	Multifactorial Falls Risk Assessment.       LEVEL 2     Sheffield Integrated Falls Pathway.



	Name of Professional:
Signature………………………………  Date…………….

Designation:                                 Contact no.

Base / Service:
	Client Name:                               DOB:

Address:

Cons:                                         Ward:

Hospital no.                                            

NHS no.                                   Tel no:

	Information collected from:        Patient / Carer
Consider mental capacity / best interests when explanation of assessment given & consent obtained.

Signature………………………..……      Date…………….
	GP:

Address:

Tel:

	History of Falls:

How many falls in last 6 months? 
	Unexplained – further assessment required

Explained – and further assessment required
	

	
	
	

	Activity at time? When? Where? Pattern?

                                                                                                                                                                                     Date:

	Any signs of infection? Eg ear, chest, UTI


	Y / N
	Ref to Doctor
	

	Any black outs or loss of consciousness before falling?


	Y / N
	Ref to Doctor / Specialist services
	

	Any dizziness before falling?
	Y / N
	Taking BP: Lie patient flat for 5 mins and record.

Then repeat at 1 & 3 mins in standing.

	Any dizziness on standing or turning?
	Y / N
	Lying BP =        

Standing 1 min =          
                3 min =

Symptomatic on standing?     Y / N

Ref to Dr (name) ……………………
	

	Taking four or more medications – and no recent review?

Taking drugs associated with increased falls risk?

Started on any new drugs / dose? 
	Y / N

Y / N

Y / N
	Ref to Doctor / Pharmacist for review

name……………………………………………
eg sleeping tabs, antidepressants, antihypertensives, antipsychotics, antiparkinson’s, diuretics
– when?.............
	

	Bone Health:             Known to have Osteoporosis?       Y / N

	Any bone fracture since the age of 40?
	Y / N
	Ref to Doctor for further assessment / investigation / Calcium and Vit D therapy.
	

	Taking oral steroids or have done previously?
	Y / N
	
	

	Concern of Falling:
	Y / N
	FES – I (short) Score = 

Ref to : -

Therapy services…………..……...

Citywide Care Alarms + / or Telecare
	

	Client ‘concerned’ about falling or has poor confidence with mobility?
	
	
	

	
	
	
	

	Cognitive Impairment / Mental Capacity:
	Y / N

Y / N

Y / N
	MMSE =

HADS:  A =               D =

Ref to MH Services / Doctor………..
	

	Any memory problems?

Any Anxiety / Depression?

Known to Mental Health (MH) Services
	
	
	

	
	
	
	

	Vision:
	Y / N

Y / N

Y / N
	Check glasses are clean.
Recommend annual vision check.

Brincliffe House have list of domiciliary opticians (Tel: 2263114)
	

	Wears glasses?

Any change in vision?

Has related pathology?
	
	
	

	Hearing:
	Y / N
	Check hearing aid works.

Check for ear wax.

Ref to Audiology / Hearing Services
	

	Wears hearing aid /s?
	
	
	


Client Name: …………………… DOB………….. NHS no……………… Professional Name……………………….
	Continence
	Y / N

Y / N

Y / N
	If Urinary / Faecal continence assessment needed:-

Ref to nurse or specialist service.

Referral for commode.
	Date:

	Is there a problem?  Day / Night

Has appropriate aids?

Access to commode / toilet / night light?
	
	
	

	
	
	
	

	Hydration
	Y / N

Y / N

Y / N
	Recommend 8 (250mls) glasses of water per day.

Referral to Doctor ……….…………..
	

	Any signs of dehydration?

Any dizziness?

Any UTI?
	
	
	

	Nutrition
	Y / N

Y / N

Y / N
	Give healthy eating advice.

Ref to Dietetic Services

          S&LT – for swallowing

          Dental Services

          Equipment to facilitate eating
	

	Any reduced appetite / intake?

Any difficulties eating? eg dentures

Any special dietary needs?
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Alcohol
	Y / N
	Provide sensible drinking advice. Consider ref to local specialist support service.
	

	Is intake above recommended units?
	
	
	

	Feet / footwear
	Y / N

Y / N
	If yes for either / both:
Ref to Podiatry / Orthotic services for treatment 

Advice given re suitable footwear 
	

	Foot problem inhibiting gait / balance
Unstable, loose, or poorly fitting shoes worn?
	
	
	

	
	
	
	

	Pain
	Y / N
	Check analgesics taken correctly.

Ref to Doctor for analgesia review.
	

	Is pain affecting mobility?

Where is the pain?…………………………………..
	
	
	

	Functional ability
	Y / N

Y / N

Y / N

Y / N
	Consider referrals to service for:

· Therapy

· Social Services

· Equipment / Adaption

Elderly Mob Scale =
	

	Problem with PADL?

Problem with DADL?

Need for Home Assessment identified?

Problem with mobility?
	
	
	

	Home Hazards
	Y / N

Y / N

Y / N
	Ref for Equipment:

Aids & adaptions:

Ref to Stay Put:

Other …………………………………
	

	Home environment checked?

Any problems with stairs?

Any other identified issues?
	
	
	

	
	
	
	

	
	
	
	

	Gait and Balance
	Y / N

Y / N

Y / N

Y / N
	TURN180: Steps=        Touches =

Otago level =

Timed Up and Go =         secs

Ref to Physiotherapy for assessment, Otago Exercises or Assessment for mobility aid
	

	Is there a problem with balance?

Is there a problem with muscle strength / joint ROM?

Is there a problem with gait?

Is mobility aid appropriate & used safely?
	
	
	

	
	
	
	

	
	
	
	

	Strategies following a Fall
	Y / N
	Teach Backward Chaining Method

or 
refer to Physiotherapy:

Consider referral to CWCA/Telecare:

Advice & strategies discussed:
	

	Able to move about & get up from the floor independently?
	
	
	

	Able to summon help?
	Y / N
	
	

	Know how to keep warm / relieve pressure if have a long lie?
	Y / N
	
	

	Following this Level 2 assessment does the cause of falls remain unclear? 

(Ref to Level 3 Specialist Services by GP/Cons) 
	Y / N
	Consider: 
referral to Community Geriatrician /  liaison with GP or ward medical staff
	

	Additional Information:



	Multifactorial Assessment completed on Date: ………………………     Signature: ………..…………………………………

	If referring on to other services on the pathway send a copy of this Level 2 Multifactorial Assessment & any other relevant documents / assessments / outcome measures. Ensure any referrals made are documented.
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