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April Falls Day 2026

Let’s talk about Falls –
Staying safe starts with a chat 



2

Acknowledgement of Country and Elders

We would like to acknowledge the traditional 
owners of the land where we meet today.

We pay our respect to Elders past, present and 
emerging, and recognise and celebrate the diversity 
of Aboriginal peoples and their ongoing cultures and 

connections to the lands and waters of NSW.

I also acknowledge and pay my respects to our 
Aboriginal and Torres Strait Islander people joining 

us today.
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‘Health Custodian’ by Jasmine Sarin, 
a proud Kamilaroi  and Jerrinja 
woman from NSW



3

The Clinical Excellence Commission recognises and 
values consumers, patients, carers, loved ones and 
staff as partners in healthcare.

The voices of people with lived experiences are 
powerful. 

Their contribution is vital to the work of 
continuously improving safety and quality in our 
health system.

Recognition of lived experience
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Let’s Talk About Falls – 
Staying Safe Begins with a Chat

Look out for these changes
• Changes in cognition – alertness, 

agitation, confusion
• Medication changes
• Urgency (toileting)
• Walking slower or unsteady
• Holding furniture for support
• Dizziness / light headedness
• Vision changes
• Change in care needs
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Let’s Talk About Falls – 
Staying Safe Begins with a Chat

And talk about it

• Follow-up on these changes

• Escalate to the wider Multi-Disciplinary 
Team

• Speak to patient, family and/or carer
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Falls don’t just happen 

Common Contributing Factors to falls in hospital
• Reduced strength & mobility

• Impaired balance or gait changes

• Delirium or confusion

• Dizziness or postural hypotension

• Medication effects (e.g. sedatives, polypharmacy)

• Visual impairment

• Acute illness
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Falls prevention is everyone’s business

Patients' perspective
• Patients consider themselves safe in hospital and 
don’t think that they are at risk of a fall. Anne Marie Hill et al.

• They are in an unfamiliar environment and are unwell

• The patient won’t know what their fall risk factors are and 
how they will be managed in hospital unless you discuss it 
with them and/or their Carer.
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Falls risk is dynamic and can change 
throughout a person’s hospital stay 

Hospital stays can change patients.
• Mobility declines rapidly with bed rest
• Acute illness affects energy levels, cognition and 
balance

• Medications are added, ceased and adjusted
• Nutrition and hydration fluctuate
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Falls risk is dynamic and can change 
throughout a person’s hospital stay

A patient who was independent on admission 
may not be independent on Day 3.

Falls risk is not static.
It must be reassessed  - not assumed
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Informing a patient “You are at Risk of Falling” 
Is Not a Prevention Strategy

 Risk labelling “this patient is a falls 
risk”  is NOT Risk management.

Risk awareness alone does not:
• Change behaviour
• Reduce delirium
• Prevent harm
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“High falls risk” is not a diagnosis

As clinicans we must identify & communicate specific 
patient risk factors, such as:

• Postural hypotension
• Delirium
• Sedating medications
• Reduced lower limb strength
• New mobility aid
• Deconditioning after bed rest

When communicating with a patient
Instead of: “You’re at risk of falling.”

Try: “You’re feeling dizzy when you 
stand, so please ring before getting up.”
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Bedside Handover: 
Handover Risk Factors - Not Just “Falls Risk”

 Instead — Handover
 Risk Factors + Plan

Risk Factor → Action
• Postural hypotension → Assist with all 

mobilisation
• Delirium overnight → Supervision + 

reorientation
• Deconditioned → 1 assist + frame
• New sedating medication → Monitor 

alertness before mobilisation

 Saying:   “High falls risk.”
Does not tell the incoming nurse:
• What is driving the risk
• What needs to be monitored
• What interventions are in place
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Why Bedside handover matters

• Clarifies what the incoming nurse is managing
• Makes the care plan explicit
• Reinforces risk factors with patient and family
• Promotes shared accountability at the bedside

Bedside handover is not a ritual.
It is a safety intervention.
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Intentional Rounding 
Is not just a “check-in”

Patient care fundamentals

Offer assisted toileting
Ensure mobility aids are within 
reach
Check environment (brakes on, 
clutter removed)

Monitor intake & output

Fluid intake
Dietary intake
Urine outputs and bowel patterns

Monitor clinical condition

Changes in mobility or balance
Signs of deterioration
Pain or discomfort

Monitor cognition

New or worsening confusion
Delirium indicators
Behavioural changes
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Intentional rounding is an opportunity to:

• Detect deterioration early
• Anticipate needs before patients mobilise alone
• Deliver the care plan - not just document it

Intentional Rounding is proactive care.
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Building Blocks for a Safe Ward
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Patient Story Mrs Thompson, aged 84
Admitted with a fall. Independent day 1.

On Day 3:
• Walking slowly, holding onto furniture

• Appears mildly confused

• Complains of “feeling lightheaded”

• Had another minor unwitnessed fall 
overnight

Initial reaction: “She’s elderly and 
unsteady.”

Clinical reality:
• Delirium secondary to infection

• Antihypertensive dose unchanged 
despite reduced intake
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Family & Carers are essential to safe care
Family and/or Carers help us detect change, personalise care 

& prevent avoidable falls.

For Patients with Dementia:

• Identify usual routines and triggers

• Confirm calming and deescalation 

strategies

• Document Top 5 preferences

Have the conversation early:

• Is mobility different from normal?

• Is cognition different from usual?

• Any concerns?

• What routines or strategies do they like 

at home?
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Do we treat falls as incidents?

Or as indicators of unmet clinical need?

Every fall should trigger:

• Review for acute deterioration
• Medication review
• Mobility & functional reassessment
• Delirium screening
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If we normalise falls as “part of ageing,” 
we miss opportunities to prevent harm.

We should treat the fall as a 
CLINICAL RED FLAG
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Resources available for April Falls 2026
Posters MS Teams backgrounds

Email Signature
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NSW Fall Prevention and Healthy Ageing Network 

Join the NSW Fall Prevention and Healthy Ageing Network to receive:

• April Falls Resources

• Newsletter updates of events and research

• Monthly falls research updates 

• Details of events including: 
– Annual Falls Forum 

– Rural Forums

– Exercise to Prevent Falls in Older People Workshops

– Webinars and learning activities

Scan QR code to subscribe
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