direction on use of patient
observers. Patient sitter guidelines differ among hospitals, including but not limited to who can
directly observe a patient, when a sitter is needed, who can request, review, or discontinue the
sitter, and other details. (Carr, 2013; Feil & Wallace, 2014).
There are currently no defined industry standards for the effectiveness, usage, or fiscal measures
of sitters (Harding, 2010). The data revealed that who pays for the sitter varies from hospital to
hospital, but the majority of respondents stated that the nursing department or unit where the
patient is being observed is the department who pays for the patient sitter. Security only pays if
they are the ones sitting, other than that, it falls to nursing. Some facilities have their own budget
or own department for patient sitters.
The type of person who would provide the most benefit in the sitter role is still unclear and
hospitals vary in who they will allow to fill that role. Survey data indicated that the majority of
patient sitters have a clinical background or were hired specifically for the patient sitter role.
Others include volunteers; psych techs; personal support workers/orderlies; police department;
and maintenance. Some facilities allow staff members, including security, to be a patient sitter
for overtime; however, they are not using their title during that time, they can only be a patient
sitter.
Patient sitters are provided for a wide variety of reasons ranging anywhere from preventing falls
and providing safety to observing a patient with intent to harm themselves or others or violent
patients, and anything in-between.
The ordering and cancelling of a patient sitter varies from facility to facility. Although the
majority of patient sitters are ordered by the physician, registered nurse, or psychiatry; others
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have given authority to physician assistants, nurse practitioners, charge nurses, case managers,
nursing resource department, house or nursing supervisors, nursing leadership including the
director or assistant director or nursing, and the security coordinator. The frequency for
reviewing is not prescriptive and is facility specific.
Majority of patient sitters observe the patient for their entire shift from eight hours to twelve hour
shifts. During that time they cannot be listening to their own music or use their phone or
computer while providing direct patient observation. The only question that received almost
equivalent results was the question of whether a sitter can read or do other work while in the
room, 55.45% responded no while 44.55% responded yes. Another question that was almost
equivalent as well was when the participants were asked whether a patient can watch more than
one patient, 51.46% said no while 48.54% said yes. The majority of facilities do not require the
patient sitter to be the same sex as the patient.
When patients are placed on a one-to-one observation, majority of facilities indicated that the
patient will be placed in a hospital gown and all belongings will be removed. The participants
clarified that what the patient can or cannot wear is based on clinical risk, as long as the patient
has not previously indicated to harm themselves, they can wear their own clothing.
The distance that a patient sitter must be to the patient varies from being an arm’s length away to
as long as the sitter can see the patient, even if the sitter is not inside the room; with the majority
saying as long as they are somewhere in the patients room preferably positioned between the
patient and the door. Participants who indicated other stated that the sitter may sit outside the
room as long as the patient is in eye view, on CCTV monitor, and as appropriate based on risk or
patient status. The most striking finding pertained to the distance a sitter could be from the
patient; the majority of respondents indicated that the patient sitter is not required to be inside the
patient’s room. Almost 80% of patient falls occur in patient rooms, 11% happen in patient’s
bathrooms, and 9% take place in hallways or by nurses’ stations (Condra, 2013). Since 2008, the
Centers for Medicare and Medicaid Services do not pay hospitals for any extra care relating to a
patient fall (Butcher, 2013).
The use of technology is being utilized in the majority of facilities taking part in this study. The
technology being used includes bed alarms, tracking bracelets, duress buttons, and cameras.
Majority of respondents believe that technology would benefit the safety of the patient as well as
the observer. According to Hendrich, over 50% of all hospital falls occur while a patient is trying
to get to the toilet, trying to exit the bed to get to the toilet, and returning from the toilet
(Hendrich). Old call bell systems can be upgraded with new technology that incorporated
wireless staff phones, hallway monitor screens, and nursing stations. When a call bell, chair
alarm, or bed alarm goes off, it not only alerts in the room or right outside, but it can alert at the
nurses’ station, hallway monitors, and wireless staff phones. (Butcher, 2013). Other types of
technology include touch-free monitoring and hands-free communication devices. Touch screen
monitors can be placed at the nurses’ station with infrared cameras in each patient room, some
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monitors allows the user to draw invisible motion-sensitive borders around bed rails or chairs.
Communication devices allow the staff to directly communicate with the patient who breaks the
border. (Ferenc, 2014). Technology can enable hospitals to cut down costs, hours worked, and
reduce falls.
Literature review
According to the American Hospital Association, every hospital treats patients with behavioral
health disorders, even if the hospital does not have any organized behavioral health services or
psychiatric clinical specialists. In the United States, mental health disorders jointly account for
over 15% of the total burden of disease. In 2004, close to one-fourth of inpatients over the age of
eighteen in United States community hospitals involved bipolar, schizophrenia, depression,
substance use and related disorders, and other mental health disorders. Behavioral health
disorders also co-occur with may general illnesses, such as, cancer, heart disease, and diabetes.
Behavioral health disorders are a major public health issue in the US general health sector and it
is only increasing; during the 1990’s the proportion of mental health services delivered increased
from 32% to 50%. In 2007, only 1,349 of the 4,914 (27%) community hospitals had an organized
inpatient psychiatric unit. (American Hospital Association Task Force on Behavioral Health,
2007).
Acute care hospitals are experiencing an increase in patient populations presenting with
confusion, delirium, and high-risk behaviors that can lead to falls or harm to themselves or
others. The most commonly-shared patient safety goal is to reduce the risk of patient harm
resulting from falls. One of the most frequently suggested and used intervention is to provide a
patient sitter to provide patient safety. Through review of the literature found that there is
inconsistent evidence regarding the effectiveness of patient sitters. Many studies show
inconclusive results, but they all agree that further research is needed to determine the true
effectiveness of using direct observation as a tool to prevent falls or self-harm. (Feil, 2014;
Harding, 2010; Laws & Crawford, 2013; Tzeng, Yin, & Grunawalt, 2008).
According to the Joint Commission Sentinel Event Alert in 2010, many patients who commit
suicide in general hospital inpatient units do not have a psychiatric history or history of suicide
attempts. Since 1995, the Joint Commission states that suicide ranks in the top five most
frequently reported events to them. The Sentinel Event Database included 827 reports of
inpatient suicides. Of the 827 reports; 14.25% happened in non-behavioral health units of general
hospitals, 8.02% took place in emergency departments of general hospitals, and 2.45% happened
in other non-psychiatric settings, such as, rehabilitation facilities, long term care facilities, and
home care. The Joint Commission has provided many interventions for patients at risk of
harming themselves, and providing a patient sitter is one of those suggested interventions. In
addition to placing a patient in a room with few hazards, a patient sitter should be placed to
prevent and alert staff to any warning signs that may indicate that the person will harm themself.
(The Joint Commission, 2010).
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There is however, uncertainty about whether providing constant observation lowers, raises, or
has no effect on the rates of suicide and self-harm for any given level of suicide risk. According
to Bagley, “using staff to observe at-risk patients is a frequently used suicide prevention practice,
but there is no evidence from controlled trials showing the magnitude or even the direction of its
effect.” Results of studies conducted vary widely. (Bagley, 2013). Studies are unable to provide
consistent correlation of using a patient sitter to decrease fall rates, elopement, or assaultive
behaviors (Harding, 2010).
Strengths
There have not been many studies to examine the use of patient sitters across hospitals
nationwide or internationally. This study, through a collaborative approach, adds to the literature
on patient sitter practices in hospital settings. “The collection of qualitative data through free-text
response fields in the questionnaire is a notable strength of this study. Such data, analyzed in
combination with the quantitative data, were essential in providing an understanding of the
broader context in which hospitals” utilize patient sitters. (Schoenfisch & Pompeii, 2014).
Limitations
Currently there are no guidelines concerning who should be used in the sitter role and there has
not been any evaluation that measures the impact of the type of person in this role has on the
patient’s clinical outcome. The type of person used in the sitter role is determined by the facility.
Also the process for identifying patients who would profit from having a sitter has not been well
established. (Carr, 2013).
Recommendations
Based on the literature review, survey results, and experience with managing patient sitters. The
authors would like to provide recommendations for the professional that may be asked to provide
patient sitters.
The authors suggest that the unit and or department where the patient sitter is providing services
incur the cost for the sitter. This places the ownership on managing and monitoring the patient
sitter with the unit or department manager. Since unit and department managers are held
accountable for managing their budgets they will certainly play a more active role in ensuring
that the patient sitter is appropriate and that the sitter is cancelled as soon as clinically
appropriate.
As indicated in the survey responses, the majority of hospitals use non security personnel to
provide the patient sitters. The use of non-security staff also provides the opportunity for clinical
intervention if the sitter has the appropriate skills and training. This allows the security team to
focus on the core mission of providing a safe and secure environment throughout the facility.
The authors also feel as though the use of security officers to monitor patient behavior may send
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the wrong message to the patient, the patient’s family, and others. The presence of a uniformed
officer may give the impression that the patient is in custody and may actually escalate fear,
especially in a semi-private room.
There is a wide range of activities a sitter may or may not be able to do. Since there are no
current industry guidelines, facilities are tasked to determine the role of a sitter. Some of which
include but not limited to: being a companion, feeding, bathing, toileting, reading or conversing
with the patient, clinically intervening, assisting in patient restraint, preventing elopement,
observing and reporting changes in behavior, or observing a custodial patient.
The authors recommend that all staff who may take the role of patient sitter attend training upon
hire and annually thereafter. The training must include identification and management of
aggressive behavior using one of the nationally recognized programs such as CPI’s NVCI,
MOAB, etc. The training must take place prior to job assignment and include role playing and
scenario based training that includes: verbal and physical signs and symptoms of agitation, deescalation techniques, fall prevention strategies, suicide risk prevention strategies, the proper
process for removing dangerous objects and items, the proper method to document monitored
behavior, use of deployed technology, proper restraint techniques, and how to summon
assistance if needed.
Any type of patient may warrant a patient sitter at any time depending on clinical risk,
established criteria and nurse and physician discretion.
Facilities must also have clear policies and procedures for ordering, reviewing, and discontinuing
the patient sitter. Facilities must define the intervals for reviewing the continuation of the patient
sitter. The authors recommend that the sitter need be re-evaluated at the beginning of each shift
or when there is a change in mental status.
The authors believe that patient sitters should provide services to the same patient for their entire
shift. This allows the sitter and the patient to form a relationship, it minimizes the number of
staff that the patient has contact with, it provides for continuity of care, and makes it easier for
the sitter to identify a change in behavior.
Facilities must have clear policies and procedures on the type of activities that the sitter can do
while providing the service. The use of electronic devices, reading, watching television, or any
other distracting activities will divert the sitter’s attention from observing the patient. If the sitter
is not monitoring the patient, the risk of injury to the patient and the sitter increases.
If warranted and clinically appropriate the patient sitter may monitor more than one patient,
preferably no more than two.
The patient sitter does not have to be the same sex of the patient unless there is reason to believe
the presence of the same sex sitter will be beneficial. There are many times when the same
15

gender providing the observation may support clinical outcomes such as during bathroom usage,
showering, and intimate clinical interventions. Same sex sitters will also provide more comfort to
the patient’s roommate in a semi-private room.
A patient identified as suicidal must be placed in a facility provided gown and searched for any
contraband or items that could harm the patient or others. The patient should not be allowed
access to their personal clothing or belongings. These items should be secured outside of the
patient room. The room should be searched and objects such staff belongings, phone, oxygen
tubing, IV poles, plastic trash bags, medical supplies, trapeze, hangers, chemical solutions, foot
pumps, BP cuffs, electrical devices, and extra furniture and supplies not in use should be
removed. This is certainly not an all-inclusive list and the determination to cause self-harm or
harm to others may result from imaginative means. For this reason the staff must consider all of
the possibilities the patient may use to harm themselves or others. The nurse call or staff
assistance device must be maintained by the patient sitter to summon assistance when needed.
Visitors must not be allowed to bring items in the patient room without prior authorization. This
includes items such as food and drink, purses, bags, and clothing. To eliminate the introduction
of potential weapons, the patient should not be provide with eating utensils and only allowed to
eat finger food on paper products.
The patient sitter should be required to remain inside the room with the patient and not leave the
patient’s side especially when in the bathroom. Every second counts when responding to a
situation that could lead to patient or staff harm or injury.
The majority of survey respondents felt that technology could be used to replace patient sitters
that observe non suicidal patients. To aid the patient sitter or to eliminate the need for a sitter, at
the minimum, technology such as bed and chair alarms should be utilized. These devices will
alarm both in the patient room and at the nursing station. Other technology with audio and visual
capabilities may be utilized in certain applications. As technology advances, the interfacing of
bed and chair alarms, audio visual devices, and emergency notification to response personnel
will be integrated into one managing system.
Conclusion
Patient sitters are a relatively new concept, with the first reports that documented using sitters
was in 1985. Sitters were called visitors, and they were used to provide constant contact with
orthopedic post-operative patients to prevent delirium. (Carr, 2013).
Some alternative to patient sitters include (Adams & Kaplow, 2013):





Personal alarms (bed alarms, chair alarms)
Video monitoring
Diversional activities
Implementation of relaxation techniques
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Family support
Relocating patient’s room close to the nurse’s station
Placing patients in public places, such as the nurse’s stations
Treatment of pain
Toileting schedules
Bed enclosure devices
Wrapping of intravenous lines
Physical or chemical restraints
Construction of safe rooms
Use of volunteers
Frequent observation
Seclusion

A literature review conducted prior to this survey identified very little research that was done and
very little data available concerning patient sitters. This survey, report, and recommendations can
assist hospitals that are looking for evidence based practices to implement at their facility.
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Figure 1. Hospital Characteristics
a. Type of hospital or facility the participants work in

b. Is the patient sitter provided in-house or contracted?
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Figure 2. Who pays for the patient sitter?
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Figure 3. Who provides the direct patient observation?
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Figure 4. Patients who warrant a patient sitter
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Figure 5. How many hours per week are used for patient sitters?
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Figure 6. Training requirements of patient sitters

23

Figure 7. Ordering and canceling of a patient sitter
a. Who can order a patient sitter

b. Who can cancel a patient sitter
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Figure 8. Reviewing of patient sitter need
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Figure 9. Sitter activities
a. Do the sitters change patients every couple hours or do they stay the entire shift?

b. Can the sitter be listening to music?
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c. Can the sitter be on their phone or computer?

d. Can the sitter read or do other work?
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e. Can the sitter manage more than one patient?

f. Does the patient sitter have to be the same sex?
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Figure 10. Dressing and searching of a patient with a sitter
a. Is the patient placed in hospital gown?

29

b. Can the patient wear his or her own:

c. Is the patient searched before placement of the sitter?
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Figure 11. Patient activities
a. Can the patient use utensils?

b. If yes
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c. Can the patient have a phone?
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Figure 12. Distance of a sitter from the patient
a. How far must the sitter be from the patient

b. Is the patient sitter required to be in the room?
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Figure 13. Technology as a patient sitter
a. Is technology used to manage patients or take the place of the patient sitter?

b. Do you think using technology for 1:1 observation for safety would be useful?
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Figure 14. Behavioral health training
a. Type of behavioral health training the participants’ hospital/facility uses
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