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Views and Reviews

ACUTE PERSPECTIVE

David Oliver: Do bed and chair sensors really stop falls
in hospital?
David Oliver consultant in geriatrics and acute general medicine
Berkshire

In December a coroner’s narrative verdict was widely covered
in the media. “Frail hospital patients put at risk for want of basic
equipment costing less than £100, coroner warns,” reported the
Telegraph.1 The verdict concerned Ken Swift, 80, a retired nurse
who had been admitted to York Hospital with pneumonia. He
fell from his hospital bed and sustained a hip fracture, which
the coroner said was likely to have contributed to his death.
Bed and chair sensors had been recommended as part of Swift’s
care plan. These devices trigger an alarm or warning light if
patients leave their bed or chair for a few seconds. Staff can
then, in theory, respond quickly and intervene to prevent a fall
or assist the patient. Maybe the alarm reminds the patient (if
not too confused) to sit back down or alerts visitors or other
patients in the ward bay. The coroner noted that such devices
cost under £90, that over 30 of the hospital’s patients were on
a waiting list for one, but that the hospital didn’t have enough
sensors.
Clinical trials give us a considerable evidence base around
interventions to prevent falls in institutional settings, set out
clearly by the Cochrane Collaboration,2 the National Institute
for Health and Care Excellence,3 and detailed evidence
commentaries.4 What emerges is that, in trials, even
multi-pronged approaches to preventing falls will reduce them
by around 20% at best. Trials are rarely powered sufficiently
to detect reductions in serious injuries such as fractures, even
when pooled for meta-analysis. They rarely incorporate
balancing measures around potential harms from immobility
and loss of function.
If we look specifically at evidence from clinical trials of bed
and chair sensors and fall alarms we find only very weak
evidence that such sensors work at population level, even if
some staff or individuals at risk may be helped or reassured by
them.5-7 The routine use of sensors isn’t recommended in good
practice guidance.8 9
We should also consider their downsides. For many patients
who have dementia or incident delirium, having an alarm sound
every time they try to leave their bed or chair could worsen their
distress and disorientation and could be considered a form of

restraint. Alarms are also unsettling for patients in other
beds—adding to noise pollution, poor sleep, and their own risk
of delirium. If we’re trying to improve patients’ independence
after acute illness or injury, sensors could actually worsen the
cycle of immobility and deconditioning.
We can’t engineer falls, or the risk of them, from
systems. Their occurrence doesn’t automatically
represent poor care
We can look outside the evidence from randomised clinical
trials, with pre-specified intervention protocols and time limited
interventions. Some examples of pragmatic quality improvement
approaches are promising, such as “safety huddles” or care
bundles, where interventions are refined and implemented
through “plan-do-study-act-evaluate” cycles.10 11 I totally support
such pragmatic approaches, although we still need to look at
the opportunity cost from focusing excessively on fall
prevention.
Falls and subsequent injuries will happen among older, frailer
people admitted to hospitals and living in care homes—many
with cognitive or sensory impairment, previous falls, impaired
gait, muscle strength and balance problems, acute intercurrent
illness, faints, or dizziness. We can’t engineer falls, or the risk
of them, from systems. Their occurrence doesn’t automatically
represent poor care. Hospitals or care homes are no more “places
of safety” than being back at home.
Marketing materials from companies that manufacture sensors
are not credible evidence. And coroners should have a basic
grasp of research evidence before making controversial
pronouncements.
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