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The community falls prevention program sustainability 

guidelines (the guidelines), supporting document and 

training program were developed as part of a National 

Health and Medical Research Council (NHMRC) 

Partnership Grant project co-funded by the Victorian 

Government Department of Health. Partnership grants 

aim to foster greater collaboration and bring together 

researchers, governments, health professionals, and other 

partners and stakeholders, to bridge the gap between 

research and practice. This partnership program consists 

of four components aimed at reducing falls in Victoria. The 

four components are:

1. identifying priority groups through hospital admission 

data to improve the targeting of falls interventions

2. identifying the acceptability of falls interventions to older 

people and the challenges and facilitators for individual 

action

3. identifying opportunities to integrate evidence-based 

falls interventions into government policies and 

programs

4. Developing program sustainability guidelines for 

community-based falls prevention programs and 

an accompanying training program to facilitate the 

incorporation of falls prevention interventions into 

agency work.

Component 4 – Community-based falls 
prevention program sustainability 
guidelines

Aim

The aim of this component of the project is to assist 

agencies to plan program sustainability from the outset, 

thereby improving the likelihood of maintaining effective 

falls prevention programs longer term. Sustaining 

programs long term may help reduce rates of falls and 

injuries in Victoria.

Method

Component 4 of the NHMRC Partnership Grant Program 

involved the development and trial of falls prevention 

program sustainability guidelines and an associated 

training program. To inform the development of the 

guidelines and training program a literature review was 

conducted to identify factors associated with sustaining 

community-based falls prevention and other general health 

programs, and any existing sustainability guidelines or 

training programs.

The guidelines and training program were trialled in a 

number of Department of Health regions. Agencies were 

asked to review their current falls interventions in the 

context of the guidelines, and to develop and implement a 

sustainability work plan. Semi-structured interviews were 

conducted with agency staff four months later to determine 

achievements, facilitators and challenges to embedding 

changes in their organisation and to provide feedback on 

the guidelines and training program. Feedback from the 

trial was used to refi ne the fi nal version of the guidelines 

and training program.

Introduction
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Incidence and costs of falls in 
the community 

Falls are a signifi cant threat to the safety, health and 

independence of older Australians. Falls account for 62 

per cent of accidental deaths for people 75 years and 

over, and at least one per cent and four per cent of all 

hospital separations for older men and women, respectively 

(Bradley & Harrison 2007; Hindmarsh, Hayen, Finch & Close 

2009). Falls are relatively common, with 28–39 per cent of 

people aged 65 years and over experiencing at least one 

fall annually, and up to 50 per cent of these experiencing 

multiple falls (Lord, Sherrington & Menz 2001; Swift 2001). 

One in fi ve falls among older people living in the community 

require medical attention and although less than 10 per 

cent of falls result in fracture injury, fall-related fractures 

are a signifi cant cause of morbidity and mortality in older 

people (Campbell et al. 1990; Gillespie et al. 2009). Hip 

fracture, one of the most serious injuries associated with 

falls, has far-reaching effects on an individual, their family 

and friends, and the community, and contributes to an 

increased mortality risk (Hindmarsh et al. 2009). Other 

equally signifi cant outcomes include a decline of overall 

health status, confi dence, mobility and independence, 

contributing to decreased quality of life and, in some people, 

precipitating the move from community to residential aged 

care (Cumming, Salkeld & Thomas 2000; Kiel, O’Sullivan & 

Teno 1991; Salkeld et al. 2000; Tinetti & Williams 1998).

Victorian healthcare costs associated with falls among 

people aged over 65 from July 2006 to June 2007 

amounted to $578,056,259. Of these, 69 per cent of costs 

($399,567,073) were incurred by women and 31 per cent 

($178,489,186) by men. These cost estimates relate only to 

direct treatment and rehabilitation costs (actual expenditure) 

related to injuries. They include medical and non-medical 

costs such as hospital (inpatient), medical (general and 

specialist services) and rehabilitation (services, aids and 

equipment) costs. Costing does not include impacts on a 

person’s independence, autonomy and mobility that can 

restrict daily activities and result in isolation and depression 

(personal communication between Victorian Government 

Department of Health and the Victorian Injury Surveillance 

Unit 2008). It has been reported that if falls rates remain 

unchanged in Australia an additional 2,500 permanent acute 

hospital beds and 3,320 nursing home beds would be 

required by 2051 (Moller 2003). 

Eff ective interventions in the 
community 

The evidence base related to interventions found to reduce 

falls in older people in all settings (community, hospital 

and residential care) is strong, but particularly so in the 

community setting where the majority of the successful 

randomised trials have been conducted (Gillespie et 

al. 2009; Hill & Schwarz 2004; Skelton & Todd 2007). 

Single interventions shown to be effective in at least one 

randomised controlled trial include:

• exercise programs (individualised home-based 

balance and strength exercise programs prescribed 

by a physiotherapist or a nurse trained in exercise 

prescription; group exercise programs incorporating 

balance, strength and fi tness exercises; and tai chi)

• reduction in psychotropic medications; and medication 

review by general practitioners

• home hazard assessment and modifi cations performed 

by occupational therapists, combined with behavioural 

adaptations for those at high risk

• improved post-hospital discharge management

• fi rst cataract extraction

• vitamin D supplementation.

Multi-factorial intervention programs, combining two or 

more of these single interventions, have been found to 

be effective. Generally these programs are based on an 

assessment of falls risk and use interventions addressing 

identifi ed risk factors known to reduce falls even in groups 

with high falls risk and those recommended using best 

practice guidelines (Close et al. 1999). One trial has shown 

a multi-faceted small-group educational program based 

on social cognitive learning to be effective (Clemson et al. 

2004). Day et al. (2002) identifi ed exercise as the most 

potent single intervention in a randomised factorial trial. 

Although vision and home hazard management alone 

showed no signifi cant effect, in combination with exercise, 

all three components combined showed the strongest 

effect on falls (14 per cent reduction). 

Falls prevention programs should consider strategies to 

improve bone strength to reduce the risk of fractures as a 

consequence of falls (Hill & Schwarz 2004). Management 

options shown to reduce fractures in at-risk samples 

across settings include:

Background
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• vitamin D and calcium supplementation

• antiresorptive medications

• hip protectors (most evidence available is in the 

residential care setting; poor adherence to their use 

has been a consistent factor limiting effectiveness, 

particularly in the community setting).

Adequate sunlight exposure is another important source 

of vitamin D for older Australians, but needs to be 

balanced against the risk of skin cancer (recommended 

sun exposure time guidelines are available  ).To date there 

are no published randomised trials evaluating the effect of 

controlled sunlight exposure on bone strength and fracture 

risk in older people.

Why falls prevention sustainability 
is important

There is ample evidence to support the effectiveness of 

falls prevention interventions. However, sustaining falls 

prevention programs over time, in some cases without 

federal, state or local government funding is an issue that 

needs to be addressed. Many falls prevention programs 

are developed with short term (several months to one year) 

funding. Without a strong up-front focus on sustainability, 

many programs do not persist beyond the initial duration 

of funding (Cassell & Day 2002; Clemson, Mathews, 

Dean, Lovarini & Alam 2008). While funding is important to 

sustainability, it is only one of a number of critical elements.

Sustainability can be a latent outcome that may or may 

not be achieved, and one not always effectively planned 

for (Shediac-Rizkallah & Bone 1998). ‘Preventing falls 

in the community is an ongoing process that cannot be 

effectively dealt with by short term processes’ (Hanson, 

Salmoni & Volpe 2009, p. 304). Sustainability is important 

because sustained programs can maintain effects over 

time and there is often a latency period between the 

start of a program and its effects on population health 

(Pluye, Potvin & Denis 2004a; Pluye, Potvin, Denis & 

Pelletier 2004b). Failure to sustain effective programs is 

counterproductive when: the problem persists or recurs 

after the program ends; substantial costs have been 

invested to set up the program; and because organisations 

with a history of inappropriately terminating programs can 

encounter diminished support, trust and investment in 

future endeavours (Pluye et al. 2004a; Pluye et al. 2004b; 

Shediac-Rizkallah & Bone 1998).  
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Aim

The aim of the guidelines and supporting document 

is to help agencies implement community-based falls 

prevention programs and achieve long-term program 

sustainability by addressing sustainability from the outset.  

Sustainability 

In these guidelines sustainability refers to the long-

term continuation of effective programs or the effective 

components of the program. Or, more specifi cally, 

where the set of activities aimed at achieving the 

program’s objectives are incorporated into the 

organisation’s routines.  

How to use the documents

There are four resources related to the Community falls 

prevention program sustainability guidelines:

1. the guidelines and workbook (the guidelines)

2. the supporting document (this document)

3. training program (to support implementation of the 

guidelines)

4. a literature review.

The guidelines should be used at each stage of program 

development – planning, implementation and sustainability. 

They include: space for documenting relevant issues 

related to the recommended actions for each of the 12 

sustainability factors; a sustainability plan summary; a 

checklist to help you identify areas needing attention 

to strengthen your program’s sustainability and an 

action plan; and a checklist to assess your program’s 

sustainability status. As you work through the guidelines 

you can refer back to the supporting document for more 

information if required.

The supporting document (this document) provides a more 

detailed rationale for each factor included in the guidelines. 

It also includes more detailed strategies, examples, 

additional reading and information links.

The literature review and the training program provide 

additional resources to help organisations better 

understand program sustainability and how to use the 

guidelines. 

The falls prevention program sustainability guidelines and 

supporting document are based on information from falls 

prevention, health promotion and injury prevention program 

literature, health practitioners’ experience and practice. 

The literature review is available in a separate document.

About the guidelines and supporting 
document
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Some key adoption and implementation factors affecting 

long-term sustainability are highlighted in the literature and 

are included in these guidelines.

Establishing a need for the program

A program designed and implemented to meet a 

local need or demand is more likely to be sustained.  

A program introduced to address a local need or demand in 

your organisation or clientele is more likely to be supported 

and valued (Barker, Kamar, Morton & Berlowitz 2009; Ganz, 

Yano, Saliba & Shekelle 2009; Lovarini, Clemson, Mathews 

& Dean 2010; National Centre for Injury Prevention and 

Control 2008; Shediac-Rizkallah & Bone 1998). 

Describing the issues to be addressed and why they are 

important for your organisation to address helps establish 

the need or demand for the program. Be honest about the 

reasons:

• Has a need been identifi ed by your organisation? 

• Is demand being driven by your clientele? 

• Is funding available and have you have been 

approached to participate in the program? 

If the program is driven by a local need identifi ed by your 

organisation or client demand, provide the data that 

support this. For example, survey data collected from 

people hospitalised after a fall last year indicated a lack of 

suitable balance training programs following rehabilitation 

(provide as much detail as necessary). Including data 

from your organisation supports the need for the program 

and can be a powerful tool in promoting the value of the 

program in your organisation and to other stakeholders. 

Data may include: the number of clients presenting with 

a fall; client demographics, for example high-risk age 

or clinical group; or emergency department or hospital 

admission data related to falls in your region. 

Example:

One falls prevention project developed an exercise 

program to address the lack of exercise options in 

the Townsville area, a need confi rmed through focus 

groups with key informants (Bagnall, Monk, Gimson, 

Saul & Farmiloe 1998).

If the reason for introducing the program is prompted 

by the availability of external funding or you have been 

approached by another organisation to become a partner 

in the program, outline the benefi ts to your organisation or 

clientele. Outlining potential benefi ts to your organisation 

helps determine whether your organisation should become 

involved in the program. This helps promote the need for the 

program internally, and to potential partner organisations, 

justifying participation in the program. Include evidence of 

the effectiveness of the chosen interventions or program 

(see Benefi ts). 

This process should also include the benefi ts for partner 

organisations (see Stakeholder engagement).

Core business/fi t with organisation

The better the program fi ts with the organisation’s 

values, goals and core business, the more easily the 

program can be incorporated into the organisation 

and sustained long term.  

Although this may be considered an issue that primarily 

impacts on the planning or adoption phase (whether 

the program should be adopted or not), program or 

organisational fi t is important to long-term sustainability 

and is a key factor cited in the literature (Barnett et al. 

2004; Cassell & Day 2002; Cassidy, Levitson & Hunter 

2006; Clemson et al. 2008; Hanson, Vardon & Lloyd 

undated; Pluye, Potvin, Denis, Pelletier & Mannoni 2005; 

Scheirer 2005; Shediac-Rizkallah & Bone 1998). Once a 

program is adopted and implemented, if the organisation’s 

direction and focus change, then the organisation needs to 

determine whether the program fi ts the organisation’s new 

focus and direction.

Program fi t is important because no matter how simple the 

intervention or program, its introduction and sustainability 

will require some degree of change, whether this is in how 

people think about their roles or how they work with other 

departments or disciplines or other organisations. Confl icts 

in fundamental beliefs, norms and values can undermine 

the program and the processes put in place to integrate 

the program. Potential confl icts need to be anticipated, 

acknowledged and addressed. 

Factors promoting program sustainability
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The more compatible the fi t between the proposed 

program and organisation, the more easily the program 

can be incorporated into existing roles and processes. If 

the program does not fi t in with the organisation’s goals, 

values and core business, a decision needs to be made 

about whether it should be part of the organisation’s core 

business, for example, because it can improve client care; 

improve market share or increase clientele, or whether the 

program or some of its components should be transferred 

to a partner organisation.

Example 1: 

A community health centre (CHC) may consider 

introducing a new strength and balance program 

shown to be effective in improving strength and 

balance and reducing falls. The program may 

complement other existing exercise programs or 

replace less effective exercise programs. CHCs are 

well positioned to implement other falls prevention 

initiatives due to their access to other health services. 

In the Bragnell et al. (1998) study sustainability was 

deemed more likely if the proposed exercise program 

was incorporated in their partner organisations’ core 

business (YMCA and local council).

Example 2: 

An evaluation of the Stay On Your Feet program 

(Barnett et al. 2004) found that unlike general 

practitioners, pharmacists and community health 

staff, none of the shire council staff or Access 

Committee staff reported that the program infl uenced 

their practice and only 48 per cent remembered 

the program (some after prompting). The authors 

concluded that the recommendations and guidelines, 

as used in this project, may not be practical for shire 

councils and associated committees, as each had 

many roles and departments, competing priorities 

and budgetary constraints. It may have been better 

to concentrate on key policy changes rather than 

implementing recommendations from a falls prevention 

guidelines manual. 

In an evaluation of the Foothold On Safety initiative, 

Cassell and Day (2002) reported that council staff 

queried whether the sector was the most appropriate 

to take the lead role given the range of interventions. 

The council felt it was more a health or health agency 

activity. (Note: In response to this fi nding Victorian 

falls prevention programs have been funded through 

Primary Care Partnerships since 2001–02.)

Example 2 highlights the importance of matching the 

aims of the program components with stakeholders’ 

areas of interest and core business. Local councils play 

an important role in falls prevention, and can successfully 

lead a falls prevention program, but their role within a falls 

prevention program needs to be practical and realistic 

in terms of the organisation’s purpose and function. As 

one council stakeholder articulated in the Foothold on 

Safety evaluation, program sustainability was aided by 

recognising the high cost of falls and the council’s legal 

obligation, especially in relation to environmental hazards, 

and their commitment to older people’s wellbeing (Cassell 

& Day 2002). 

Benefi ts (including promotion and 
marketing)

Demonstrating the potential and actual benefi ts of 

your program will improve implementation and long-

term sustainability.

Managers, staff, partners and clients will require evidence 

of the effectiveness of the program to embrace the new 

program and sustain the program long term (Baker, 

Gottschalk & Bianco 2007; Bradley et al. 2004; Cassell & Day 

2002; Clemson et al. 2008; Ganz et al. 2009; Gruen et al. 

2008; Hanson et al. 2009; Scheirer 2005; Scheirer, Hartling & 

Hagerman 2008; Shediac-Rizkallah & Bone 1998). 

Once you have identifi ed the need or demand for the 

program the next step is to present empirical evidence 

supporting the effectiveness of the program. Greater 

stakeholder engagement is possible where there is 

evidence of potential benefi ts. Even if external funding is 

provided, the organisation is investing signifi cant time and 
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resources to develop, implement, promote and market 

the program. 

Providing evidence based on the research literature, for 

example from high quality systematic reviews, meta-

analyses or randomised controlled trials can substantiate 

the effectiveness of an intervention to internal stakeholders 

and potential partners. There are many areas where 

randomised controlled trial evidence may not be 

available, for example gait aid reviews, and incontinence 

management, that are considered part of best practice 

guidelines (Australian Commission on Safety and Quality 

in Health Care 2009). Data from other study designs and 

recommendations from best practice guidelines can also 

be used to support the case for specifi c interventions and 

methods of implementation. 

Outlining how your organisation will benefi t from 

implementing the program compared to doing nothing 

can promote adoption and implementation of the 

program. This may include detailing how it can improve 

client outcomes and provide fi nancial benefi ts to the 

organisation, for example, by increasing services or 

clientele, or providing effi ciency savings. It is important 

to provide appropriate evidence to motivate change, 

for example making a business case for your fi nance 

department and a clinical or quality improvement case for 

client services (Bradley et al. 2004). 

The provision of organisation-specifi c data helps identify 

the magnitude of the problem for your target group or 

clientele and monitors the effectiveness of your intervention 

or program. Organisation-specifi c data demonstrating 

reductions in the number of people with falls or recurring 

falls, or improvements in objective measures such as 

balance, can be a powerful tool. Data relevant to the 

organisation support the directing of resources at program 

outset, during implementation and evaluation, and help 

promote long-term sustainability. 

In some instances your falls prevention program may 

have unintended or negative impacts as well as positive 

benefi ts. For example, resources required to sustain your 

organisation’s falls prevention program may mean other 

priorities are allocated insuffi cient resources (fi nancial or 

workforce). Approaches to address unintended or negative 

impacts should be considered at the outset and weighed 

against identifi ed benefi ts.

The perception of benefi ts can be suffi cient to maintain a 

program (Pluye et al. 2004b), but in the long term this may 

be counterproductive for the organisation, the client, the 

health system and the community. The aim of program 

sustainability is to maintain effective programs, not 

programs that seem to be effective. It is important program 

objectives are achievable and objectively measured. 

Measures need to be meaningful to the organisation 

(relevant and feasible), and in line with program 

objectives. The types of measures used may vary from 

one organisation to another (see Evaluation, in Planning 

from the outset). Participation and attendance rates and 

satisfaction surveys may be suffi cient if the program 

only aims to increase physical activity. Regardless of the 

simplicity or complexity of measures used, embedding 

them in a formal reporting system enables you to monitor 

and evaluate the effectiveness of your program, such as 

you would any other program in your organisation. 

Benefi ts (anticipated and unanticipated) are the program’s 

selling points. They foster ongoing commitment and 

motivation from managers, staff, clients, and other 

stakeholders. Ganz et al. (2009) outlined the development 

and implementation of a falls prevention program in the 

Veterans’ Affairs Greater Los Angeles Healthcare System. 

‘The goal of the program development process was 

to create an initial effort that was sustainable enough 

to demonstrate a small success to our organisation, 

generating goodwill and the opportunity to improve the 

program over time, in keeping with continuous quality 

improvement principles’ (p. 9). The authors indicated 

the degree of stakeholder involvement in the program 

workgroup was determined by their level of interest and 

commitment to falls prevention. To engender commitment 

stakeholders need to be convinced of the program’s 

ability to make a difference. These benefi ts are the means 

of attracting and retaining ongoing funds (internally and 

externally). Considering evaluation at the outset makes 

it more likely that the appropriate data are collected. 

Disseminating early positive fi ndings keeps stakeholders 

informed and motivated by the progress made to date.
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Organisational Capacity 

Realistically assess your organisational capacity to 

run the program in the short term (implementation) 

and long term (sustainability). Determine whether 

there is a need for partnerships with organisations 

that do have the capacity to conduct the program (or 

program components). 

Organisational capacity includes a range of core skills, 

capabilities and resources. It also includes broader 

capabilities such as leadership, management, fundraising 

abilities, the ability to identify and address problems and to 

effectively implement change. Cassidy et al (2006) maintain 

‘it is virtually impossible to build a high-quality, effective 

and sustainable program in an organisation that lacks 

resources, staffi ng, and leadership to stand on its own’ (p. 

150). The evaluation of the Stepping On program found 

that organisations which had previously implemented 

programs were better able to implement the current 

program (Clemson et al. 2008). A similar fi nding was 

reported in the National Ageing Research Institute (2008) 

report titled Review of projects to prevent falls among older 

people in Victoria 2000 to 2007, and in other literature 

(Pluye et al. 2005; Public Health Agency of Canada 2009; 

Scheirer 2005; Shediac-Rizkallah & Bone 1998). 

Your detailed program and implementation plan should 

identify the various components of your program and 

the resources required to develop and implement each 

component of the program. It should identify potential 

partnerships that could provide skills, knowledge and 

resources, especially if capacity is limited within your 

own organisation. Developing a clear and realistic plan 

of how resources can be optimally used to create the 

desired program outcomes, and determining whether the 

resources are available in the long term (after short term 

external funding has ended) help assess organisational 

capacity. (See Funding and resources, and Partnerships.)

Your plan should identify whether the organisation has 

the required commitment (from all levels of management 

and staff) to embrace change and implement the 

program. Is there resistance or ‘change fatigue’? If the 

required commitment is lacking, consider what can be 

done to bring about this commitment? (See Stakeholder 

engagement.)

Planning from the outset: 
implementation, evaluation and 
sustainability

A well-planned and implemented program, and 

planning evaluation and sustainability from the 

outset, improves the likelihood of sustaining your 

program long term.

Program planning, implementation, evaluation and 

sustainability happen together; not one after the other as 

suggested by the stage model of development (Pluye et 

al. 2004a). Sustainability ‘begins from the conception of 

the program’ (Pluye et al. 2004a, p. 126). The need to plan 

sustainability from the outset is highlighted in the literature 

(Bagnall et al. 1998; Bradley et al. 2004; Cassell & Day 

2002; Cassidy et al. 2006; Clemson et al. 2008).

Program planning, implementation and evaluation are each 

whole fi elds with extensive literature and a range of models 

that could underpin these stages. The aim of the guidelines 

is not to review the literature in each of these fi elds but to 

highlight how these components impact on sustainability.

Implementation 

The greater the extent and reach of your program 

during implementation the more likely the program 

will be sustained long term. Key elements that 

make implementation more effective also keep your 

program on track and operating long term. Other falls 

prevention guidelines may help you with the design and 

implementation of your falls prevention program. (See 

Table 1: Additional resources). 

Key steps in designing and implementing your program: 

1. Defi ne the aims and objectives of your program and 

your target groups.

2. Include evidence of program need and effectiveness of 

selected interventions.

3. Determine the resources needed (including knowledge, 

skills and supports), the costs of implementing and 

sustaining the program, and all potential sources of 

short- and long-term funding, income and supports.

4. Identify program champions to drive the planning and 

implementation process. 

5. Identify potential partners (formal and informal) and 

clearly document their role in the program.

6. Develop an evaluation plan from the outset, including 

interim evaluation components and timelines to check 

the project is on track.



11

7. Develop a sustainability plan from the outset; the 

sustainability guidelines and workbook will help you.

8. Where possible, problems or issues need to be 

anticipated and strategies devised to address them 

before they arise; address any unexpected problems or 

issues early.

9. Develop strategies to engage all stakeholders: staff, 

management, partners and older people.

10. Review your strategies throughout the implementation 

and sustainability phase and modify as problems 

or issues arise, goals change or new goals are 

established.

Table 1: Additional resources

Falls prevention guidelines: 

Australian Commission on Safety and Quality in 

Health Care 2009, Preventing falls and harm from 

falls in older people: best practice guidelines for 

Australian community care: www.health.gov.au/

internet/safety/publishing.nsf/content/FallsGuidelines-

AustCommunityCare

The American Geriatrics Society and the British 

Geriatrics Society 2010, Clinical practice guidelines: 

prevention of falls in older persons (targets health care 

professionals): www.americangeriatrics.org/health_

care_professionals/clinical_practice/clinical_guidelines_

recommendations/2010/

Queensland Health Stay On Your Feet® toolkit: www.

health.qld.gov.au/stayonyourfeet/toolkit/default.asp 

National Institute for Clinical Excellence and National 

Collaborating Centre for Nursing and Supportive Care, 

Royal College of Nursing (UK) 2004, The assessment 

and prevention of falls in older people guidelines 2004. 

(targets community, hospital and residential care 

setting): www.nice.org.uk/page.aspx?o=233391

Peninsula Health Falls Prevention Service 2006, FRAT 

pack facilitator’s guide (community pack): available by 

contacting them on 03 9788 1260, costs apply. 

Links and references: 

Victorian Falls Clinic Coalition (includes lists of useful 

reference and falls guidelines): www.mednwh.unimelb.

edu.au/vic_falls/vic_falls_home.htm

Victorian Government Department of Health, Aged 

Care Branch (provides a range of falls prevention 

resources):

www.health.vic.gov.au/agedcare/maintaining/falls/

index.htm

Intervention specifi c factors (Table 2 on page 12) need 

to be considered from the outset. They impact on the 

depth and extent of your implementation and hence, 

sustainability.  
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Table 2: Intervention-specifi c considerations

Staff training (falls prevention and program 
specifi c): 

• Have suffi cient training sessions been conducted for 

all relevant staff?

• Have suffi cient ongoing training sessions been 

factored in for new staff, especially where there is 

high staff turnover?

• Have annual education programs been incorporated 

in the organisation’s formal education program?

• Have general falls prevention and program-specifi c 

details been included in staff induction programs?

• Have appropriate education material and manuals 

outlining the program been developed and provided 

to staff? Is this material readily available and visible?

Falls risk assessments and management: 

• Has adequate training been provided to conduct 

the assessments and to implement management 

strategies?

• Is staff compliance with the assessment and 

management program being monitored?  

Exercise programs:

• Are program staff adequately qualifi ed and trained 

to deliver the program, do they have the appropriate 

qualifi cations and experience working with older 

people?

• Have potential challenges, such as transport, venue, 

and costs been identifi ed and addressed?

• Is participant adherence being monitored (exercise 

journal or calendar)?

• What measures are in place to sustain motivation and 

participation, for example regular feedback about 

progress; opportunities for socialisation, such as time 

to chat after the program over a cup of tea?

• Are there adequate resources to run the programs, 

for example access to suitable weights et cetera?

Environmental audits/modifi cation:

• Are program staff adequately trained to conduct 

the audits and make or arrange the necessary 

modifi cations?

• Are a range of alternative modifi cation options 

available? Costs and acceptability of modifi cations 

can negatively impact on adherence. 

• Is client adherence being followed up?

Other interventions: 

Other interventions may aim to address nutrition, 

medication reviews and psychotropic medication 

reduction, impaired vision, incontinence or public safety.  

• How will adherence to recommendations be followed 

up?

• Have you identifi ed potential challenges and 

facilitators to the uptake of interventions and 

identifi ed strategies to minimise challenges and 

support facilitators?

General: 

Have you identifi ed:

• all potential referral sources and promoted the 

services or activities you offer to potential users, user 

organisations and referral sources?

• older people willing and able to participate in steering 

committees or reference groups? 
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Evaluation 

In the hospital and residential aged care settings, where 

falls and falls injury data can be captured and monitored 

in incident reports, the impact of an intervention may be 

more evident.  In the community, falls and fall-related 

injury rates are generally monitored through hospital 

inpatient and emergency data, for example in Victoria, 

the Victorian Admitted Episodes Dataset (VAED); and 

the Victorian Emergency Minimum Dataset (VEMD). The 

impact of community interventions on falls and fall-related 

injury rates in the community may not be immediately 

evident. A review by the National Ageing Research Institute 

(2001) found impact and process evaluations were more 

commonly conducted by community falls prevention 

programs. Some program outcomes (falls and fall-related 

injuries) were reported on a state and regional level but 

they could not be conclusively linked to the impacts of 

interventions at a local level. 

Program evaluation needs to include measurable and 

realistic objectives and outcomes. 

If the reduction of falls and falls injuries is a specifi c 

outcome measure, then falls and fall-related injury rates 

need to be collected and monitored. Where falls data are 

collected and monitored, this can demonstrate the direct 

impact of the intervention on falls and injury rates. Falls 

clinics record client-reported falls and fall-related injuries 

data, so are able to report these outcomes. A signifi cant 

reduction in falls, multiple fallers and falls injury rates based 

on self-report at the six-month follow-up consultation were 

reported in an evaluation of 14 Victorian falls clinics (Hill, 

Moore, Dorevitch & Day 2008; National Ageing Research 

Institute 2004). 

For most community-based programs falls and falls-

related injury information may not be available. Commonly, 

evaluation includes impact measures related to the 

reduction of risk factors and process measures related to 

service usage, for example the number of assessments 

conducted or number of exercise participants. The 

evaluation measures should relate to the specifi c program 

objectives and goals articulated in your implementation 

and sustainability plans. If the program is aimed at 

improving balance and strength (key outcomes) then these 

can be demonstrated using reliable, objective, measures of 

balance and strength. 

Surveys and other qualitative methods can be used to 

assess client satisfaction, knowledge and their perceptions 

of the intervention, its processes and benefi ts. What the 

client thinks is important. Understanding the acceptability 

of the program to clients and its effectiveness, can help 

plan issues for sustainability. Qualitative information 

can help determine how to make the program more 

attractive to the target audience. McInnes and Askie 

(2004) recommend programs should be fl exible enough to 

accommodate participants’ different needs and interests. 

Practitioners should fi nd out and confi rm what those needs 

and interests are. 

Quantitative and qualitative information can identify 

areas of the program that need to be modifi ed to better 

achieve the program goals. If your exercise program is 

not producing any signifi cant improvements in balance 

measures you need to determine whether this component 

of the program should be reviewed and enhanced. Can 

some less challenging exercises in your program be safely 

replaced with more challenging ones? If clients are not 

attending classes, fi nd out why they are not attending and 

what can be done to increase participation.

Considering evaluation from the outset improves 

the likelihood that the correct data will be collected. 

Disseminating positive fi ndings early keeps stakeholders 

informed and motivated. Acknowledging negative fi ndings 

can enable program coordinators to address fi ndings in a 

timely manner and limit adverse reactions to the program.

Evaluation needs to monitor program fi delity (that the 

program is being implemented as planned). An audit of 

practices is one approach; for example, monitoring how 

many risk assessments were conducted and followed 

up with appropriate action. This prevents the rejection 

of an effective program due to a lack of adherence 

or maladaptation of program activities. If you are 

implementing programs using proven falls interventions, it 

may not be necessary to monitor falls as an outcome, and 

resources could be better used monitoring program fi delity.
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Table 3: Quantitative and qualitative measures

Formative evaluation (to gauge baseline status of program components):

Surveys, focus groups, audit of current practices

Process evaluation (to gauge program implementation and reach): 

Surveys, focus groups, audit of current practices

Impact evaluation (to gauge the impact of program on risk factors):

Outcome evaluation (to gauge effect of program on falls and falls injury):

Surveys, focus groups, audit of current practice, falls and falls injury data

Potential measures:

General: 

• Number of clients who report a fall or 

falls injury, for example: pre-post surveys, 

prospective calendars or falls diaries, falls 

information from referral, presentation, or 

consultation data, if available et cetera.

• Pre-post surveys to gauge attitudes, 

knowledge and program awareness.

• Satisfaction surveys (with questions 

of perceived benefi ts, suggestions for 

improvement, negative aspects of the 

project).

• Focus groups and interviews (re knowledge, 

attitudes and practices).

• Audit of current practices (monitor from 

implementation through to sustainability).  

Intervention specifi c:

• Falls risk assessments: the number of assessments 

conducted; the number of referrals initiated; and the number 

of management strategies implemented.

• Home assessments: the number of assessments 

conducted, the number and proportion of recommended 

modifi cations implemented, and the number of referrals to 

other service providers, and followed up.

• Exercise: the number of participants; the number of sessions 

attended; balance and strength measures, for example 

Timed Up and Go, Functional Reach, Timed Sit to Stand, 

six-metre walk, and Modifi ed Falls Effi cacy Scale et cetera.

• Medication reviews: the number of medication reviews 

conducted; number of clients who have reduced their use of 

psychotropic medication, for example sleeping tablets.

• Footcare and footwear reviews: the number of podiatry 

referrals, the number of participants who have been provided 

with information about good footwear, and number of 

participants who have changed footwear.

Other: 

– The number of clients assessed as having vitamin D 

defi ciency and being treated with vitamin D supplements.

– The number of clients referred for cataract surgery, or for 

vision assessment to optometrists or ophthalmologists et 

cetera.

– Other quality-of-life-related measures, for example 

Assessment of Quality of Life or World Health 

Organisation Quality of Life et cetera.
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Sustainability

Planning for sustainability means formulating goals and 

objectives, and developing and implementing strategies 

to foster sustainability. The objectives, and the strategies 

developed, need to be monitored and revised (Shediac-

Rizkallah & Bone 1998). It is important to outline what will 

be sustained and how, including how sustainability will be 

measured. Use the Program Components to be Sustained 

sheet (page 32 of the guidelines) to record this information. 

This is your sustainability plan summary. 

‘Planning for sustainability is … based on sound 

programme design, monitoring, and assessment and 

ongoing evidence-based programmatic refi nement’ (Gruen 

et al. 2008, p. 1584). Planning for sustainability also 

involves evaluation. A well-designed program optimises 

and measures program quality; it helps quantify the 

benefi ts or effects of the program and identify ‘timely 

modifi cations to the programme design based on the 

evolving understanding of programme effectiveness and 

changes in health needs’ (Gruen et al. 2008, p. 1584).

Your sustainability plan is a working document that needs 

to be reviewed and adapted as you implement your 

program.

Program adaptability

A program’s ability to be adapted to local operating 

conditions and needs can make the program 

more feasible and acceptable, making long-term 

sustainability more likely. A program’s ability to adapt 

to organisational changes over time and changes in 

the broader operating environment (the community, 

the research knowledge et cetera), while still 

maintaining the critical components of the program, 

helps sustain it long term.

St Leger (2005 p. 318) points out that a good program 

keeps evolving and uses new knowledge to shape the 

program’s design and actions. Using the Ottawa Charter 

as an example of successful sustainability, he states ‘its 

core building blocks have evolved, been contextualised 

locally and owned and reshaped by many groups and 

individuals’. One of the four characteristics of routinisation 

(Pluye et al. 2004a; Pluye et al. 2004b) is ‘adaptation’: 

the program’s ability to adapt to local circumstances and 

environments (‘context’) while the standard components 

remain unchanged. 

A review and synthesis of 19 empirical studies examining 

the sustainability of health-related programs in the US 

and Canada identifi ed fi ve important elements infl uencing 

sustainability. The fi rst was that the program could be 

modifi ed over time to meet local needs or to make local 

delivery easier while maintaining the essential components 

of the program (Scheirer 2005). 

As part of your implementation plan decisions would 

have been made in relation to what changes needed to 

be made to organisational structures and processes to 

implement the program and how the program could be 

incorporated into existing organisational structures and 

processes. That is, what program adaptations make 

delivery easier or the program more relevant, while 

still maintaining the essential components that make it 

effective? 

Program fi delity needs to be monitored to ensure essential 

components are implemented as planned. There is a 

clear distinction between purposeful adaptations that 

enhance the program’s effectiveness (and delivery) and 

maladaptations that may compromise your program. 

Determine what components are crucial to success and 

monitor adherence. 

The following example, although hospital based (a different 

environment with its own advantages and challenges), 

demonstrates how a program was modifi ed to make local 

delivery easier and more relevant.  
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Example:

The successful introduction of a falls risks screening 

and intervention process in an acute hospital setting 

was attributed to a number of factors. The falls risk 

screen (the STRATIFY) was modifi ed to include 

local risk factors identifi ed by a falls audit. This 

improved the sensitivity of the tool and provided a 

more targeted direction of resources that did not 

overwhelm the nurses’ workload. The risk assessment 

could be completed in minutes and did not require 

multidisciplinary input (Barker et al. 2009). Given 

the short stay of patients in this setting the authors 

suggested multidisciplinary input may delay the 

identifi cation of high-risk patients, especially after 

hours or on weekends, and this may be the cause 

of failure of similar attempts in the acute setting. The 

inclusion of the risk screening and interventions in 

the patient care plan created a formal falls prevention 

management process within each nursing shift. The 

interventions included six possible actions that were 

achievable within current staffi ng structures. A formal 

evaluation of the program found a signifi cant decrease 

in the rate of falls injuries, and falls documentation 

compliance remained consistently high (from 70 per 

cent in 2002 to 95 per cent in 2007).  

Not only does knowledge evolve, but organisations change 

so do their operating environments. Sustainability is a 

dynamic process and programs must be able to adapt 

to the environment over time (Shediac-Rizkallah & Bone 

1998). The program can be continued in its original or 

alternate structure, individual components or the whole 

program can be transferred, or the program or program 

components can be continued on an individual (networks 

of individuals) or organisational level. There may be 

environmental changes, including government policy and 

health priority changes or changes in the global fi nancial 

environment, or fi nancial, strategic or directional changes 

within the organisation which impact on the program. 

Long-term sustainability requires determining what 

adaptations need to be made to the program, or means 

of delivery, during and after implementation. These 

changes highlight the dynamic relationship of programs, 

organisations and broader environments. The importance 

of monitoring and anticipating changes in operating 

environments (internal and external) and monitoring 

program effectiveness are not limited to the implementation 

phase but are essential to evolving and strengthening your 

program over time.

Integrating program activities into 
existing routines

One of the most commonly cited methods for 

sustainability is to integrate the program into existing 

roles, processes or programs within the organisation. 

Where there is good organisational fi t, there are likely 

to be existing roles, processes and programs that can 

incorporate the new program. Integrating programs or 

program components into existing routines is highlighted 

in the literature as a key aspect of sustainability (Baker 

et al. 2007; Barnett et al. 2004; Ganz et al. 2009; Gruen 

et al. 2008; National Ageing Research Institute 2001; 

Scheirer 2005; Shediac-Rizkallah & Bone 1998). Review 

all current programs, processes and roles within your 

organisation and identify those that have good synergy 

with the new program. This may involve integrating falls 

prevention with current physical activity or management 

of chronic conditions programs, similar to the Primary 

Care Partnerships involved in the Review of Victorian falls 

prevention projects (National Ageing Research Institute 

2008).  



Example: 

In an in-hospital, short-term-funded falls prevention 

program, the role of falls prevention offi cer was 

successfully incorporated into the existing clinical risk 

manager’s role (National Ageing Research Institute 

2003). A multidisciplinary committee was established 

to address the local problem of falls identifi ed through 

the review of hospital incident data. An audit of 

inpatient falls identifi ed high-risk wards, and the 

activities and patient profi les commonly associated 

with falls in the hospital. The committee modifi ed the 

STRATIFY falls risk screen based on the audit fi ndings. 

Falls risk screening and the implementation of simple 

interventions were integrated into existing daily care-

plan documentation and systems were implemented to 

monitor compliance. Three years after implementation 

there was a substantial and sustained reduction in fall-

related injuries (Barker et al. 2009). 

The clinical risk manager had credibility and authority 

within the organisation (see Program champions), 

engaged key stakeholders (through steering 

committee representation and education/in-services) 

(see Stakeholder engagement), and used local 

data to demonstrate a local need (problem) and the 

positive impact of the falls prevention intervention 

(see Benefi ts). The screening tool was modifi ed 

to meet local needs and processes (see Program 

adaptability). The falls risk screening and management 

strategies are being sustained by being integrated into 

existing routines and practices. All new staff receive 

an overview of the program in their orientation. The 

hospital provides an annual falls prevention education 

program and competency assessment training for 

nursing and allied health staff.  

Once an appropriate existing program, process or position 

has been identifi ed within your organisation and integration 

has been successfully implemented, existing standard 

operating systems (policies, position descriptions, 

operating manuals et cetera) need to be amended to 

incorporate the falls program activities and duties. Program 

activities need to be incorporated into formal operating 

systems. If a separate stand-alone program is required, 

new program policies, reporting and funding processes, 

procedure manuals and position descriptions will need 

to be developed and incorporated into the organisation’s 

standard operating systems. Informal systems put 

sustainability at risk.

Partnerships

Forming and maintaining key networks and working 

relationships (partnerships) helps build capacity and 

aids implementation and long-term sustainability.

Ganz et al. (2008) suggest ‘it takes a village to prevent 

falls’. 

The causes of falls are multifactorial; the interventions 

shown to be effective in randomised controlled trials 

support a multifaceted approach, that is, interventions 

provided by multiple providers in different settings. 

Partnerships are therefore vital. The potential fragmentation 

of care and the lack of coordination of services can be 

further compounded by the need to coordinate care 

between health and non-health care settings, and by the 

lack of understanding of the skills and contributions of 

other providers (Tinetti, Gordon, Sogolow, Lapin & Bradley 

2006). To address falls in the community setting a higher 

degree of coordination across settings and providers and 

collaboration with older people and their carers and family 

is needed. Ganz et al. (2008) further note that there is no 

guarantee a person coming in contact with one service will 

be referred on to the other services they require to reduce 

their falls risk. Implementation and sustainability strategies 

should involve multiple providers collaborating with each 

other, older people and carers and families. 

Partnerships can provide multiple entry points into a 

coordinated falls management system. This can be 

achieved through establishing referral networks or joint 

program activities. Regardless of the chosen mechanism, 

achieving this coordinated approach involves discussions 

and the establishment of processes that defi ne how 

organisations will work together to provide coordinated 

care. 

Partnerships can provide additional resources (monetary 

or in-kind), skills and knowledge and help build capacity 

within each participating organisation. Partnerships provide 

a means of sharing experiences and learning from each 

other’s successes and failures. 
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Partnerships can include:

• other departments within your organisation

• external health or service provider organisations who 

share a common goal and/or target audience

• research organisations that can provide knowledge and 

guidance in methods to evaluate your program

• senior citizens’ groups

• older people and their families and carers

• government representatives. 

Even where an organisation is implementing an effective 

single intervention such as an exercise program to improve 

muscle strength and address balance impairment, they 

will require other health professionals and organisations to 

refer to their program. 

Partners may take an active and collaborative role in the 

provision of program services, be a committee member 

overseeing the program, a referral source, a representative 

of the target audience, or a combination of these. It is 

important there is a clear understanding, and agreement, 

of the role of each partner. Develop a memorandum 

of agreed goals and actions for all partners in terms of 

their involvement as committee members overseeing 

the project, and as a partner agency in the provision 

or conduct of the program and program services (this 

includes any fi nancial remuneration and contribution). 

Allocated program components need to be realistic in 

terms of the partner organisation’s core interests and 

business, and their organisational capacity. 

Barnett et al.’s (2004) evaluation of the Stay On Your Feet 

program drew a number of conclusions in relation to the 

shire council and access committee staff’s low levels 

of awareness of the program and the program’s lack of 

impact on work practices when compared to community 

health staff, general practitioners and pharmacists’ level 

of awareness. Program sustainability was likely to have 

been related to differences in prioritisation, reach of the 

implementation, internal factors within organisations, and 

personal interests and infl uences from other sectors. This 

conclusion holds true for all stakeholders.

Example:

Stepping Out is an exercise program developed as 

part of a fall prevention project in Townsville in 1996 

(Bagnall et al. 1998). The program received minimal 

funding for the establishment of classes. Although the 

effi cacy of the program was not evaluated, process 

evaluation demonstrated ongoing participation and 

satisfaction, and fi nancial viability of the program at 

the 12-month follow-up evaluation. A second exercise 

class was established in another location, with a 

high proportion of older people in its population. This 

class was sustained for 18 months with no on-going 

fi nancial contributions from the Stepping Out program. 

The local council received a Healthy Heart Local 

Government Award for ‘Outstanding Project by a 

Community Organisation’. 

Sustainability was considered from the outset, this 

included self-funding the program. A partnership was 

established with the YMCA and the local council who 

helped develop the program. The program was the 

result of a perceived lack of exercise options for older 

people in Townsville; a local need confi rmed in focus 

groups and interviews with key informants. 

Key challenges identifi ed in the literature were 

considered from the outset: venue, location, 

affordability and appropriateness of instructors. 

Participant entry fees (of $2) were planned from 

the outset to cover recurrent costs. The venue was 

donated free of charge, further minimising costs. The 

program was incorporated into the core business 

of the partners: the YMCA and local council. This 

example demonstrates well how partner organisations 

can help implement and sustain a program long term.  

In addition, broader partnership networks are valuable 

sources of information and contacts. For example, those 

promoted by local government, Primary Care Partnerships 

and DH Regions. Sharing knowledge, experiences and 

lessons learned, as well as actual resources, helps build 

individual and organisational capacity. The agencies 

that participated in trialling these guidelines valued the 

teleconferences with other agencies and the opportunity to 

share ideas and experiences.  
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Example:

In Victoria a coalition of falls clinics  was developed 

to provide a support network for members. It fosters 

sharing of knowledge and resources and promotes 

best practice through sharing innovative practices 

to up-skill staff in key areas of falls prevention. The 

fi rst clinic was established in Parkville in 1988. 

Since 1998 a number of Falls Clinics have been 

established in Victoria although there are operational 

variations (programs have been adapted to the 

specifi c organisational context). This network is an 

ongoing means of building capacity. New falls clinics 

have benefi ted from discussions with existing clinics, 

learning from their experiences. An evaluation involving 

14 Victorian clinics found a signifi cant reduction in falls, 

multiple fallers and falls injury at the six-month follow-

up (Hill et al. 2008; National Ageing Research Institute 

2004).

Table 4: Falls prevention networks

The Victorian Falls Clinic Coalition

http://www.mednwh.unimelb.edu.au/vic_falls/vic_falls_

home.htm

NSW Falls Prevention Network: 

http://fallsnetwork.powmri.edu.au/

WA Falls Prevention Health Network:

www.healthnetworks.health.wa.gov.au/network/

fallsprevention.cfm

Partnerships take time to develop and to maintain, 

especially when key staff change. Management of these 

relationships is an on-going process (see Stakeholder 

engagement below).  

Stakeholder engagement: staff , 
management, partner organisations 
and older people

Stakeholder engagement is important to the 

reach and depth of implementation and long-term 

sustainability. 

Lack of engagement of key stakeholders – staff, 

managers, partner organisations, older people and their 

carers and family – is a challenge often cited by falls 

prevention program staff (Cassell & Day 2002; National 

Ageing Research Institute 2001). A program cannot be 

successfully implemented or sustained if the people 

responsible for running, supporting or using the program 

do not see its value. 

Credible and enthusiastic program champions can muster 

commitment and engagement within the host organisation 

(across all departments) and partner organisations. 

Champions can marshal additional supports and steer the 

program to achieve successful implementation. Having an 

active and effective program champion promotes long-

term sustainability by maintaining the focus and interest in 

the program as well as maintaining program integrity (see 

Program champions). In turn, management (and others) 

need to support the endeavours of program champions 

and not undermine program champions’ actions and 

motivation.  

Management and senior clinical staff

Engaging management and key clinical staff is important 

because they have the position and authority to determine 

organisational priorities and programs. They can modify 

organisational practices and systems and re-allocate 

funding. They are more likely to have credibility to 

champion the program to other staff, other departments, 

management boards and partner organisations. Lack of 

management support has been cited as a challenge in a 

number of falls prevention programs. 
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Example:

For one community health centre participating in the 

Stepping On program, having management support 

was vital for their falls prevention program to continue. 

Support from management allowed staff the necessary 

time to plan and implement the program, and when 

the possibility of offering the program to older people 

from a Chinese cultural background was raised, 

additional funding was approved by management 

to provide culturally appropriate program materials 

(Lovarini 2010a). 

Staff

Staff who are prepared to embrace change are much 

more likely to implement new programs and integrate 

components into their practices. Resistance to change is 

to be expected; it needs to be gauged and addressed so 

it does not undermine program acceptance. Even if the 

program is set up as a distinct unit within an organisation it 

requires others to interact and refer to it, so all staff need to 

be informed and engaged. 

Grol and Wensing (2004, p. S57) maintain ‘individual 

professionals need to be informed, motivated and perhaps 

trained to incorporate the latest evidence into their daily 

work’. The authors also report the fi ndings of Cabana et al. 

(1999) who conducted a review of 76 studies investigating 

challenges and incentives to guideline adherence by 

professionals. Challenges included: lack of awareness, 

familiarity, agreement, self-effi cacy and motivation, low 

expectancy of positive outcomes and perceived challenges 

that were out of the individual’s control. Lack of awareness 

and motivation, and perceived external factors were 

considered particularly important. 

Grol and Wensing (2004) devised a 10-step model with 

fi ve components for supporting change in professional 

behaviour:

• orientation – promoting awareness; stimulating interest 

and involvement 

• insight – creating understanding; developing insight into 

one’s own routines 

• acceptance – developing a positive attitude to change; 

creating positive intention to change 

• change – trying out the change; confi rming the value of 

the change 

• maintenance – integrating new practice into routines; 

embedding new practice in the organisation.

Integrating the guidelines into practice involved a 

willingness and ability to redesign processes. Embedding 

the change into the organisation involved having 

procedures in place that provided a constant reminder, and 

the availability of resources and management support. 

A Review of projects to prevent falls among older people 

in Victoria 2000-2007 by the National Aging Research 

Institute (2008) highlighted the need to build workforce 

capacity so staff have the skills and confi dence to 

assess risk and determine appropriate evidence-based 

interventions (see Capacity building). In addition they need 

evidence of positive outcomes. From implementation 

lessons learned, Poe et al. (2005) found initial training of 

nurses in their medical institution was insuffi cient to engage 

staff. Consistent feedback of client outcome data was 

required to gain buy-in for their falls prevention initiatives. 

Feedback of outcomes is important to staff, management 

and older people.

Older people 

Adherence and sustainability of participation in falls 

prevention interventions by older people is addressed 

more fully in Component 2 of the NHMRC Partnership 

Grant program which is investigating challenges and 

facilitators to the uptake of falls prevention interventions by 

older people. Engaging older people can be achieved by 

raising awareness, and making the interventions and falls 

prevention messages relevant to the needs of older people. 

Promoting independence and well being and highlighting 

the overall health benefi ts of interventions, and obtaining 

older people’s input in the design and implementation of 

programs (see the Appendix for further information) can 

result in better acceptance of the program.

Including older people on steering committees, reference 

groups or working parties helps identify factors that can 

positively or negatively impact on the program from the 

older person’s perspective. Determine how older people 

can make a valued contribution to your program, whether 

it is participating in the larger steering committee, or in 

smaller working parties looking at particular aspects of the 

program. 
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Other partners

The importance of partner stakeholders has been covered 

in the previous section (see Partnerships).

Example:

A community health centre that adopted the Stepping 

On program to prevent falls among older people 

in their community felt engaging stakeholders was 

crucial for program uptake and sustainability. A 

presentation to the Health Service Board resulted in 

senior management endorsing the program. This led 

to the program being included in the Health Service 

Business Plan and staff time being allocated for 

program implementation. Reporting key program 

achievements was an important strategy for keeping 

senior management engaged, as was entering (and 

winning!) the health service Project of the Year Award. 

Key program staff were supported by the program 

coordinator and concerns were promptly addressed. 

Regular face-to-face meetings with local community 

organisations resulted in ongoing fi nancial support 

and promotion of the program. Techniques used 

to engage older people included: commissioning 

newspaper articles featuring the program, promoting 

falls prevention in local shopping centres and seeking 

support of colleagues. Despite feeling their program 

had reached sustainability, the program coordinator 

knew that active, ongoing engagement and 

maintenance of relationships with key stakeholders 

would be necessary for the program to continue 

(Lovarini 2010a).

Actions to promote stakeholder engagement 

• Conduct education and awareness raising sessions that 

cover these three components:

 – Provide data outlining the extent of falls in your 

organisation or client group (or personal and cohort 

risk for older people) to establish need and priority. 

Reporting individual stories from older people or 

advocates whose relatives have had negative falls 

experiences is also a powerful tool.

 – Provide evidence demonstrating effectiveness of the 

intended falls prevention activity (include falls related 

and other health and well-being benefi ts).

 – Stress that falls can be prevented and are not a 

normal part of ageing.

• Provide skills training to conduct the program, for 

example training in risk assessment and exercise 

program delivery, et cetera. A train-the-trainer model 

can be a useful method of training (Clemson et al. 2008; 

Public Health Agency of Canada 2009) (see Capacity 

building).

• Provide written material to support and reinforce the 

education sessions.

• Include falls prevention and specifi c program information 

in staff orientation and annual education programs. 

• Include representatives from each key stakeholder 

group in your steering committee.

• Conduct regular meetings with all key stakeholders. 

Provide updated reports on the program’s progress and 

the goals met. 

• Present information in a format and context that is 

meaningful to the stakeholder. For management, 

highlight the fi nancial benefi ts or more effi cient 

processes; for clinical staff, emphasise improvements 

in patient care; and for older people, focus on 

independence, safety, and quality of life.

• Disseminate key achievements and benefi ts of the 

program on a regular basis (for example reduction of 

falls, improvements in balance and strength measures) 

in a number of formats (such as newsletters, charts on 

staff notice boards, emails et cetera). 

• Discuss potential and actual challenges encountered 

and strategies to address them. Disseminating 

information about challenges and how concerns were 

addressed shows stakeholders their concerns are taken 

seriously and their feedback is making a difference.

Provide avenues for feedback and participation in the 

development and implementation of the program. 

When key stakeholders are involved in the design and 

implementation of your falls prevention program, they 

bring insights into the workings of the various departments 

within the host and partner organisations (including client 

motivators). They can also provide additional resources 

such as skills, knowledge and fi nances. More broadly they 

can advocate for and  market the program. Involvement 

in the development and implementation of the program 

creates greater stakeholder ownership and commitment 
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to the program. A number of approaches should be 

considered in addition to including key stakeholders on a 

steering committee or working group. These include: 

• conducting surveys, consultations or focus groups with 

key informants and stakeholders

• providing ongoing mechanisms for feedback, for 

example open door policy, suggestion box, staff 

meetings, and follow up surveys  

• undertaking brainstorming sessions or a formal 

action research approach. Action research involves 

participants working together to identify problems; 

identify and implement actions to address problems; 

observe and refl ect on (evaluate) the impact of actions; 

modify actions if needed, and followed again by 

observation and refl ection (Hughes & Seymour-Rolls 

2000). 

Capacity building: staff  and partner 
organisations

Building capacity enhances program sustainability. 

The NSW Health Department’s (2001) Capacity Building 

Framework refers to four domains: organisational 

development, workforce development, resource allocation, 

and partnerships and leadership. The framework stresses 

capacity building is context rich, and strategies and 

approaches must take account of the context in which 

capacity building happens. These framework domains help 

build capacity: develop infrastructure, enhance program 

sustainability and foster problem-solving capabilities. 

This section focuses on knowledge transfer, problem-

solving capacities and leadership skills. Workforce 

development refers to acquiring the knowledge and 

skills required to conduct and sustain the program, and 

to engage stakeholders. This can be achieved through 

workforce learning, external courses, professional 

development opportunities, undergraduate or 

postgraduate courses (including conference, workshops, 

seminars and in-service programs), professional support 

and supervision (through networks, consultancies and 

mentoring), and performance-measurement systems (NSW 

Health Department 2001). 

The falls prevention projects reviewed by the National 

Aging Research Institute (2008) and Cassell and Day 

(2002) highlighted the importance of building workforce 

capacity. Clemson et al. (2008) found the training 

workshops associated with the Stepping On falls 

prevention program, using a train-the-trainer approach, 

provided partners with the confi dence and skills to 

implement the program. Not only was the training valued, 

but it was also requested by partner organisations. The 

importance of capacity building (individuals, partners, 

organisations and communities) is supported by the 

general health and health promotion literature (Clinical 

Excellence Commission 2008; Pluye et al. 2004a; Pluye et 

al. 2005; Scheirer 2005; Shediac-Rizkallah & Bone 1998).

The training needs of staff and partners should be 

identifi ed at the start of your program; and ongoing training 

needs must be reviewed and updated. Training sessions 

are a means of promoting and sustaining engagement and 

motivation. They support the skills of a changing workforce 

as staff leave and new staff are employed.

Funding and resources 

Insuffi cient funds and resources including availability 

of qualifi ed staff to operate your program undermine 

implementation and long-term sustainability of the 

program.

Insuffi cient funds and resources including  availability of 

qualifi ed staff to adequately implement falls prevention 

(and other health) programs, or to continue operating 

programs, are common reasons cited for the non-

sustainability of programs (Barnett et al. 2004; Cassell & 

Day 2002; National Ageing Research Institute 2001, 2008; 

Scheirer 2005; Shediac-Rizkallah & Bone 1998; Australian 

Commission on Safety and Quality in Health Care 2009). 

Realistically determine what level (and type) of staffi ng and 

resources are needed to set up, implement and sustain 

the program. It may be prudent to start small and do it 

well, rather than implementing all components at once 

(if this does not compromise program fi delity) across a 

number of settings. Developing a clear plan outlining how 

resources can be optimally used to create the desired 

program outcomes assists implementation and long-term 

sustainability. 
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As part of your program planning and development you 

would have asked the following questions about your 

organisation’s capacity:

• What staff are required to conduct the program? Include 

clinical and administrative support. 

• What knowledge is required to conduct the program? 

Include program-specifi c knowledge, such as the 

ability to use specifi c assessment tools, specialised 

exercise program delivery skills or the ability to conduct 

a home assessment, or general knowledge about falls 

prevention, leadership and change management.

• What facilities and technical infrastructure are required 

to conduct the program? Include venue or space to 

operate, equipment, and IT support.

• What time is realistically required to implement 

the program? (Programs require adequate time to 

be embedded in an organisation and staff require 

dedicated time to implement the program). Adequate 

time is required to plan, implement and embed the 

program in core practice. 

• What other resources are required? This includes 

brochures, booklets, and pamphlets.

• Does the organisation have the necessary staff, 

knowledge, facilities and technical infrastructure to 

conduct the program? 

• Does the organisation have the funds to train current 

staff or employ new staff, or to purchase the necessary 

facilities and infrastructure? 

• Contingency plans need to be factored in and costed; 

for example, who can run the program if the staff 

member is sick or on leave? What training will they 

require? Who will replace this person in their usual role?

• If your organisation does not have the staff, knowledge, 

facilities and technical infrastructure (or funds for 

these additional resources), what contributions can it 

realistically make to the program? 

• What other organisations can be approached to provide 

other program components or resources required 

to realistically and viably conduct the program? (see 

Organisational capacity, and Partnerships).

Even if your organisation has the capacity to recruit new 

staff and can purchase or hire the required facilities and 

equipment to conduct the program, partnering with an 

established organisation with existing capacity may be 

benefi cial, for example an organisation with the reputation 

and contacts your organisation lacks and would need to 

develop.

As part of your implementation, program costs (staff, 

resources, training, infrastructure) should be monitored 

and regularly reviewed to determine whether the program 

budget is realistic. Questions about costs include: 

• Are the specifi c and overall program component costs 

realistically calculated? Do they need to be revised?

• Are program funds suffi cient to cover all costs, and are 

these funds available when costs are due and payable? 

If not, what avenues can be explored for additional 

funds and support?

• How long can the program be implemented based on 

current available funds (include all funds and in-kind 

support)? 

• How will the program be funded long term, if external 

funding is only available short term? 

Committed funding and resources are required if programs 

are to continue long term. Planning and sourcing funds 

and resources needs to be considered from the outset. Do 

not wait until current funding ends to address this issue. 

Ongoing funding needs to be planned. 

Pluye et al. (2004b) argue that dependence on external 

funding long term may negatively impact on program 

sustainability. Depending on short-term funding sources is 

precarious for program sustainability. Regular, long-term 

secured funding needs to be actively sourced, and can 

include one or a combination of sources listed below: 

• internal funding from within the organisation. This is a 

fundamental source of ongoing funding. If your own 

organisation is not prepared to provide some funding, 

why should anyone else?

• funding (co-contributions) from partner organisations

• in-kind support from partner organisations 

(administrative support, venues et cetera); or using 

existing falls prevention resources that are mass 

produced by other organisations, for example, the 

Don’t fall for it. Falls can be prevented! booklet from the 

Department of Health and Ageing: www.health.gov.au/

internet/main/publishing.nsf/Content/phd-pub-injury-

dontfall-cnt.htm
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• user pays contributions (setting fees)

• corporate sponsorships

• additional external funding from government 

(commonwealth, state or local funding initiatives), 

trusts and foundations can supplement regular funding 

sources. Short-term funds should be seen as bonus 

funding rather than the main source of funding. 

The funding, resources and supports the program requires 

will vary over time and will be different for each partner 

organisation. The aim is to determine what supports are 

required for each of the participating partners at different 

time points (within the life of the initial project and in the 

long term as environments change), and to make sure the 

funds, resources and supports are available when needed. 

Monitoring and securing the funding, resources and 

supports your program needs are an ongoing processes 

common to all programs within organisations. 

Example:

One community health centre has implemented many 

Stepping On programs since 2007. Management 

support for staff time and training has been vital, 

as have other sources of funding and resources. 

Partnerships with local community organisations such 

as councils, registered clubs and neighbourhood 

centres have resulted in additional funding and 

resources enabling the program to continue over time 

at low cost. Partners have provided: access to venues 

at no cost; access to community transport services; 

funds for program equipment and morning tea; free 

use of laptops and data projectors; and assistance 

with program promotion (Lovarini 2010a).

Program champions

Program champions are important to implementation 

and long-term sustainability. 

During all program stages (planning, implementation 

and sustainability) it is important to have one or more 

key individuals driving the program forward. A program 

champion can gain support for the program within the 

organisation (with staff and management), and outside the 

organisation (other stakeholders and clientele). The aim of 

the champion is to keep the program moving forward while 

it is in the process of being ‘routinised’. The ultimate aim is 

routinisation of the program. This means establishing and 

ingraining practices and the program in the organisation’s 

processes and procedures, manuals and annual budgets. 

A program cannot rely on the charisma of the program 

champion (Pluye et al. 2004b); any informal (that is not 

routinised) program is at risk of ceasing once the champion 

leaves the organisation.

Many programs reported failing to adequately implement 

and sustain programs because they had lost key staff, 

particularly program champions. Having more than one 

champion shares the demands of this role and provides 

capacity for ongoing activity when the program champion 

is on leave, if they work part time, or if they leave the 

organisation. Keeping the momentum going with the visible 

and active presence of program champions is important. 

Where a program champion leaves the organisation 

there should be an adequate handover period between 

an outgoing and ingoing program champion. This allows 

suffi cient time for a smooth transition and training for the 

new program champion. 

Identify program champions within the organisation (across 

disciplines and departments), and in partner organisations, 

who can work together to propel the program forward, 

to take the program from planning, to implementation 

and through to routinisation. Identifying supporters apart 

from program staff to advocate and promote it to others 

can help market your program and support the program 

champions’ efforts. 

Effective program champions are:

• well respected and credible within the organisation and 

partner organisations

• well placed within the organisation, listened to by 

management and have the authority to infl uence work 

practice and staff

• have appropriate program skills and knowledge

• motivated and able to promote enthusiasm in others

• anticipate problems and address them quickly when 

they arise

• preferably permanent staff members who understand 

the culture of the organisation and have established 

credibility within the organisation. Where possible, avoid 

the use of temporarily employed staff. 
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Program champions need adequate support, initial and 

ongoing training, and time and resources to implement and 

promote the program. This will reduce the risk of possible 

‘burn out’. Where a nominated program champion is 

ineffective, identify what additional supports are required 

to assist them to more effectively undertake their duties or 

appoint another program champion. Supports can include 

internal or external program, knowledge or skills experts, 

or practical and personal support networks. The need for 

program champions has been highlighted in the literature 

(Bradley et al. 2004; Cassell & Day 2002; Clemson et al. 

2008; Clinical Excellence Commission 2008; Ganz et al. 

2009; Gruen et al. 2008; Hanson et al. undated; Nilsen, 

Timpka, Nordenfelt & Lindqvist 2005; Public Health 

Agency of Canada 2009; Scheirer 2005; Shediac-Rizkallah 

& Bone 1998).

Example:

A falls prevention program conducted across three 

Australian states, and nine residential aged care 

facilities, highlighted the importance of falls champions 

and support and capacity building (training). Nursing 

staff from each facility were funded to undertake the 

role of Falls Resource Nurse (FRN, a funded part-time 

role) within their facility. Position descriptions were 

devised outlining the FRN role and responsibilities. 

FRNs were provided with training on falls prevention 

(and resources), action research, practice changes 

and other program responsibilities. Experienced 

research staff leading the project provided ongoing 

support through regular meetings and teleconferences. 

FRNs were fi nancially supported to attend a national 

falls prevention conference, and supported by other 

facility staff in the action research process where 

facility-specifi c falls prevention activities were identifi ed 

and implemented. Facility-specifi c actions plans 

were based on staff refl ections and identifi cation of 

areas needing improvement, and baseline fi ndings 

from an audit of facility falls data and falls prevention 

policies and practices (locally contextualised). The 

successful components of this project included 

the FRN role; support structures; and the action 

research that involved and engaged staff. Facility 

managers and FRNs felt many interventions would 

be sustained (Haralambous et al. 2010 and personal 

communication).  



26

Indicators of sustainability 

In determining whether program sustainability has been 

achieved you need to defi ne exactly what needs to be 

sustained. What components of the program are critical to 

achieve program outcomes and benefi ts? Once this has 

been articulated in writing, assessing whether sustainability 

has been achieved is possible. 

The questions below can help you determine whether 

sustainability has been achieved (Goodman, McLeroy, 

Steckler & Hoyle 1993; Pluye et al. 2004b; Queensland 

Government 2010 Stay On Your Feet® toolkit):

1. Does the program have permanent and regular (long-

term) funding (including funding contributions from 

internal budgets)?

2. Does the program have permanent staff, supervision, 

resources and place of operation, and a regular and 

permanent time of operation year after year?

3. Has the program infl uenced practice? What practices 

have been changed and have these practices been 

formalised? Does your program have written job 

descriptions (or included in existing job descriptions), 

processes and procedure manuals?

4. Does the program have written objectives and targets? 

Are these objectives and targets included in scheduled 

evaluation reports? Are they required to be submitted 

regularly similar to other established programs within 

your organisation?

5. Are other staff, including management, aware of the 

program? Do they refer to the program or advocate for 

the program?

6. Are other key stakeholders aware of the program? 

Do they refer to or use the program or advocate for 

the program (are networks still in place and actively 

engaged)?

These questions are indicators of sustainability and 

include: the presence of established structures, written 

processes and procedures, permanent resources allocated 

to the program and routine awareness of the program by 

relevant stakeholders. 

Based on your answers to the questions above how would 

you rate your level of sustainability according to the scale 

below? Go to the Sustainability Status Checklist in the 

guidelines to fi nd out. 

Absent No program activity continuing

Some activity Residual activity, may be unoffi cial 

or adhoc

Partially achieved Partially achieved but not 

routinised, some program activity 

continuing

Routinised activity Routinised activities are maintaining 

the program, perceived as 

sustainable

(Based on Pluye et al. 2004b)

As programs evolve, and organisations and environments 

change, your level of program sustainability may vary. 

Reviewing the level of sustainability regularly throughout 

your ‘sustainability phase’ is recommended. Any important 

changes to the program (structure, processes, roles) 

need to be refl ected in the organisation’s formal operating 

systems (policies, manuals, position descriptions).
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Conclusion

Program sustainability involves six key elements:

• good people – staff and champions who are skilled, 

motivated and engaged 

• suffi cient resources (including time) 

• supportive and engaged networks and partnerships 

• planning from the outset, including implementation, 

evaluation and sustainability 

• good program fi t and program adaptability 

• clear benefi ts and active promotion. 

Sustainability is a dynamic and ongoing process that 

needs to be well planned, managed, monitored and 

regularly evaluated so the program continues to improve 

and meet the needs of the population it aims to help. 
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Engaging older people

A systematic review of studies examining older people’s 

views and experiences of falls prevention interventions 

found that one key element is the need to establish 

relevance (as well as promoting the social value of falls 

prevention programs) and promoting ongoing motivation 

(McInnes & Askie, 2004). To engender and maintain 

interest in falls prevention participants should be provided 

with written and verbal information about:

• the preventable nature of some falls 

• how to stay motivated (in the face of multiple 

challenges)

• the physical and psychological benefi ts of interventions.

The Health Belief Model, according to Mackenzie (2009), 

helps provide an explanation for the importance of older 

peoples’ perceptions of falls prevention initiatives in terms 

of adherence. Engagement in falls prevention interventions 

required:

• a perception of a threat (a personal risk of falls and its 

potential serious consequence) 

• having an expectation that intervention outcomes will be 

positive (benefi ts outweigh any barriers). 

Nyman (2011) used the theory of planned behaviour as 

a framework to review psychosocial issues involved in 

engaging older people in physical activity interventions. 

He concluded that knowledge, attitudes, subjective norms 

(social context), perceived behavioural control (confi dence), 

and the additional factor of self-identity, infl uenced the 

older person’s intention to carry out the physical activity. 

Interventions, he stressed, ‘will be rendered useless if they 

do not successfully gain the active participation of older 

people’ (p. 1).

A number of reports highlight the importance of focusing 

on the positive outcomes of the intervention (rather than 

reducing falls risk) in terms of promoting:

• independence

• a healthy lifestyle

• improved balance 

• the social benefi ts (Horne, Speed, Skelton & Todd 2009; 

National Ageing Research Institute 2008; Stevens, 

Noonan & Rubenstein 2009; Yardley et al. 2007; Yardley 

et al. 2006). 

Using adult-learning principles to develop knowledge and 

skills to prevent falls and a variety of learning strategies, 

including story-telling and group process as a learning 

environment were key to success of the Stepping On falls 

prevention program (Clemson et al. 2004).  

The use of peer educators for the delivery of falls 

prevention information has both advantages and 

disadvantages and the effectiveness of this model has yet 

to be established (Peel & Warburton 2009). 
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