NCFPC Action Plan Master List (v. 3.13.20)
Notes for inclusion into the final strategic plan document

Introduction:

History of NCFPC

Last strategic plan, retreat, new 5-year plan
Implementation strategy (TBD!)

Vision:
What will the experience of reducing deaths and injuries from falls look and feel like in NC?
All older adults in NC will... (summarize vision list from retreat in April)

e Shared Values
o Guiding Principles forFalls Prevention in NC
o Accessibility is Inclusivity — channels, format, healthy literacy in all materials (brail, low literacy, etc.)
o Health equity (how SMARTIE goals are developed, -IE in all objectives)
o Stakeholder engagement/input

e Guidance for educational materials
o Providers and public
o Consistent messaging across stakeholders/materials (home safety, exercises, what to do if go to hospital,
communicating fear of falling, falls risks, not a normal part of aging, can be prevented, etc.)
o Health equity in educational opportunities and materials
o Accessibility. is Inclusivity — channels and format



o Shared Risk and Protective Framework — CDC Connecting the Dots

Risk Factors: A set of behaviors and/or conditions associated with a greater likelihood of falls

Protective Factors: A set of behaviors and/or conditions that may reduce or buffer against the risk for falls

Shared risk and protective factors: Different types of health outcomes are connected and often share the same root
causes, risk factors and protective factors. They can all take place under one roof, in the same community or
neighborhood, at the same time, or at different stages of life.'Understanding the overlapping causes of falls and the
factors that can protect people and communities can help us better prevent negative health outcomes simultaneously.

Why focus on SRPF’s?

Prevent multiple negative health outcomes simultaneously
Develop new partnerships

Leverage resources/funding streams

Increase efficiency of efforts

Consider a larger pool-of strategies and program options
Increase reach and<scale up impact of programsand strategies

Example of SRPFs in falls prevention:

Risk factor: social isolation is arisk factor for falls as well as for suicide and substance use
disorder/medication misuse. Protective factor: community connectedness is a protective factor for each
of these issues. How can we think about falls prevention strategies that can be done in a way that also
builds community connectedness? What potential partners or sectors might be working on decreasing
social isolation and/or building community connectedness that may become interested in falls prevention
work? Are there evidence-based strategies for building community connectedness that can be wrapped
around falls prevention programming? For example, adding in a component before or after a Moving for
Better Balance class? Or ensuring that classes are planned in a setting that also decreases social isolation?
What about reaching folks who are the most isolated — can we try to link up with mental health services?
Falls increase the risk of traumatic brain injuries (TBIs) and TBIs themselves increase the risk of falls. The
same relationship is true with falls and a person being deaf/hard-of-hearing. How can we think about



prevention of both factors simultaneously? Are there some common root causes across linked topics that
can be our focus?

e Continuum of Care - general definition from Washington Plan: (P. 23) The continuum of care describes the many
care settings through which older adults travel when they are at.risk for, or have recently had, a fall. Inclusion of
multidisciplinary and diverse stakeholders within/serving the aging community across multiple settings:

O

Clinical/Health Care Providers: primary care providers, nurses, physician specialists, rheumatologists,
orthopedic, PT, PTA, OT, OTA, home health, longterm care providers, 24-hr adult residential facilities to
be inclusive of adult care homes, multi-unit assistive living, etc.

Community Providers: SDOH: housing authority, Dept./Council.on Aging, Area Agency on Aging, EBP CBO,
DPH, home modifications, faith communities, community health workers

Transitions of care providers: community paramedics, family caregiver, home care agency, navigator,
health coach, peer educator, and/or community health worker, rheumatology

Family caregivers

Special populations —included in clinical/community providers?



Sample graphic from Washington State Plan: (Can recreate Continuum
Community Based Organizations, Include referrals in COC or other vi

Falls Prevention Continuum of Care
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FINDING OUR BALANCE: Washington State Older Adult Falls Prevention Action Plan
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Hospital

Hospital health care
providers also treat
older adults who have
been injured from falls.

Emergency
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older adults who have
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Headline Measure: Reduce # of injuries/deaths due to fallsin North Carolina

List Data Sources (Ref. WA p. 16)

NC Division of Public Health, Injury and Violence Prevention Branch
NC Division of Adult and Aging Services

Trauma Departments/RACS?

NC Center for Health and Wellness, Healthy Aging NC Initiative
CDC, including cost data

*we need to note that we are only looking at falls among older adults, define what that means, and provide info about
why we are not focused on falls among all age groups.



Sample timeline format from Washington State Plan: What will work for the NCFPC? Washington had a full-time
health department person working on the falls plan.

Timeline for Strategy Area 1: Strong and Effective Community Partnerships

STRATEGY AREA 1 GOALS YEARS

1-A

1-B

1-D

Convene a workgroup of community organizations, agencies
and subject matter experts to review best practices and develop
the Community Falls Prevention Toolkit. Include emergency medical
services, area agencies on aging, health homes, and pharmacy.

Implement Community Falls Prevention Toolkit in 10 geographically
diverse communities, publicly recognize participating communities.

Develop partnerships with 10 community service social organizations.

Develop partnerships with four payer partners to advance system-
based changes that prioritize falls prevention and build sustainable
partnerships with community based organizations. Include health
systems, Accountable Care Organizations, Accountable Communities
of Health, Health Care Authority, and Medicare Advantage plans.

2019 2020 2021 2022 2023

v



Sample evaluation and timeline format from Wisconsin State Plan: What will work for the NCFPC?

Evaluation Framework: Indicators and Timeline

Goals and objectives

Indicator(s) 2011 2012 2013 2014

2015

Goal 1: Shape systems and policies to support fall prevention.

Objective 1.1 By December 31, 2010, formalize the structure
of and secure resources to support the Wisconsin Fall
Prevention Initiative.

The Wisconsin Fall Prevention Initiative will have a
formal governance structure and bylaws, and will
follow clear procedures for decision making.

Objective 1.2 By July 31, 2011, prioritize policies and systems
change efforts to support fall prevention. By December 31,
2011, identify key opportunities to create incentives and
shape systems to pay for and implement evidence-based
programs and promising fall prevention strategies.

The Wisconsin Fall Prevention Initiative will produce a
list of the top three policy and system change
priorities to support fall prevention. By July 1, the
group will lay out a strategy to approach those
priorities.

Objective 1.3 By October 1, 2011, develop materials and
strategies to “make the case” for fall prevention among
diverse stakeholders, including community service agencies,
aging services, local public health departments, healthcare
systems, public and private purchasers of health insurance
coverage, healthcare practitioners, assisted living facilities
and nursing homes, and older adults and their families. As
coalitions develop, use materials to engage locally.

Extent to which the Wisconsin Fall Prevention
Initiative secures resources and produces compelling
materials and strategies for engaging diverse
stakeholders in fall prevention.

More health systems, as well as nursing homes and
assisted living facilities, actively participate in local fall
prevention efforts.

Objective 1.4 By May 31, 2013, engage at |least three
statewide professional and trade associations to build fall
prevention into existing initiatives.

Three statewide professional or trade associations
will have built fall prevention into existing initiatives.

Goal 2: Increase public awareness about fall prevention.

By May 1, 2011, examine successful social marketing
campaigns for fall prevention, adapting and adopting
appropriate strategies in Wisconsin, including messages that
resonate with high-risk groups.

By May 1, 2011, the Fall Prevention Initiative will have
identified a short list of key social marketing
strategies for increasing public awareness about fall
prevention in Wisconsin.

Wisconsin Fall Prevention Action Plan | 2010-2015 | Page 17



STRATEGIC GOAL 1: Enhance opportunities for collaboration & networking among falls prevention stakeholders

Objective 1A: By 202X, create a community of practice to enhance communication between researchers and
practitioners to stay updated on new research and/or practitioners’ needs.

Action Steps:

e By 202X, identify currently utilized communication channels for sharing best practices/latest research
(e.g. newsletter, focus group, virtual statewide meetings);

e By 202X, conduct a focus group with researchers and practitioners to determine the most effective
channel to increase bi-directional communication/collaboration so that research is informed by practice,

and so practitioners utilize the best(latest) research
® By 202X, consider the feasibility of an on-going community of practice for researchers and practitioners.

Objective 1B: By 2025, strengthen the NCFPC as a platform to connect with regional falls prevention coalitions and to
enhance connection between coalitions.

Action Steps:

e By 202X, review process for bidirectional information sharing between state and local coalitions (e.g.

website, events, best practices, speakers, etc.)
e By 202X, explore free/low cost technology that can enhance communication between state-regional

coalitions and between regional coalitions
e By 202X, develop one new process/pathway for bidirectional sharing via the state coalition website

and/or meetings (ncfallsprevention.org)



Objective 1C

: By 202X, develop at least 3 new resources that can be tailored for each regional coalition and are

adaptable to

local/regional needs

Action Steps:

Objective 1D

By 2020, review existing material on state coalition site for each regional coalition

By 202X, survey each regional coalition for their awareness, education and advocacy material needs

By 202X, find best examples of existing materials based on identified needs, and develop at least 3 new
resources that can be tailored for each regional coalition and adaptable to local needs (such as
centralized calendar, templates for flyers, brochures, presentation toolkit)

By 202X, add at least 3 new resources to ncfallsprevention.org

: By 2025, connect all 100 counties to a regional coalition.

Action Steps:

Objective 1E:

By 2020, list counties without a regional coalition

By 202X, make a checklist of possible falls prevention partners

By 202X, connect underrepresented counties with new partners

By 202X, identify a champion in‘each of those counties

By 202X, provide technical assistance and resources on best practices for establishing and maintaining a
coalition

By 2025, ensure that the state and each regional coalition engages clinical and community providers and

caregivers from across the continuum of care (Reference COC definition and/or partner list in introduction to plan.)

Action steps:

By 202X, tailor a definition of “continuum of care” to guide NC specific work and outreach
By 202X develop resources to educate coalition members on the SRPF framework



® By 202X, utilize the SRPF framework developed in Obj. 2A to identify and recruit new partners who have
not traditionally worked in falls prevention across the continuum of care.

® By 202X, prioritize at least four new non-traditional partners toinvite to and engage in the state and
regional coalitions.

e By 202X, identify falls prevention champions to conduct outreach to and engagement within their focus
area

Objective 1F: By 2025, create opportunities to share innovation and best practices that includes multidisciplinary
stakeholders from across the continuum of care through the NCFPC.

Action Steps:

® By 202X, leverage existing coalition meeting to host half-day meeting to spotlight innovation and best
practices from across the state

e By 202X, integrate evaluation measures and discussion on how we are moving the needle with FP
programs and initiatives

e By 202X, explore.a mechanism to engage in learning opportunities and sharing across states (i.e. CDC SE
and SW IPN webinar)

e By 2025, hold an annual state coalition meeting dedicated to how needle being moved annually

Objective 1G: By 2025, use the Shared Risk & Protective Factors.(SRPF) Framework to identify and engage at least 3 new
agencies/partners who provide resources to special populations.

Action Steps:
e By 202X, identify special populations such as people with vision impairment, intellectual and/or

developmental disability, hearing impairment, younger age groups (40s, 50s) and/or others who are
underserved in fall risk/prevention outreach

By 202X, identify agencies that support special populations identified in SRPF w/increased fall risk
By 202X, identify pathways for prevention for all special populations identified in first step.
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STRATEGIC GOAL 2: Prevent falls through comprehensive and coordinated clinical and community integration

Goal 2A: By 2025, utilize a shared risk and protective factor framework to prevent falls and fall-related injuries.

Action Steps:

By 20XX, engage subject matter experts (SME) to identify risk factors (e.g. disability status, social
isolation, chronic conditions, lack of available and/or coordinated services) that are common across
issues related to falls (e.g. substance use, traumatic brain injury, suicide, motor vehicle crashes)

By 20XX, assess risk and protective factors to determine and prioritize shared risk-and/or protective
factors in order to reduce falls and related issues

By 20XX, align at least 1-2 strategies based on identified and prioritized shared risk and/or protective
factors with strategies used by providers who focus on other related issues (e.g. audiologists, chronic
disease specialists, diabetes educators, TBI) in order to increase impact.

By 2025, develop materials based on SRPFs to engage new partners in falls prevention work who
traditionally have not included falls prevention in their work.

Objective 2B: By 20XX, ensure that consistent and quality falls prevention information and resources are available for

providers across the continuum of care.

Action Steps:

By 20XX, identify and inventory existing provider-centered and patient-centered best practices toolkits
By 20XX, review for consistent messaging across provider and public materials (health literacy, inclusion,
etc.)

By 20XX, modify existing toolkits for specific needs and settings

By 20XX, identify new materials/toolkits needed

By 202X, hold 2-3 focus groups with various public stakeholders across the state for input on education
materials

By 20XX, incorporate SRPF language and partners into toolkits, both existing and new.

By 20XX, develop XX (#) of new materials to contribute to public awareness and education
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Objective 2C. By 2025, increase access to and awareness of falls prevention materials for providers across the

continuum of care through the creation of a statewide Provider Resource Directory.

Action Steps:

By 20XX, identify and inventory existing platforms and information access points

By 2025, house all information and educational materials (2B) in a statewide accessible resource
directory and on multiple accessible platforms (ncfallsprevention.org, healthyagingne.com, NC211,
and/or NCCARE360, etc. TBD...)

By 2025, educate providers across the COC about how to access information and educational materials
for providers and patients

Objective 2D: By 2025, promote falls prevention as an integral part.of core.competency training through regional, state,

and/or national professional organizations via.the NCPFC.

Action Steps:

By 20XX, use the SRPF framework to promote falls prevention with state professional organizations’ core
competency training (ie. CHW, NCIOM, AHEC, Medical Society, NCPTA, Nursing, Pharmacy.)

By.20XX, conduct outreach to # state professional organizations

By 20XX, invite # professional organizations to at least one NCFPC meeting to educate about the links
between falls risk and other health conditions

By 20XX, Identify workforce development avenues for FP (Community Health Workers, (CHW), Geriatric
Workforce Enhancement Program (GWEP), UNC Injury Prevention Research Center (IPRC), UNC -
Wilmington, Area Agencies on Aging Council of Governments Work force (AAA COG))
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Obijective 2E. By 20XX, create # effective referral pathways across the entire continuum of care (refer to final visual —
clinical-community; clinical-clinical; community-community).

Action Steps:

e By 20XX, identify current technologies, processes, and resources that assist in referrals/bridging gaps
along the continuum of care (Transportation and other social determinants of health, PeerPlace, HANC,
NC211, NCCARE360)

e By 20XX, ensure that CBO/direct service providers collaborate and have consistent search terms
(taxonomy) for EBFPP and provide education to providers about referral pathways

® By 20XX, promote successful state models of community paramedicine through at least one venue and
promote expansion of the model (Orange County, Mission Health Partners Caramedics, others) as one
means of bridging the gap (process)
By 20XX, provide biannual education of NC211 Call Center Staff on falls prevention
By 20XX, ensure that direct service providers are on referral platforms (TBD)

By 20XX, ensure that local and regional resource directories are housed on/linked to TBD platform
(NCFPC, NC211, NCCARE360, etc.)

Objective 2F: By 20XX, increase access to evidence-based falls prevention programs by creating pathways between
clinicians and community providers.

Action Steps:

e By 20XX, identify current technologies, processes, and resources that assist in referrals to EBFPP.
(Transportation and other social determinants of health, PeerPlace, HANC, NC211, NCCARE360)
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By 20XX, identify sustainable reimbursement for EBFPP through third-party payers

By 20XX, collect and report data on outcomes (cost savings, program outcomes, etc.)

By 20XX, provide biannual education of NC211 Call Center Staff on EBFPP

By 20XX, ensure that local and regional resource directories are housed on TBD (NC211, NCCARE360,
etc.)

STRATEGIC GOAL 3: Increase public awareness and advocacy efforts regarding falls as an urgent public health issue

Objective 3A: By 20XX, gather and analyze NC data about falls prevention from multiple (#?) sources annually

Action Steps:

e By 20XX, engage in community listening sessions to get communities participating in the problem of
falls in their communities

e By 20XX, identify what data are collected, who is gatekeeper/collector of data, how frequently data is
updated (i.e. when/where fall happens/Trauma)

e By 20XX, utilize state falls injury data to identify underserved counties and promote falls prevention
efforts and/or classes in high-risk areas of the state

e By 2025, advocate for inclusion of falls data in existing data collection

e By 2025, determine an incentive for agencies to report and share available EBFPP programs (Healthy
Aging NC, DAAS, YMCAs, etc.)???

Objective 3B: By.20XX, ensure that consistent and quality falls prevention information and resources are available for
the general public (older adults, caregivers, senior centers, those at risk for falling, etc.)

Action Steps:

e By 20XX, identify and inventory existing public awareness and education best practices toolkits
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® By 20XX, review for consistent messaging across provider and public materials (health literacy, inclusion,
multiple languages, brail, verbal/hearing, low literacy, etc.)By 20XX, modify existing toolkits for specific
needs and settings

® By 20XX, prioritize 2-3 focus populations

e By 20XX, identify new materials/toolkits needed

e By 202X, hold 2-3 focus groups with various public stakeholders across the state for input on public
awareness and education materials

® By 20XX, incorporate SRPF language and partners into toolkits, both existing and new.

e By 20XX, develop XX (#) of new materials to contribute to public awareness and education

Objective 3C: By 20XX, increase access to and awareness of falls prevention materials for the general public.

Action Steps:

e By 20XX, identify and inventory existing platforms and information access points

e By 2025, house all information and educational materials (2B) ina statewide accessible resource
directory and on multiple accessible platforms (ncfallsprevention.org, healthyagingnc.com, NC211,
and/or NCCARE360, etc. TBD...)

e By 2025, educate the general public (older adults, caregivers, senior centers, those at risk for falling, etc.)
about how to access information and educational materials (including steps they can take to prevent falls
(i.e. evidence-based fall prevention programs.)

Objective 3D: By 20XX, promote FPAD/Week to the general public through multiple channels.

Action Steps:
e By 20XX, (capture what we already do and how to expand reach)

e By 20XX,
e By 20XX,
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Objective 3E: By 20XX, develop a research-based social marketing campaign that.will reframe the outdated view that

falls are an inevitable consequence of aging to an actionable view that falls are caused by known risks and can be

prevented.

Action Steps:

Compile the research that has been conducted around falls prevention and messaging.

Analyze other applicable social marketing campaigns and lessons learned specifically targeting older
adults (e.g., Hawaii Department of Health’s “Senior Fall Prevention” campaign; International Council
on Active Aging’s “Changing the Way We Age” campaign; National Institutes of Health’s “The Heart
Truth” campaign; U.S. Department of Health and Human Services’ “Million Hearts” campaign).
Convene an advisory group witha range of partners (e.g. health care, private industry, home
improvement, construction, Area Agencies on Aging, community centers, EMS responders, social
media, caregivers, grandchildren, genealogists, nursing homes, hospitals, YMCA/YWCAs, fitness
centers, transportation providers) to collaborate in the development and dissemination of the social
marketing campaign.

Secure resources for a qualified organization to develop and disseminate the social marketing
campaign, based on guidance from the advisory group.

Develop a social marketing campaign plan, based on social marketing principles, that identifies key
messages, target audiences, channels of dissemination (including social media), and evaluation
criteria and strategies.

Find spokespersons and champions to promote the messages and stories of the campaign through
identified distribution channels.

Disseminate the social marketing campaign and resources.

Objective 3F: By 2025, create opportunities? for the NCFPC to serve as a resource hub for falls prevention advocacy.

(Shape systems and policies to support fall prevention? Increase statewide advocacy for policies and systems that

support falls prevention initiatives?)
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Action Steps:

By 20XX, develop relationships with advocacy groups and professional associations that will work to
educate legislators on issues related to FP reimbursement, ROI/Cost-savings/outcomes.

By 20XX, develop a mechanism within the coalition (advocacy page or listserv forum) to promote the
work that NCFPC partners are doing around advocacy.

By 20XX, continue to support state and federal activities that affect coverage and services for older adults
By 20XX, develop a resource page on the NC Falls coalition website for advocacy. Resources can include
Falls coalition members who are actively engaged in advocacy activities that members of coalition can
contact, advocacy action announcements and alerts, legislative action/agenda information, letters of
support from coalition, etc.
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