
 

Cumbria Northumberland, Tyne and Wear NHS Foundation Trust 
FRP-PGN-01 – Safe Use of Bed Rails – V03-Dec 2020 
Part of CNTW(O)40 - Falls prevention / Risk Reduction and Management Policy  

 

Falls Prevention/Risk Reduction and Management - Practice Guidance Note  

Safe use of Bed Rails – V03 

Date issued: 

Issue 1- Dec 2020 

 

Planned Review: 

Dec 2022 
FRP-PGN-01 (part of CNTW(O)40 - Falls 

prevention / Risk Reduction and Management 
policy) 

Author/Designation Angela Brownbridge – Marie Smith – Clinical Managers 

Responsible Officer 
/ Designation 

Angela Brownbridge – Marie Smith – Clinical Managers 

Section Content Page No 

1 Introduction 1 

2 The Aim 2 

3 Assessment Of The Risk 3 

4 Ongoing Assessment and Review 4 

5 Consent 4 

6 Benefits of Bed Rails 5 

7 Risks Associated With Using Bed Rails 5 

8 Selection of Bed Rails 5 

9 Special Considerations for Using Bedrails 6 

10 When Bed Rails Are In Use 6 

11 When Bed Rails Should Not Be Used 7 

12 Responsibilities 7 

13 Communication 8 

14 Purchasing, Maintenance and Replacement 8 

15 Clinical Audit 9 

16 Monitoring and Analysing of Incidents 9 

17 References 9 



FRP-PGN-01 

 

Cumbria Northumberland, Tyne and Wear NHS Foundation Trust 
FRP-PGN-01 – Safe Use of Bed Rails – V03-Dec 2020 
Part of CNTW(O)40 - Falls prevention / Risk Reduction and Management Policy  

2 

1.0 INTRODUCTION   
 
1.1 Cumbria Northumberland, Tyne and Wear NHS Foundation Trust, (the 

Trust/CNTW) aim  to take all reasonable steps to ensure the safety and 
independence of its  patients and  service users and respects the rights of 
patients to make their own decisions about their care.  

1.2 Bedrails should only be used to reduce the risk of a patient or service user 
 accidentally slipping, sliding, falling or rolling out of bed. Bedrails used for this 
 purpose are not a form of restraint. Restraint is defined as ‘the intentional 
 restriction of a person’s voluntary movement or behaviour. Bedrails will not 
 prevent a patient leaving their bed and falling elsewhere and should not be 
 used for this  purpose. Bedrails are not intended as a moving and handling 
 aid. 

1.3 There are different types, designs and sizes of bed rails as well as a wide 
range of beds in use. These combinations together with the uniqueness of 
patients mean that a comprehensive assessment is necessary  

1.4 The use of raised bed rails does not replace the need for adequate nursing
 /clinical observation and escorting patients who are at risk of falling.  

1.5 This Practice Guidance Note is intended to meet the requirements of the 
Department of Health (DoH), the Medicines Healthcare Regulatory Authority 
(MHRA) and National Patient Safety Agency (NPSA) in the safe use of 
bedrails.  

1.6 NHS ‘Never Events’ are defined as serious largely preventable patient safety 
incidents that should not occur if the preventable measures have been 
provided.  NHS 11(1) covers chest or neck entrapment in bed rails. 

 
1.7 This Practice Guidance Note should be read in conjunction with the following 
 Trust Policies: 
 

 CNTW(C)05 - Consent to Examination and Treatment Policy 

 CNTW(C)21 - Medical Devices Policy  

 CNTW(C)23 – Infection, Prevention and  Control Policy 

 CNTW(O)20 – Health and Safety Policy, practice guidance Note: 

o HS-PGN-02 Moving and Handling 

 CNTW(O)40 - Falls Prevention and Risk Reduction and Management 
 
2. AIM OF THE PRACTICE GUIDANCE NOTE (PGN) 
 

 To reduce the harm to patients and service users caused by falls 
from beds or becoming entrapped in the bedrails 

 Support patients and staff to make individual decisions around the 
risks of using or  of not using bedrails 
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 Ensuring compliance with the Medicines and Healthcare 
Regulatory Agency and National Patient Safety Agency (NPSA) 
guidance 

 
2.1 Raised bed rails should not be used for those patients who are:  

 Confused or may otherwise attempt to climb over the sides or foot 
of the bed  

 Assessed as being at minimal risk of falling  

 Who are assessed as being at risk of becoming entrapped by the 
bed rails 

 

2.2 The first stage of this process is to determine if bed rails are actually required. 
 Whilst raised bed rails are being considered or located the following methods 
 should be considered:  

 Moving the patient where closer observation is possible  

 Eye sight Observation  

 Placing the bed against a wall  

 Nursing patients on a low profiling bed or ultra-low profiling bed 

 

3.0  ASSESSMENT OF RISK 

3.1 As part of the admission process and prior to  using bed rails  the patients risk 
of falling out of bed should be assessed using a Multi-Disciplinary team risk 
assessment using (Appendix 1) of the Trust’s policy,  CNTW(O)40 Falls 
Prevention, Risk Reduction and Management. This must be completed and 
the on-going monitoring and evaluation will ensure and assist in optimising 
patient safety.  

 
3.2 The reason for the use of bed rails should be explicit and documented in the 
 multidisciplinary notes after discussion with the patient, the patients’ relatives 
 or carers. 
 
3.3 The bed rails should only be used when the benefit of using them is assessed 
 as outweighing the potential risk to the patient. 
 
3.4 Alternatives to bed rails may be considered, such as:  
 

 ‘netting’ or mesh bed sides 

 ultra ‘low height’ beds that minimise the risk of fall injuries 

 positional wedges to reduce movement across the bed 

 alarm systems to alert carers that a person has moved from their 
normal position or wants to get out of bed. 

 fall mats that can be placed beside the bed to reduce the severity of the 
bed 
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Each of these options may act to introduce different hazards even as they 
reduce the risk of bed fall injury or the risk from bed rails, and so should be 

managed appropriately. 

4.0 ONGOING ASSESSMENT AND REVIEW 
 
4.1 Review of the assessment should be done at regular intervals depending on 
 the need of the patient and as part of ongoing clinical observations. 
 
4.2 Patients who persistently try to climb over the rails, the risks should be 

explained to the patient and or their relative or carer and consideration given if 
they are still appropriate to be used 

 
4.3 Rationale for the removal of the bedrails should be explained to the patient 
 relative or carer. 
 
4.4 On removal of the bed rails the time and reason for removal should be 
 documented in the patients care plan. 
 
4.5 MHRA (2020) found during review of adverse incident investigations some 

conditions posed higher risk of entrapment in bedrails.  
 
4.6 Critical conditions that increase risk of safety when using bedrails as outlined 

by MHRA (2020) v3 
 

 Communication needs 

 Confusion, agitation or delirium 

 Learning disabilities 

 Dementia 

 Repetitive or involuntary movements 

 High or low body mass 

 Impaired or restricted mobility 

 Variable level of consciences 
 
5.0 CONSENT 
 
5.1 On completion of the risk assessment, if bed rails are advised, the 
 assessment should be discussed with the patient and where appropriate the 
 patient’s relatives. Where possible the informed consent of the patient for the 
 use of bed rails should be obtained. This should be documented in the 
 patients care plan. 
 
5.2 When a patient is unable to give consent, the use of bedrails should be 
 wherever possible discussed and explained to a relative or carer. 
 
5.3 On the completion of the risk assessment if the bed rails are indicated but the 
 patient refuses to have them in situ this should be documented in the care 
 plan and an alternative measures to prevent harm considered after further 
 assessment. 
 



FRP-PGN-01 

 

Cumbria Northumberland, Tyne and Wear NHS Foundation Trust 
FRP-PGN-01 – Safe Use of Bed Rails – V03-Dec 2020 
Part of CNTW(O)40 - Falls prevention / Risk Reduction and Management Policy  

5 

6.0. BENEFITS OF BEDRAILS  

 The benefits of bedrails include: 
 

 Reducing the risk of patients falling out of bed when being transported  

 Providing a feeling of comfort and security  

 Aiding in turning and repositioning within the bed. 
 
7.0.  RISKS ASSOCIATED WITH USING BEDRAILS 

7.1 Potential risks of bed rails may include:  

 More serious injuries from falls when patients climb over rails  

 Entrapment of  head, arms and legs  

 Skin bruising, cuts and scrapes  

 Inducing agitated behaviour or becoming distressed 

 Feeling of isolation or unnecessary restriction  

 Loss of dignity  

 
7.2 When a patient who has been assessed as requiring bedrails then 
 subsequently refuses, this must be clearly documented and prompt further 
 discussion with the patient, relative/carer and multidisciplinary team.  

7.3 When a patient or relative specifically requests bedrails, the implications of 
 both provision and non-provision should be considered. Where there is a 
 disagreement, further discussion with senior staff involving the 
 multidisciplinary team should occur and be clearly documented including the 
 outcome. A full risk assessment must be completed.  
 
8.0 SELECTION OF BEDRAILS: 

8.1 Once an assessment has been undertaken and the need for bed rails has 
 been identified, the following points need to be adhered to:   

o When fitting the rails to the bed the nurse must ensure that the rails and 
bed are compatible.  

 

o Most bed rails are suitable to be used only with people over the age of 
12 years.  

 
o The risk assessment should identify the suitability of the bed rail with an 

individual or small adult, as bar spacing may need to be smaller.  
 

o Do not have any gaps between the end of the bed rail and the bed 
head,  which could be sufficient to cause entrapment.  

 

o Do not use a mattress overlay on top of an existing mattress 
where the additional height lessens the effectiveness of the bed 
rail and may permit the patient to roll over the top.  Extra height 
bed rails are available from manufacturers for this situation 
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o Ensure compatible bed rail bumpers are available to protect patients 
that may be agitated or are vulnerable because of thin skin etc. 

 
o Using bed rails with air mattresses or overlays – reduction of the 

effective height of the bed rail relative to the top of the mattress may 
allow the patient to  roll over the top, the hazard of entrapment between 
the side of the face and  the mattress may be exacerbated due to the 
soft, easily compressible nature of the mattress edge.  

 
o If an air mattress is intended to be used with a bed rail, the 

manufacturer, supplier, specialist’s sources or Trust advisors should be 
contacted for advice. 

 
o Adjustable/profiling beds – care should be taken to use the rails as 

instructed by the manufacturer.  
 

o If clinical staff are unable to obtain raised bed rails from any other 
wards or departments within the Trust for any reason, they must inform 
their ward/Unit manager immediately so that other measures can be 
considered until bedrails can be provided. 

 
9.0 SPECIAL CONSIDERATIONS FOR USING BEDRAILS 

 
9.1 When using bed rails for children or small adults seek guidance and assess 

size compatibility and specific circumstances of use. 
 

9.2 The majority of bedrails on the market are designed only for use with 
individuals over 1.46m in height (4’9), which is also the height of an average 
12yr old.  A risk assessment should always be carried out on the suitability 
for the individual small child or small adult, as bar spacing and gaps will need 
to be reduced. 

 
10.0 WHEN BEDRAILS ARE IN USE: 

o Ensure that beds are always lowered with wheels locked.  
 

o Secure appropriate bed rails bumpers in place where assessed as 
being  required  

 
o Anticipate the reasons patients may try to get out of bed, such as 

hunger, thirst, restlessness, pain or going to the bathroom.  
 

o Ensure call buttons are accessible to the patient at all times and that 
they are made aware it is to be used rather than any attempt to get out 
of bed without assistance.  

 
o Ensure that the bed rails, once in place, are raised whenever the 

patient is not  being attended by staff.  
 

o Every time a bed rail is raised this should be checked to ensure that it is 
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securely locked in position.  
 

o If the patient’s condition changes or bed, mattress or bed rails are 
changed then the Risk Assessment should be reviewed and a new risk 
assessment  form completed. 

o The completed risk assessment must be kept with the patient’s records/ 
notes  at the bedside.  

 
11.0 WHEN BEDRAILS SHOULD NOT BE USED: 
 

o Bed rails should not be used as a form of restraint 
 

o When other safer alternatives are available (see section 2.2) 
 

o Where the bed rail design has a very large space between the bars, 
which  could allow a patient to slip between them.   

 
12.0 RESPONSIBILITIES:  
 
12.1 Medical Staff and Allied Health Professionals 
 

To clinically assess and manage patients regarding the use of bedrails 
 whilst in Trust premises and liaise with the relevant multi-disciplinary 
 teams.  

To recommend any specific patient controls depending on individual risk 
 assessments of those with complex needs or challenging behaviours.  
 
12.2 All Staff  
 
 All disciplines of staff are responsible for decontamination of soiled bed rails.   
 
 In the event of discovering a bedrail related incident or near miss must 

implement remedial action and then complete a web-based incident reporting 
form. 

 
12.3 Trust Advisors: CNTW Academy, Trust Physical Health and Wellbeing 

Group. 
 
 To advise the Trust and its staff on the best available evidence and practice 
 with regard to the assessment and use of bed rails. 
 
 To provide and cascade training: as appropriate to the risks within services, 
 in liaison with the CNTW Academy.  
 

To monitor compliance with the implementation of this guidance and review 
and amend accordingly  

 
To support local Ward Managers to interpret and utilise policy guidelines to 
their own patient specialities and local needs. 
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13.0 COMMUNICATION 

 It is important that staff always explain why/why not bed rails are being used 
 to both the patient and their relatives or carers. Staff must document any 
 conversation, concerns or requests in the patients’ health records/care plans. 

14.0.  PURCHASING, MAINTENANCE AND REPLACEMENT: 

14.1  Purchasing  

 When specifying bed rails for purchase consideration should be given to:  

 Existing procurement procedures 

 The types of bed they are likely to be used on  

 Whether they are suitable for small adults  

 Could the spacing between the bars easily cause entrapment?  

 
 Bed rail, bed and mattress combinations that are designed to be used together 
 should be considered before purchasing from separate sources. Adjustable or 
 profiling beds usually have compatible rails available from the manufacturer 
 and these should always be used in preference over other systems.  

 Beds with Integral Bed rails should be used according to the Manufacturer’s 
 instructions of the manufacturer. 
 
 Split bed rails should always be used with both parts of the bed rail in the 
 upright position  
 
14.2 The Safe use of profiling beds 
 
 Additional vigilance should be used with profiling beds to ensure that there is 
 no possibility of entrapment once the bed is adjusted to a different profile from 
 the horizontal. 
 
 Potential entrapment hazards can be created in different configurations. 
 
14.3 Bed Rail Bumpers: 
 
 When purchasing bed rails consideration should also be given to buying 
 protective bumpers and assessment of their suitability particularly for patients 
 who continually move position and the potential risk of entrapment of the 
 head. 
 
14.4  Maintenance  

Ward Managers are responsible for ensuring an annual review of the condition 
of bedrails is undertaken and for  making appropriate arrangements for any 
maintenance records should be kept of inspections and maintenance.  
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 Any defective equipment should be taken out of use immediately, labelled to 
 this effect and reported for repair.  Bed rails must be traceable through the 
 Medical Device labelling system and inspected on a regular basis to ensure 
 that they are maintained in a satisfactory condition.  
 
 To respond appropriately to any Medical Device Safety alerts cascaded 
 through the Central Alerts System taking remedial action to repair or replace 
 any affected item. 
 
14.5  Replacement  
 

Ward Managers are responsible for ensuring that there are sufficient supplies 
of compatible bed rails and bed rail bumpers available for ensuring that any 
defective bed rails that have been identified as  condemned are replaced.  

 
15.0 CLINICAL AUDIT 
 
 The Trust will ensure that it will undertake programs of clinical audit to ensure 
 the provisions of this guidance are adopted within the management of 
 services. 
 
16.0 MONITORING AND ANALYSIS OF INCIDENCES 
 
16.1 Identifying trends from the Safeguard Incident Reporting System, for example 
 reviewing falls relating to bed rails use for e.g. height of bed at time of incident, 
 actions taken to reduce risks, etc. by the Clinical and AHP Teams  
 
16.2 To ensure that Clinical audit processes include an annual audit of patient and 

staff information, staff awareness of the bed rail policy, guidance and  
patient/carer information leaflets are readily available.  The audit is to be 
facilitated by the Trust Falls Group and reported through the Trustwide 
Physical Health and Wellbeing Group and within the operational arrangements 
of the Locality Care Groups 
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