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Grant Funding

2017-2020 

Reduce the risk of falls and expand evidence-based fall 

prevention programming in North Carolina. 

This project was supported, in part by grant number 90FPSG0006-01-00 

from the U.S. Administration for Community Living, Department of Health and Human 
Services, Washington, D.C. 20201. Grantees undertaking projects under government 
sponsorship are encouraged to express freely their findings and conclusions. Points of 
view or opinions do not, therefore, necessarily represent official Administration for 
Community Living policy.



An organizational overview

Healthy Aging NC Resource Center

www.healthyagingnc.com

NC Area Agencies on Aging
https://www.nc4a.org/

Mission Health Partners – ACO
https://missionhealthpartners.org/

Mission: Develop equitable opportunities that lead to 

healthy North Carolina communities. We impact 

policy, build capacity, and ignite community initiatives. 

http://www.healthyagingnc.com/
https://www.nc4a.org/
https://missionhealthpartners.org/


Objectives Discuss the burden of falls

Describe how the Healthy Aging NC 
Resource Center creates connections to 
address the burden of falls

Discuss NC’s 2017 grant to deeply 
integrate clinical and community partners 
in Western NC

Identify how one health system in 
Western North Carolina developed an 
electronic referral pathway to community-
based programs.



• Falls are the #1 cause of 

injury death among 65+

DAILY - NC in 2017 

• 3 deaths

• 68 hospitalizations

• 547 ED visits  

The Burden of Falls in NC - 2017

1276 

Deaths

24,823 
Hospitalizations

199,595 

Emergency Department 
Visits

Outpatient visits

Medically Unattended Injuries (unreported at 
Home, School, Work?)

Data Source: North Carolina Division of Public Health 

Epidemiology and Surveillance Unit Injury and Violence Prevention Branch

(S. Proescholdbell, Personal Communication, March 8, 2019) 



Partnerships for data dissemination



NC Aging Map – The Silver Tsunami 
NC Counties with more people age 60+ than 0-17

2017

2037

Source: NC State Office of State Budget and Management/ facts-figures, Certified county estimates and projections, 2017, 2037 
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Evidence-based programs offered 

through Area Agencies on Aging 

http://www.ncdhhs.gov/aging/aaa.htm

https://www.nc4a.org/

http://www.ncdhhs.gov/aging/livinghealthy/livinghealthy.htm
https://www.nc4a.org/


Area Agency on Aging (AAA) role in 
community health promotion

All North Carolina AAAs provide the following core programs: 

▪ Home and Community Care Block Grant Supportive 
Services (Nutrition, In-Home Aide, Transportation, etc.)

▪ Long-Term Care Ombudsman

▪ Family Caregiver Support Program

▪ Evidence Based Health Promotion Programs
▪ Must meet Administration for Community Living 

standards 
▪ AAAs are allowed to choose which programs they offer
▪ Partner with Healthy Aging NC



❖ Evidence-based programs 
are embedded into an 
integrated, sustainable, 
statewide delivery system 

❖ Quality of life for older adults, 
adults with disabilities, and 
low-income minority adults is 
dramatically improved

❖ Triple Aims are met: Better 
health, better health care, 
and lower health care costs



Website:
www.healthyagingnc.com

AN INITIATIVE OF THE N.C. CENTER FOR HEALTH & 

WELLNESS AT UNC ASHEVILLE

healthyagingnc.com


Evidence-based falls prevention programs 

supported by Healthy Aging NC

Otago

A Matter of 

Balance

Tai Chi for Arthritis & 

Fall Prevention /

Moving for Better Balance



NC evidence-based falls prevention program 
participants by the numbers (AMOB/TCAFP)

NCCHW Clear Impact Scorecard



Connecting to community supports 
through the Resource Center

Create an 
electronic falls 

prevention 
pathway within 

an ACO

Scale programs 
in 19 counties of 

Western NC 
served by the 

ACO

Assess the 
uptake of 
classes

Assess claims 
data for patients

Continue 
sustainability 

efforts

Connecting to community supports 
through the Resource Center



Partnerships for data dissemination



2018 MHP primary care footprint



Mission Health Partners 
population

◦ 69,340 Medicare (MSSP)
◦ 18,284 Mission Health
◦ 9,079 Humana MA
◦ 6,509  United Healthcare MA Plan
◦ 1,093 Healthy State Commercial
◦ 90 Healthy State MA
◦ 250 WellCare MA

◦ 104,645 total patients

Image shared with permission - healthyagingnc.com



https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/  accessed 11.20.17



A Matter of Balance

Interactive Workshops

• 8 - 2 hour sessions

• 1x/8 wks or 2x/4 wks

• 8 – 12 participants

Focus on reducing the fear of 

falling and increase activity 

levels of those concerned or 

at risk for falls.
Image shared with permission - healthyagingnc.com

https://mainehealth.org/healthy-communities/healthy-aging/matter-of-balance

https://mainehealth.org/healthy-communities/healthy-aging/matter-of-balance


A Matter of Balance

At the end of the program, 

participants express improvements 

in their ability to:

▶ Find a way to get up if they fall

▶ Find a way to reduce falls 

▶ Protect themselves if they fall

▶ Increase physical strength

▶ Become more steady on their feet
Image shared with permission - healthyagingnc.com

https://mainehealth.org/healthy-communities/healthy-aging/matter-of-balance

https://mainehealth.org/healthy-communities/healthy-aging/matter-of-balance


Return on investment 
2013 CMS Report to Congress
A Matter of Balance (AMOB)

• Better Health 
• Increased physical strength 

and activity

• Better Care
• Increased physical and 

occupational therapy use
• Communication
• Program participation 

correlated with reduced 
mortality rates

• Lower Cost
• $938 decrease in total 

medical cost savings per 
year

• $517 reduction in 
unplanned 
hospitalization costs

• $234 reduction in skilled 
nursing facility costs

• $81 reduction in home 
health costs

Meeting the Institute of Healthcare Improvement’s Triple Aims

Centers for Medicare & Medicaid Services. (2013). Report to Congress: The Centers for Medicare & Medicaid Services evaluation of community-based 
wellness and prevention programs under section 4202 (b) of the Affordable Care Act. Washington: Government Printing Office. 



Return on investment potential 
for North Carolina

Falls: $25.5 million per year
• 2016: 1.7 million older adults in NC

• 30% of older adults fall each year 

• MOB programs $500 net cost savings per 
person

• Reaching 10% of those at risk of a fall



How Tai Chi works to prevent falls

Physical
◦ Movement control
◦ Weight transference

Mental
◦ Awareness

Internal strength (Qi)

Adherence
◦ Countless additional health 

benefits



The evidence behind 
Tai Chi for Fall Prevention 

Cochrane Review of Tai Chi
◦ Systematic review of 159 studies, including 79,193 

participants
◦ Supported beneficial effects of tai chi vs. other forms of 

intervention for reducing rate and risk of falls
◦ Highly effective for those at a moderate risk for 

falls, less for those at a high risk for falls

The Sydney Tai Chi Trial
◦ 83% of participants participated in TCA/FP
◦ Reduced recurrent and new falls by 67%
◦ Tai Chi offered 1x a week for 16 weeks



Tai Chi for Arthritis and Fall Prevention
Training Academy



Preparing for integration
October 2017- May 2019

17 meetings between partners
◦ Building relationships and trust, generating buy-in for 

processes contributing to success of system
◦ Identifying ways to secure high quality leaders
◦ Supporting development of electronic pathway
◦ Identifying data points
◦ Identifying efficient processes that protect data

Development of data and IRB approvals



Preparing for integration 
October 2017- May 2019

Developing the electronic pathway in 2018

◦ MHP comprehensive initial assessment

◦ Pathways-Hub model

◦ The Athena build and case management 

◦ Assessment of enrollment, completion

◦ Cost utilization analysis



Transition of 

Care 

Provider 

Referral 

High Risk for 

Admission

Initial Assessment

Financial Housing
Medical 

Home

Med 

Access
Food

Legal 

Support

Open 

Pathways

Health-

wise

Cara-

Medic

Home-ward 

Bound MANNA 

Food Bank

Meals on 

Wheels

Pisgah 

Legal 

Services

LIS 

Med. Assist

Program

Home 

Delivery

Primary 

Care 

Provider



Pathways-Hub model

Outcomes-based care 

management 

structure/strategy

Community-based 

model

Assessment 

incorporates social 

determinants of 

health

Health barrier 

identification and gap 

closure



The build

◦ Did you fall in the past year?
◦ Do you feel unsteady when standing or walking?

◦ Do you worry about falling?

Fall Prevention Assessment and Goal
◦ Source of referral

◦ Do you have any barriers to attending an exercise 
class for fall prevention?

◦ Assess Readiness to Change

◦ Stage of Change

◦ Rate importance 

◦ Rate confidence



Data analysis

Appropriate program identification
◦ A Matter of Balance
◦ Tai Chi for Arthritis

Identify patients completed classes
◦ Compare with readiness to change

Assess utilization patterns pre and post 
◦ Hospital, ED, and ambulatory 



Mission Health Partners

• Initial Screening Call

Possible new reminders:

• If said YES to referral, 
Reminder call near end of 
month

• Mailings/Visuals

Healthy Aging 
NC

• Sends referral 
list to Regional 
AAA within 1-2 
days of receipt

AAA – Aging Specialist

• Calls patient on referral 
list to enroll in class

• Mailings/Visuals

How much did 
we do? How 

well did we do 
it?

Is anyone 
better off? Consistent Messaging

Referral Pathway



Overview of Referrals 
October 2018 - May 2019

9000 Medicare patients identified as having a 
history of falls, repeated falls, difficulty walking, lack 
of coordination

185 called by MHP over past 8 months
◦ 55 said yes/31% - referrals sent to HANC/AAA

5 said yes to local AAA – registered for a FP class

4 too frail/not well enough

2 Not interested

44 In progress/Multiple touch points

How much did 
we do? How 

well did we do 
it?

Is anyone 
better off? 



Lessons Learned

• Getting case managers to use falls 
screening tool

• Working during the transfer of Mission 
to HCA

• Streamlining messaging – consistent 
and positive across partners and 
touch points

• Finding the right patient to enroll -
Care Coordinators work with high risk 
patients

• Securing high quality dedicated 
leaders

National Council on Aging, 2018 Falls Free Photo 

Contest, Honorable Mention

High Country Area Agency on Aging

https://www.ncoa.org/healthy-aging/falls-prevention/falls-prevention-awareness-day/general-resources/ncoa-falls-free-photos/



Successes

• Improved awareness of 
prevalence and importance of 
falls prevention among MHP 
health care team, engaging 
caramedics

• Created relationships between 
all partners

• Increased access to resources 
to support screening tools by 
health care team

Image shared with permission - healthyagingnc.com



Successes  

• Created an opportunity to 
legitimize EBFPP to medical 
community

• Increased reach and capacity in 
growing these programs

• Identify, recognize and refer 
patients – creating the 
infrastructure for the referral 
pathway

• Created a forum to address and 
discuss FP

Image shared with permission - healthyagingnc.com



Next Steps

• Refine process and patient motivators
• Identify the characteristics of participants

• Continue to find the right patient

• Build referrals into physician electronic health 
records in year three

• Engage additional partners like Mission Trauma, 
Emergency Department, Fracture Clinic

• Continue to grow and scale AMOB and TCA 
programs
• Replace lost leaders

• Build value proposition



Healthy Aging NC Resource Center 
HealthyAgingNCInfo@gmail.com, Healthyagingnc.com

Ellen Bailey, ebailey@unca.edu
Katie Bartholomew, Katherine.Bartholomew@hcahealthcare.com

Thank you!

AN INITIATIVE OF THE N.C. CENTER FOR 

HEALTH & WELLNESS AT UNC ASHEVILLE
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Like what you heard? Share it!

Tweet using #AgeAction2019 or #WeAgeWell

Rate the session and speakers on the mobile app

Vote in the conference poll 
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