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Abstract: The Australian state of Tasmania has seen a spike in Emergency Department presenta-

tions in recent years, particularly among the elderly. A novel extended scope occupational therapy 

(ESOT) service was implemented by the Tasmanian Health Service, aimed at supporting hospital 

avoidance. Clients were referred to the ESOT service by other services after being assessed as having 

a high risk of imminent hospital presentation. Occupational Therapists provided short-term inter-

ventions related to falls, mobility, nutrition, and initiated onward referrals to other services. A con-

vergent parallel mixed methods design was used to evaluate the ESOT service. Quantitative data 

from routinely collected administrative records and a purpose-built survey of referring clinicians 

were used alongside qualitative data from semi-structured interviews with clients/carers, to enable 

the triangulation of data. Quantitative data were analysed using descriptive statistics, while quali-

tative data collected in interviews were thematically analysed. A total of 104 extended scope inter-

ventions were provided to 100 clients. Most clients were able to stay at home. Qualitative data re-

vealed that mobility, support, and facilitating access to support services were factors which added 

value to the client and carer experience. In conclusion, the ESOT program contributed to potentially 

avoiding hospital admissions and to improving the quality of life of participating clients. 

Keywords: hospital avoidance; occupational therapy; environmental assessment 

 

1. Introduction 

Australia’s public health system is at present characterised by rising costs, workforce 

shortages and prolonged waiting periods, among other factors [1]. These pressures are 

particularly evident in the state of Tasmania, which has seen a significant increase in the 

number of emergency department presentations during recent times [2]. Tasmania has 

the highest median age of all Australian states and territories [3]; it is therefore reasonable 

to expect that a large portion of its emergency department presentations relate to falls, 

which are a leading cause of presentations in Australians aged over 65 [4]. The sequelae 

of falls are notable, with evidence suggesting that 13–33% of individuals who present to 

emergency departments for a fall will experience a subsequent fall within six months [5,6], 

and 46–52% will fall again within twelve months [7,8]. Indeed, in 2015–2016, falls ac-

counted for $3.7 billion of health expenditure nationally, making it the condition with the 

second highest expenditure [9]. These circumstances call for a rethink of traditional modes 

of service delivery, which do not appear to be meeting the needs of clients at risk of falls. 
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One novel approach is the use of the extended scope of practice services, which are 

broadly defined as where clinicians work “beyond the recognised scope of practice of the 

profession of interest in innovative or non-traditional roles” [10]. The use of such services 

has been adopted in various allied health professions in numerous different forms [10,11]. 

Taken together, these findings and several others [12] highlight the value of tailored, mul-

tidisciplinary services working across the continuum of hospital and community to ad-

dress clients’ difficulties with activities of daily living . Occupational Therapists are well-

positioned to contribute to such a service. Despite this, there have been few Australian 

studies on the use of extended scope of practice Occupational Therapists in community 

settings [13–15] and fewer still which have captured the clients’ perspective [16,17]. With 

a greater understanding of how the skillset of Occupational Therapists could be comple-

mented by further training in related disciplines, clinicians and policymakers would be 

better able to develop models of care which utilise these skills to reduce the risk of falls in 

community-dwelling adults. 

The Tasmanian Health Service funded a 12-month trial of an extended scope occupa-

tional therapy (ESOT) outreach position to provide a rapid response 7-day service to peo-

ple living in the community who were identified by other services (e.g., Ambulance Tas-

mania, Community Nursing, General Practitioners, and the emergency department-based 

Emergency Multidisciplinary Assessment Team (EMAT)) as having a high risk of immi-

nent hospital presentation. The ESOT service was based from the Royal Hobart Hospital, 

the largest tertiary care centre in the state, with an estimated catchment population of 

approximately 250,000 [18]. 

The ESOT service is used a transdisciplinary approach to assess and provide short-

term interventions for people, whereby Occupational Therapists working in the service 

received additional competency training in the areas of nutrition and mobility assessment. 

Training in nutrition was delivered by a community-based dietetics service in two one-

hour long online training modules, and covered malnutrition risks, screens/assessments, 

and nutrition intervention options. Training in mobility was in the form of a one-day ses-

sion delivered by a Senior Community Physiotherapist from the Tasmanian Health Ser-

vice and focused on stair assessment, balance assessment, basic gait assessment/gait aid 

prescription, and education of weight bearing status. Each ESOT staff member also at-

tended one visit to a client’s home where they could observe a community physiotherapist 

assessing a client. 

ESOT assessments took place in the client’s home and included an evaluation of their 

cognition, mobility, transfers, nutrition, social supports, and the overall environment. In-

terventions provided to clients included both regular ‘core’ Occupational Therapist duties 

and extended scope capabilities. Extended scope interventions related to either clients’ 

mobility, nutrition, or facilitating access to support services (e.g., My Aged Care, respite 

care). Core duties were grouped into one of the below categories: Equipment and small 

aids (e.g., to assist with activities of daily living (ADLs); Home modifications (e.g., instal-

lation of grabrails); Falls education; Occupation changes (e.g., drying laundry on a rack 

inside, as opposed to on a clothesline outside); Person-related changes (e.g., sitting as op-

posed to standing while getting dressed); Cognition (e.g., memory-related strategies); 

Pressure injury-related; Onward referrals (e.g., physiotherapy, dietetics, and general prac-

titioners). 

Onward referrals were provided to other services where follow up was required. To 

further explore the potential of extended scope Occupational Therapy services and their 

utility from the perspective of clients/caregivers and referring clinicians, a mixed methods 

evaluation of this pilot service was undertaken. It is also hoped that the evaluation will 

inform future decisions on whether to continue the service; and if so, to determine what 

improvements could be made; or if not, which alternate models of care may be more cost 

effective and appropriate. The aim of this study was to explore the potential of ESOT ser-

vices regarding hospital avoidance and the Service, and how they are perceived by cli-

ents/caregivers and referring clinicians. 
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2. Materials and Methods 

A convergent parallel mixed methods design as described by Creswell [19] was used 

to evaluate the ESOT service. This design was chosen to enable triangulation of data from 

different perspectives and to validate the findings generated by each method through ev-

idence produced by the other [19,20]. Two sources of quantitative data, namely (i) rou-

tinely collected organisational data and (ii) a purpose-built survey of referring clinicians, 

were used alongside qualitative data from semi-structured interviews with clients and 

their carers. 

2.1. Characteristics and Recruitment of Participants 

Consenting clients were referred to the ESOT service due to difficulties in activities 

of daily livings, mobility, cognition, social changes (e.g., carer illness) or due to a risk of 

falls, pressure injury, or malnutrition. The inclusion criteria for ESOT service were people 

deemed to be at risk of presentation to the emergency department within the next 5 days, 

who resided within approximately a 1-h drive of the base. Exclusion criteria were those 

deemed medically unstable, requiring immediate presentation to emergency department 

, or aged under 18 years. Clients with acute substance, psychiatric, gynaecological, or ob-

stetric conditions were out of scope from the ESOT service. 

A consecutive sample of the first 140 individuals to be referred to the ESOT service 

was screened for eligibility for inclusion in the study; this number was representative of 

a much larger number of clients seen by the ESOT service during the trial period. 

Purposive sampling was used to recruit the following two participant groups: 

Clients and carers who accessed the service were recruited in their home by ESOT 

Occupational therapists towards the end of their episode of care with the ESOT service. 

Written consent was obtained for a face-to-face interview to be carried out in their own 

home by a non-therapist member of the research team. 

Referrers to ESOT were recruited by email to participate in an online survey. The 

email was sent to key stakeholders of each organisation, with a request that it be passed 

on to their staff. The email contained a link to an online survey (via Survey Monkey) which 

included a statement explaining the purpose of the survey and consent to participate. 

2.2. Data Collection 

Routinely collected organisational data were obtained by reviewing the clinical rec-

ords of clients who had received the ESOT service and manually abstracting data from 

ESOT assessment forms, which were completed by Occupational therapists for all clients 

who received an ESOT service. This included clients’ demographic data (e.g., age, gender, 

residential status), the number of reasons for their referral (i.e., as a proxy for patient com-

plexity), and the number of recorded falls within the past 12 months. The same assessment 

form contained clients’ risk of falls, malnutrition, and pressure injury. Falls risk was cal-

culated using the validated Falls Risk for Older People in the Community (FROP-Com) 

tool [21,22], whereas the Braden Scale [23] and Malnutrition Screening Tool (MST) [24] 

were used to assess clients’ risk of pressure injury and malnutrition, respectively. Clients’ 

socio-economic status was calculated using the Index of Relative Socio-economic Disad-

vantage (IRSD) [25]. 

Data pertaining to ESOT service delivery were also captured in this form. This in-

cluded timestamps for the referral from other services and the date clients were seen by 

the ESOT service, along with their referral priority category. These were determined by 

the ESOT clinicians who received and triaged referrals and were grouped into three tiers: 

Priority 1 = urgent, to be responded to within 24 h 

Priority 2 = semi-urgent, to be responded to within 3 days 

Priority 3 = less urgent, to be responded to within 5 days 

Lastly, details of the interventions provided to clients, along with the immediate out-

come of the ESOT service (i.e., in terms of advocated and prevented admissions and 
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changes in unmet activities of daily living needs) were also obtained from ESOT assess-

ment forms. Qualitative data were collected through use of semi-structured face-to-face 

interviews with consenting clients and/or caregivers who had accessed the service. All 

interviews were conducted in clients’ homes by one member of the research team who 

was not directly involved with the ESOT service, and were audio recorded for transcrip-

tion and analysis. Data collection for all sources occurred concurrently during the period 

of January 2nd 2018 and November 30th 2019. Ethical approval was obtained from the Uni-

versity of Tasmania’s Human Research Ethics Committee (Application H0017864). 

2.3. Data Analysis 

Descriptive statistics were used to analyse the quantitative data. Interview data were 

analysed via thematic analysis using the Thematic Network technique described by At-

tride–Stirling [26]. This method involves coding line by line to develop Basic Themes fol-

lowed by the organisation of data into Organising Themes. These themes are then further 

categorised into overarching, Global Themes that encompass the principal metaphors in 

the data as a whole. In this study, global themes represent the position of the participants 

about their experience with the ESOT service. The data derived from three sources was 

triangulated to provide a holistic view on the service provided by ESOT. 

3. Results 

3.1. Quantitative Findings 

Of the initial 140 subjects, 40 did not have home assessments, either because they 

were found to be ineligible for the service, or they declined their referral. Figure 1 illus-

trates the flow of participants through the study. Table 1 (below) shows the participants’ 

baseline characteristics. Over 44% of clients had experienced at least one fall in the pre-

ceding twelve months, and an overwhelming majority (79%) had more than one reason 

for being referred to the ESOT service. Applying the IRSD [24] to the cohort under inves-

tigation showed that most individuals n = 54 (38.6%) fell in the most disadvantaged quin-

tile, while the lowest number n = 27 (19.3%) of individuals fell in the most advantaged 

quintile. 

Table 1. Participant characteristics at baseline (n = 140). 

 n % 

Age, mean (SD) (years) 76.8 (12.4) 

Male 53 (37.9) 

Female 87 (62.1) 

Lived Alone 61 (43.6) 

Index of Relative Socio-economic Disadvantage   

Quintile 1 (most disadvantaged) 54 38.6 

Quintile 2 4 2.9 

Quintile 3 27 19.3 

Quintile 4 28 20.0 

Quintile 5 (most advantaged) 27 19.3 

Falls in past 12 months   

None 78 (55.7) 

1 23 (16.4) 

2 16 (11.4) 

3+ 23 (16.4) 

No. Reasons for Referral †   

1 24 (20.7) 

2 44 (31.4) 

3 32 (22.9) 
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4 24 (17.1) 

5 7 (5) 

6 4 (2.9) 

† Reasons for referral included: acute difficulty in coping, unmanaged acute cognitive decline, nu-

tritional concerns, high falls risk/significant change in mobility, required increased support for acute 

change in function, social changes/needs impacting on ability to remain living at home, multiple 

falls in last 2 weeks or at risk of significant injury (if falls risk not addressed). 

As shown in Figure 1 below, following assessment by the team, the most common 

interventions delivered to clients were in the form of falls education, equipment/small 

aids (e.g., grab rails, walking aids and bathing equipment) and occupation changes. Only 

six clients (6%) did not have any interventions provided to them. 

 

Figure 1. Flow of participants through study. 

Table 2 shows clients’ risk of pressure injury, malnutrition, and falls following their 

ESOT assessment. Almost half (45%) of ESOT clients were found to be at a high risk of 

falling based on their FROM-Com category, whereas scores on the MST and Braden Scale 

were comparatively mild. 

Table 2. ESOT assessments of clients’ risk of pressure injury, malnutrition, and falls (n = 100). 

Assessment n % 

Braden Scale Score    

Moderate (13–14) 8 (8) 

Mild (15–18) 24 (24) 
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None (19–23) 38 (38) 

Not scored 30 (30) 

Malnutrition Screening Tool Score   

High (3–5) 9 (9) 

Moderate (2) 9 (9) 

Low (0–1) 52 (52) 

Not scored 30 (30) 

Falls Risk for Older People in the Community Category   

High (4–9) 45 (45) 

Low (0–3) 16 (16) 

Not scored 39 (39) 

Table 3 shows the number of individuals from each of the three referral categories 

who were responded to within the timeframe specified by their referral category. All but 

two clients in the highest priority category (referral category 1) were responded to in a 

timely manner. 

Table 3. No. of participants responded to within timeframe of their referral category (n = 100). 

Referral Category n % 

1 (within 24 h) 35/37 94.6% 

2 (within 3 days) 37/49 75.5% 

3 (within 5 days) 8/14 57.1% 

Table 4 shows the outcomes of clients assessed and treated by the ESOT service from 

a hospital avoidance perspective. A clear majority of clients (81%) were deemed to have 

had a significant risk addressed by the ESOT team and likely prevented a hospital admis-

sion. A smaller number of clients (6%) were recommended for hospital admission, and 

the remainder were either in need of a service not provided by the team (7%) or had an 

undetermined outcome (6%). 

Table 4. Potential for hospital avoidance following ESOT assessment and interventions. 

Outcome n % 

Addressed significant risk/prevented imminent admission 81 81 

Advocated admission 6 6 

Requiring care not provided by ESOT service 7 7 

Not stated 6 6 

Total 100 100 

Table 5 shows the number of interventions provided to clients which were consid-

ered part of the core Occupational Therapy service delivery and those which utilised cli-

nicians’ extended scope capabilities in mobility and nutrition. Although core Occupa-

tional Therapy interventions comprised the majority of interventions, a substantial num-

ber of extended scope interventions were provided. 

Table 5. Summary of interventions provided by type. 

Intervention Type 
Total Interventions 

Provided 

Median No. of Interventions 

Per Subject 

Core Occupational Therapist 392 4 

Extended Scope Occupational Thera-

pist 
104 1 

Core + ESOT overall 496 4 
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The survey of referring clinicians returned 30 responses, of which 16 (53%) were from 

community or district nursing staff, 6 (20%) Ambulance Tasmania staff, and the remain-

der from the EMAT, community allied health, or other groups. Table 6 below provides a 

summary of the responses. At least three quarters of respondents either agreed or strongly 

agreed to statements supporting the timeliness, utility, and ease of use of the ESOT ser-

vice. Though only one negative response about the service was given, several respondents 

were unsure about the value of the service to clients. 

Table 6. Summary of survey responses (n = 30). 

Question 
Strongly 

Agree 
Agree Disagree 

Strongly 

Disagree 

Do Not 

Know 
Total 

The service made it easy for me to refer to Allied 

Health 
18 (60%) 7 (23.33%) 1 (3.33%) 0 (0%) 4 (13.33%) 30 

I was able to get timely allied health services for 

the client I referred 
20 (66.67%) 4 (13.33%) 0 (0%) 0 (0%) 6 (20%) 30 

The service supported comprehensive care of the 

client/s I referred 
20 (66.67%) 4 (13.33%) 0 (0%) 0 (0%) 6 (20%) 30 

The service supported the people I referred to avoid 

emergency presentation or hospital admission 
18 (60%) 5 (16.67%) 0 (0%) 0 (0%) 7 (23.33%) 30 

The service should continue 24 (80%) 2 (6.67%) 0 (0%) 0 (0%) 4 (13.33%) 30 

3.2. Qualitative Findings 

Ten interviews with clients (n = 4) and carers (n = 6) were conducted from May to 

August 2019, all of whom had engaged with ESOT on at least one occasion previously. 

Participants’ ages ranged between 41 and 86 years. All participants resided in the greater 

Hobart region. The analysis of the interview transcripts using Attride-Stirling Analytic 

Tool for Qualitative Research [25] generated three global themes, providing a deeper un-

derstanding of the experience of clients and carers using ESOT. Figure 2 below shows the 

key features of the analysis depicted as a thematic network [26]. Data sufficiency was 

reached after 10 interviews, as no new insights were uncovered. 

 

Figure 2. Thematic network. 
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3.2.1. Global Theme 1: Staying at Home is Preferred 

The importance of staying at home was expressed by all participants, and many par-

ticipants did not like to visit hospitals. Some participants reported feeling scared of being 

in a clinical environment, whereas others feared that once admitted to hospital, they 

would not be able to return home. Some participants recalled stories in which friends and 

relatives of theirs were transferred to a nursing home after having been admitted to hos-

pital. 

“He doesn’t want to leave home, it is his world.” 

3.2.2. Global Theme 2: Preventing Falls through Tools and Education 

Participants believed that the tools and education provided to them prevented falls. 

Including partners when being educated on the use of these tools was regarded as essen-

tial, as it provided reassurance that the likelihood of a fall was significantly reduced. 

“I don’t have to watch him all the time now.” 

The educational component allowed participants to feel more confident in using the 

tools, and many expressed that what was taught was easy to apply in their home environ-

ment. The application of the learning was seen by many participants as creating a sense 

of independence, as the use of the tools helped with confidence in participating in activi-

ties of daily livings. 

3.2.3. Global Theme 3: Feeling Important 

Some participants received multiple visits from the ESOT staff, and the time spent 

with clinicians made them feel important. Moreover, participants expressed that the way 

the staff of the service listened and explained care requirements made them feel ‘human’. 

“She had time for him and explained it to him in such a way that he understood.” 

Many participants described their experiences of navigating the healthcare system as 

‘challenging’, feeling unsure about what service they required and how to access it. Fur-

thermore, they felt overwhelmed with the high number of different healthcare providers. 

“If you have someone sick (in your family) you don’t know where to get help.” 

The advice and arrangements the ESOT helped to put in place made them feel re-

lieved and reduced their anxiety about arranging care. 

4. Discussion 

The aim of this study was to explore the potential of ESOT services and how they are 

perceived by clients/caregivers and referring clinicians. Triangulation of the data showed 

that the service has delivered value to all stakeholders. It is clear that the service has pro-

vided a holistic approach towards the care of referred clients, leading to better client out-

comes by preventing imminent risks and both preventing and advocating admissions as 

required. ESOT interventions relating to mobility and facilitating access to support ser-

vices appeared to have played a large role in achieving these outcomes. 

The primary aim of the ESOT service is hospital avoidance, which was largely 

achieved. This was evident in the service’s prompt response times for referrals, particu-

larly for urgent cases. More pertinently, over 80% of clients were deemed to have avoided 

hospital admission or had a significant risk addressed as a result of being seen by ESOT 

clinicians. This was validated in survey responses from referring clinicians, most of whom 

agreed that the ESOT service supported their clients to avoid a hospital admission. More-

over, as demonstrated in our qualitative data, by allowing clients to remain in their homes, 

the ESOT service was able to allay clients’ concerns about being taken away from their 

home indefinitely and placed in a nursing home. 

Through ESOT assessment and intervention, the aim was to help to reduce falls, im-

prove activities of daily living unmet need and enable faster access to health services. 
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ESOT utilised an in-depth assessment including determining the risk of pressure injuries 

using the Braden Scale, risk of malnutrition using the MST, and falls risk using the FROP-

Com tool. Many of these tools would typically be used by multiple other healthcare pro-

fessionals, however, under the ESOT service, one clinician can do all of the above, negat-

ing the need for clients to interact with numerous clinicians and repeat their history to 

each one. This not only demonstrates continuity of care [27], but also a streamlined pro-

cess [28]. 

A large number of study participants had a high baseline risk of falling, and the ma-

jority of interventions provided were in some way related to falls prevention. Taken to-

gether, these findings suggest that clients in this category derived the most benefit from 

the ESOT service, and therefore likely represented most cases of hospital avoidance. This 

notion is supported by the qualitative data taken from clients and their carers, who spoke 

of the benefit of tools/equipment and education, and the resulting impact it had on their 

risk of falling. The benefit of using community-based Occupational Therapists to reduce 

the risk of falls is well established [12,29]. At the same time, the number of participants 

with a high baseline risk of malnutrition, and hence the number of nutrition-related inter-

ventions provided, was comparatively small. This is likely a reflection of a relatively low 

prevalence rate of malnutrition among community-dwelling elderly people, when com-

pared to those living in long-term care [30]. 

The number of referrals to other healthcare professionals demonstrated that care fa-

cilitation was required in the community setting. Our qualitative data suggested that this 

was value-adding from the client perspective, with clients recalling previous negative ex-

periences of navigating the health system, and reporting a sense of relief that their care 

was being arranged. This was further corroborated in survey responses from referring 

clinicians, where most respondents agreed that the ESOT service supported comprehen-

sive care of the clients they referred. Care facilitation is regarded as a vital component of 

patient-centred care [31] and care facilitation in the community is often regarded as frag-

mented [32]. The ESOT service established an important facilitation role which was pre-

viously lacking within in the primary health care setting, thus contributing to the wellbe-

ing of clients and carers. This finding, along with the endorsement of referring clinicians, 

provides support for continuation of the ESOT service beyond its initial trial period. 

It was observed that a large proportion of clients (38.6%) of the ESOT belonged to the 

most economically and socially disadvantaged cohort in the Australian society. This in a 

way was not a surprising finding, as socioeconomic factors are important determinants of 

health. People living in lower socioeconomic areas are regarded to be at greater risk of 

developing health issues, have higher rates of illness and disability than people live in 

higher socioeconomic areas [33]. It was noted that many participants lived in houses not 

fit for purpose, with features such as outdoor areas, internal stairs and bathrooms without 

showers. Poor housing is associated with poor health, and improving housing conditions 

through ESOT’s mobility interventions could lead to improved health outcomes for clients 

[34]. 

This study has demonstrated that the extended scope of practice for Occupational 

Therapistss can build efficiency and effectiveness into the system. This is in line with stud-

ies investigating extended roles in other healthcare professions, such as nurse practition-

ers, advanced practice nurses, and advanced radiation therapists, which found that these 

roles enhanced quality of care, leading to better patient outcomes [35–37]. Yet, there have 

been very few studies which have reported on patient outcomes associated with extended 

OT roles, with most research in this area focusing on ailment-specific programs (e.g., ar-

thritis care) [11]. Further parallels between the current study’s findings can be found in-

ternationally. Indeed, studies from the United Kingdom reported that Occupational Ther-

apists working with paramedic services led to cost savings associated with reductions in 

fall rates, Emergency Department presentations and subsequent admissions [38,39]. An-

other British study evaluated a community-based occupational therapy service aimed at 

modifying tasks and environments for people with activities of daily living deficits over 
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a four-year period, finding that 90% of clients experienced statistically significant in-

creases in their performance and satisfaction with activities [40]. There are a few studies 

conducted in Scandinavia and Canada reporting on the positive impact of Occupational 

Therapist practices related to lifestyle interventions, health promotion, and prevention 

[41,42]. Our study complements these findings by providing support for the effectiveness 

of extended Occupational Therapist roles in an Australian context, and in doing so, has 

helped to secure ongoing funding for the ESOT service. Future research is needed to de-

termine the ideal combination of extended scope capabilities for Occupational Therapists 

to possess when working with a given client population. As mentioned above, it is likely 

that some capabilities are seldom needed in daily practice. If this were to be the case, it 

would not be cost-effective to acquire and maintain such skills. Similarly, given the large 

number of onward referrals made to physiotherapy services, there is impetus to upskill 

in this area. It is also possible that some capabilities not trialed in this study (e.g., psycho-

social screening using the Geriatric Depression Scale [43]) may have offered some addi-

tional benefit to clients, and these would be worth investigating. 

This study contains some limitations which must be addressed. Firstly, the absence 

of a control group receiving core Occupational Therapist care makes it difficult to deter-

mine the additive effect of the Occupational Therapists’ extended scope capabilities on 

clients’ outcomes. Notwithstanding this, the number of extended scope interventions pro-

vided (a median of one per client) would suggest that an area of need was being met, and 

therefore, some protective effect was conferred to clients. Secondly, the Occupational 

Therapists in this study were not equipped with their extended scope abilities at the be-

ginning of the study—these were gradually acquired over the course of the study period. 

For this reason, the number and breadth of extended scope interventions reported in this 

study (and, by extension, the corresponding client outcomes) may not be representative 

of those currently produced by the service. Thirdly, this study investigated addressing 

imminent risks contributing to reducing avoidable hospitalisations. However, the study 

design was limited in that it could not prove definite causation. 

5. Conclusions 

The evaluation of the ESOT services has shown that there is a need for the care pro-

vided by this service and that the service has made a positive impact on the lives of clients 

and their carers. The ESOT interventions have contributed to possible hospital avoidance, 

benefiting clients and healthcare organisations. This was evident through the triangula-

tion of three sources of data. Considering extended scope roles for Occupational Thera-

pists and alternative ways of delivering care in resource poor health services will help to 

create a more effective and efficient healthcare system. Care will need to be taken in en-

suring that this cohort is well educated and trained before the service is rolled out. Future 

research is needed to determine the ideal combination of extended scope of Occupational 

Therapist services to provide care to client populations. 

Author Contributions: P.J.V.D., S.E. and L.R. were involved in the initial conception of the study. 

As occupational therapists working in the service, L.R. and S.E. were involved in data collection. 

M.D. and P.J.V.D. contributed towards data analysis and drafting the manuscript. All authors con-

tributed towards the editing of the manuscript. All authors have read and agreed to the published 

version of the manuscript. 

Funding: This research received no external funding. 

Institutional Review Board Statement: The study was conducted according to the guidelines of the 

Declaration of Helsinki, and approved by the University of Tasmania’s Human Research Ethics 

Committee (Application H0017864). 

Informed Consent Statement: Informed consent was obtained from all subjects involved in the 

study. 



Healthcare 2022, 10, 842 11 of 12 
 

 

Data Availability Statement: The data presented in this study are available on request from the 

corresponding author. The data are not publicly available due to ethical considerations. 

Acknowledgments: The team acknowledges the Tasmanian Health Service for initiating the trial of 

the ESOT service and the in-kind support of its staff. 

Conflicts of Interest: The authors declare no conflict of interest. 

References 

1. Australian Institute of Health and Welfare. Australia's Health 2018; AIHW: Canberra, Australia, 2018. 

2. Morley, C.; Stankovich, J.; Peterson, G.; Kinsman, L. Planning for the future: Emergency department presentation patterns in 

Tasmania, Australia. Int. Emerg. Nurs. 2018, 38, 34–40. https://doi.org/10.1016/j.ienj.2017.09.001. 

3. Australian Bureau of Statistics. Regional Population by Age and Sex. Available online: https://www.abs.gov.au/statistics/peo-

ple/population/regional-population-age-and-sex/latest-release#key-statistics (accessed on 18 January 2022). 

4. Australian Institute of Health and Welfare. Emergency Department Care 2017–18: Australian Hospital Statistics. Available 

online: https://www.aihw.gov.au/reports/hospitals/emergency-department-care-2017-18 (accessed on 18 January 2022). 

5. Salter, A.E.; Khan, K.M.; Donaldson, M.G.; Davis, J.C.; Buchanan, J.; Abu-Laban, R.B.; Cook, W.L.; Lord, S.R.; McKay, H.A. Commu-

nity-dwelling seniors who present to the emergency department with a fall do not receive Guideline care and their fall risk profile 

worsens significantly: A 6-month prospective study. Osteoporos. Int. 2006, 17, 672–683. https://doi.org/10.1007/s00198-005-0032-7. 

6. Bloch, F.; Jegou, D.; Dhainaut, J.-F.; Rigaud, A.-S.; Coste, J.; Lundy, J.-E.; Claessens, Y.-E. Do ED staffs have a role to play in the 

prevention of repeat falls in elderly patients? Am. J. Emerg. Med. 2009, 27, 303–307. https://doi.org/10.1016/j.ajem.2008.02.026. 

7. Russell, M.A.; Hill, K.D.; Day, L.M.; Blackberry, I.; Schwartz, J.; Giummarra, M.J.; Dorevitch, M.; Ibrahim, J.E.; Dalton, A.C.; 

Dharmage, S.C. A randomized controlled trial of a multifactorial falls prevention intervention for older fallers presenting to 

emergency departments. J. Am. Geriatr. Soc. 2010, 58, 2265–2274. https://doi.org/10.1111/j.1532-5415.2010.03191.x. 

8. Close, J.; Ellis, M.; Hooper, R.; Glucksman, E.; Jackson, S.; Swift, C. Prevention of falls in the elderly trial (PROFET): A random-

ised controlled trial. Lancet 1999, 353, 93–97. https://doi.org/10.1016/s0140-6736(98)06119-4. 

9. Australian Institute of Health and Welfare. Disease Expenditure in Australia. Available online: https://www.aihw.gov.au/re-

ports/health-welfare-expenditure/disease-expenditure-australia (accessed on 18 January 2022). 

10. McPherson, K.; Kersten, P.; George, S.; Lattimer, V.; Breton, A.; Ellis, B.; Kaur, D.; Frampton, G. A systematic review of evidence 

about extended roles for allied health professionals. J. Health Serv. Res. Policy 2006, 11, 240–247. 

https://doi.org/10.1258%2F135581906778476544. 

11. Saxon, R.L.; Gray, M.A.; Oprescu, F.I. Extended roles for allied health professionals: An updated systematic review of the evi-

dence. J. Multidiscip. Healthc. 2014, 7, 479. https://doi.org/10.2147%2FJMDH.S66746. 

12. Hopewell, S.; Adedire, O.; Copsey, B.J.; Boniface, G.J.; Sherrington, C.; Clemson, L.; Close, J.C.; Lamb, S.E. Multifactorial and 

multiple component interventions for preventing falls in older people living in the community. Cochrane Database Syst. Rev. 

2018, 7, Cd012221. https://doi.org/10.1002/14651858.cd012221.pub2. 

13. Middlebrook, S.; Mackenzie, L. The Enhanced Primary Care program and falls prevention: Perceptions of private occupational 

therapists and physiotherapists. Australas J Ageing 2012, 31, 72–77. https://doi.org/10.1111/j.1741-6612.2011.00527.x. 

14. Cumming, R.G.; Thomas, M.; Szonyi, G.; Salkeld, G.; O’Neill, E.; Westbury, C.; Frampton, G. Home visits by an occupational 

therapist for assessment and modification of environmental hazards: A randomized trial of falls prevention. J. Am. Geriatr. Soc. 

1999, 47, 1397–1402. https://doi.org/10.1111/j.1532-5415.1999.tb01556.x. 

15. Mackenzie, L.; Clemson, L.; Roberts, C. Occupational therapists partnering with general practitioners to prevent falls: Seizing 

opportunities in primary health care. Aust. Occup. Ther. J. 2013, 60, 66–70. https://doi.org/10.1111/1440-1630.12030. 

16. Mackenzie, L.; Clemson, L.; Irving, D. Fall prevention in primary care using chronic disease management plans: A process 

evaluation of provider and consumer perspectives. Aust. Occup. Ther. J. 2020, 67, 22–30. https://doi.org/10.1111/1440-1630.12618. 

17. Lau, G.W.C.; Yu, M.-L.; Brown, T.; Locke, C. Clients’ Perspectives of the Effectiveness of Home Modification Recommendations 

by Occupational Therapists. Occup. Ther. Health Care 2018, 32, 230–250. https://doi.org/10.1080/07380577.2018.1491085. 

18. Department of Health and Human Services. Royal Hobart Hospital 2022. Available online: https://www.dhhs.tas.gov.au/hospi-

tal/royal-hobart-hospital/information_for_patients_and_visitors2/rhh_patient_information_guide/welcome (accessed on 15 April 

2022). 

19. Creswell, J.W. Research Design: Qualitative, Quantitative, and Mixed Methods Approaches, 4th ed.; SAGE: Thousand Oaks, CA, USA, 2009. 

20. Kroll, T.; Neri, M. Designs for mixed methods research. Mix. Methods Res. Nurs. Health Sci. 2009, 31, 31–49. 

21. Russell, M.A.; Hill, K.D.; Blackberry, I.; Day, L.M.; Dharmage, S.C. The reliability and predictive accuracy of the falls risk for 

older people in the community assessment (FROP-Com) tool. Age Ageing 2008, 37, 634–639. 

22. Russell, M.A.; Hill, K.D.; Day, L.M.; Blackberry, I.; Gurrin, L.C.; Dharmage, S.C. Development of the Falls Risk for Older People 

in the Community (FROP-Com) screening tool. Age Ageing 2009, 38, 40–46. 

23. Bergstrom, N. The Braden Scale for predicting pressure sore risk. Nurs. Res. 1987, 36, 205–210. 

24. Ferguson, M.; Capra, S.; Bauer, J.; Banks, M. Development of a valid and reliable malnutrition screening tool for adult acute 

hospital patients. Nutrition 1999, 15, 458–464. 



Healthcare 2022, 10, 842 12 of 12 
 

 

25. Australian Bureau of Statistics. 2033.0.55.001—Census of Population and Housing: Socio-Economic Indexes for Areas (SEIFA), Aus-

tralia, 2016. Available online: https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/2033.0.55.001~2016~Main%20Fea-

tures~IRSD%20Interactive%20Map~15 (accessed on 8 April 2022). 

26. Attride-Stirling, J. Thematic networks: An analytic tool for qualitative research. Qual. Res. 2001, 1, 385–405. 

27. Gulliford, M.; Naithani, S.; Morgan, M. What is ’continuity of care’? J. Health Serv. Res. Policy 2006, 11, 248–250. 

28. Ben-Tovim, D.I.; Bassham, J.E.; Bolch, D.; Martin, M.A.; Dougherty, M.; Szwarcbord, M. Lean thinking across a hospital: Rede-

signing care at the Flinders Medical Centre. Aust. Health Rev. 2007, 31, 10–15. 

29. Gillespie, L.D.; Robertson, M.C.; Gillespie, W.J.; Sherrington, C.; Gates, S.; Clemson, L.; Lamb, S.E. Interventions for preventing falls in 

older people living in the community. Cochrane Database Syst. Rev. 2012., 9, 1–366. https://doi.org/10.1002/14651858.CD007146.pub3. 

30. Cereda, E.; Pedrolli, C.; Klersy, C.; Bonardi, C.; Quarleri, L.; Cappello, S.; Turri, A.; Rondanelli, M.; Caccialanza, R. Nutritional 

status in older persons according to healthcare setting: A systematic review and meta-analysis of prevalence data using MNA® . 

Clin. Nutr. 2016, 35, 1282–1290. https://doi.org/10.1016/j.clnu.2016.03.008. 

31. Wagner, E.H.; Sandhu, N.; Coleman, K.; Phillips, K.E.; Sugarman, J.R. Improving care coordination in primary care. Med. Care 

2014, 52, S33–S38. 

32. Lloyd, H.M.; Pearson, M.; Sheaff, R.; Asthana, S.; Wheat, H.; Sugavanam, T.P.; Britten, N.; Valderas, J.; Bainbridge, M.; Witts, L. 

Collaborative action for person-centred coordinated care (P3C): An approach to support the development of a comprehensive 

system-wide solution to fragmented care. Health Res. Policy Syst. 2017, 15, 98. 

33. Mackenbach, J.P. Socioeconomic inequalities in health in high-income countries: The facts and the options. In Oxford Textbook of Global 

Public Health, 6th ed.; Detels, R., Gulliford, M., Karim, Q.A., Tan, C.C., Eds.; Oxford University Press: Oxford, UK, 2015; Volume 1. 

34. Thomson, H.; Thomas, S.; Sellstrom, E.; Petticrew, M.; Housing improvements for health and associated socio-economic out-

comes. Cochrane Database Syst. Rev. 2013, CD008657. https://doi.org/10.1002/14651858.CD008657.pub2. 

35. Woo, B.F.Y.; Lee, J.X.Y.; San Tam, W.W. The impact of the advanced practice nursing role on quality of care, clinical outcomes, 

patient satisfaction, and cost in the emergency and critical care settings: A systematic review. Hum. Resour. Health 2017, 15, 63. 

36. Stanik-Hutt, J.; Newhouse, R.P.; White, K.M.; Johantgen, M.; Bass, E.B.; Zangaro, G.; Wilson, R.; Fountain, L.; Steinwachs, D.M.; 

Heindel, L. The quality and effectiveness of care provided by nurse practitioners. J. Nurse Pract. 2013, 9, 492–500.e413. 

37. Harnett, N.; Bak, K.; Lockhart, E.; Ang, M.; Zychla, L.; Gutierrez, E.; Warde, P. The Clinical Specialist Radiation Therapist 

(CSRT): A case study exploring the effectiveness of a new advanced practice role in Canada. J. Med. Radiat. Sci. 2018, 65, 86–96. 

38. College of Occupational Therapists—Urgent Care: The Value of Occupational Therapy; College of Occupational Therapists: London, 

UK, 2015. 

39. Sach, T.H.; Logan, P.; Coupland, C.; Gladman, J.; Sahota, O.; Stoner-Hobbs, V.; Robertson, K.; Tomlinson, V.; Ward, M.; Avery, A. 

Community falls prevention for people who call an emergency ambulance after a fall: An economic evaluation alongside a 

randomised controlled trial. Age Ageing 2012, 41, 635–641. https://doi.org/10.1093/ageing/afs071. 

40. Davis, R.; Rodd, R. Proving the effectiveness of community occupational therapy in the equipment and adaptation setting using the 

Canadian Occupational Performance Measure. Br. J. Occup. Ther. 2014, 77, 91–95. https://doi.org/10.4276/030802214X13916969447236. 

41. Johansson, A.; Björklund, A. The impact of occupational therapy and lifestyle interventions on older persons’ health, well-being, 

and occupational adaptation. Scand. J. Occup. Ther. 2016, 23, 207–219. https://doi.org/10.3109/11038128.2015.1093544. 

42. Turcotte, P.L.; Carrier, A.; Desrosiers, J. Are health promotion and prevention interventions integrated into occupational ther-

apy practice with older adults having disabilities? Insights from six community health settings in Québec, Canada. Aust. Occup. 

Ther. J. 2016, 62, 56–67. https://doi.org/10.1111/1440-1630.12174. 

43. Sheikh, J.I.; Yesavage, J.A. Geriatric Depression Scale (GDS): Recent evidence and development of a shorter version. Clin. Ger-

ontol. J. Aging Ment. Health 1986, 5, 165–173. 

 


