
 FallSafe care bundles 
The elements that were measured monthly as process measures are indicated with an asterisk*:

In partnership with:

A The care bundle for all patients

> �a history of previous falls* and of fear of falling* taken at 
the time of admission

> �urinalysis during admission* (to consider the possibility of 
infection causing falls and delirium)

> avoidance of prescriptions of night sedation*

> ensuring that a call bell is in reach*

> �ensuring that appropriate footwear is available and in use*

> �immediate assessment for and provision of walking aids

> clear communication of mobility status

> personal items in reach

> no trip or slip hazards

B The care bundle for older and more vulnerable patients

Falls risk scores can be misleading and are not a necessary part of a hospital falls prevention policy.

In the FallSafe project, the age threshold we used for the cognitive assessment was over 70 years, as a compromise between 
the local policies of the hospitals involved, which used varying age thresholds. National Institute for Health and Clinical 
Excellence (NICE) Clinical Guideline 21 defines older people as those aged 65 years or above, and hospitals introducing the 
FallSafe care bundles may wish to consider using 65 years as their threshold.

In the FallSafe project, all patients in wards for older people were counted as high-risk and received this bundle. For other 
wards we recommended that all patients with a history of falls or fear of falling, or who tried to walk alone although 
unsteady or unsafe, received it.

> �a cognitive assessment (mini mental state examination 
(MMSE) or abbreviated mental test score (AMTS)) in all 
patients admitted aged >70yrs*

> �testing for delirium (confusion assessment method (CAM)) 
in those at risk, as advised in NICE guidelines

> �bedrail risk–benefit assessment and/or consideration of 
ultra low beds

> �visual assessment (a basic check of ability to recognise 
objects from the end of the bed as a  
screen for severe eyesight problems, and fuller assessment 
as required)

> �lying and standing blood pressure* taken with a manual 
sphygmomanometer to check for orthostatic hypotension, 
and pulse taken by hand to check for arrhythmias

> �medication review for medication that can increase the risk 
of falls*

> �observation, including bed position on the ward, and 
toileting assessment and plan (tailored to needs rather 
than standard two-hourly)

> �medical review of falls risk factors and assessment for 
osteoporosis

> �screen for depression
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C After a fall

A third bundle for after a fall was originally planned for by the FallSafe project but the need for it was superseded by the 
action required by the National Patient Safety Agency’s (NPSA) Rapid response report: Essential care after an inpatient fall, 
that the FallSafe project helped write and which should be in place in all hospitals: 
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