Using the FROP- Com screen

As a tool to inform and evaluate OT
intervention within a Home Modification
Service

Jo Mortimer, OT, CORE Community Services,
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METHOD
Choosing a screening tool - identify high falls risk.
Linking the tool with an intervention checklist.
Using the tool in reviewing decision process.

|ldentifying services.
Time efficient methods to refer clients.

Encourage uptake of suggestions.

Convincing the Service coordinator: minimal time and could
have benefits for the Service.

Have clients’ goals of increased safety in the home been
addressed?




(Affix Patient ID Label)
UR No
Surname:

Falls Risk for Older People Given Name

in the Community (FROP-Com) Screen BAE

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 (0)
. o1 fall (1
0 2 falls (2
o 3 or more 3| [ 1

FUNCTION: ADL status

2. Prior to this fall, how much assistance was the

individual requiring for instrumental activities of daily 2 gls;:n(;i::iomnpletely Idepanddnt) 2(1);
livi oking, h A dry)? s .
RO Seosiu, ot taaey) o Some assistance required (2) [ 1
e Ifnofallin last 12 months, rate current function o Completely dependent (3)
BALANCE
3. When walking and turning, does the person appear o No unsteadiness observed (0)
unsteady or at risk of losing their balance? o Yes, minimally unsteady 1)
e Observe the person standing, walking a few metres, turning a Yes, 'm'gderately unsteady (needs(z)
and sitting. If the person uses an aid observe the person sopenast n). | d "
with the aid. Do not base on self-report. e Yesi C%"S'Ste";y an ievte:]e Y A
e [f level fluctuates, tick the most unsteady rating. If the Hne eaisstla(:ee) Sconsiantnan 5(3) [ 1
person is unable to walk due to injury, score as 3. Oft;aes e

Total Risk Score

Total score 0 L 1 2 l 3 4 T 5 6 l 7 8 | <9
Risk of being a faller 0.25 0.7 1.4 4.0 7.7
Grading of falls risk 0-3 Lowrisk 4—9 High risk

Further assessment and
management if

Perform the Full FROP-Com assessment and / or
Recommended actions functional/balance problem

e corresponding management recommendations
identified (score of one or

higher)

Date: / )

Name Signature Designation



(Affix Patient ID Label)
UR No
Q
Falls Risk for Older People Given Name
< " DOB
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 0)
o01fall 1)
o0 2falls (2)
0 3 or more @I 1
FUNCTION: ADL status
ot bucbodombomsstiptedooresbosmrapesierisor A o o None (completely independent) (0)
" e k! o Supervision 1)
living (eg cooking, housework, laundry)? o Some assistance required @ i g
o Ifnofall in last 12 months, rate current function o Completely dependent (3)
BALANCE
3. When walking and turning, does the person appear o No unsteadiness observed ()
unsteady or at risk of losing their balance? o Yes, minimally unsteady )
o Observe the person standing, walking a few metres, o Yes, p:_oderately unsteady (need52
turning and sitting. . If the person uses an aid observe sugemsmn)_ d I @
the person with the aid. Do not base on self-report. o es‘.e;oc:mstengy an s::r‘:te:l:xd
o Iflevel fluctuates, tick the most unsteady rating. If the aline: {;nee) 8 COm e @
person is unable to walk due to injury, score as 3. On gsstetaNco)

Total score o|12|3 4]5 6!7 s|9
Risk of being a faller 0.25 07 14 40 77
Grading of falls risk 0-3 Lowrisk 4-9 High risk
Further assessment and
t if
Tnademer Perform the Full FROP-Com assessment and / or
ded acti ional/b problem ) e
; corresponding rect
identified (score of one or
higher)

Intervention / Recommendations based on Score and Clinical Judgement ( please circle)

Low falls risk Education / Modifications / Equipment / Footwear /
Medication packs / Eyesight review / Physio / other
High falls risk Education / Modifications / Equipment / Footwear /
Medication packs / Eyesight review / Physio / other
Comment
OT Name:, Signature
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addressed?




| am referring this lady because of poor functional mobility and requiring assistance with
walking aids... Mrs has given permission for the referral.

Medical information / Physical / functional status:
Falls History:
Fell one year ago...— hit head —subsequent ongoing head pain and loss of confidence.

Many near misses in past year, but has not fallen over.

Social Situation:

Issues identified Proposed Action

1. Poor functional mobility 1. Referral to Amb. Care Physiotherapy

2. Safety in showers 2. Shower chair, HHSH — Home Mod Service
3. Toilet transfers 3. Toilet rail- Home Mod Service

4. Safety on steps to garage 4. Railing on outer side- Home Mod Service

Thanking you very much for your help



OT Home Visit
The following are the plans we agreed to together as
an outcome of this visit:

1. Discuss with your GP referval to a
physiotherapist for assessment for walking
aids and falls prevention exercises.

2. nstall railing at the front steps.

3. Conslder medication boxes..........






Referrals to Physiotherapy

Year | Total Total Percentage | Percentage Percentage of Remaining
screens | screened | of high risk | of high risk | high risk clients Percentage
as high clients clients not referred Of high risk clients
risk Receiving/ | OT referred because Not referred
received PT to PT, unsuitable reason resolved?
recently direct or via Reason not
GP recorded?
2016 127 77
10% | 29% 38% 23%
2017 64 34

9%

21%

62%

8%
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