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This report could not have been completed without the funding support of our collaborative
partners: the Archstone Foundation, the CDC National Injury Prevention and Control Center and
the US Administration on Aging. As a partnership working to maximize our independent efforts
we are all dedicated to reducing the growing number of falls among older adults. We appreciate
their support, advice and encouragement.
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Evaluation Survey

In 2007 NCOA, in collaboration with the Institute on Aging, University of North Carolina,
created and posted an online coalition building tool that enfolded the strategies, resources, creative
thinking and lessons learned from ten of the states involvedinthe St at e s’ Coalitions

Prevention Workgroup. The goal was to tap into what made these coalitions effective as well as how

they addressed barriers to their success; mapped across a coalition building framework and liberally
linked to other resources, it has proven invaluable to the coalescing efforts of newly emerging state
coalitions. One area of particular concern among those early state efforts was the variability in
evaluation and the collective concerns by states of their modest evaluation capacity.

In early 2008 NCOA invited states to join an evaluation committee with the charter to
recommend a set of standardized evaluation strategies that could both assist states to measure
impact and allow for cross-state comparisons of effectiveness. At the time, the evaluation strategies
of those early states served to inform the committee deliberations. The committee met by telephone
every six weeks through the spring and summer to organize and further define its activities. In
September, 2008 the committee convened face to face at the second State Coalitions’ Workgroup
Conference in Washington, DC. States new to the larger workgroup were assigned to convening
committees, thus the meeting was focused on updates and learning of initiatives and barriers from
those new states.

Since that time the newly configured Evaluation Committee (members list included as Appendix
A) resumed its conference call schedule. Much of the work was expended in developing a matrix of
evaluation strategies mapped to the stages of the public health model. When completed the matrix is
intended to serve as a resource tool for state evaluators as it is envisioned to be liberally linked to
online research tools and tested resources. A number of strategies that are common to all segments
of the matrix were recognized as guiding principles. Three crosscutting strategies were identified in
evaluation:

1. The value of participatory data collection — to both enhance the credibility of the evaluation

and to increase the ownership of the evaluation activity.

2. The use of qualitative and quantitative evaluation techniques — it is not a process of either/or

—one may be more effective for a particular strategy or they may complement each other.

3. To enfold the states’ collective dspat er est

of a growing awareness effort.

(


http://www.coalitions.fallsfree.org/
http://www.healthyagingprograms.org/content.asp?sectionid=98&ElementID=746
http://www.healthyagingprograms.org/content.asp?sectionid=98&ElementID=746
http://www.healthyagingprograms.org/content.asp?sectionid=98&ElementID=746
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Unfortunately the activities involved in the matrix development became an onerous and time
consuming process that in effect delayed the charter work of the committee. Since its inception, 20
new states have joined the State Coalitions Workgroup, with several other states exploring coalition
development. This has changed the dynamic of the committee and rendered the ten original state
coalitions evaluation activities |ess of

The committee was put on hold to allow time for surveying the current evaluation capacity of
member states. In collaboration with committee me mber s and CDC’ s Nat
Prevention and Control (NCIPC) a 16-question survey instrument was designed and tested with two
mature state coalition leads prior to its use. The survey is attached as Appendix B. It was released to

states in late April, 2009 and the results are portrayed in this report.

Survey Results:

Based on level of coalition maturity 20 states were invited to participate in the evaluation survey.
Of those invited 11 states completed the survey. The time frame was extended in an effort to
capture more states, but a number of key state personnel changes, budgetary issues, and state leads
taking on additional responsibilities in state downsizing efforts negated additional input. The
response rate emphasizes and reinforces the challenge states appear to have with respect to
implementing effective evaluation strategies.

In order to enrich the information available for the Evaluation Committee deliberations this

report enfolds the Goals and Objectives reported in the compendium, State Coalitions on Fall

Prevention: A Compendium of Initiatives, (currently under revision). This strategy captures those

states not completing the survey and those less experienced state coalitions not targeted by the
survey. Commonalities among mission, goals and objectives across all the states will be part of the
committee discussions and will serve to form the foundation of the recommendations. The
Coalition Overview Document is attached as Appendix C.

States goals and objectives fall into one or more of seven general target areas: access, advocacy,
education, evaluation, incidence/risk reduction, infrastructure building, and programming. The most
common goals and objectives relate to public and provider education, infrastructure building, and
programming. Many evaluation activities reported are limited to process measures assessing

infrastructure building, education and training activities, and program participation.

a f
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https://ex03.mindshift.com/exchweb/bin/redir.asp?URL=http://www.healthyagingprograms.org/content.asp?sectionid=98%26ElementID=746
https://ex03.mindshift.com/exchweb/bin/redir.asp?URL=http://www.healthyagingprograms.org/content.asp?sectionid=98%26ElementID=746
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1. Do you currently have an evaluation capacity or resources for evaluation built into the
coalition (could be a coalition member organization or external resource)? Please identify

those resources or in that absence, how you are currently managing your evaluation
function.

Evaluation consists of planning, data collection, analysis, information sharing, and application. It
should take place before, during and after implementation of fall prevention initiatives. Its main
purpose is to determine effectiveness and efficiency of prevention programs. Respondents described
a variety of strategies in use to obtain evaluation resources.

Coalitions discussed their success in partnering with stakeholders in their state, primarily
universities and health departments. State universities and health departments provide the evaluation
capacity for many state falls prevention coalitions, as they have evaluation resources and staff to
share with coalitions.

Six state coalitions receive support from universities and academic institutions or the state health
department, known in states as the department of health (DOH), department of health services
(DHS), or department of health and human services (DHHS), and/or from the department of
public health (DPH). Two state coalitions receive support from both universities and a health
department. Other states have found selected assistance and are exploring opportunities to build
evaluation into the coalition. In the absence of a dedicated partner in a health department or
university, one coalition has found strategic partnerships with third party organizations to facilitate
evaluation.

California has the highest functioning evaluation capacity. Evaluation staff of the Fall Prevention
Center of Excellence (FPCE) perform the bulk of coalition evaluation activities. The partnering
organizations that make up FPCE are academic institutions and government. The five partners are:
(1) University of Southern C a | i § Andrid Geporitology Center; (2) The Center for Successful
Aging at California State University, Fullerton; (3) University of California Los Angeles, School of
Medicine; (4) Department of Public Health, State and Local Injury Control Section (SLIC); and (5)
the VA Greater Los Angeles Healthcare System, Geriatric Research, Education and Clinical Center.
A technical assistance brief featured on the FPCE website is a great resource for evaluating fall

prevention coalitions and programming: Evaluation Basics for Fall Prevention Coalitions and

Programs. State coalitions can use this overview to guide their evaluation efforts.
The evaluation functions for the Wisconsin Falls Prevention Initiative are primarily contributed

by staff of the Injury and Violence Prevention Program (IVPP) in the Department of Health


http://www.stopfalls.org/grantees_info/files/Brief5-Alkema.pdf
http://www.stopfalls.org/grantees_info/files/Brief5-Alkema.pdf
http://www.stopfalls.org/grantees_info/files/Brief5-Alkema.pdf
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Services (DHS). The IVPP works closely withthe Me d i cal Col | dmjus Reeedrch Wi scons
Center (IRC) on many projects including the Wisconsin Falls Prevention Initiative. The IRC has
evaluation specialists on staff that may be able to serve as an additional resource in future activities.

The New York coalition receives evaluation support from the School of Public Health,
University at Albany. The Texas Fall Prevention Coalition is primarily focusing its activities within
the aging services network and the implementation of A Matter of Balanekich has been under
evaluation by Texas A&M University. The Texas A&M Health Science Center School of Rural
Public completed its agreement in evaluating outcomes for the grant. Texas Diabetes
Institute/University Center for Community Health - University Health Systems is the new evaluator
for the FY 2010 grant.

Florida has strong epidemiological support that will assist the coalition to evaluate impact over
time. F | o1 i d-2713 Bjur?ZPe®@dion Strategic Plan included senior falls prevention. The goal
team will meet twice a year and review the work accomplished in the Annual Action Plan. During
2010, the 2011 Annual Action Plan will be developed to ensure that any activities not completed in
2010 will roll into the successor action plans. A Steering Committee was formed with the purpose of
determining gaps in representation, as well as duties and responsibilities for coalition members. The
Steering Committee will evolve into the statewide coalition. The first face-to-face meeting of the
coalition is anticipated to be no later than May 2010.

The New Hampshire Fall Prevention Task Force uses a different model. While the co-leads are a
university and DOH, due to a lack of dedicated funding or injury surveillance by the state, the co-
leads are unable to perform the evaluation function for the coalition. Instead, the New Hampshire
coalition has forged a successful partnershipwi t h 't he Chi | d ,magingdin®th&af ety N
evaluation expertise, and has collaborated with the Fire Marshal, EMS, and a local VNA on training
programs and evaluation. The coalition advocates collaboration between fire, EMS, and VNAs in
the areas of fire and fall prevention.

Using creative partnering and funding sources the New Hampshire Fall Prevention Task Force
coll aborated with the Chil dr e nng&perSracaleidny Net wo
evaluation who helped them to develop and implement a process evaluation of the Task Force itself.
New Hampshire conducted a large process evaluation of the Task Force itself, which they plan do
every three years or so. For some projects, they collect risk reduction information, such as number
of injurious falls, scores on assessment tests (like the Berg or TUG), number of patients identified as

fallers, number of falls groups/organizations linked to promote collaboration.
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Arizona and Maine lack dedicated resources for evaluation but have found selected assistance in
the past. Arizona has partnered with A.T. Still University (ATSU), a local university, in the past and
as the coalition moves forward and evaluation processes are set into place ATSU will assist with the
process. A member of the Evaluation Committee is a professor at the university. He may be the sole
staff contributing to evaluation for the coalition, or more staff may be involved, one colleague in
particular who is a biostatistician and is able to help with any statistical analysis needed. He sees an
opportunity for ATSU to partner with an AAA to handle evaluation. Maine CDC has provided
periodic informal assistance to the Maine coalition through its Injury Prevention program.

New Mexico, Minnesota, and Pennsylvania have yet to establish any formal evaluation capacity
within the coalition. New Mexico currently relies on two assessments completed by the coalition

members to identify accomplishments, activities, and gaps.

2. Do you have state coalition goals and objectives in place? If so, please list them out
for us

Mission, goals and objectives establish strategic direction and can provide state coalitions with a

focus for their efforts. They can and should reflect the unique characteristics of each state and each
coalition. The planning and evaluation process is essential to enhancing the overall effectiveness of
public health programs in reaching their stated missions. Successful planning and evaluation efforts
will vary but should be compatible with the mission and available resources of a coalition. It is
important to use planning and evaluation not as a one-time activity, but as a regular, ongoing, and
incremental process.
Due to their length, the goals and objectives of thec 0@l i t i ons’ for whom inf
available has been included as Appendix A. The goals and objectives have been broken into seven
categories: Access; Advocacy; Education; Evaluation; Incidence/Risk Reduction; Infrastructure; and
Programming. A visual representation of the most common goals and objectives among state

coalitions is displayed in Figure 1.
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Breakdown of all Goals and Objectives

Access 15
Advocacy 16
Education
Evaluation 19
Incidence/Risk Reduction 11
Infrastructure Building
Programming 23
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Figure 1. Frequency Distribution of Goals and Objectives of State Coalitions on Fall Prevention

Similarly, for each of the seven defined categories (Access; Advocacy; Education; Evaluation;

Incidence/Risk Reduction; Infrastructure; and Programming), the number of states featuring a goal

ot objective in each category was counted (Figure 2).

States' Goals and Objectives

Access 8
Advocacy 9
Education
Evaluation 13
Incidence/Risk Reduction 9
Infrastructure Building
Programming 11
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Figure 2. Number of State Coalitions with Goal or Objective in each Category

There were a number of strategies across the many goals and objectives enumerated by the

coalitions. Strategies include advocating sustainable funding, raising public awareness, professional

education, disseminating evidence-based programs, mobilizing partnerships, applying best practices,

providing and ensuring access to fall prevention programs, influencing policy, and building

community capacity to reduce and prevent fall related injuries and deaths.

Within Ar i z efort@o resluce falls and fall related injuries in older adults several support

objectives have been established which will be monitored and addressed through coalition efforts.
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Arizona also reported goals and objectives of a foundation grant targeting Maricopa County
(Phoenix area). Arizona planned to achieve all by the end of the grant in December 2009.

The California coalition fall prevention goals focus on mobilizing partnerships, advocacy efforts,
raising awareness, and providing programming using best / promising practices.

The 2009-2013 Florida Injury Prevention Strategic Plan facilitated by the Office of Injury
Prevention and the Florida Injury Prevention Advisory Council includes the following senior falls
prevention goal: Establish a collaborative effort to provide statewide directiorlate fogusyfor fall
prevention efforts for seniors.

Florida is still expanding and has delayed the definition of its guiding goals and objectives. While
Florida continues to define its coalition, the team responsible for the state plan goal will draft the
goal strategies across five subheadings: Leadership; Funding; Advocacy; Interventions; and Data.

The coalition will be responsible for incorporating the state goals and objectivesintoF | or i da’ s s e
falls prevention plan and in turn using the goals and objectives to evaluate impact.

Maine has an extensive list of goals and objectives which are reflected as recommendations in a
report to the Maine Legislature. Maine uses broad goals in a number of important policy
recommendations, which include coalition development and infrastructure building, raising
awareness and reducing stigma, programs and access, and addressing environmental safety through
elder friendly/universal design at the municipal level.

The Minnesota Falls Prevention Initiative has adopted the guiding vision: thatolder Minnesotans
will have fewer falls arshtall injuries, maximizinghthegpendence and qualitpafdderta focuses
its efforts in educating older adults and professionals, increased use of fall risk assessments,
increased programming, and program evaluation of efforts. Minnesota uses the following objectives
and strategies to realize its vision:

The Show Me Falls Free Missouri coalition uses the following guiding vision: Missouri older adults
will have fewer falls areldtdd injuries, maximizing their independence and quality of life, while decreasi
healthcare costs and deaths.

In addition to laying out three broad goals, the New Hampshire Fall Prevention Task Force
defines yeatly impact objectives based on those used for their CDC Preventive Health and Health
Services Block grant, which helps support the salary of a Task Force co-chair. The allocated funds
are used to achieve impact and process objective outcomes and to carry out annual activities of

essential services indentified.
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New Mexico follows the general blueprint of the National Action Plan, organizing its efforts to
address the four primary risk factors (physical mobility, medication safety, home safety, and
environmental safety in the community), including cross-cutting goals: coalition building, networking,
information sharing, skill-building, and fall injury data.

New York describes its initial goals and objectives as informal and process oriented. Originally
the coalition used three Fall Prevention Awareness Day related objectives. Now that the Workgroup
is up and running it is in the process of establishing more formal goals and objectives based on
preferences and input from workgroup members.

Pennsylvania’ S goal s and objectives focus its effor
training, building infrastructure and mobilizing partnerships, and capacity building at the community
level.

The mission statement of the Texas Falls Prevention Coalition: Promote, implement and evaluate
eviderAoased programs and policies that help reduce risk factors of falls and injuries in older adults; prc
and resources to epredis awareness, mobilize communities and effect policy change for a falls free Te

In Texas, several organizations joined with the Area Agencies on Aging to work towards
developing goals and objectives for the state fall prevention plan. The group met over the year to
determine the goals, objectives, strategies and actions, and to draft a mission statement. Texas did not
want to reinvent the wheel so aligned their coalition goals and strategies with those of the National
Falls Coalition. Texas adopted the five areas of focus from the National Action Plan and selected
specific strategies under each goal that were feasible to do in their state.

Wisconsin goals focus on education, infrastructure, and programming.

3. Do you use those goals and objectives to evaluate your coalition activities? If not, what

do you use?

Most coalitions use their goals and objectives to some degree to evaluate coalition activities.
Arizona, Florida, New Hampshire, New Mexico and New York use coalition goals and objective as
a basis of evaluation. Arizona emphasizes using progress achieved on goals and objectives as a
gauge t o eV aleffeatitesss. tFlbrida uses eha@stniortfails prévent®n goal and
strategies in the 2009-2013 Florida Injury Prevention State Plan and the annual action plan to
evaluate the activities. Maine and Minnesota broadly use their coalition goals and objectives as a

template for their work.
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California, because of time constraints, uses the more general objectives of their FPCE grant
contract with the Archstone Foundation. Wisconsin evaluation has largely been process related thus
far, primarily used to plan agendas for conference calls and conferences. Pennsylvania has not yet

determined how to best evaluate coalition activities.

4. Does your coalition collect information about outcomes for your state? IF so please

describe what data you are collecting, how you are collecting it and how frequently you
collect it.

A number of coalitions collect information on outcomes in their state. Their ability to monitor
outcome data depends on the resources available at the state level, such as DOH or DPH
epidemiologists and injury surveillance staff.

New York collects death, hospitalization, and ED data, which are submitted to the DOH on an
ongoing basis. When a full year of data is available the data are then included in the state
surveillance system used by the coalition. The most current data year is 2007. New York has also
used the Behavioral Risk Factor Surveillance System (BRESS) to identify fall injuries and their risk
factors. The BRESS is an annual statewide telephone surveillance system designed by the CDC.
BRFESS monitors modifiable risk behaviors and other factors contributing to the leading causes of
morbidity and mortality in the population. Data from the BRESS are useful for planning, initiating,
and supporting health promotion and disease prevention programs at the state and federal level, and
monitoring progress toward achieving health objectives for the state and nation. The survey is
conducted in all 50 states and U.S. territories. Statewide representative samples are collected monthly
and aggregated into yearly datasets. Questionnaires, datasets, survey results, documentation and
much more are all available at the CDC website. New York DOH generated BRESS Summary
Reports are available in electronic format from 1995.

California collects data on hospitalizations and emergency department (ED) visits from the
DPH. Florida annually collects and analyzes the fall-related data on death, hospitalizations, and ED
visitsf 1 om t h@ffic@oOlhfdryPrevention Epidemiologist. Maine uses the state CDC
published Injury Prevention report and supports updating the data for deaths, ED visits, and
hospital discharges related to falls. The New Mexico DOH tracks fall data on deaths,
hospitalizations, first responder calls (i.e. EMS run) and BRESS; the Coalition does not collect

outcome data.


http://www.cdc.gov/brfss/
http://www.health.state.ny.us/nysdoh/brfss/reports/index.htm
http://www.health.state.ny.us/nysdoh/brfss/reports/index.htm
http://www.health.state.ny.us/nysdoh/brfss/reports/index.htm
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Wi sconsin’s I njury and ViinDHSenayeeedataRfo@ flle Nt i on F
and is in the process of publishing the first comprehensive report. The Wisconsin Fall Prevention
Initiative has contributed to the design and context of the report. Additionally, the IVPP has worked
with the Medical College of Wisconsin Injury Research Center in developing a survey to identify fall
prevention related programming across the state. The survey was administered to the coalition and
coalition members assisted in distributing the survey further.

New Hampshire does not have dedicated funding or an injury surveillance position in the state,
but receives annual updates from colleagues in the field who present to the coalition on data around
elderly falls, including: hospital data (hospitalizations and ED visits); deaths; 911 calls; physicians;
New Hampshire Trauma Emergency Medical Services Information System (TEMSIS), EMS / first
responder data; and the Outcome and Assessment Information Set (OASIS), Medicare home health
data set. TEMIS is a newly implemented, web-based, statewide EMS/first responder data system in
New Hampshire. | aenc@gsifletilglis to tole@ the® dwa dat@ahdSiplo2d dath
to the state. The data mining tool is available to the State for statistical analysis of the 84,000+
annual emergency runs. OASISi S a key ¢ 0 mpseaaership with the hdvhe drt c ar e’
industry to foster and monitor improved outcomes. Designed for use in home health agencies, State
and Federal agencies, and professional associations, the OASIS data set addresses sociodemographic,
environmental, support system, health status, functional status, and health service utilization
characteristics of the patient. The aim of OASIS is to measure outcomes and improve performance
based on outcomes.

Arizona is currently focusing its effort in Maricopa County; therefore the coalition reports
collecting data on state outcomes is outside of the scope of their project. Minnesota, New Mexico

and Pennsylvania are not currently collecting state outcomes data on falls and fall related injuries.

5. What outcomes are you currently measuring?

Outcome evaluation assesses the short- and long-term results of a program and seeks to measure the
changes brought about by the program. In outcome-based evaluation a program is seen as a system
that has inputs, activities, outputs, outcomes, and impacts.

e Inputs — the materials and resources that the program uses in its activities, e.g. equipment, staff,
volunteers, facilities, money, etc.

o Activities —activities that the program undertakes with/to the participants in order to meet the
par t i getdyed. Reicling, training, etc.

10


http://www.nhtemsis.org/
http://www.cms.hhs.gov/OASIS/
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e Outputs — units of service regarding your program, e.g. number of people taught, counseled, etc.
(Note: activities and outputs of a program still only reflect information about the program itself,
effect on the client is not known.) The number of clients served does not indicate a benefit or
impact —merely the number of people who went through a program.
e Outcomes — actual benefits/changes for patticipants during or after a program. For example,
for a fall prevention program, an outcome  mi gphrticipats@edute their risk of falling.”
(Note: This outcome is quite differ e n't t han 0 u taymbetosolder Mlultscvho as t h e
went through the fall preventionp r 0 g)r a m”
-- These outcomes, are usually expressed in terms of:
-- -- knowledge and skills (often considered as short-term outcomes)
-- -- behaviors (often considered as intermediate-term outcomes)
-- -- values, conditions and status (often considered as long-term outcomes)
e Impacts — the effects across a population resulting from your program
--for example, in a fall prevention program, an impact mightbe* decr eased number o
hospitalizations, and / or deaths related to

A number of states reported that they are currently working to identify outcome measures. This is
expanded on in Questions 14 & 16 at the end of the survey. Current coalition efforts evaluating

short-, intermediate-, and long-term outcomes, in a limited capacity, are described below.

a. Short term (under 1 year)

Four states described the short term outcomes they currently measure. Arizona measures the

goals and objectives for its Maricopa County grant (database of programs, webpage -

www.azstopfalls.org - created by and housed on the Phoenix Area Agency on Aging Region One,

Incserver, mar keting material s, el@ehrizodakecuzssane ws | et
partner to assist with evaluation, they plan to establish baseline data of the frequency and number of

falls in Maricopa County, and apply the same evaluation techniques at the conclusion of the grant

period to measure its impact.

New Hampshire collects data on the number of task force meetings, website development,
Falls/Fire trainings given, including number of spin-off local collaborations, and participant
evaluation of trainings.

New York collects information on materials produced (fact sheet, tool kits) and activities held
(meetings, PSAs) by Workgroup participants and measures progress toward meeting Workgroup
objectives.

Wisconsin tracks the types and location of programming for fall prevention. The coalition is
very closely tied in with the Stepping On program which tracks outcomes on program participants

and leaders.

11
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b. Intermediate (1-2 years)

New Hampshire collects participant data on the facilitated annual state fall prevention
conference, including the number of conference participants who have a falls task force operating
within their agencies.

As part of the trainings in fire and falls prevention held across the state, in collaboration with the
Fire Marshall, EMS, and a local VNA, New Hampshire implemented a participant evaluation
process. Initial evaluations were done immediately following training and follow-up evaluations were
planned six months and a year following training to see what fire and falls-related collaboration has
been achieved.

New York monitors the frequencies and rates of fall injuries across the state, as well as the
products and activities of Workgroup (meetings, fact sheet, tool kits, PSA) and measures progress

toward meeting Workgroup objectives.

C. Long term (more than 2 years)

California tracks hospitalizations and emergency department visits through the state public
health office.

New Hampshire collects state data on deaths, hospitalizations, 911 calls, first responder calls,
emergency department visits, number of falls screening facilitated in primary care settings, and other
specific project outcomes.

New York monitors the frequencies, rates, trends of fall injuries as well as progress toward
meeting Workgroup objectives.

Pennsylvania is monitoring hip fractures. Its long term goal (between October 2006 and
September 2010) is to reduce the number of hip fractures in females 65 and older to no more than
908.5 per 100,000 (age agjted rate per 100,000, persons of all ages).

Wisconsin tracks morbidity/mortality data related to falls, demographics of those who fall and

costs/payer information associated with falls.

12
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Please answer the following questions about your Evaluation of the Coalition

6. Do you collect data regarding the following:

a. Number and type of organizational members

All state coalitions (excluding Florida whose goal team is in the process of developing a survey
tool to collect the coalition data) report tracking number and type of organizational members as well
as individual member attendance on conference calls and meetings. One state reports an update

linking member to organizational affiliation is needed.

b. Activities of the coalition member organizations

Most respondents collect or monitor coalition member activities; some are more formally
tracked while other coalitions have a more informal process of discussing activities at meetings. New
York tracks the work of participants and organizations in the Workgroup. The Wisconsin Injury

Research Center (IRC) at the Medical College of Wisconsin periodically surveys members.

c. Smaller community or county coalition development efforts

Eight of ten respondents report collecting or monitoring community coalition member activities.
Some states collect specific information such as professional training or local programming. Arizona
does not formally survey county coalition efforts but a member of the City of Phoenix Coalition is
also a member of the larger Arizona coalition, bringing attention to its activities. New Hampshire
identifies this as an area for improvement; data is being collected with respect to some activities,
most often professional training, but not all smaller coalition activities at this time. New Mexico
completed an assessment of local efforts in the past but it was not statewide. The Wisconsin Fall
Prevention Initiative has used its IRC-created survey to capture these data. Additionally, anecdotal
information about community activities from Wisconsin coalition members is tracked during each

meeting.

7. Are there other data you are collecting about your coalition activities that have not

been mentioned here? Please describe

13
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Arizona is planning to host guest speakers presenting different evidence-based falls prevention
activity programs: Matter of Balance, Too Fit to Fall, Enhanced Fitness, and Bone Builders and will
track presentations as well as any follow up program training and implementation.

California collects and monitors feedback on Network created-materials such as their local
advocacy toolkit.

New York collects and monitors activities of members that are a direct result of workgroup
membership (this is a subset of 6b above), attendance / participation with workgroup activities,
materials produced by the workgroup and its subcommittees (i.e. fact sheets, tool kits, etc.)

Pennsylvania will continue to monitor hip fracture data to track progress toward its goal.

8. How are you collecting this information (reports, web sites, other?)

The most common methods states report using to collect this information include webpage
“hts”, member surveys and questionnair.es, and

Arizona expects to capture Ohits” 0 N t h és waV 8 ddpidth@quantities of marketing
materials that are distributed.

California uses utilization data from its website and annual activity questionnaires for members
Texas relies on routine program reports. Califonia used quarterly reports from local coalitions in the
past but not currently.

Florida plans to use surveys; the long-term goal is to post surveys and results on websites of the
Office of Injury Prevention and the Department of Elder Affairs.

New Hampshire employs a variety of participant surveys and reports. New York surveys its
workgroup members and collective administrative data such as membership and meeting attendance.

Pennsylvania and Wisconsin use surveys to collect information on coalition activities. In
Wisconsin, the IVPP worked with the IRC in developing a survey to identify fall prevention related
programming across the state. The survey was administered to the Wisconsin Fall Prevention
Initiative and members assisted in distributing the survey further. Wisconsin also uses conference
calls and routine email traffic to collect coalition data. Pennsylvania uses its membership list and

administered a resource survey in 2008.

9. How do you use these data in your evaluation plan?

14
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States use data on coalition function to gauge the interests of its members, to react to feedback
from coalition members and make adjustments if necessary, to report to funders, and to measure
progress toward goals.

Arizona uses data on coalition function to gauge the level of interest and determine if a wider
audience needs to be reached.

California uses these data to report on Network activities to their funder, share qualitative
activity data with members, and make changes in Network foci based on member feedback.

New Hampshire purports data to be of utmost importance to its evaluation plan; without which,
they cannot demonstrate value. The Task Force tries to evaluate and obtain data for every activity it
does. New Hampshire has identified this as a coalition priority and will continue to make
improvements in this area.

New York uses this data to measure progress toward goals and objectives.

Please answer the following questions about evaluating the Impact/Outcomes of your
state or regional coalition

10. Do you collect data regarding the following:
a. Data about how your individual coalition members are contributing to the effort?

Six states report collecting data on individual coalition member contributions. Minnesota and
Texas collect this data. Florida collects data annually. As noted above New Hampshire gives priority
to data collection and attempts to evaluate every activity of the Fall Prevention Task Force. They
primarily rely on members, usually with no additional funding source or dedicated capacity,
reporting it often takes longer to complete an evaluation. Wisconsin adds that the contributions of
coalition members form the basis of many coalition meeting discussions, but it is not formally
tracked. New Mexico also collects coalition member activity data informally.

New Yotk also plans to collect thisdata, but doesn!t currently
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b. Number of programs delivered

Seven states report collecting or plans to collect data on number of programs delivered. New
Hampshire collects data regarding the number of programs delivered on behalf of the Task Force
(as differentiated from the number of programs delivered as representatives of the individual
agencies.) New Hampshire and Texas collect data on A Matter of Balaigdeader training and
programs in their state. Wisconsin, due to its close ties, collects programmatic information specific
to Stepping Qiaine collects data on number of A Matter of Balapegzrams delivered, both in the
state and nationally. New Mexico and Minnesota collect data on a limited informal basis. Florida

plans to collect data annually from future programs.

c. Number of screenings performed

Although all the reporting states participated in the annual fall prevention awareness day hosting
a variety of activities including older adult fall risk screenings, only Minnesota, New Mexico, and
New Hampshire reported collecting screening data. Minnesota and New Mexico collect on a limited
informal basis while Minnesota noted it was difficult to collect. New Hampshire routinely collects
data in response to falls screening training and is working to get a statewide baseline number with a

survey the Task Force is developing. Florida plans to begin collecting local screening data annually.

d. Number of presentations or articles published

New Hampshire collects data on the number of presentations delivered on behalf of the Task
Force (not on the number of presentations given as representatives of individual agencies.) New
Mexico informally tracks presentations and articles. Minnesota collects this data. Florida plans to

begin collecting annually.

e. Number of older adults reached by member activities

Maine and Wisconsin collect detailed evaluation data on participants of the Stepping @fogram;
Maine also has extensive data on A Matter of Balan@eking lay leaders and participants.
New Hampshire collects data on the number of older adults reached on behalf of the Task

Force-nott he number reached as representatives of
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activity/effort sponsored by the Task Force. For example, the Task Force helped to pay for training
for Master Trainers in A Matter of Balafi@esome member organizations in the state; the coalition
does not track the number of older adults reached by these trained professionals.

Similarly, Texas collects data on the number of participants enrolled and completing A Matter of
Balanggograms in the state.

Wi s ¢ 0 mlsPrevedtich Inidative (FPI) is closely tied with other state programs including
efforts in the research and dissemination of the Stepping @fogram. Evaluations of this program are
reported through the FPI, which includes the number of adults reached, pre/post results related to
knowledge, health and exercise among a variety of other measures.

In addition to collecting data on number of older adults reached through the A Matter of Balance
program, Maine also collects data on the use of their Fall Prevention Toolkit for Patients and Families

Arizona tracks the number of audience member
New Mexico collects data informally and Minnesota generally gets rough estimates of this data.

Florida is considering the best way to collect data while it develops survey tool.

11. Are there other data you are collecting about your coalition member activities that
have not been mentioned here? Please describe

In additional to participant demographics, Texas monitors participant outcomes. Texas evaluates

health status before, after, and 6 months after completing A Matter of Balarte-tests and post-tests
are needed to prove change, or improvement, as a result of a program.

Wisconsin reported additional information collection activities. Coalition members are asked to
share activities and materials related to the annual Fall Prevention Awareness Month. Materials
collected include advertising, newspaper/newsletter articles, brochures, agendas, and speaker lists.
The shared learning and materials are used to assist other communities in initiating activities.

New Hampshire collects outcomes data on all projects and is currently collaborating with the
Fire Marshal, EMS, and a local VNA on trainings on fire and falls prevention across the state,
advocating collaboration between fire, EMS, and VNAs in these two areas.

New Hampshire also uses participant surveys of screening methods that are administered prior
to and six months after the trainings of providers. They are currently designing a screening survey

for data on the use of falls screening in the primary care setting in New Hampshire for all providers.
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12. How are you collecting this information (reports, web sites, other?)

In Wisconsin materials are sent via e-mail, summarized and made available through the Fall
Prevention Month website and by request. Florida plans to collect via surveys and through the
F1 or i wy@drvallante Byftem. New Hampshire collects this information through reports and

surveys.

Please answer the following questions regarding training needs and resources you would
recommend as they relate to your state or regional coalition

13. What resources (e.g., colleagues, websites, books, etc) do you currently use to assist or
inform your evaluation activities? If more than one resource is identified, please rate (very

important, important or not very important) the resources in terms of importance to your
efforts.

The California Department of Public Health collects and posts outcomes data for senior falls on

its website at http://www.applications.dhs.ca.gov/epicdata/content/st srfall htm. The California

Fall Prevention Network uses these data to inform its activities and evaluation process. California
greatly values its colleagues at DPH and FPCE.

Florida collects data on the national, state, and county level; collecting falls-related death,
hospitalization and ED visit information through the Florida Injury Surveillance System, and

national data throught h e  GXHDasa! Injury Statistics Query and Reporting System

(WISQARS) website. WISQARS is an interactive database system that provides customized reports
of injury-related data. WISQARS provides U.S. injury mortality data and national estimates of
nonfatal injuries treated in U.S. hospital emergency departments.

New York finds the Evaluation Committee of the State Coalitions Workgroup to be the most
important resource. New York also uses books/articles on evaluating coalitions and workgroup
members/colleagues as resources to inform evaluation activities. In the absence of formal evaluation,
New Mexico has informally assessed coalition accomplishments from the last year. In addition, New
Mexico hosts a guest speaker at each of its coalition meetings, and provides a forum to share
information and resources.

New Hampshire has found research papers to be very important in informing their evaluation

activities. New Hampshire alsouses t he Fal | s Fr &effMydatnd onal Acti o

http://www.coalitions.fallsfree.org/, the online resoutce manual for establishing falls coalitions.

Quality Assurance colleagues within the local hospitals, long term care facilities, have also been very
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useful to the Task Force. New Hampshire notes they get resources from wherever they can, and that
networking with colleagues on the falls coalition calls and at meetings is very helpful.

Arizona reports lacking an evaluation resource until a partner organization is identified.

14. Do you need more information about what information to collect about your

coalition? What are your <coalition’

Most states agreed it would be helpful to see any materials other states are using with their
coalitions and types of information they are able to collect and how they use that information.
Arizona would like more information about what information to collect about the coalition and are
unsure of their primary evaluation training needs.

California would like a bare-bones list of indicators that could be used to evaluate coalition
function and outcomes, and sample data collection questions to go with these indicators. For
example, what would be the top 5 indicators to use?

Florida asked for any suggestions beyond what they already collect.

New Hampshire needs more short and medium term outcome and data goals. They need things
to recommend to local falls task forces to collect, other than just number of falls and injurious falls,
etc.

Ne w Me pritay 6valustion training need is learning how to implement outcome
evaluation with limited resources.

New York would appreciate getting a better idea of what short and intermediate term outcomes
they should be evaluating (and how) instead of just process evaluation measures; of having a
standard set of evaluation measures that are recommended for use across all state coalitions; and of
evaluating reach of workgroup activities/products.

Texas reported its primary evaluation training need is learning what is being done in fall
prevention around the state by each member of the coalition.

Wisconsin felt it would be helpful to see any materials other states are using with their coalitions

and the types of information they are able to collect and how they use that information.
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15. What are the most important sources of data about your coalition?

Florida findsthe FI or i da I njury Surveil |VAISQARS wdbs@eS OUT C e S

to be the most important source of data about the coalition.

Arizona reports the older adult population they serve serves as a key data resource. New
Hampshire finds all data sources helpful. New Mexico reports an assessment of past year activities
to be most important. New York finds the coalition members themselves to be the most important
source of information.

Wisconsin uses meeting minutes to gain an understanding of its coalition activities.

16Are there data you wtaseldescrib¢é ybukneedsst 0 € ¢

Florida would like to track senior fall-r e | at ed data on physician’s v
and fall risk evaluation.
Maine would like to regularly track falls data, rather than periodic updates, but lacks the
resources.
Minnesota would like to collect participant data with the local coalitions — to connect the dots —
emergency room use, participation in falls prevention programs, action steps taken, etc. They note it
is very difficult without the resources to follow-up with individuals who have been screened in order
to determine what action they’ve actually tak
New Hampshire would like to collect Medicare and Medicaid data. They are working on this, but
very slowly. Costing data is also very imprecise.
The New Mexico coalition is interested in how and where a fall occurs and circumstances
around the fall.
New York is interested in collecting more falls data — especially related to the prevalence of fall

risk factors. New York also wants to collect more data about the reach of coalition activities.
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Appendix A
Evaluation Committee Member List: April 2009

Barb Alberson, M.P.H.,

Chief, State & Local Injury Control Section
California Department of Public Health
MS 7214 - P.O. Box 997377

Sacramento, CA 95899-7377

Phone: (916) 552-9859
barbara.alberson@cdph.ca.gov

Jeffrey L. Alexander, PhD

Assistant Professor, Doctor of Health Sciences
Program

Department of Interdisciplinary Health Sciences
Arizona School of Health Sciences

A.T. Still University

5850 East Still Circle

Mesa, Arizona 85206

480.219.6039 Office

480.219.6122 Fax

jalexander@atsu.edu

Emily Nabors, MSG

Program Coordinator and Evaluator
Fall Prevention Center of Excellence
Andrus Gerontology Center
University of Southern California
Los Angeles, CA 90089-0191

Tel: 213.740.1364
emily.nabors@usc.edu

Kari Benson, MA

MN Board on Aging
P.O. Box 64976

St. Paul, MN 55164-0976
651-431-2566
kari.benson(@state.mn.us

Alice Bonner, RN, GNP, PhD
Director of Clinical Quality
Massachusetts Extended Care Federation
2310 Washington Street, Suite 300
Newton Lower Falls, MA 02462

Phone: 617-558-0202, ext. 237
abonner@mecf.org

Shane Diekman, PhD, MPH

Behavioral Scientist

Home and Recreation Injury Prevention Team
CDC's Injury Center 4770 Buford Highway, NE;
Mailstop F-62

Atlanta, GA, 30341

Phone: 770-488-4901

scd0@cdc.gov

Mary P. Gallant, Ph.D., M.P.H.

Associate Professor and Chair, Social Behavior
and Community Health

Department of Health Policy, Management, &
Behavior

School of Public Health, University at Albany
One University Place

Rensselaer, NY, 12144-3455

Phone: (518) 402-0333

mgallant@albany.edu

Frieda Gonzales

Health Educator, Adult Injury Prevention
Office of Injury Prevention

New Mexico Department of Health

1190 St. Francis Dr, PO Box 26110

Santa Fe, NM 87505

Phone: (505) 827-2589

Bernfrieda.brady@state.nm.us

Susan Hardman

Director, Bureau of Injury Prevention
NYS DOH

Riverview Center, 3rd Floor
Menands, NY 12204-0677

Phone: 518.473.1143
sbh01@health.state.ny.us

Jonathan Howland, PhD, MPH, MPA
Professor, Social & Behavioral Sciences
Department

Boston University School of Public Health

715 Albany Street, Crosstown Center - 3rd Floor
Boston, MA 02118

617 638 5158

jhowl@bu.edu

Tammy Vehige

tvehige@bu.edu
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Mary Ellen Kullman, MPH

Vice President, Archstone Foundation
401 East Ocean Blvd, Suite 1000
Long Beach, CA 90802

Phone: (562) 590-8655

mekullman@archstone.org

Helen W. Lach, PhD, RN, GCNS-BC
Associate Professor

Saint Louis University School of Nursing
3525 Caroline Mall

St. Louis, MO 63104 Phone: 314-977-8939
lachh@slu.edu

Phoebe Liebig, Ph.D.

Emerita Professor, Gerontology & Public Admin
USC Davis School of Gerontology,

Ethel Percy Andrus Gerontology Center
University of Southern California

3715 McClintock Avenue

Los Angeles, CA 90089-0191

310-202-9187; alt 213-740-1364

liebig@usc.edu

Lisa M. Millet

Injury Prevention and Epidemiology Section
Manager

Dept. of Human Services, Health Services
800 NE Oregon St., Suite 772

Portland, OR 97232

Phone: (971) 673-1059

Email: Lisa.M.Millet@state.or.us

Marcia Ory, PhD, MPH

Professor, Social and Behavioral Health

Director, Active for Life National Program Office
School of Rural Public Health

1266 TAMU

College Station, TX 77843-1266

Phone: (979) 458-1373

mory@srph.tamhsc.edu

Jane E. Parker

Office of Injury Prevention
Florida Department of Health
Phone: (850) 245-4144 ext. 2774
Jane Parker(@doh.state.fl.us

Elizabeth Walker Peterson MPH, OTR/L,

FAOTA

Clinical Associate Professor
Department of Occupational Therapy
University of Illinois at Chicago

1919 West Taylor Street, M/C 811
Chicago, IL 60612

Phone: (312) 996-4506
epeterso(@uic.edu

Dawna Pidgeon, PT

Dartmouth Hitchcock Medical Center

1 Medical Center Drive

Lebanon, NH 03756

Email: Dawna.M.Pidgeon@Hitchcock.ore

John Prochaska

Evaluation Coordinator

School of Rural Public Health
1266 TAMU

College Station, TX 77843-1266
979-845-5788 (office)

idprochaska@srph.tamhsc.edu

Sharon Rhyne, MHA, MBA

Health Promotion Manager

Chronic Disease and Injury Section

NC Dept of Health and Human Services
Division of Public Health

5505 Six Forks Road

1915 Mail Service Center

Raleigh, NC 27699-1915

Phone: (919) 707-5205

Email: Sharon.Rhyme@ncmail.net

Rhonda Siegel

Injury Prevention Program

New Hampshire

Department of Health & Human Services
29 Hazen Drive

Concord, NH 03301

Phone: 603-271-4700

RSiegel@dhhs.state.nh.us

Ilene F. Silver, MPH

Program Development Specialist

Injury & Violence Prevention Program
Washington State Department of Health
PO Box 47832

Olympia, WA 98504-7832

Phone: (360) 236-2836
ilene.silver@doh.wa.gov
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Judy A. Stevens, PhD

Epidemiologist

NCIPC

Centers for Disease Control & Prevention
4770 Buford Highway, MS F-62

Atlanta, GA 30341

Phone: (770) 488-4649

jas2@CDC.GOV

Pamela Van Zyl York, MPH, PhD, RD, LN
Division of Health Promotion and Chronic
Disease

P.O. Box 64882

St. Paul, MN 55164-0882

Phone: (651) 201-3616
pam.vork@health.state.mn.us

Amber Williams

Executive Director, STIPDA

2965 Flowers Road South, Suite 105
Atlanta, Georgia 30341
770-690-9000, ext. 11

amber.williams@stipda.org

Sally Yotk MN, RNC

Interim Director

NorthWest Orthopaedic Institute
Office Address: 1905 S. Jefferson,
Tacoma, WA 98402

Mailing Address: P.O. Box 1878,
Tacoma, WA 98401

Phone 253.627.5144

sallyy@nwoi.org
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Appendix B
Evaluation Survey Instrument

Name of the coalition:

Name of the respondent:

Contact information:

Please

Do you currently have an evaluation capacity or resources for evaluation built into
the coalition (could be a coalition member organization or external resource)? Please
identify those resources or in that absence, how you are currently managing your
evaluation function.

Do you have state coalition goals and objectives in place? If so, please list them out
for us

Do you use those goals and objectives to evaluate your coalition activities? If not,
what do you use?

Does your coalition collect information about outcomes for your state? IF so please
describe what data you are collecting, how you are collecting it and how frequently
you collect it.
What outcomes are you currently measuring?

a. Short term (under 1 year)

b. Intermediate (1-2 years)

c. Long term (more than 2 years)

answer the following questions about your Evaluation of the Coalition

Do you collect data regarding the following:
a. Number and type of organizational members

b. Activities of the coalition member organizations
c. Smaller community or county coalition development efforts

Are there other data you are collecting about your coalition activities that have not
been mentioned here? Please describe

How are you collecting this information (reports, web sites, other?)

How do you use these data in your evaluation plan?
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Please answer the following questions about evaluating the Impact/Outcomes of
your state or regional coalition

10. Do you collect data regarding the following:
a. Data about how your individual coalition members are contributing to the
effort?
b. Number of programs delivered
c. Number of screenings performed
d. Number of presentations or articles published

e. Number of older adults reached by member activities

11. Are there other data you are collecting about your coalition member activities that
have not been mentioned here? Please describe

12. How are you collecting this information (reports, web sites, other?)

Please answer the following questions regarding training needs and resources
you would recommend as they relate to your state or regional coalition

13. What resources (e.g., colleagues, websites, books, etc) do you currently use to assist
ot inform your evaluation activities? If more than one resource is identified, please
rate (very important, important or not very important) the resources in terms of
importance to your efforts.

14. Do you need more information about what information to collect about your
coalition? What are your <coalition’s prin

15. What are the most important sources of data about your coalition?

1. Are there data you would |Iike to coll ect

THANK YOU for taking the time to complete this survey. Your comments and
feedback are greatly appreciated by the Evaluation Committee. Please write to
bonita.beattie@ncoa.org if you have any additional thoughts or comments to share
with us. Please return to the same address by May 22™

25


mailto:bonita.beattie@ncoa.org

Falls Free™ Coalition (2010) State Coalitions Workgroup Evaluation Survey

Appendix C
Coalition Overview Template

Coalition Name

Hi story of your stateds Fall Prevention Coalition:
Organizations that took the lead in developing the Fall Prevention Coalition:
Goals and objectives of the Fall Prevention Coalition:

Outcomes being monitored:

All f unding sourc  es for the Fall Prevention Coalition (please be specific):
Organizations that are playing a key role in the Fall Prevention Coalition:
Leadership structure and function of the coalition:

Coalition committees:

Regional/county/local coalitions or workg roups you support/provide
technical assistance:

2 -3 challenges encountered:
2-3 successes to share:
Primary contact(s):

State Coalitions on Fall Prevention Workgroup Evaluation Survey

Please return to bonita. beattie@ncoa.org by May 22 ™
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Appendix D
Obijectives and Goals of State Coalitions

Arizona:

e improving older adult access to falls prevention programming

e coordinating evidence-based falls prevention programs and services in Maricopa County

e providing technical assistance to falls prevention program providers, including web-based
setvices, mentoring, and a Speaket's Bureau

e creating a continuum of falls prevention opportunities and efforts by identifying and
promoting prioritized components of evidence-based falls prevention activities for
organizations unable to offer the entite program

e cnsuring a connection between individual falls prevention programs and the broader
statewide collaboration between the aging network and the public health community to
promote chronic disease self-management

Maricopa County grant goals and objectives include developing:

e Database of physical activity programs in Maricopa County

e Continuum of evidence-based Falls Prevention program elements

e Webpage to reside on Arizona Department  of Heal t h Services
e Marketing materials (brochure, etc.)

websi i

e Electronic newsletter
e Speaker’s Bureau

California:

o Fostering stronger ties between organizations involved in senior fall prevention

e Identifying and promoting fall prevention policy and regulation

e Advocating for sustainable sources of funding for fall prevention programs

e Assuring high-quality fall prevention-related continuing education opportunities for
providers of services for older adults

e Sharing fall prevention best / promising practices and resources.

e Raising fall prevention awareness among seniors, caregivers, the community, health- and
social-service professionals, and policymakers

e Ensuring that the special fall prevention needs of frail / high risk older adults are addressed.

Colorado (still defining). Main areas under discussion are:

e Identifying existing programs and resources
e Promoting best practice/evidence-based guidelines
e Raising awareness within the health care community and the public

Connecticut: developed for the CT State Injury Prevention and Control Plan

e Improve fall injury surveillance
e Increase public awareness that falls are preventable
e Increase public awareness of proven prevention strategies

¢  Build the statewide capacity of health care providers, aging service providers to conduct fall
risk assessment, management, referral and prevention through professional development and
training
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e Increase statewide availability accessibility of fall prevention services for older adults
e Increase the availability of data to seek fall prevention funding

Kansas:

1. Media campaign; awareness. Create an up-to-date, multifaceted education/information
campaign to create awareness of the risk of falls containing consistent and reliable
information targeted appropriately to diverse audiences.

2. Develop toolkit that provides individual, community, and professional resources. The toolkit
should include standardized tools for assessing fall risk, for use by health professionals and
laypeople (possibly separate resources), similar to the pathways tools already in use for such
things as congestive heart failure. Toolkit also includes: medication assessment, vision and
hearing checks, balance assessment, ADL (activities of daily living), home environment
assessment, nutrition and hydration.

3. An education program delivered at the community level. Standardized, convenient,
comprehensive education program on older adult fall prevention created to be delivered to
agencies, health care professionals, and individuals.

Maine: reflected as recommendations in the report to the Maine Legislature

Recommendation 1: Establish the Maine Falls Prevention Coalition as a standing committee of the
Office of Elder Services (OES) which will report back to the legislature annually. The Coalition is to
be charged with:

® Disseminating information regarding falls prevention to target audiences including older
adults, health care and aging service providers, health care faculty and students, and
professional organizations.

e Improving fall risk management of those at increased risk for falls by promoting coordinated
assessment and intervention targeted toward the known risk factors for falling, integrating
these interventions into existing state policy through such efforts as the Maine State Health
Plan, the OES State Plan on Aging and the Physical Activity and Nutrition Plan. Such
efforts include:

I. Developing referral pathways from the health care providers to community programs
and vice versa.
II. Increasing referrals to community programs, such as A Matter of Balance/Volunteer
Lay Leader (MOB/VLL), and aging services, by improving the links between these
programs and services and the health care system.
III. Include fall risk management in the curriculum for training health care professionals.
® Incorporating falls prevention into the programs administered by Office of Elder Services
including the Family Caregiver Program of Ma
Project, Home and Community Based Care program and Adult Protective Services.
Incorporating fall prevention into the public health activities of the Maine State Health Plan
and MCDC's Healthy Maine Partnerships, and |
risk management into programs across all settings: home, hospital, independent living,
assisted living, and nursing facilities.
® Developing a public policy agenda to promote fall prevention at the state, regional, and local
levels.
e Becoming a member of the National Fal l Free™
® Monitoring implementation of the recommendations that follow.
Recommendation 2: The Maine Falls Prevention Coalition develop a Maine Fall Prevention Plan
with specific strategies and action steps to affect sustained initiatives to reduce falls among older
adults across all settings, in collaboration with the Maine Center for Disease Control (MCDC).
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Recommendation 3: Develop a social marketing campaign that will change the social norm of how
falls are perceived by reframing the current view that falls are an inevitable consequence of aging, to
the understanding that falls are caused by known risks and can be prevented by incorporating falls
prevention messages into on-going public health campaigns such as Healthy Maine Walks, and
Smoking Cessation, and through cooperation with other interested parties such as insurance
companies.
Recommendation 4: Increase the availability of appropriate physical activity programs and services
for older adults, such as Enhance Fitness and A Matter of Balance/Lay Leader Model.
e Maine's Office of Elder Services'’ receipt
for 1 ndepen dEnposecting QldeePevpleso ThikOMore Control of their
Health through EvidenceBas ed Prevention Progr ams
implementation of these initiatives.
Recommendation 5: Increase the knowledge of, and access to, effective programs and services that
preserve or improve physical mobility and lower the risk of falls for older adults in various settings to
target audiences including older adults, health care and aging service providers, health care faculty
and students, and professional organizations.
Recommendation 6: Increase awareness among older adults, their health care providers, and health
care faculty and students that falling is a common adverse effect of some prescription and
nonprescription medications, and discuss these effects with their health care provider as a part of
routine health care visits.
Recommendation 7: Implement strategies to empower older adults and family members to actively
share responsibility for medications management by:

wi | |

e Increasing the numbers of adults who have an annual medication review conducted by a
health care provider or pharmacist;
e Developing and disseminating strategies for incorporating medication review and
management into multifactorial fall risk assessment and management interventions;
e Maximizing the opportunity to address falls issues as part of the prescription benefit
component of the Medicare Modernization Act (Medicare Part D); and
e Improving the education of health care professionals regarding the adverse effects of some
medications in relation to increased fall risks among older adults, and about the correct use
of medications that can reduce the risks of fractures due to falls for older adults.
Recommendation 8: Increase access by older adults and their family members to home safety
measures (including information, assessments and home modification) that reduce home hazards,
improve independent functioning, and lower the risk of falls by:

e Identifying funding sources and community-based resources to assist older adults in
accessing home assessments and making appropriate modifications such as home repair and
family caregiver programs at the Area Agencies on Aging, the Keeping Seniors Home
program at the Community Action Agencies;

e Expanding and enhancing the delivery system for home modification, home safety, and
related safety services; and

e Developing effective referral pathways for assessing home hazards and making home
modifications referrals, once older adults are identified as at risk for falls.

Recommendation 9: Improve community environments to lower the risk of falls, and facilitate full
participation, mobility, physical activity, and independent functioning by_encouraging the State
Planning Office, Maine Municipal Association and Community Planners to incorporate elder
friendly/universal design into comprehensive plans by addressing environmental problems outside
the home such as, lack of well-maintained sidewalks, absence of safe walking trails, and the lack of
easily accessible community buildings.
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Massachusetts:

e Helping older adults learn effective methods of remaining independent
e Conducting an environmental scan of existing programs/resources

e EBxamining gaps in existing data to identify what do we want to collect and measure and how
can we do it

Michigan:

e Educate health professionals about fall prevention, focusing on fall risk assessment and risk
reduction through evidence-based interventions, and tailor education to specific groups, e.g.,
physicians, physical therapists, nurses, pharmacists, etc.

A Raise awareness and disseminate information about fall prevention to older adults and their
caregivers, including home safety practices, medication review, and mobility. Develop a
social marketing campaign to increase the demand for senior-friendly communities.

A Increase the availability of appropriate physical therapy and exercise programs and services
for older adults.
A Maximize the opportunity to address medication review and management by nurses and

pharmacists as part of the prescription benefit component of the Medicare Modernization
Act, effective January 2000.

A Develop a database of best practices in fall prevention, beginning with home modifications
and effective home safety measures for reducing fall risks at home.

Minnesota:

Objective #1: Increase awareness of preventing falls.

e Strategy A: Educate older adults and their family members about steps that they can take to
reduce the risk of falling.

e Strategy B: Educate service professionals who interact with older adults and their family
members about steps that they can take to reduce fall risk of older adults.

Objective #2: Increase assessment of fall risk.

e Strategy A: Educate service professionals about valid and objective fall risk assessment tools
that they can incorporate into their existing work with older adults.

e Strategy B: Educate professionals about information sources that they can tap to learn about
other falls prevention resources to which they can refer.

Objective #3: Increase the availability of evidence-based interventions statewide

e Strategy A: Disseminate evidence-based multi-factor falls prevention interventions that
combine fall risk assessment with individualized fall risk reduction and follow-up

e Strategy B: Disseminate evidence-based exercise interventions that include gait, balance and
lower-body strengthening exercises.

Objective #4: Measure the impact of our efforts to prevent falls in older Minnesotans.

e Strategy A: Facilitate more widespread collection of outcome data of participants in falls
prevention interventions.

e Strategy B: Build on existing data collection efforts related to fall injury and mortality rates,
circumstances of falls, and characteristics of individuals who fall.
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Missouri:

Goal 1: Missouri older adults will have knowledge of the benefit, and access to fall risk assessment as
approptiate to their individual needs.

Goal 2: Missouri older adults living in the community will have knowledge of, and access to, effective
programs and services that preserve or improve their physical mobility and lower the risk of falls.

Goal 3: Missouri older adults, their caregiver(s) and healthcare provider(s) will be aware that falling is a
common adverse effect of some prescription and nonprescription medications and have the
tools/information to ameliorate the risk.

Goal 4: Missouri older adults have access to home and community environments that lower the risk of
falls, and facilitate full participation, mobility and independent functioning.

Goal 5: Missouri older adults will have knowledge of the benefit and access to the management of
chronic and acute health conditions that place them at increased risk of falls and fall-related injuries.
Goal 6: Missoutri older adults will have knowledge of the benefit, and access to visual examination and
corrective services to reduce the risk of falls and fall-related injuries.

Goal 7: Missouri older adults benefit from intentional state and community infrastructure development
to lower risk of falls and fall-related injuries.

Montana:

Goal: Reduce the prevalence of falls and the morbidity and mortality associated with falls among Montanans

Objectives:
1. Build a strong network of stakeholders from a broad constituency interested in fall
prevention

2. Identify available resources and opportunities to collaborate on fall prevention efforts
3. Provide input and recommendations to the DPHHS regarding the development of a fall
prevention program for the state of Montana
4. Assist with evaluation development and analysis for fall prevention efforts
5. Support educational and training efforts to increase the public’ s awar eness of fall

Nebraska:

1. Establish collaborative efforts for fall prevention.
2. Increase awareness of fall risk factors.

New Hampshire:

The New Hampshire Fall Prevention Task Force uses the following three broad goals:
e Reduce the rate of death and disability in the elderly due to falls
e Reduce the risk of falling in the elderly population
e Educate and train professionals working with the elderly on falls

Yearly impact objectives for CDC Preventative Health and Health Services Block Grant:

Essential Service 1 — Monitor health status

Objective 1:

Annual review of data with respect to falls in the older adult

Between 10/2009 and 09/2010, The IPP, the IPC, and the New Hampshire Falls Risk Reduction
Task Force will increase the number of annual data reports on falls in the older adult from 0 to 1.
Annual Activities:

1. Falls in the older adult data report

Between 10/2009 and 09/2010, The New Hampshire Falls Risk Reduction Task Force (Task Force),
under the leadership of the IPC and the IPP, will gather data from the following sources to generate
a data report on falls in the older adult:
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1. Hospitalizations, emergency department visits, and deaths

2. EMS run data

3. E-911 data

4. Health care utilization data

5. MDS (long term care)

6. OASIS (home care)

This report will come out on an annual basis.

Essential Service 3 — Inform and Educate

Objective 1:

Establishment of a Task Force website

Between 10/2009 and 09/2010, The IPP, the IPC, and the New Hampshire Falls Risk Reduction
Task Force will establish 1 website dedicated to the New Hampshire Falls Risk Reduction Task
Forece, it's activities, and information on the issue of falls risk reduction in the older adult.

Annual Activities:

1. Task Force Website

Between 10/2009 and 09/2010, The New Hampshire Falls Risk Reduction Task Force will establish
and release its website. This website will showcase the work of the Task Force by posting its meeting
minutes and upcoming events. It will also provide information on the issue of older adult falls.
Essential Service 4 — Mobilize Partnerships

Objective 1:

NH Falls Risk Reduction Task Force/ Implementation of evaluation priorities focusing on structure
Between 10/2009 and 09/2010, the IPP and the IPC will implement 10 Task Force meetings
utilizing the structure garnered from the 08 process review. This will include, but not be limited to
discrete sections of the meeting focusing on research, current programming, future programming,
and a review of the previous month's meeting minutes.

Annual Activities:

1. Task Force Meetings

Between 10/2009 and 09/2010, The IPP and the IPC will convene, chair, and write up minutes
from 10 meetings of the New Hampshire Falls Risk Reduction Task Force.

Essential Service 8 — Assure competent workforce

Objective 1:

Screenings in Primary Care Settings

Between 10/2009 and 09/2010, the IPP and the IPC will increase the percent of primaty care
settings that do routine falls screening for patients 65 and older, as measured on the screening
questionnaire six months post training. From unknown to 50%.

Annual Activities:

1. Falls Screening Training

Between 10/2009 and 09/2010, The IPP and the IPC will present to at least 5 professional groups
on the importance of doing routine falls screening, appropriate referral, and follow up through the
primary care provider for every New Hampshire citizen 65 years of age and older, annually or more
often if at risk and/or change in health status.

2. Primary care falls screening survey

Between 10/2009 and 09/2010, The IPP, in conjunction with the New Hampshire Falls Risk
Reduction Task Force and the Northern New England Geriatric Education Center, will facilitate a
web based survey to determine a baseline for the % of primary care practices in the state currently
doing falls screening. This survey will incorporate a question on whether the primary care setting has
engaged in training with the Task Force on this issue.

Objective 2:

Institutionalization of Falls Risk Reduction Teams

Between 10/2009 and 09/2010, the IPP and the IPC will increase the percent of conference
attendees who have an institutionalized falls risk reduction team in their agency (in either community
based, acute care, or long term care) from 58% to 75%.
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Annual Activities:
1. Annual Task Force Conference

Between 10/2009 and 09/2010, the facilitation of theS i Xt h annual Task Force

Practice Falls Risk Reduction in the Elderly: Taking It Back to Your Community and Making It
Wor k" .

New Jersey:

e Develop a tool kit for fall prevention awareness week for the 21 local Area Agency on Aging; a
comprehensive fall prevention campaign including the effects of medication on fall risk, poor
vision as a fall risk, the importance of exercise in fall prevention and home safety educational
materials.

e Review, evaluate and distribute falls data to local stakeholders.
e Initiate a statewide fall prevention awareness effort, including several local events
e Develop and/or gather brochures/educational materials for prevention programs.

e Develop and disseminate a community-based fall prevention health education session as part
of an ongoing statewide health promotion initiative.

e Provide input into building capacity for the A Matter of Balapegzram.

New Mexico:

e The goal of the coalition is to develop and implement evidenced-based prevention strategies
based on the Falls Free National Action Plan.

e The Coalition looks to enfold the following opportunities being provided through member
organizations:

1. The NMDOH/Epidemiology and Response Division has identified Senior Falls
Prevention as a priority injury outcome over the next 5 years.

2. The Department of Health in partnership with the Aging and Long Term Services
Department has supported the development of statewide Healthy Aging
Collaborative to lay the foundation for collaborative capacity and structure,
maximize statewide resources, and establish statewide, needs-based strategic
ptiorities and direction.

New York:

Initial Goals
e Establishing a statewide workgroup
e  Establishing several subcommittees within the workgroup
e Convening a series of workgroup meetings

Fall Prevention Awareness Day Objectives
e Obtaining a GoovfrFdl Brévent®Hn Aprdre@es Daa200a t |

e Developing a NYS fall fact sheet and tool kit to be distributed on Fall Prevention
Awareness Day 2009

e Airing a PSA on falls in conjunction with Fall Prevention Awareness Day 2009

North Carolina:

e Establish and maintain a statewide Falls Prevention Coalition of key state, regional, and
community stakeholders to systematically identify needs, resources and successes and to
build capacity for falls prevention throughout the state.
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Develop and apply effective social marketing materials and practices to engage and better
inform the public and constituencies about falls risks and proven strategies to reduce falls.
Identify, develop and implement training programs at state, regional, and community levels
for both clinical and community providers to raise falls prevention awareness and enable
them to plan, deliver and evaluate effective evidence-based falls prevention programs and
practices/interventions.

Create and implement plans to identify and establish necessary complements of risk
assessment and intervention strategies at the state, regional and community levels to address
the varying and diverse needs of those at risk for falls.

Monitor the growth and outcomes of falls prevention initiatives. Evaluate and disseminate
findings and lessons learned from the process and outcomes of the initiative on at least an
annual basis. Use information and conclusions to set new goals and strategies for upcoming
year and seek resoutces to continue falls prevention activities.

Assess, advocate, and facilitate the development of policies, environments, and resources
that advance falls prevention.

Ohio (Hamilton County):

Reduce the number of fall related injuries resulting in an emergency department visit or
hospitalization by 5% as indicated by the Hamilton County Injury Surveillance Report
among residents of Hamilton County age 65 and older.

Increase the awareness of the residents of Hamilton County about the risk factors and
prevention strategies associated with falling measured by identification of the top three fall
related causes and the top three prevention strategies as reported by responses given in the
Greater Cincinnati Survey.

Increase by 10% the number of physicians providing fall prevention counseling to adults age
65 and older as indicated by a follow up physician needs assessment survey.

Pennsylvania:

Texas:

Cultivate awareness of Falls as a public health problem

Strengthen advocacy for falls among public stakeholders

Create and influence policy as related to injury prevention

Increase knowledge and skills among falls prevention stakeholders

Increase the number of injury prevention educators and trainers in each region using
existing training venues

Create a plan for a training center for injury and violence prevention

Develop and distribute an inventory of existing falls prevention programs in the state
Develop a plan for future interventions based on PA data and best practices
Strengthen working relationships with stakeholders by identifying new opportunities to
integrate injury prevention into current and new programs

Establish a sustainable infrastructure to provide leadership and to coordinate, monitor, and
evaluate strategic plan implementation

Increase public/private funding for falls prevention

Build the capacity of communities to reduce and prevent fall related injuries and deaths to
high-risk groups through maintenance of the Injury Community Planning Group

By January 2010, five Area Agencies on Aging will implement a medication management
program that utilizes Medication Management Information System (MMIS) software,
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existing care coordination programs, and partner pharmacists, for 150 older adults in their
regions, for the purpose of presenting the results to Texas AAA and TFPC for possible
replication

By May 2010, engage 30% of RSVP organizations in Matter of Balance to mobilize members
to address environmental safety issues for seniors

By August 2010, develop partnerships with agencies conducting home safety assessments to
help provide additional education and fall prevention resources

By August 2009, the Texas Fall Prevention Coalition will produce and disseminate a
document describing the importance of fall prevention, introducing the Coalition and
providing additional resources (Cross-cutting issues)

By October 2009, implement a process for sharing information and coordinating efforts
among Matter of Balance providers and coordinators, in an effort to create a knowledge base
of best practices for physical mobility

Washington:

The purpose of the Washington State Senior Falls Preventiant€adlittemalls among seniors in
Woashington State through:

Professional Development
Public Education
Advocacy

Networking

Resource Development
Referral

Wisconsin:

Increase education of medical community, frontline staff, care managers, caregivers, and
consumers

Promote continued and successful collaborations between social and medical disciplines
that deliver health services and support

Identify and promote evidence-based activities and programming statewide
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