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ABSTRACT

Introduction: A third of community-dwelling adults over the age of 65years fall each year, making falls a significant concern

for the elderly. Older people living in community-dwellings account for 73% of fall-related hospitalisations in older populations.

Little is known about identifying, reaching at-risk people, and delivering these interventions in rural communities.

Objective: Our aim was two-fold.

1. To test the utility of a student-led program in identifying community-dwelling elderly people at high risk for falls in a rural
and remote setting.

2. To determine client satisfaction with the falls prevention program.

Setting: Rural and remote community settings in Queensland, Australia.

Participants: Forty community-dwelling older adults from the MMM 4 and 6 regions.

Design: This pilot study utilised a cross-sectional design and convenience sampling approach. A validated falls risk self-reported

checklist and a screening checklist for general practitioners were used to identify older adults at risk of falling. During the home

visit, participants were assessed for their cognition, balance and home safety. A client satisfaction survey was completed via tele-

phone 3 months following the home visits.

Results: Several risk factors for falls were identified, including unsafe use of equipment, absence of Medi alerts, insufficient su-

pervision, lack of support, inappropriate footwear, behavioural concerns and environmental hazards. Most participants reported

that the home assessment was valuable and made their homes safer.

Conclusion: An innovative student-led placement model has the potential to provide much-needed access to falls prevention

services and minimise falls among community-dwelling older adults in rural and remote locations.

1 | Introduction as a result of decreased mobility and lack of independence. A

third of community-dwelling people over the age of 65years falls

Falls are the leading cause of accidental injuries or death in
Australia’s older population, representing 77% of all injury
hospitalisations and 71% of injury deaths. Along with physical
injuries such as fractures, falls can also be associated with sig-
nificant psychosocial stress because of increased fear of falling

each year, making falls a major concern for the elderly. Also,
a large population-based study in Queensland reported that
falls related-hospitalisations rates increases exponentially for
people over 65years [1]. Falls among older adults are a signifi-
cant public health problem and have substantial consequences
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Summary

« What is already known about this subject?
o Falls are a leading cause of injury and accidental
death in older adults.
o There is clear evidence about effectiveness of falls
prevention interventions.

« What does this study add?

o This pilot study provides evidence to support the util-
ity of a student-led clinic in identifying community-
dwelling older adults at a high risk for falls.

o Findings support the utilisation of allied health
students on placements to supplement the existing
healthcare workforce in fall prevention, especially
in resource-limited settings.

for individual quality of life and independence. Falls injuries in
older adults cost the Australian healthcare system 2.3 billion
each year [2, 3]. Falls-related economic burden has been esca-
lating, and it has been projected that, by 2051, the total annual
Australian health bill for falls-related injury will increase al-
most threefold to AUD$1.4 billion [4].

Due to these challenges, there is a need for interventions aimed
at reducing the rates of falls and minimising risk factors.
Evidence from the literature suggests that primary care-based
health professionals are uniquely placed to identify and provide
evidence-based falls prevention services, which places General
Practitioners (GPs) in an ideal position to promote falls preven-
tion in the community. Despite the clear evidence about the
effectiveness of falls prevention interventions, little is known
about how to identify and reach people who are at risk and also
how to deliver these interventions in the community [5], espe-
cially in rural communities. Identifying older people at high risk
of falls should be a public health priority. Strategies to prevent
falls and falls-related injuries within the older population must
be developed and implemented.

A review of falls literature suggests that rates of falls between
metropolitan and rural areas of Australia are similar [6].
However, regional and rural houses in Australia have specific
environmental barriers such as a raised veranda, larger houses,
outdoor toilets and uneven ground surfaces [7]. Moreover, ap-
proximately 30%-50% of all falls have been reported to be caused
by an environmental hazard [8-10]. Therefore, access to timely
identification and screening for older people at high risk for falls
and interventions focused on minimising environmental haz-
ards in rural and remote areas are warranted.

The shortage of allied health professionals working in rural and
remote areas and limited access to allied health in rural and re-
mote areas are also known issues, putting people living in these
communities at a greater risk of poor health outcomes [11, 12].
Improving timely accessibility to quality primary and preventa-
tive care for older adults in rural and remote areas is a continu-
ing challenge for the Australian government and policymakers,
considering the country's large geography.

A potential approach to minimise falls risk in rural and remote
communities is incorporating falls prevention programmes into

clinical placements for allied health students from various disci-
plines. The literature suggests that clinical placement programs
expose students to an authentic workplace experience and see a
variety of clients, including those from lower socioeconomic and
disadvantaged communities [13-15]. Under the supervision of an
experienced practitioner, student-led clinics can deliver quality
healthcare services to clients [16] and provide students with an op-
portunity to develop their clinical and professional skills [17, 18].
As a result, we trialled an innovative occupational therapy (OT)
student-led placement based on the service-learning model in
rural and remote communities to provide much-needed access to
allied health services in these resource-limited locations.

Our aim for this pilot study was twofold: first, to test the utility
of a student-led programme in identifying community-dwelling
elderly people at high risk for falls in a rural and remote set-
ting, and second, to determine client satisfaction over a 10-week
student-led falls prevention program.

2 | Methods
2.1 | Study Design

This study used a cross-sectional design to identify community-
dwelling older adults living in Queensland's MMM 4-6 (rural
and remote locations) regions. The project was reviewed and ap-
proved by the James Cook University Human Research Ethics
Committee (Application No H9147). Data were collected from
August 2023 to February 2024.

2.2 | Study Protocol

The research and clinical education team conceptualised, de-
signed and planned the student-led fall prevention programme
and obtained ethics approval a few months before the com-
mencement of student placement. Subsequently, two under-
graduate Occupational Therapy (OT) students commenced their
10-week placement at a University Department of Rural Health
in a rural area. In the first week of student placement, the focus
was on orientating the students to the facility and surrounding
towns and understanding the contextual factors of rural and
remote living. In the second week of placement, students prac-
tised their communication and information-gathering skills and
received training on all the assessment tools. Following ethics
approval, the research team advertised and recruited before
the students’ commencement and continued recruiting and ac-
cepting referrals until week 7 of student placement. Students
commenced client home visits in week 3 with their supervis-
ing occupational therapist (AM), who had more than 15years
of clinical experience as an occupational therapist. A telephone
satisfaction survey (Appendix A) was conducted by an indepen-
dent research team member (SB) 3 months after the initial home
visits (Figure 1).

2.3 | Participants

Community-dwelling older adults over 60 and First Nations
people over 50 living in MMM 4-6 regions in Queensland were
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FIGURE1 | Timelines for the student placement.

recruited into the study if they screened positive for falls on a
validated falls risk checklist.

2.4 | Recruitment

A convenience sampling strategy was used. Participants were
recruited through local GP practices, community aged care
services and multipurpose health centres in the MMM 4 and 6
regions. Advertisement flyers were displayed in these facilities,
notifying interested participants to approach their healthcare
providers for more information about the program. The falls
prevention program was also advertised on the social media
pages of partner organisations.

2.5 | Measures

Two screening questionnaires were used to identify community-
dwelling older adults at risk of falling: (a) self-referral, using a
validated 12-item self-rated falls risk questionnaire [19] com-
pleted by the potential participants, (b) General Practitioner (GP)
referral, with the GPs using the Falls Risk for Older People in
the Community (FROP-Com) screening checklist [20]. Eligible
participants were then assessed for their cognition using the
Montreal Cognitive Assessment [21], balance using the Timed
Up and Go Assessment [22] and home safety using the Westmead
Home Assessment [23] during a scheduled home visit.

2.5.1 | Self-Rated Falls Risk Questionnaire

The 13-item self-rated falls risk questionnaire (Appendix B)
was developed initially by Rubenstein et al. (2011) to assess the
risk for falls in older adults [19]. The 12-item version used in
our study is adapted by the Greater Los Angeles VA Geriatric

Research Education Clinical Center and affiliates. Each ques-
tion on the self-rated falls questionnaire can be scored as 0 or
1, or 0 or 2, depending on the question, and the highest possible
score is 14. A higher score indicates a higher risk of falling. If a
client receives a cut-off score of four or more points, their falls
risk is considered to be increased.

2.5.2 | The Falls Risk for Older People in
the Community (FROP-Com) Screening Checklist

The three-item FROP-Com screening checklist (Appendix C), a
shortened version of the 13-item FROP-Com questionnaire, was
used to identify the risk for falls in older adults [20]. The three
items chosen from the FROP-Com questionnaire are the most
strongly predictive of falls: the number of falls in the last year,
observation of the client's balance, and assistance needed to per-
form activities of daily living. It is helpful for busy healthcare
professionals with limited time to screen clients at high risk for
falls and refer them for more detailed assessment and manage-
ment if needed.

2.5.3 | The Montreal Cognitive Assessment (MoCA)

The 11-item MoCA was developed as a brief screening test for
mild cognitive impairment. The MoCA assesses multiple cog-
nitive domains, including attention, concentration, executive
functions, memory, language, visuospatial skills, abstract
thinking, calculation and orientation [21]. Each question on the
MoCA can be scored as 1, 2, or 3, depending on the question, and
the highest possible score is 30. A score of 26 and above indicates
no cognitive impairment, a score between 18 and 25 indicates
mild cognitive impairment, a score between 10 and 17 indicates
moderate cognitive impairment, and a score less than 10 indi-
cates severe cognitive impairment.
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2.5.4 | The Timed Up and Go Test (TUG)

The TUG is a commonly used screening tool to examine balance
and risk for falls in older adults [22]. The test involves the client
rising from a chair of standardised height, walking three metres,
returning to the chair, and sitting down. Any older adult who
takes more than 12s to complete the TUG is considered at risk
for falling.

2.5.5 | The Westmead Home Safety Assessment
(WeHSA)-Short Form

The abbreviated version of WeHSA is a 34-item systematic and
extensive guide to identifying potential environmental fall haz-
ards in and around the home. Hazards are organised according
to different sections (e.g., bedroom, bathroom, medications and
footwear) that are expanded upon further detailed descrip-
tors [23].

2.6 | Procedure

Once eligible participants are identified as at risk of falling, they
can request their health professional to refer them to the falls
prevention programme, which consisted of a one-off 60- to 90-
min home visit. Upon receipt of the referral, eligible participants
were contacted by phone and provided with additional infor-
mation about the falls prevention program. A verbal consent
was obtained to complete a home visit, a pre-home visit check-
list (Appendix D) for staff safety was completed over the phone
by OT students, and a suitable date and time for the home visit
was then agreed upon. OT students under the supervision of a

Participant completed

Participant attendes PHC faIIs self-screening tool

Was falls risk
identified?

Health care professional
completed falls screening tool

v

No. Participant excluded

Yes. Consent obtained and Date and
time for home visit booked

FIGURE2 | Pre-home visit study procedure.

Yes.Participant referred

registered occupational therapist then conducted home visits
to identify falls risks. The participant or the caregiver for the
participant, if the participant had severe cognitive impairment,
signed a written consent on the day of the home visit. The pre-
home visit study procedure is illustrated in Figure 2.

On the day of the home visit, the falls evaluation was completed
using MoCA, TUG, and WeHSA. Based on the home safety as-
sessment, specific recommendations were made. Students pro-
vided verbal feedback to the client at the end of the home visit,
after which a brief report was provided to the client and/or the
referring health practitioner at the end of the study. Also, clients
were referred to other services if needed.

2.7 | Data Analysis

Data were analysed using SPSS. Deidentified data were cleaned
and coded before being imported into SPSS. Descriptive statis-
tics were used to examine demographic characteristics and sum-
marise the risks associated with falls.

3 | Results

The student-led falls prevention program received 46 referrals.
Of these 46 referrals, six participants declined a home visit.
All the 40 remaining participants met the inclusion criteria
and consented to receive a home visit by the OT students and
their supervisor. Thirty-two participants self-referred, and
eight were referred by a GP (Table 1). Twenty-six (65%) par-
ticipants live in an MMMS6 location (remote areas), with the
remaining living in an MMM4 location (medium rural town).

Referral was checked
to student-led falls for eligibility by
clinic research investigator

s participant
eligible?

No. Participant
not referred.

Yes. Participant
contacted by OT
students

Participant
illing to enrolZ

No. Participant
excluded.
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TABLE1 | Demographic characteristics.

TABLE 2 | Ten weeks client satisfaction survey.

Variable (n=40) Number, n (%) N=31 Yes No
Gender Received home 8 23
Male 13 (32.5) modifications
Female 27 (67.5) Modlflcatlons received 8 NA
perceived to be
Indigenous status worthwhile
Indigenous 1(2.5) Feel safer in their 27 3
Non-indigenous 39 (97.5) home
Age (years) Have had a fa.lll. since 5 26
OT student visit
50-59 1(2.5) .
Overall rating
60-69 1(2.5) o
Limited to  Valuable Very
70-79 13(32.5) no value valuable
80-89 21(52.5) Participants rating of 4 13 14
90-99 4(10.0) how valuable they felt
the home visit was
Location
Number of clients that found aspects of the visit most
MM4 (medium size rural town) 14 (35.0) helpful n
MMB6 (very remote areas) 26 (65.0) Information booklet 1
Referral source Resource list 1
Self-referred 32(80.0) Education/ 7
General practitioners 8 (20.0) recommendations
Home modifications 2
The whole visit 14

Participants were aged 57-97years (mean =80.5= 7.5years).
Cognition was assessed using the MoCA, which showed a
mean result of 18.3 +£6.3, with 16, 11 and 4 participants having
amild, moderate or severe cognitive impairment score respec-
tively. Balance was assessed using the TUG, which showed
that 82.5% of participants were at a high risk for falls. Finally,
home safety was measured using the WeHSA, which showed
that at least one hazard was identified for each participant.
Identified hazards included unsafe use of equipment, absence
of Medi alerts, insufficient supervision, lack of support, inap-
propriate footwear, behavioural concerns and environmental
hazards.

Thirty-one participants completed the follow-up survey over the
phone, indicating a response rate of 77.5%; seven could not be
reached, and two declined to complete the survey. For the client
satisfaction survey, 13 participants rated the overall service as
valuable and 14 rated it as very valuable (Table 2). Eight par-
ticipants (20%) received modifications to their homes since the
last home visit, with all the participants indicating that modifi-
cations have been most valuable. A total of 14 participants re-
ported that the whole visit was valuable, and seven reported that
the education and recommendation component was the most
valuable to them (Table 2). Six participants did not respond to
this question. Of the 31 participants who completed the survey,
26 reported they had not had a fall since their last home visit.
Overall, 27 survey participants reported feeling safer in their
homes after the home visit (Table 2). One participant did not re-
spond to this question.

Note: A three-point Likert scale was used to score how valuable the service
was—1. very valuable, 2. valuable and 3. limited to no value.

4 | Discussion

This pilot study aimed to test the utility of a student-led program
in identifying community-dwelling elderly people at high risk
for falls and to determine client satisfaction following a 10-week
student-led falls prevention program in rural and remote areas.
The findings of this study provide valuable insights into the po-
tential benefits and challenges of implementing student-led falls
prevention programs in rural and remote areas for clients with
limited access to healthcare services. The results of this study
suggest that a student-led falls prevention program can be useful
in identifying community-dwelling older adults at risk for falls.
Furthermore, it may positively impact client well-being and sat-
isfaction due to increased safety awareness, accessing resources
and home modification where required.

Participation in fall prevention programs by older people has
been reported to be typically less than 50% [24], and can often
be as low as 10% [25]. In a mixed-methods study of a telephone-
based falls prevention program for older adults who presented
to an emergency department with a fall, the majority of respon-
dents perceived the program to be acceptable and were satis-
fied with the program [26]. Also, in a study reporting patient
satisfaction and quality outcomes for a multidisciplinary falls
prevention screening clinic, clients reported high satisfaction
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with the clinic format and services received [27]. These find-
ings are consistent with most clients reporting high satisfaction
with the program.

The focus of our study was on identifying community-
dwelling older adults at risk for falls. This allows for proac-
tive interventions before future falls occur, which also aligns
with the goal of promoting healthy ageing and preventing
adverse health outcomes of ageing [28]. Additionally, iden-
tifying community-dwelling older adults at risk for falls can
significantly reduce the burden on healthcare systems [29, 30].
Moreover, early identification allows for a comprehensive as-
sessment of various risk factors contributing to falls, such as
environmental hazards, medication issues and physical lim-
itations. This holistic approach is more effective than address-
ing the consequences of a fall.

Limited research focuses on identifying barriers and enablers
for falls risk assessments for older adults. In a cross-sectional
survey of GPs determining the factors affecting annual falls
risk screening among older adults, it was found that while two-
thirds of the respondents felt that the yearly screening for falls
risk was useful, only a quarter of the GPs screened their clients
for falls risk on an annual basis [31]. The barriers identified
by the GPs were forgetting to screen, lack of time, unsuitable
working conditions for screening and clients selecting not to be
screened [31]. In a qualitative study of primary care providers,
physicians identified a lack of awareness of the importance of
falls risk screening compared to other diagnostic procedures
(e.g., cancer screening), competing priorities (e.g., hypertension
management) and the appropriateness of referrals for dealing
with falls risk as barriers [32]. The level of physician training
was identified as both a barrier and a facilitator [32].

It is estimated that around 90% of Australia's population sees a
GP at least once a year, and more than 50% of these clients aged
65years and above have five or more chronic conditions [33].
However, despite being well-positioned to promote falls pre-
vention and access to evidence about effective falls prevention,
GPs find it difficult to refer clients for falls prevention services.
This was evident in our study, with a significantly low referral
rate of 20% by GPs for falls prevention services. In a study by
Sturmberg, among older people attending general practice, the
risk for falls was identified in 50% of the clients [34], and in an-
other study, a screening tool increased the identification for falls
risk by threefold [35]. Our study used the three-item FROP-Com
questionnaire, which was the most strongly predictive of falls
and a quick screening tool for GPs. However, only 20% of the
clients were referred by GPs in our study. Early identification of
falls risk in a primary healthcare setting is possible. However, it
is acknowledged that GPs may not be able to address falls risk as
they are busy focusing on the immediate presenting problems of
their clients [36]. As falls are not a medical diagnosis but rather
a complex group of risk factors, it is unclear how GPs decide
to refer to a falls prevention service. It is essential to educate
and promote falls identification in primary care by GPs where
feasible.

Interprofessional collaboration is essential in identifying and
referring older adults at risk for falls in rural and remote areas
[37-39]. This approach is essential due to the multifactorial

nature of falls risks and the unique context of rural and remote
areas [6]. Involving interprofessional team members such as so-
cial workers and pharmacists can work more effectively to iden-
tify and refer community-dwelling older adults at risk for falls
in rural areas, ultimately improving health outcomes and re-
ducing the incidence of falls among this vulnerable population.
Also, the Scope of Practice Review highlighted the importance
of health professionals working to their full scope of practice
in primary care and the value of interprofessional trust [40].
Implementing effective falls prevention programs in rural and
remote areas has its challenges. Rural and remote communities
often lack financial resources and have limited access to health
practitioners, making interprofessional collaboration even more
challenging [37]. Also, because of geographical distances and
technological infrastructure, establishing effective interprofes-
sional networks in rural and remote areas is challenging [38].
While further research is warranted to identify innovative
ways to identify and partner with other health professionals,
the student-led falls prevention program demonstrated that a
collaborative approach may have many benefits for healthcare
consumers in a rural setting.

Community-based programs can reach a broader popula-
tion and provide interventions in real-world environments.
Community-based fall prevention services are crucial because
they address the issue of falls where older adults spend most
of their time—in their homes and communities, and these
programs can offer tailored and multifaceted approaches.
Community-based interventions also have the potential to be
more cost-effective and sustainable in the long term, as they
can leverage local resources and foster social connections
among participants [41]. Our 10-week student-led fall preven-
tion program appears to be cost-effective as the assessments
were conducted at the client's home with readily available
assessment tools, which made it accessible to reach clients in
rural and remote communities devoid of transportation and
service charges. Furthermore, they can help identify and sup-
port older adults who may not regularly access clinical ser-
vices, filling an essential falls prevention gap.

5 | Strengths, Limitations and Future Implications

Given our small sample size and the fact that our sample was
from rural areas of Queensland, the results may not be gener-
alisable to other parts of Australia. Nonetheless, the study does
provide information that may be useful to other rural and re-
mote areas nationally.

Due to their busy schedules, we had limited communication
with the GPs and the local aged-care providers. Qualitative data
from participants, GPs and community aged care providers may
provide valuable insights into facilitators and barriers in identi-
fying community-dwelling older adults at risk for falls in rural
and remote areas. This is an opportunity for future research.
Nonetheless, it appears that limited awareness and understand-
ing of falls may be major client barriers, with heavy clinical
workload being a barrier for GPs and other health professionals.

The outcomes of this study may be relevant to other univer-
sity-industry partnerships that intend to explore student-led
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services designed to address placement shortages, student
learning, and community needs, especially in rural or un-
derserved areas. Additionally, the results could be relevant to
organisations aiming to trial other forms of student-led pro-
grammes in rural and remote areas. However, challenges re-
lated to resource availability and healthcare accessibility need
to be addressed to ensure the success and sustainability of
student-led programs.

6 | Conclusion

This pilot study provides evidence to support the utility of a
student-led program in identifying community-dwelling older
adults at high risk for falls and the implementation of student-
led falls prevention programs for these adults in rural commu-
nities. The findings suggest that such programs can improve
well-being and satisfaction, improve safety awareness, and po-
tentially reduce the risk of falls among older adults.

A coordinated, systemic approach to falls prevention in
community-dwelling older adults living in rural and regional
areas should be explored, including utilising allied health stu-
dents on placements to supplement the existing healthcare
workforce and services.

This study has provided valuable information on implementing
the student-led falls prevention programme in our resource-
limited region. Moreover, the findings could inform the re-
finement of the program model, enhancing its relevance and
efficiency for future implementations.
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Appendix A
A telephone client satisfaction survey

1. Did you have modifications to your home following the occupa-

tional therapy student's visit?
e Yes

« No

2. Do you think these changes were worthwhile?
e Yes

« No

3. Do you feel safer in your home since the student's visit?
* Yes

*« No

4. How valuable do you find the service?
 Very valuable

« Valuable
« Limited or no value

5. What aspect of the visit did you find most useful?
» Home modification

« Education/recommendations
« Resource list

« Information booklet

« Referral to another service

« The whole visit

6. Have you had a fall since the visit?
* Yes
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Appendix B

Self-reported falls risk questionnaire

Check Your Risk for Falling

Circle “Yes” or “No” for each statement below

Why it matters

Yes (2) No (0) | have fallen in the past year. People who have fallen once are likely to fall again.

Yes (2) No (0) 1 use or have been advised to use a cane or People who have been advised to use a cane or walker may
walker to get around safely. already be more likely to fall.

Yes (1) No (0) Sometimes I feel unsteady when | am waking. Unsteadiness or needing support while walking are signs of

poor balance.

| steady myself by holding onto furniture - ;

Yes (1) No (0) when walking at home. This is also a sign of poor balance.

Yes (1) No (0) I am worried about falling. People who are worried about falling are more likely to fall.

Yes (1) No (0) I need to by sh with my hands to stand up This is a sign of weak leg muscles, a major reason for falling.
from a chair.

Yes (1) No (0) | have some trouble stepping up onto a curb. This is also a sign of weak leg muscles.

. Rushing to the bathroom, especially at night, increases your

Yes (1) No (0) | often have to rush to the toilet. chance of falling.

Yes (1) No (0) | have lost some feeling in my feet. Numbness in your feet can cause stumbles and lead to falls.

Yes (1) No (0) | take medicine that sometimes makes me feel Side effects from medicines can sometimes increase your
light-headed or more tired than usual. chance of falling.

Yes () No (0) L:;l::g;zdlcme to help me sleep o improve These medicines can sometimes increase your chance of falling.

Symptoms of depression, such as not feeling well or feeling

Yes (1) No (0) | often feel sad or depressed. SR e S T e

Total Add up the number of points for each “yes” answer. If you scored 4 points or more, you may be at risk for falling.
Discuss this brochure with your doctor.

This checklist was developed by the Greater Los Angeles VA Geriatric Research Education Clinical Center and affiliates and is a validated fall risk self: t tool (Rubenstein et al. J Safety Res;

2011: 42(6)493-499). Adapted with permission of the authors.
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Appendix C

The falls risk for older people in the community (FROP-com)
screening checklist

NATIONAL AGEING
RESEARCH INSTITUTE LTD

Eringing research to life

DoB

. UR No
NAR Surname:

Given Name

(Affix Patient ID Label)

Falls Risk for Older People in the Community (FROP-Com) Screen

Screen all people aged 65 years and older (50 years and older Aboriginal & Torres Strait Islander peoples)

Date of screen:

!

FALLS HISTORY

SCORE

1. Number of falls in the past 12 months? o None (o)
a1 fall (1
o 2 falls (2)
0 3 or more 3)

FUNCTION: ADL status

2. Prior to this fall, how much assistance was the
individual requiring for instrumental activities of daily

o Nene (completely independent) (O

turning and sitting. If the person uses an aid observe
the person with the afd. Do not base on self-report.
s If level fluctuates, tick the most unsteady rating. If the
person fs unable to walk due fa infury, score as 3.

o Yes, consistently and severely
unsteady (needs constant hands
on assistance) (3)

)
- . o o Supervision (1)
living (eg cooking, housework, laundry)? o Some assistanca required ) : :
e ifnofallin fast 12 months, rate current function o Completely dependent 3
BALANCE
3. When walkinq and turn'ing, do_es the pef?son appear o No unsteadiness observed (0)
unsteady or at risk of losing their balance? o Yes, minimally unsteady (1)
s Observe the person standing, walking a few metres, o Yes, moderately ursteady (needs
supervision) 2)

Total Risk Score

Total score 0 | 1 2 | 3 4 | S 6 | 7 8 I 9
Risk of being a faller 0.25 07 1.4 4.0 7
Grading of falls risk 0-3 Lowrisk 4-9 High risk

Recommended actions

Further assessment and
management if
functianal/balance problem

idenrtified (score of one or

Perform the Full FROP-Com assessment and / or

corresponding management recommendations

higher)
Date: ! !
Name Signature Designation
© Naticnal Ageing Research Institute only to be reproduced with permission v10
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Appendix D

Pre-home visit checklist

HOME VISIT RISK SCREENING | surnAME
TOOL
GIVEN NAMES
D.0.B

Read to client:

(Clients Name), for staff safety, we ask all our clients a few questions before visiting their homes. Some of the questions are about
getting to their house, pets, firearms and smaking. It will only take a few minutes. Is this a convenient time for you?

Is this your usual address? Yes No Usual Address:

ACCOMMODATION — Location of visit

House Residential Care Facility Caravan Park Other
Flat/Unit Rooming House SRS Other
ACCESS TO PROPERTY
OCCUPANTS
Who do you
m?rmally I'|ve Alone | Partner | Carer Parent | Children | Shared Othel[l
with at this
3
address! D D D D D D Describe
Question* Yes No Action/Comments

Will anyone else be home when | visit?

Whao? Safe to be alane with client? Second person
needed?

Would anyone at home be upset by us
visiting?

Reschedule/second person?

Does anyone at home take drugs or drink a
lot of alcohol?

Will the resulting behaviour place the worker at risk?

Do you have any weapons at home?

Ifyes, are they securely locked? Centre-based
appointment?

Does anyane smaoke at home?

Request as a condition of the home visit that they refrain
from smoking during the home visit. If not, offer centre-
based appointment...

Is there anyone in the house with a
contagious illness?

Describe:
Reschedule?

Do you have any animals?

What type/s? How
many?
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my visit?

of the visit.

Can they be restrained/isolated prior to

Note: Animals must be restrained and/or
isolated away from the working
environment prior to and for the duration

Alternate venue/reschedule?

Do | need to phone ahead so you can
secure animals?

CLIENT RELATED CONSIDERATIONS

Question*

Yes No

Action/Comments

list?

Consulted High Risk Accommodation

alerts/risks?
Describe:

Are there previously identified

cancern?
Describe:

Are there any particular behaviours of

Describe:

Is there known history of aggression?

Comments:

*NOTE: Ensure appropriate action is taken for all answers in the shaded boxes. If any risks are identified, visits should not be
conduct until control measures are implemented, or these have been discussed with Manager.

Risk

Control
Measure

Risks & controls discussed with line manager | | Name:

EVIDENCE OF HOME/COMMUNITY VISIT RISK SCREENING TOOL BEING

CURRENT

Date and Time

The Home/Community Visit Risk Screening Tool Name

is indicative of current risk status?
Yes or No

If answered No then please complete a new

screening tool

Client Signature

D Yes D No

D Yes D No

D Yes D No

D Yes D No

D Yes D No
Yes D No
Yes No
Yes No

O L

O [

NOTES
Signature Print Name Designation Date/Time
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