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ABSTRACT
Introduction: A third of community-dwelling adults over the age of 65 years 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

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 

as a result of decreased mobility and lack of independence. A 
third of community-dwelling people over the age of 65 years falls 
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 65 years [1]. Falls among older adults are a signifi-
cant public health problem and have substantial consequences 
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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 15 years 
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 

Summary

•	 What is already known about this subject?
○	 Falls are a leading cause of injury and accidental 

death in older adults.
○	 There is clear evidence about effectiveness of falls 

prevention interventions.

•	 What does this study add?
○	 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.

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

FIGURE 1    |    Timelines for the student placement.
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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 12 s 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 

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 MMM6 location (remote areas), with the 
remaining living in an MMM4 location (medium rural town). 

FIGURE 2    |    Pre-home visit study procedure.
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Participants were aged 57–97 years (mean = 80.5 ± 7.5 years). 
Cognition was assessed using the MoCA, which showed a 
mean result of 18.3 ± 6.3, with 16, 11 and 4 participants having 
a mild, 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.

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 

TABLE 1    |    Demographic characteristics.

Variable (n = 40) Number, n (%)

Gender

Male 13 (32.5)

Female 27 (67.5)

Indigenous status

Indigenous 1 (2.5)

Non-indigenous 39 (97.5)

Age (years)

50–59 1 (2.5)

60–69 1 (2.5)

70–79 13 (32.5)

80–89 21 (52.5)

90–99 4 (10.0)

Location

MM4 (medium size rural town) 14 (35.0)

MM6 (very remote areas) 26 (65.0)

Referral source

Self-referred 32 (80.0)

General practitioners 8 (20.0)

TABLE 2    |    Ten weeks client satisfaction survey.

N = 31 Yes No

Received home 
modifications

8 23

Modifications received 
perceived to be 
worthwhile

8 NA

Feel safer in their 
home

27 3

Have had a fall since 
OT student visit

5 26

Overall rating

Limited to 
no value

Valuable Very 
valuable

Participants rating of 
how valuable they felt 
the home visit was

4 13 14

Number of clients that found aspects of the visit most 
helpful n

Information booklet 1

Resource list 1

Education/
recommendations

7

Home modifications 2

The whole visit 14

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.
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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 
65 years 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.

Author Contributions

A.M. conceptualised and designed the study. A.M. collected the data 
and S.B. contributed to the final data collection phase. K.O. and S.B. an-
alysed the data along with A.M. A.M. wrote the manuscript with input 
from K.O. and S.B. All authors reviewed and approved the final version 
of the manuscript.

Acknowledgements

We would like to thank Lucy Holzer and Beck Hawkins for their 
hard work and tenacity while completing the home visits as part of 
their placement. We would also like to thank all the participants who 
participated in the research. This study was supported by the Rural 
Health Multidisciplinary Training (RHMT) program of the Australian 
Government Department of Health.

Ethics Statement

This study protocol was reviewed and approved by the James Cook 
University Human Research Ethics Committee, approval num-
ber H9147.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

The data that support the findings of this study are available from the 
corresponding author upon reasonable request.

References

1. N. M. Peel, D. J. Kassulke, and R. J. McClure, “Population Based 
Study of Hospitalised Fall Related Injuries in Older People,” Injury Pre-
vention 8 (2002): 280–283.

2. E. J. Delbaere Kim and S. Catherine, Why Investing in Falls Prevention 
Across Australia Can't Wait (Sydney: Australian and New Zealand Falls 
Prevention Society, 2022), 13.

3. A. J. Campbell and M. C. Robertson, “Rethinking Individual and 
Community Fall Prevention Strategies: A Meta-Regression Comparing 
Single and Multifactorial Interventions,” Age and Ageing 36 (2007): 
656–662.

4. J. Moller, Projected Costs of Fall Related Injury to Older Persons Due 
to Demographic Change in Australia [Electronic Resource]: Report to the 
Commonwealth Department of Health and Ageing Under the National 
Falls Prevention for Older People Initiative (Canberra, Austraila: Depart-
ment of health and ageing, 2003).

5. L. Mackenzie, L. Clemson, and C. Roberts, “Occupational Therapists 
Partnering With General Practitioners to Prevent Falls: Seizing Oppor-
tunities in Primary Health Care,” Australian Occupational Therapy 
Journal 60 (2013): 66–70.

6. J. Boehm, R. C. Franklin, and J. C. King, “Falls in Rural and Remote 
Community Dwelling Older Adults: A Review of the Literature,” Aus-
tralian Journal of Rural Health 22 (2014): 146–155.

7. L. Mackenzie, J. Byles, and N. Higginbotham, “Designing the Home 
Falls and Accidents Screening Tool (HOME FAST): Selecting the 
Items,” British Journal of Occupational Therapy 63 (2000): 260–269.

8. AIHW, Falls in Older Australians 2019–2020: Hospitalisations and 
Deaths Among People Aged 65 and Over (Australian Institute of Health 
and Welfare, 2022).

9. M. L. Currin, T. A. Comans, K. Heathcote, and T. P. Haines, “Stay-
ing Safe at Home. Home Environmental Audit Recommendations and 
Uptake in an Older Population at High Risk of Falling,” Australasian 
Journal on Ageing 31 (2012): 90–95.

10. J. A. Stevens, J. E. Mahoney, and H. Ehrenreich, “Circumstances 
and Outcomes of Falls Among High Risk Community-Dwelling Older 
Adults,” Injury Epidemiology 1 (2014): 5.

11. M. R. McGrail and J. S. Humphreys, “Spatial Access Disparities 
to Primary Health Care in Rural and Remote Australia,” Geospatial 
Health 10 (2015): 358.

12. A. L. Morell, S. Kiem, M. A. Millsteed, and A. Pollice, “Attraction, 
Recruitment and Distribution of Health Professionals in Rural and 
Remote Australia: Early Results of the Rural Health Professionals Pro-
gram,” Human Resources for Health 12 (2014): 15.

13. M. A. Abuzar and J. Owen, “A Community Engaged Dental Curricu-
lum: A Rural Indigenous Outplacement Programme,” Journal of Public 
Health Research 5 (2016): 668.

14. G. Chu, V. Pitt, R. Cant, A. Johnson, and K. Inder, “Students' Evalua-
tion of Professional Experience Placement Quality in a Pre-Registration 
Nursing Programme: A Cross-Sectional Survey,” Nurse Education in 
Practice 75 (2024): 103877.

15. R. D. Thackrah and S. C. Thompson, “Learning From Follow-Up of 
Student Placements in a Remote Community: A Small Qualitative Study 
Highlights Personal and Workforce Benefits and Opportunities,” BMC 
Medical Education 19 (2019): 331.

16. L. Briggs and P. Fronek, “Student Experiences and Perceptions of 
Participation in Student-Led Health Clinics: A Systematic Review,” 
Journal of Social Work Education 56 (2020): 238–259.

17. C. M. Stuhlmiller and B. Tolchard, “Developing a Student-Led 
Health and Wellbeing Clinic in an Underserved Community: Collab-
orative Learning, Health Outcomes and Cost Savings,” BMC Nursing 
14 (2015): 32.

 14401584, 2025, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/ajr.13221 by Jam

es C
ook U

niversity, W
iley O

nline L
ibrary on [08/04/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



8 of 12 Australian Journal of Rural Health, 2025

18. S. Reeves, S. Fletcher, H. Barr, et al., “A BEME Systematic Review of 
the Effects of Interprofessional Education: BEME Guide No. 39,” Medi-
cal Teacher 38 (2016): 656–668.

19. L. Z. Rubenstein, R. Vivrette, J. O. Harker, J. A. Stevens, and B. J. 
Kramer, “Validating an Evidence-Based, Self-Rated Fall Risk Ques-
tionnaire (FRQ) for Older Adults,” Journal of Safety Research 42 (2011): 
493–499.

20. M. A. Russell, K. D. Hill, L. M. Day, I. Blackberry, L. C. Gurrin, and 
S. C. Dharmage, “Development of the Falls Risk for Older People in the 
Community (FROP-Com) Screening Tool,” Age and Ageing 38 (2009): 
40–46.

21. Z. S. Nasreddine, N. A. Phillips, V. Bédirian, et al., “The Montreal Cog-
nitive Assessment, MoCA: A Brief Screening Tool for Mild Cognitive Im-
pairment,” Journal of the American Geriatrics Society 53 (2005): 695–699.

22. D. Podsiadlo and S. Richardson, “The Timed “Up & Go”: A Test 
of Basic Functional Mobility for Frail Elderly Persons,” Journal of the 
American Geriatrics Society 39 (1991): 142–148.

23. L. Clemson, Home Fall Hazards: A Guide to Identifying Fall Hazards 
in the Homes of Elderly People and an Accompaniment to the Assessment 
Tool, the Westmead Home Safety Assessment (WeHSA) (West Bruns-
wick, Vic: Co-Ordinates Publications, 1997).

24. M. C. Robertson, N. Devlin, M. M. Gardner, and A. J. Campbell, “Ef-
fectiveness and Economic Evaluation of a Nurse Delivered Home Exer-
cise Programme to Prevent Falls. 1: Randomised Controlled Trial,” BMJ 
322 (2001): 697–701.

25. M. Stevens, C. D. A. J. Holman, N. Bennett, and N. De Klerk, “Pre-
venting Falls in Older People: Outcome Evaluation of a Randomized 
Controlled Trial,” Journal of the American Geriatrics Society (JAGS) 49 
(2001): 1448–1455.

26. R. L. Morris, K. D. Hill, I. N. Ackerman, et al., “A Mixed Methods 
Process Evaluation of a Person-Centred Falls Prevention Program,” 
BMC Health Services Research 19 (2019): 906.

27. K. L. Perell, M. L. P. Manzano, R. Weaver, et  al., “Outcomes of a 
Consult Fall Prevention Screening Clinic,” American Journal of Physi-
cal Medicine & Rehabilitation 85 (2006): 882–888.

28. E. Rudnicka, P. Napierała, A. Podfigurna, B. Męczekalski, R. Smo-
larczyk, and M. Grymowicz, “The World Health Organization (WHO) 
Approach to Healthy Ageing,” Maturitas 139 (2020): 6–11.

29. L. E. Boright, S. K. Arena, C. M. Wilson, and L. McCloy, “The Effect 
of Individualized Fall Prevention Programs on Community-Dwelling 
Older Adults: A Scoping Review,” Curēus 14 (2022): e23713.

30. C. G. Swift, “Identifying Risk Can Reduce Fall Rates,” Practitioner 
251 (2007): 39–45.

31. Y. Gaboreau, P. Imbert, J.-P. Jacquet, G. Royer De Vericourt, P. Cou-
turier, and G. Gavazzi, “Barriers to and Promoters of Screening for Falls 
in Elderly Community-Dwelling Patients by General Practitioners: A 
Large Cross-Sectional Survey in Two Areas of France,” Archives of Ger-
ontology and Geriatrics 65 (2016): 85–91.

32. W. C. Chou, M. E. Tinetti, M. B. King, K. Irwin, and R. H. Fortin-
sky, “Perceptions of Physicians on the Barriers and Facilitators to Inte-
grating Fall Risk Evaluation and Management Into Practice,” Journal of 
General Internal Medicine: JGIM 21 (2006): 117–122.

33. (AIHW), “Older Australians,” (2024), AIoHaW.

34. J. Sturmberg, “Health Assessments in General Practice,” Australian 
Family Physician 31 (2002): 384–387.

35. N. S. Wenger, C. P. Roth, P. G. Shekelle, et al., “A Practice-Based In-
tervention to Improve Primary Care for Falls, Urinary Incontinence, 
and Dementia,” Journal of the American Geriatrics Society (JAGS) 57 
(2009): 547–555.

36. L. Mackenzie and A. McIntyre, “How Do General Practitioners 
(GPs) Engage in Falls Prevention With Older People? A Pilot Survey of 

GPs in NHS England Suggests a Gap in Routine Practice to Address 
Falls Prevention,” Frontiers in Public Health 7 (2019): 32.

37. I. Baumann, F. Wieber, T. Volken, P. Rüesch, and A. Glässel, “Inter-
professional Collaboration in Fall Prevention: Insights From a Qualita-
tive Study,” International Journal of Environmental Research and Public 
Health 19 (2022): 10477.

38. J. S. C. Muusse, R. Zuidema, M. C. van Scherpenseel, and S. J. T. 
Velde, “Influencing Factors of Interprofessional Collaboration in Mul-
tifactorial Fall Prevention Interventions: A Qualitative Systematic Re-
view,” BMC Family Practice 24 (2023): 116.

39. P. Baxter and M. Markle-Reid, “An Interprofessional Team Ap-
proach to Fall Prevention for Older Home Care Clients ‘At Risk’ of 
Falling: Health Care Providers Share Their Experiences,” International 
Journal of Integrated Care 9 (2009): e15.

40. EAC, “Unleashing the Potential of Our Health Workforce Scope of 
Practice Review—Final Report,” 2024.

41. A. Hanley, C. Silke, and J. Murphy, “Community-Based Health Ef-
forts for the Prevention of Falls in the Elderly,” Clinical Interventions in 
Aging 6 (2011): 19–25.

Appendix A

A telephone client satisfaction survey

1.	 Did you have modifications to your home following the occupa-
tional therapy student's visit?

•	 Yes

•	 No

2.	 Do you think these changes were worthwhile?
•	 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
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Appendix C

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

Pre-home visit checklist
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