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Name of client:           
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 NHS number:                                 Date of birth:


ICTT SPECIALIST THERAPY FALLS ASSESSMENT 

	History of falls/ Reason for referral 

	Has this person fallen before (in the last 12 months)?

Yes (  No (
Description of fall – activity/ include time/location/symptoms if any/fractures or other significant injury. Blackout / syncope must see GP
Number of falls in the last year:
Did the falls result in a visit to Accident and emergency? Yes (  No (   If Yes number of visits :

Did the falls result an admission to hospital? Yes (  No (   If Yes number of visits :

Walking aid checked  Yes(  No(
Is it broken? 
Is it appropriate? 
Would the Patient benefit from careline/Linkline or Telecare?  Yes(  No (If Yes: - Make appropriate referral



	Cognition 

	Do you have any difficulty with maintain your concentration /  recalling recent events / poor attention?
Have you been referred to the memory clinic? 

(if no complete 6 CIT) 

Six item Cognitive impairment test (6CIT)

What year is it  (correct = 0 incorrect = 4) 

What month is it? (correct = 0 incorrect = 3)

Give the client an address phrase to remember with 5 components e.g.  Michael Andrews, 25 Petherton Road, Highbury and ask them to remember it. 

What time is it (within one hour)  (correct =0 incorrect =3)

Count backwards from 20-1 (correct = 0  1 error =2 more than one error =4)

Say the months of the year in reverse  (correct = 0  1 error =2 more than one error =4)

Repeat name and address ( correct = 0 1 error = 2/ errors =4 / 3 errors =6/ 4 errors =8 / all wrong = 10)

6 CIT score=     /28

Scoring 0-7 normal

8+ complete  mild cognitive impairment refer to memory clinic























	Home Environment 

	
	Yes 
	No
	Further information 

	Is the floor free from clutter?
	
	
	

	Is the floor covering in good condition? 
	
	
	

	Are rugs taped down on to the floor? 
	
	
	

	Is there good lighting throughout the property?
	
	
	

	Pets at home?
	
	
	

	Can the person reach items from high cupboards safely? 
	
	
	

	Can the person carry items to and from the kitchen safely?
	
	
	


Falls Efficacy Scale-International (English) 
	 On a scale of 1 to 4, please rate how concerned you are that you can do each of these activities without falling, with 1 meaning "Not at all concerned", 3 “Somewhat concerned”, 3 “Fairly concerned”  and 4 4 being "Very concerned"

	If you have stopped doing the activity at least partly because of being afraid of falling, score a 4

	

	If you do not currently do the activity for other reasons, please rate that item based on how you perceive you would rate it if you had to do the activity today.
Date: 

Date : 

Activity 

1

2

3

4

1

2

3

4

Cleaning the house 

(e.g. sweep, vacuum, dust) 

Getting dressed or undressed 

Preparing simple meals 

Taking a bath or shower 

Going to the shop 

Getting in or out of a chair 

Going up or down stairs 

Walking around in the neighbourhood 

Reaching for something above your head or on the ground 

Going to answer the telephone before it stops ringing 

Walking on a slippery surface 

(e.g. wet or icy) 

Visiting a friend or relative 

Walking in a place with crowds 

Walking on an uneven surface 

(e.g. rocky ground, poorly pavement) 

Walking up or down a slope 

Going out to a social event (e.g. religious service, family gathering,)




	Comments : 




ICTT -TINETTI BALANCE ASSESSMENT TOOL
	
	
	Date
	Date
	Date

	
	
	
	
	

	Sitting Balance 


	Leans / slides in chair = 0 

Steady, safe = 1
	
	
	

	Arises 


	Unable to without help = 0,

Able, uses arms to help = 1

Able without use of arms = 2
	
	
	

	Attempts to rise 

	Unable to without help = 0

Able, with more than 1 attempt = 1 

Able to rise in 1 attempt = 2
	
	
	

	Immediate Standing Balance 
(first 5 seconds)
	Unsteady (staggers, moves feet, trunk sway) = 0

Steady but uses walker or other support = 1

Steady without walker or other support = 2
	
	
	

	Standing Balance 

	Unsteady = 0

Steady but wide stance and uses support = 1 

Narrow stance without support = 2
	
	
	

	Sternal Nudge 


	Begins to fall = 0

Staggers, grabs, catches self = 1

Steady = 2
	
	
	

	Eyes Closed 
	Unsteady = 0                              Steady = 1
	
	
	

	Turning 360 Degrees 


	· Discontinuous steps = 0      

Continuous = 1       

· Unsteady (grabs, staggers) = 0,     

Steady = 1                                                             (ADD)
	
	
	

	Sitting Down 


	Unsafe (misjudged distance, falls into chair) = 0, 

Uses arms or not a smooth motion = 1

Safe, smooth motion = 2
	
	
	

	
	Balance Score
	   /16
	
	

	Gait Initiation  

(Immediately after told to ‘go’.)
	Any hesitancy or multiple attempts = 0, 

No hesitancy = 1
	
	
	

	Step Length and Height – Right Foot 

	· Right foot does not pass left stance = 0,

Right foot passes left stance foot = 1

· Right foot does not clear floor completely = 0, 

Right foot completely clears floor  =1  ,            (ADD)
	
	
	

	Step Length and Height – Left  Foot 

	· Left foot does not pass right  stance = 0,

Left foot passes right stance foot = 1

· Left foot does not clear floor completely = 0, 

Left foot completely clears floor  =1 ,               (ADD)
	
	
	

	Step Symmetry 

	Right and left step length not equal = 0, 

Right and left step length appear equal = 1
	
	
	

	Step Continuity 

	Stopping or discontinuity between steps = 0, 

Steps appear continuous = 1
	
	
	

	Path 
(in relation approx. 12’wide)
	Marked deviation = 0, 

Mild/moderate deviation or uses w. aid = 1,

Straight without w. aid = 2
	
	
	

	Trunk 

	Marked sway or uses w. aid = 0, 

No sway but flex. knees or back or uses arms for stability = 1,None of the other deviations = 2
	
	
	

	Base of Support 
	Heels apart = 0, 

Heels almost touching while walking = 1
	
	
	

	Falls Risk 

≤ 18 High,   19-23 Moderate, ≥24 Low
	Gait Score
	   /12
	
	

	
	Total Score 
	   /28
	
	

	Walking aid/ clinicians initials 
	
	
	
	


                   
Outcome

	Actions required 
	
Details/ Description 

	Provision of new/replacement equipment  

                                              (
	

	Information provision 

                                              (
	

	Referral

                                              (
	

	Provision of home exercise programme 

                                                       (
	


If YES Please liaise with physiotherapist                       





Did you have any of the following symptoms at the time of the fall?


Blackout ⁭    SOB ⁭        Dizzy ⁭        Chest pain ⁭                      Light headed ⁭        Palpitations ⁭





If Y to 1st question and N to 2nd advise client to see GP (refer if unsure)





Have you had a previous fall with a fracture?                              Y	  N


Have you been given medication for bone protection?                Y	  N





If Y to 1st question and N to 2nd advise client to see GP (refer if unsure)





Do you take 4 or more types of medication?	                    Y	  N


Have you been reviewed in the last 6 months?	                    Y	  N





If Y to 1st question and N to 2nd advise client to see optician





Do you have a problem with your eye sight?	                   Y	  N


Has it been treated by an optician in the last year?           Y	  N





Refer to podiatry for further screening if Y to 1st question & N to 2nd question





Do you have pain or problems with your feet?	                      Y       N 


Have you been treated in the last 6 months?	                      Y	   N





If Y please liaise with falls PT for assessment 





Are you fearful of falling?                                                               Y        N


Do you feel anxious or depressed?                                                  Y        N





Do you think you fell because of a problem with you balance, strength or walking?			                                              Y	  N                         





If Y, consider home exercise programme. If client scores a high risk of falling on balance outcome measures, please liaise with physiotherapist to for home assessment 





If Y Write to GP to make bladder/ bowel referral  





Do you rush to get to the toilet/ have any accidents?                                                                                                                                                               


                                                                                                             Y       N       








Were you drinking alcohol at the time of your fall? 


Are you worried about the amount of alcohol you are drinking?


Would you like support?                                                                    Y      N 





If Y please consider referral to HAGA 





If Y please liaise with physiotherapist for home assessment 








Could pain in your joints be a reason for why you have fallen? (Chronic pain, lower back pain, lower limb joint pain)                          


                                                                                                             Y      N 





   Additional comments: 





   Did the client score higher than    48?                                                                                               


                                                                                             Y      N 





If Y please liaise with falls OT for assessment. If client is scoring high in particular areas. Consider practising difficult  activity 





   Comments: 
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