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EXECUTIVE SUMMARY

Background

The Falls Prevention Initiative (FPI) is a joint venture of Health Canada (HC) and
Veterans Affairs Canada (VAC).  Established in August 2000 to address the health problem of
falls for Canadian seniors and veterans, this four-year pilot Initiative provides time-limited
funding to sustainable community-based projects that aim ultimately to promote the
independence and quality of life of veterans and seniors by preventing the number and/or
reducing the severity of falls.  A total of 40 pilot projects have been funded in three regions
and nationally: 12 projects in Atlantic Canada; 15 projects in Ontario; nine (9) projects in
British Columbia; and four (4) national projects focusing predominantly on assistive devices. 
The target clientele of the FPI includes community-dwelling veterans, seniors and their
caregivers.

The FPI has a number of unique features, including the following: the Initiative is a
four-year pilot program, as opposed to the typical five-year federal initiative; two federal
departments (HC and VAC) have formed a new partnership for the Initiative, and this
represents a major change for the latter department because the Initiative takes a health
promotion approach whereas VAC’s core business has traditionally focused on direct service
delivery to veterans; and the Initiative encourages seniors and veterans organizations to come
together around the common health issue of falls.  Due to the unique characteristics of this
pilot initiative, a particularly strong emphasis is being placed on evaluation.  For example,
project coordinators have been provided with guidelines as well as some training to assist
them in evaluating their project.  In addition, this mid-term review of the Initiative was
conducted in the summer and fall of 2002 and a final evaluation is planned for 2003-2004.  

Study Objectives and Methodology

The mid-term review was conducted in order to assess the continuing relevance,
delivery and progress of the Initiative and funded projects; key results related to knowledge
advancement, capacity building and other preliminary outcomes; and lessons learned to date. 
The methodology included the following components:

# a review of proposals, evaluation plans and available reports for all 40
regional and national projects as well as follow-up interviews with 15 project
evaluators (i.e., evaluators who have been contracted by project coordinators
to assist with their project-level evaluation);

# a review of documentation on the Initiative;
# 16 key informant interviews with HC officials, VAC officials, partners,

experts and stakeholders; and
# seven (7) focus groups with project coordinators, staff, partners and participants

from a diversity of projects in each of the three participating regions.
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Key Findings and Conclusions

On balance, this mid-term review of the Falls Prevention Initiative is very positive. 
There is a compelling rationale and high perceived need for falls prevention, and the Initiative
and funded projects are being implemented as intended and are progressing well.  Seniors,
veterans and a range of suitable partners have been involved in the design and delivery of
funded projects, in accord with the Initiative’s requirements.  The project evaluation process is
also progressing quite well, and many projects have refined their evaluation plans and begun
to collect some data.  Moreover, some projects are already showing some positive preliminary
outcomes, for instance, increased interest and awareness of falls prevention, increased
capacity in communities, and positive environmental and behavioural changes to reduce the
risk of falls.  Key findings are presented in more detail below.

Relevance

In the view of virtually all respondents consulted in the mid-term review, there is a
solid rationale and high need for the Falls Prevention Initiative primarily because falls are a
major cause of injury among elderly people – leading to a decline in personal function, or
death, and involving significant costs to the health care system – and the Canadian population
is aging.  Moreover, this Initiative is a unique national program in Canada, complementing
rather than duplicating other existing, smaller scale programs.  The time frame for the
Initiative is viewed as adequate for achieving short-term outcomes, but ultimate objectives
such as reduced falls and health care costs will only be observable in the longer term.  In
addition, the financial and human resources for the Initiative are generally regarded as
sufficient, though some respondents suggest that additional resources would assist with
project evaluation and sustainability as well as with the overall management of the Initiative
(e.g., operational funding to provide workshops and networking opportunities for project
coordinators).  

HC/VAC Partnership and Delivery of Initiative 

For the most part the HC/VAC partnership has been effective for national and regional
management of the Initiative and, with the exception of some minor delays in announcing
project funding at the outset, implementation is on track.  The partnership has experienced
some understandable “growing pains”and these difficulties appear to stem largely from the
differing perspectives of the two partner departments.  In particular, Health Canada
emphasizes health promotion utilizing a population health approach (and the funding
mechanism of the Population Health Fund) whereas Veterans Affairs Canada has traditionally
focused on direct, hands-on service delivery.  The partnership has been evolving, and through
a process of mutual education the two departments have been able to work through most of
the initial challenges and they remain highly committed to the higher goal of preventing falls
among seniors and veterans.  The protocol for joint HC/VAC communications may require
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some further clarification, however, due to confusion related to some procedures (e.g.,
communications to the Ministers of each department, press releases).  

Project Delivery and Preliminary Outcomes

The delivery of projects in the participating communities is going as well as can be
expected and projects are targeting the intended priority areas for the Initiative – partnership
development, personal health practices, the physical environment and high-risk populations. 
Seniors and veterans have been actively involved in the design and delivery of projects, for
instance, by serving as volunteers, facilitators and representatives on project advisory/steering
committees.  In addition, some projects have been utilizing innovative approaches (e.g.,
providing seniors with a “calendar” to monitor their falls or a camera to take photographs of
safe and unsafe environments).  There are also some encouraging signs of positive outcomes
even at this early stage, including: heightened awareness of risk factors; increased interest in
falls prevention; social support and improved self-esteem for participating seniors and
veterans; and environmental and behavioural changes to reduce the risk of falls.  In fact, some
positive results have been unexpected – more enthusiasm for and “buzz” on falls prevention
than anticipated, the focus on assistive devices as a national priority, and the high degree of
support from the injury prevention field.

Capacity Building

The goals of the Initiative include strengthening the capacity within HC, VAC and
seniors and veterans organizations to develop and deliver health promotion programming,
such as falls prevention, using a population health approach.  There is some preliminary
evidence to suggest that progress is being made within the two departments.  For example, in
Health Canada, the population health approach continues to be used and promoted to new
senior managers and lessons learned about this approach are shared with other program areas
(e.g., HIV/AIDS).  In Veterans Affairs Canada, there is increased interest and activity in falls
prevention and the notion of population health has been added to an internal checklist related
to policy development in health promotion.  In addition, HC and VAC have made linkages
with injury prevention and assistive technology academics as well as research, development
and standards organizations.  With respect to capacity building in seniors and veterans
organizations, there are indications that individuals involved in the Initiative have developed a
better understanding of population health and the broad determinants of health, though
significant organizational change will probably take longer to achieve.  

At the project level, numerous suitable partnerships have been developed, for example,
with seniors and veterans organizations, not-for-profit and non-governmental organizations,
municipal/regional and provincial government agencies (e.g., health, ambulance and fire
departments) and even the private sector (e.g., drug stores).  These partners typically assist
with project design and delivery, serve on project advisory committees, assist with networking
and mobilization to raise awareness, and provide in-kind contributions.
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Knowledge Advancement and Lessons Learned

At this interim stage, a number of lessons have been learned about developing and
maintaining community-based partnerships and implementing projects as well as the overall
Initiative.  For example, the development and maintenance of community partnerships is
facilitated by: initially raising awareness of the need for falls prevention; finding a proactive
individual within the partner organization; and devoting considerable time and effort to front-
end work as well as ongoing nurturing (e.g., providing information, clarifying roles and
responsibilities, and open and regular dialogue).  On the other hand, key challenges in the
development of partnerships include: the limited time available to project staff to develop and
nurture partnerships; a decreasing number of volunteers due to old age; difficulties getting
sectors beyond health care involved; and finding the optimal mix and balance of partners for a
given project.

For the Initiative as a whole, key perceived strengths include: the emphasis on
networking and community-based, “grass roots” partnerships involving multiple stakeholders;
the commitment and expertise of HC and VAC staff as well as the HC/VAC partnership,
management team and National Coordinator; the strong rationale for falls prevention and the
clear focus on a single, timely issue; strong buy-in from a range of partners and stakeholders;
and the secure source of project funding for the duration of the Initiative.  Some of the major
weaknesses or challenges of the Initiative are: the ongoing challenges associated with the
evolving HC/VAC partnership (e.g., learning to work together for the first time on a common
issue, sorting out roles and expectations for the Initiative, clarifying procedures for joint
communications); the limited time frame and resources in light of the high expectations for
funded projects to achieve results and to demonstrate this in their evaluation; and difficulties
in getting healthy seniors and veterans (especially men) involved in projects.  

In terms of needed refinements at this stage, it is suggested that the FPI may benefit
from a clarification of any outstanding areas of confusion with respect to HC and VAC roles,
expectations and joint communications for the Initiative.  In addition, any opportunities for
networking and information sharing among the funded projects should be explored because
project coordinators appreciate and benefit greatly from this.  Finally, it is suggested that the
FPI  continue to encourage all current projects to refine and implement their project evaluation
plans so that useful information on project outcomes is available for the final evaluation of the
Initiative.
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1. INTRODUCTION

1.1 Background

The Falls Prevention Initiative (FPI) is a joint venture of Health Canada (HC) and
Veterans Affairs Canada (VAC).  Established in August 2000 to address the health problem of
falls for Canadian seniors and veterans, the FPI is intended to contribute to “improving the
lives of veterans and seniors in selected communities, generating new knowledge to improve
effectiveness in health promotion and contributing to the sustainability of Canada’s health care
system”.1  Using Health Canada’s Population Health Fund as a funding mechanism, the
Initiative provides time-limited funding to sustainable community-based projects that have the
primary objective of promoting the independence and quality of life of veterans and seniors by
preventing the number and/or reducing the severity of falls.  A total of 40 pilot projects have
been funded in three regions and nationally: 12 projects in Atlantic Canada; 15 projects in
Ontario; nine (9) projects in British Columbia; and four (4) national projects focusing
predominantly on assistive devices.  The target clientele of the FPI includes community-
dwelling veterans, seniors, and their caregivers.  The Initiative will be in place until March 31,
2004.

According to the Memorandum of Understanding approved by HC and VAC, the goals
of the Falls Prevention Initiative are:

# to advance our understanding and knowledge of effective falls prevention
interventions directed to veterans and other seniors using a population health
approach;

# to develop the capacity of veterans and other community organizations to develop
and deliver sustainable community-based health promotion programs addressing
falls prevention using the population health approach; and

# to strengthen the capacity within the two departments to deliver health promotion
programming to older Canadians using the population health approach.

The objectives of the Initiative are:

# to assess the health status impact of funded intervention projects and their
potential for improving quality of life and reducing health care utilization and
costs;

# to gather, synthesize and disseminate evidence regarding falls prevention
interventions and their impact on an aging population;
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# to identify the most promising models of intervention for falls prevention directed
at the target population;

# to understand the barriers and facilitators to developing sustainable community
partnerships for effective falls prevention programs;

# to increase the involvement of, and promote new partnerships between the VAC
target group and other seniors in health promotion community programs and
initiatives; and

# to promote the population health approach within the target community of
veterans and seniors.2

At the outset of the Initiative, a national and regional consultation process was
undertaken to establish funding priorities and a Request for Proposals (RFP) process.  Funding
of projects under the Initiative is based on a three-phase solicitation approach.  The first phase
(now completed) was developmental, while the subsequent two phases focus on the delivery
of falls prevention projects.  

The three phases3 are as follows:

Phase One: Partnership Development
Proposal Deadline: October 6, 2000
Duration of Projects: 3-8 months
Value: $25,000 to $50,000 on average
Priorities: These projects focused on the development of partnerships among seniors
and veterans and their organizations and other community-based organizations
involved in falls prevention; the evaluation of the capacity of the community to
undertake falls prevention; and raising community awareness of falls.

Phase Two: Falls Prevention Projects 
Proposal Deadline: February 2, 2001 (extended until late February 2001)
Duration of Projects: maximum of 36 months
Value: $40,000 or more on average (maximum $100,000 annually)
Priorities: Priority is given to submissions from established partnerships.  Key priority
areas for projects are: 1) the physical environment (home and community); 2) personal
health practices (e.g., active living, use of medication, nutrition); 3) high risk
populations (e.g., frail or homebound seniors and veterans); and 4) assistive devices
(national projects).
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Phase Three: Falls Prevention Projects 
Proposal Deadline: October 5, 2001 (extended until November 2, 2001)
Duration of Projects: maximum of 36 months
Value: $40,000 or more on average (maximum $100,000 annually)
Priorities: Priority is given to submissions from Phase One projects.  Key priority areas
for projects are the same as in Phase Two.

The proposal review process was based on the guidelines of the Population Health
Fund.  Eligibility was a key initial criterion.  The assessment process also considered the merit
and quality of proposals.  According to the Statement of Work for the evaluation of the FPI,
community projects recommended for funding:

# develop or build on new knowledge or models that pertain to the prevention of
falls among the veterans and seniors population, and that help communities and
organizations to better address the prevention of falls;

# are based on health promotion using a population health approach;

# include participation by veterans and seniors, and feature intersectoral
collaboration;

# include evaluation and dissemination activities, to assess and share the
knowledge and experience developed during the course of the community
project; and

# meet the criteria and requirements of the Population Health Fund.

1.2 Evaluation Objectives

The Memorandum of Understanding approved by HC and VAC requires that an
evaluation of the results of the Falls Prevention Initiative as a pilot program be conducted. 
This mid-term review of the Initiative has been conducted in 2002-2003.  In addition, a final
evaluation is to be completed by the conclusion of the Initiative at the end of the 2003-2004
fiscal year.  The evaluation is necessary in order to assess the progress and impacts of the
Initiative and to provide the information required to support decision-making at both the
overall Initiative and individual project level.  An evaluation framework4, specifying the
evaluation issues and potential methodological approaches, has been prepared to guide the
assessment of the Initiative’s ongoing implementation and outcomes.  This framework also
includes a logic model of the Initiative, organized around three major program components –
delivery of falls prevention projects in the community, knowledge advancement and capacity
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building.  The clients of the FPI evaluation are the Assistant Deputy Ministers of HC’s
Population and Public Health Branch (PPHB) and VAC’s Veterans Services Branch (VSB).  

The Falls Prevention Initiative has a number of unique features, including the
following: the Initiative is a four-year pilot program, as opposed to the typical five-year
federal initiative; two federal departments (HC and VAC) have formed a new partnership for
this Initiative; and the Initiative encourages seniors and veterans organizations to come
together around the common health issue of falls, which affects both of them.  Due to the
unique characteristics of this pilot Initiative, a particularly strong emphasis is being placed on
evaluation.  For example, while it is typical for federal grants and contribution (G and C)
funding programs to commit roughly 10 per cent of their G and C allocation to evaluation, the
Falls Prevention Initiative has committed 20 per cent (taking into account the actual funds as
well as considerable staff time at the national and regional levels spent for hands-on
management of the evaluation process).  At the project level, 10 per cent of the funding is
committed to evaluation and most of the funded projects have contracted an evaluator to assist
and advise them in their project evaluation.  Moreover, the Initiative has provided training in
project evaluation for the project coordinators as well as guidelines for their evaluation in
order to ensure that useful information on project outcomes is available.

1.3 Evaluation Issues and Questions

The issues/questions that were examined in the mid-term review, as well as those to be
assessed in the final evaluation of the Initiative, are presented in Table 1.1.  A suggested
priority for each issue (i.e., high, medium or low) is also indicated, based on the perceived
importance of the issue by stakeholders who were consulted during the development of the
evaluation framework balanced by the feasibility of adequately addressing the issue given the
time, methodological and budgetary constraints on the evaluation.  Issues for the mid-term
review were focused on the continuing relevance, delivery and progress of the Initiative and
projects to date, partnership development, capacity building and lessons learned.
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TABLE 1.1
Evaluation Issues

Issues Priority

1 Relevance

1.1 Are the mandate and objectives of the Falls Prevention Initiative

still relevant?

(Final Evaluation)

Medium

1.2 Is there a continuing need for a program  such as the Falls

Prevention Initiative?

• For which types of veterans, seniors and their caregivers is

the Initiative most needed and re levant?

• More generally, is there a need for further health promotion

programming targeted at falls prevention for veterans and

seniors?

(Final Evaluation)

High

1.3 In what manner and extent does the Initiative com plem ent,

duplicate or overlap with other falls prevention strategies in

Canada/in participating regions?

(Mid-Term Review and Final Evaluation)

Low

1.4 Are the Initiative’s resources, activities and outputs consistent with

its m andate and plausibly linked to the atta inm ent of the Initia tive’s

stated goals and objectives?

(Mid-Term Review)

High
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2 Partnership and Delivery

2.1 To what degree has the partnership between Health Canada and

Veterans Affairs Canada been an effective approach for the

managem ent and implementation of the Initiative?

• To what degree are the respective roles and responsibilities

of Health Canada and Veterans Affairs Canada clear and

agreeable to both departments?

• To what extent has the joint HC/VAC Program Management

Committee been effective for national level managem ent of

the Initiative?

• To what extent has the partnership between Health Canada

regional offices and Veterans Affairs Canada regional

offices been effective for regional level managem ent of the

Initiative?

• Is the protocol for joint communications clear, appropriate

and effective?

(Mid-Term Review and Final Evaluation)

High

2.2 Is the delivery mechanism for the Initiative being implemented as

intended?  Is it the most appropriate and effective delivery

mechanism?

• Is the three-phased proposal solicitation plan being

implemented as intended?  To what extent is this solicitation

plan appropriate and effective?

• To what extent have partners, stakeholders and front-line

workers in falls  prevention been appropriately invo lved in

the delivery of the Initiative?

• Is the Initiative (and pro jects) being delivered consistently

am ong the three participating regions?  If not, why?

(Mid-Term Review)

High
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2.3 Has a performance m easurement strategy for the Initiative been

implemented?

• To what degree are measures of performance reliable, valid

and useful?

• Are there any gaps in performance data?

• To what degree is the guide for the evaluation of community

projects being utilized by project sponsors as intended?

• To what degree did the workshops on the guide develop the

capacity of projects to develop and carry out appropriate

evaluation plans?

• To what extent have funded projects been adequately

supported in meeting evaluation requirements?

(Mid-Term Review)

High

3 Success

Key Result Area: Delivery of Falls Prevention Projects in the Comm unity

3.1 To what extent have pro jects at pilot test sites been successfully

delivered and produced transferable results for seniors and

veterans falls prevention?

• To what degree have funded projects addressed the

funding priorities identified in the proposal solicitation plan

(i.e., partnership development for Phase I and the physical

environment, personal health practices and high risk

populations for Phases II and III)?

• To what degree have seniors and veterans been actively

involved in project planning, delivery, evaluation and

dissemination?

• To what degree have funded projects utilized innovative

approaches to falls prevention?

• To what degree have projects been appropriately tailored to

the specific needs of the target group?

(Mid-Term Review and Final Evaluation)

High

3.2 To what extent has the Initiative promoted independence and

improved quality of life for community-dwelling veterans, seniors

and their caregivers in the pilot test sites?

(Final Evaluation)

High
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3.3 To what extent has the Initiative reduced health care utilization and

costs by seniors and veterans for falls-related incidents in the pilot

test sites?

(Final Evaluation)

Medium

Key Result Area: Knowledge Advancement

3.4 To what extent has the Initiative successfully gathered, synthesized

and disseminated evidence regarding falls prevention interventions

and their impact on an aging population?

(Final Evaluation)

High

3.5 To what extent has the Initiative contributed to an understanding of

the barriers  and facilitators  to developing sustainable community

partnerships for effective falls prevention programs?

(Mid-Term Review and Final Evaluation)

High

3.6 To what extent has the Initiative advanced understanding and

knowledge of effective falls prevention interventions directed to

veterans and other seniors using a population health approach?

• To what extent has the Initiative identified the most

promising models of intervention for falls prevention

directed at the target population?

(Final Evaluation)

High

Key Result Area: Capacity Building

3.7 To what extent has the Initiative increased the involvement of and

promoted new partnerships between the VAC target group and

other seniors in health promotion comm unity programs and

initiatives?

• Are all potential partners aware of the Initiative?

• To what degree is capacity building in this sector

constrained by the number of potential partner organizations

that are involved in falls prevention?

• To what degree have new partnerships involved suitable

and diverse partners with the potential to effect policy and

environmental change?

• W hat have been the benefits and challenges of

partnerships between veterans and seniors organizations?

(Mid-Term Review and Final Evaluation)

High
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3.8 To what extent has the Initiative promoted a population health

approach within the target comm unity of veterans and seniors?

(Mid-Term Review and Final Evaluation)

Medium

3.9 To what extent has the Initiative developed the capacity of veterans

organizations and other comm unity organizations to develop and

deliver sustainable comm unity-based health promotion programs

addressing falls prevention using a population health approach?

(Mid-Term Review and Final Evaluation)

High

3.1 To what extent has the Initiative strengthened the capacity with in

Health Canada and Veterans Affairs Canada to deliver health

promotion programming to older Canadians using a population

health approach?

• To what degree are health promotion programm ing and a

population health approach actively promoted within HC and

VAC? How?

(Mid-Term Review and Final Evaluation)

High

Other Success Issues

3.1 W hat unintended impacts, either positive or negative, have been

produced by the Initiative?

(Mid-Term Review and Final Evaluation)

Medium

3.1 W hat lessons have been learned from funded projects and the

overall Initiative?

• W hat program activities, elements of funded projects or

other factors have facilitated the success of the Initiative?

W hat have been the key strengths of the Initiative?

• W hat program activities, elements of funded projects or

other factors have acted as barriers to the success of the

Initiative? W hat have been the key weaknesses of the

Initiative?

• W hat improvements could be made to enhance the success

of the Init iative? For HC? For VAC?

(Mid-Term Review and Final Evaluation)

High
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4 Cost-Effectiveness

4.1 Is the Falls Prevention Initiative a cost-effective approach?

• To what extent have community and national projects

leveraged additional funds/resources and become

sustainable without federal funding?

• To what extent have community and national projects

produced enduring impacts?

(Final Evaluation)

High

4.2 Are there alternative ways of administering and delivering the

Initiative that would be more cost-effective?

(Final Evaluation)

Medium

4.3 Are there alternative approaches that would be more cost-effective

for achieving the Initiative’s objectives?

(Final Evaluation)

Medium

1.4 Purpose of this Document

The purpose of this document is to present the methodology, findings and conclusions
of the mid-term review of the Falls Prevention Initiative.  The methodology is described in
Chapter Two.  Then, the findings are presented in Chapter Three to Chapter Six, organized by
the major evaluation issues.  Finally, the conclusions of the mid-term review are presented in
Chapter Seven.
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2. METHODOLOGY

2.1 Overview

(a) Evaluation Methods

The methodologies utalized for the mid-term review of the Falls Prevention Initiative
are described in this chapter.  The methodological approaches included both quantitative and
qualitative methods, and relied on primary as well as secondary (i.e., existing) sources of data.

The methodological components were as follows:

# review of proposals, evaluation plans and available reports for all 40 regional and
national projects, including follow-up interviews with 15 project evaluators;

# review of documentation on the Initiative;

# 16 key informant interviews with HC and VAC officials, partners, experts and
stakeholders;

# seven (7) focus groups with project coordinators, staff, partners, and participating
seniors/veterans and caregivers in the three pilot regions; and

# integrated analysis.

(b) Assistance Required From Program Consultants and Projects

In order to successfully undertake the mid-term review of the Initiative, we required
the following assistance and participation from Health Canada program consultants, project
sponsors/coordinators, partners, project evaluators (contracted by sponsors to assist with the
project evaluations), and seniors/veterans and caregivers:

# Program consultants: The Health Canada program consultants at the National
Office and three Regional Offices were asked to: participate in a 60-minute key
informant interview; arrange to have a meeting room at their office available for
one day so that focus groups could be held in the regions; assist with advance
communications to project sponsors/coordinators regarding focus groups; and
make arrangements for key documents from all project files to be photocopied
and sent to EKOS Research in Ottawa.

# Project sponsors/coordinators: Some project sponsors/coordinators were asked
to: assist with the selection of and advance communications to seniors/veterans,
caregivers, project staff and key partners/stakeholders for focus groups; and
participate in a two-hour focus group discussion at the HC Regional Office.  In
addition, all sponsors/coordinators were asked to start developing a list (with
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contact information) of seniors/veterans participating in their project so that a
sample can be selected for a telephone survey for the final evaluation.  They were
also asked to record their participants’ age, gender and if they are a veteran.

# Project evaluators: All current project evaluators were asked to prepare for and
participate in a 20-minute telephone interview to supplement our review of
project files/evaluations.

# Partners, seniors/veterans and caregivers participating in projects: Some
project partners, seniors, veterans and caregivers were asked to participate in a
two-hour focus group discussion.

2.2 Review of Project Files and Reports

During the preparation of the evaluation framework, a Guide for the Evaluation of
Community Projects was developed and three regional evaluation workshops with project
sponsors were conducted to support the project evaluation process.  In addition to providing
project sponsors with plain-language guidelines and tips for developing/refining and
implementing a project evaluation plan, the guide provided a standardized reporting format for
all project sponsors to follow.  The project evaluation reports will be useful for monitoring the
progress of all funded projects on key indicators related to the delivery and success of the
Initiative.  In the reports, project sponsors will provide their observations and evidence about
the delivery and progress of their project, impacts on participating seniors and veterans (e.g.,
awareness of risk factors for falls, signs of positive attitudinal and behavioural change to
reduce risk, number of falls-related injuries), on their organization’s capacity, on the number
and quality of partnerships, on resources (financial and in-kind) leveraged from other sources,
etc.  This evaluation requirement has been presented to them in positive terms (e.g., as an
improved method for sharing useful information on impacts and lessons learned from
projects) rather than merely as a vehicle for the federal government to evaluate their project
performance.

As indicated in Table 2.1, a total of 40 projects have been funded by the Initiative. 
These include 36 regional projects (12 in the Atlantic Region, 15 in Ontario and nine in
British Columbia) and four national projects.  Of the ongoing Phase Three national projects,
two sponsoring organizations are situated in British Columbia and the third in Ontario.  At the
present time, all Phase One projects are completed, all Phase Three projects are ongoing, and
some Phase Two projects are completed while others are still ongoing.  
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TABLE  2.1
Funded Projects

Region Phase One Phase Two
Phase
Three

Total

Atlantic Region 5 1 6 12

Ontario Region 4 5 6 15

British Columbia
Region

4 1 4 9

National – 1 3 4

Total 13 8 19 40

A challenge for the evaluation of the Initiative stems from the fact that, for Phase Two
and Three projects, completed project evaluation reports were not available at the time of data
collection for the mid-term review nor will they be available for the final evaluation.  (For
Phase One projects, final reports were available at the time of the mid-term review.) All
project sponsors will be submitting an Interim Report after the first year of their funding and a
Final Report shortly after the termination of their funding in March 2004.  Unfortunately, due
to scheduling requirements for the overall evaluation, this means that the Interim Reports on
project evaluations were not available for the mid-term review of the Initiative and the Final
Reports will not be available for the final evaluation of the Initiative.

In order to overcome this challenge, the following steps are being taken:

# Mid-term review: For the mid-term review of the Initiative we reviewed the files
(kept at the Health Canada National Office and three Regional Offices) for all 40
funded projects for any evidence related to project delivery, outputs and
preliminary outcomes.  Of particular interest were the project proposal,
evaluation plan, and available quarterly and final project reports.  A standard
instrument was used to record information from the review of project
files/reports, and this file review guide will be shared with project sponsors so
they can try to include as much pertinent information as possible in their routine
quarterly and annual project reports.  In addition, the project file/report review
was supplemented by a 20-minute follow-up telephone interview with the current
project evaluator for ongoing projects.  In these interviews, we attempted to
address any gaps in the evidence from project files/reports and to obtain the
evaluator’s observations about project delivery and preliminary impacts.



20

# Final evaluation: Just as in the mid-term review of the Initiative, the final
evaluation will involve a review of all ongoing project files and a brief
supplementary interview with all project evaluators.  The same approach will be
used as in the mid-term review.  In addition, the Interim Reports on the project
evaluations will be reviewed as they will be available at this time.

In order to conduct the project file review, we requested that the three HC Regional
Offices photocopy and send to the EKOS office in Ottawa as much of the following material
as was available:

Completed Phase One and Phase Two Projects

# the most recent proposal (with the draft evaluation plan);

# the revised evaluation plan;

# quarterly project reports;

# final project report; and

# project evaluation report (if separate from final project report).

Ongoing Phase Two and Phase Three Projects

# the most recent proposal (with the draft evaluation plan);

# the revised evaluation plan; and

# quarterly project reports to date.

2.3 Review of Documentation

The mid-term review included a basic review of existing (or secondary) sources of
data as well as FPI and project documentation.  This component provided some useful
background and context as well as evidence of relevance to some evaluation issues.  The
following documentation was reviewed:

# Stakeholder Consultation on the Falls Prevention Initiative Health Canada/
Veterans Affairs Canada: Meeting Report.  July 18 and 19, 2000;

# minutes of FPI Management Team meetings/teleconferences;

# regional quarterly reports on the Initiative;

# Planning Estimates, HC/VAC Falls Prevention Initiative;
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# Request for Proposals (for the British Columbia, Ontario and Atlantic Regions)
for Community Projects under the HC/VAC Falls Prevention Initiative;

# Falls Prevention Background Paper;

# Environmental Scan on Assistive Devices;

# Literature Review on Assistive Devices and Falls;

# HC/VAC Falls Prevention Initiative: Abstracts of Funded Projects 2000-2004;

# An Inventory of Canadian Programs for the Prevention of Falls Among Seniors
Living in the Community and A Best Practices Guide for the Prevention of Falls
Among Seniors Living in the Community.  Prepared on behalf of the
Federal/Provincial/Territorial Committee of Officials (Seniors) for the Ministers
Responsible for Seniors, September 2001; and

# falls prevention and health promotion materials (e.g., public education
documents) produced by Health Canada and Veterans Affairs Canada.

2.4 Key Informant Interviews

Interviews with staff, management and stakeholders of the Falls Prevention Initiative
as well as experts in the falls prevention field were useful for obtaining observations and
opinions on most of the evaluation issues.  We conducted 16 interviews for the mid-term
review.  These interviews were done individually by telephone in the respondent’s preferred
official language.  All interviewees were sent (by e-mail or fax) an interview guide to review
before their appointment and were assured of confidentiality.  Interviews were an average of
60 to 90 minutes in duration.  

Key informants were carefully selected, in consultation with the Evaluation Working
Group, from the following groups:

# Health Canada officials, including co-chair of the Initiative, national program
coordinator, national program consultant, program consultants in the three
participating regions, and senior management representatives such as Regional
Directors;

# Veterans Affairs Canada officials, including co-chair of the Initiative, staff in the
three participating regions, and senior management representatives such as
Regional Directors General;

# veterans associations at the national and regional/provincial level;

# seniors organizations at the national and regional/provincial level;
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# experts in the field, including falls prevention practitioners and researchers; and 

# stakeholders from other sectors involved in falls prevention for veterans and
seniors.

2.5 Focus Groups

Focus group discussions with project sponsors/coordinators and project staff,
partners/stakeholders, and seniors, veterans and caregivers participating in or targeted by
projects were useful as a supplementary qualitative research method.  In these two-hour group
discussions, a moderator asked the group of five to ten participants open-ended questions
related to the need for, delivery, progress and lessons learned about the funded project.

We conducted a total of seven focus groups, as indicated in Table 2.2.  Efforts were
made to include a number of different projects in each focus group, capturing different centres
and geographic areas in each region as well as different types of projects/interventions.  In
addition, one focus group was held with francophones in the Atlantic Region.  (Some funding
to cover participants’ travel expenses was available.) All focus groups were held in meeting
rooms at the Health Canada Regional Offices in Vancouver, Toronto and Halifax during the
day (i.e., typically one discussion in the morning and a second one in the afternoon).  Snacks
and refreshments were served at each focus group, and each participant received an
honorarium of $50.00.  Each focus group was audio tape recorded so that accurate summary
notes could be prepared.  Participants’ comments were kept strictly confidential.

TABLE 2.2
Focus Group Composition and Schedule

Project
Coordinators and

Staff

Project Partners
and Participants

Project Coordinators,
Staff, Partners, and

Participants

Location English English French

Toronto June 21 (a.m.) June 21 (p.m.) – 

Vancouver July 5 (a.m.) July 5 (p.m.) – 

Halifax July 8 (a.m.) July 8 (p.m.) July 9 (p.m.)
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To prepare for the focus groups, we sought the assistance of the Health Canada program
consultants in selecting (in an unbiased fashion) a range of project representatives and participants
for the group discussions.  We also asked the program consultants to do the initial contacts with
selected project coordinators to inform them of the focus groups.  The project coordinators were
then provided with guidelines and asked to select (again in an unbiased fashion) and contact
suitable project staff/partners and participating seniors/veterans and caregivers to inform them of
the focus group, and to prepare a list of names and phone numbers of potential participants for
the groups.  After that, the participation of each prospective participant was confirmed by
telephone or e-mail.

2.6 Integrated Analysis

The mid-term review of the Falls Prevention Initiative included several lines of
evidence, both quantitative and qualitative, and therefore required careful integrated analysis
to pull the results of all study components together into a coherent set of findings and
conclusions.  In the integrated analysis, the evidence from different sources was triangulated
to identify issues on which the evaluation findings converged and to help reconcile any
incomplete or contradictory findings.



24

3. RELEVANCE

3.1 Continuing Need for and Relevance of Initiative

Key informants with HC and VAC as well as partners and stakeholders unanimously
agree that funding for community-based falls prevention projects is still needed and highly
relevant.  Given the aging Canadian population (as indicated by recent Statistics Canada data),
the need will only increase.  They base their opinions on research findings that cite falls as the
major cause of injury among the elderly.  Because injuries are still occurring, interview
respondents see a continuing need for falls prevention projects.  At the community level,
project coordinators and partners note that their projects have generated a great deal of interest
and enthusiasm, suggesting that need/demand for falls prevention is high.  Furthermore, some
interview respondents maintain that falls prevention efforts should be “expanded across
Canada to a broader base.” A significant proportion of key informants also suggest that post-
falls care and preventative measures are necessary, particularly for caregivers.  

There is a sense among many partners and stakeholders that efforts have only just
begun to have an impact because there are more people that need to be reached and, in many
regions, federal initiatives are the only available means to take action.  Similarly, focus group
participants feel that there is a great need for community-based falls prevention projects.  

Some reasons given to support the need for the Initiative are as follows:

# federal action “puts issues on the map”;

# falls prevention is not a “one-shot deal” and requires follow-up;

# falls prevention is a new field; and

# the potential to reduce the number of hospital admissions (due to falls) provides a
strong financial justification for falls prevention.

In the view of key informants and focus group participants, seniors/veterans with the
greatest needs include: the frail elderly; seniors with multiple health considerations; those in
rural areas; seniors that live alone with no caregiver to check up on them; hard-to-reach
seniors who do not participate in any seniors or veterans organizations; the 70-plus and 85-
plus age groups which are at high risk; the less active seniors; older veterans who have
injuries; those who are malnourished or who do not take their medications properly; and poor
individuals on social assistance who are on a fixed income and do not receive veterans’
benefits.
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3.2 Complementarity or Duplication with Other Programs

Key informants identify a number of other programs or potential sources of funding for
falls prevention projects in Canada, particularly provincial and municipal funding, though
some respondents are unsure if funding has continued for all of these programs.  In addition,
the Inventory of Canadian Programs for the Prevention of Falls Among Seniors Living in the
Community (September 2001) uncovered at total of 58 programs across the country (though
smaller community-based programs may have been missed in this review).

Examples provided by key informants and focus group participants include: 

# New Brunswick’s “Steady As You Go” Project;

# Nova Scotia’s “Ambulatory Falls Clinic” and “Falls Study Program” at the Queen
Elizabeth II Hospital;

# hands-on community work conducted by VAC national office;

# Sunnybrook’s assistive devices facility;

# Ontario’s Community Care Access Centres program for training those at risk;

# BC provincial government efforts focused on injury prevention for caregivers
working in institutional settings;

# small-scale general health promotion, healthy lifestyle and exercise programs at
the local level;

# small amounts of funding from local service clubs;

# initiatives currently underway at community health departments and universities
across Canada;

# Ontario and Quebec provincial funding (in Quebec injury prevention has been
embedded in the health care system);

# some regional health authorities provide local health promotion funding related to
falls (e.g., Winnipeg, possibly BC);

# fire departments who go to seniors’ homes to discuss hazard prevention;

# the Canada Safety Council and Canadian Standards Association; and

# social services departments, which help with finances, help find doctors for
people, provide nurses, etc.  to help seniors with independent living.

The consensus among key informants is that these other programs generally
complement, rather than duplicate, the work of the Falls Prevention Initiative.  Many of the
other programs are only at the local/regional level and provide “piece meal” or “one-off”
funding.  The Falls Prevention Initiative is the only major national level program, and there is
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currently very little other federal funding for seniors.  Where there is some duplication, it is
viewed as positive.  For example: “a hospital emergency department may give a client the
same information”; “gerontologists, physiotherapists, [and] social workers are all plugged in
because they all work with the [same] clientele” as the Falls Prevention Initiative; and “we
engage the same researchers...so, there is consistency without overlap.” Respondents point out
that the proposal review process ensured that FPI projects complement and do not overlap
with other programs.  In addition, they believe that the Initiative’s unique focus on veterans,
seniors and caregivers further serves to prevent overlap, and that good communication and
networking between the Initiative and other programs/sources contributes to success.

3.3 Adequacy of Resources and Time Frame for Initiative

Key informants believe that it is feasible for the Initiative to make significant progress
toward its stated goals and objectives over the next two years.  For example, some positive
remarks on this point include: “everything is staying on target”; “projects are having an
impact, there will be significant findings”; and “there’s progress in terms of awareness and
support”.  It is also generally acknowledged, however, that it is unrealistic to expect a
significant reduction in the number of falls and falls-related health care utilization and costs
over the time frame of this pilot Initiative.  The sorts of impacts that are feasible relate to
partnership development, awareness raising, capacity building, mobilization of people and
resources in communities, and knowledge advancement, all of which should provide a
foundation for any future efforts.  

Project coordinators, staff and partners consulted in focus groups have mixed views
about the time frame.  While many think that two years is enough time, as long as they set
realistic project objectives, others are concerned that this will not be long enough for them to
show significant impacts.

Respondents have mixed opinions regarding the sufficiency of project funding to
contribute to the Initiative’s goals and objectives.  Overall, key informants are generally
pleased with the amount of money available and the degree of funding flexibility (i.e., money
is easily transferred from one region to another).  They also support the “start small and grow
big” approach applied to this pilot Initiative because “the standard six region approach would
have left less money per region and less funding with which to run projects”.  Still, many key
informants admit that more funding would be helpful, in particular, to offset overhead costs,
offer under-funded community organizations more stable funding, and allow the Initiative to
expand nationally.  Some project coordinators also feel that more funding would be helpful
(e.g., to support project evaluation, to help sustain their efforts), though most are satisfied with
their current project funding.

With respect to the adequacy of available human and financial resources for proper
coordination and implementation of the Initiative, the majority of key informants indicate that
the lack of human resources is somewhat of an issue.  HC and VAC staff members have



27

devoted considerable extra time to the administration and coordination of the Initiative – there
has been “a lot of good will”.  In addition, some key informants suggest that a larger
operational budget (e.g., to support workshops and networking meetings for project
coordinators) would be beneficial.
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4. HC/VAC PARTNERSHIP AND DELIVERY OF

INITIATIVE

4.1 HC/VAC Partnership and Management of Initiative

Key informants from Health Canada and Veterans Affairs Canada generally view the
partnership between the two departments as quite effective for the overall management and
implementation of the Falls Prevention Initiative.  There have been challenges and “growing
pains”, however, due largely to the different organizational cultures, priorities and procedures
of the two departments.  For example, VAC’s traditional focus on the direct delivery of
services is different from HC’s health promotion approach.  In addition, some respondents
perceive that there was initially a lack of openness and transparency (e.g., incomplete sharing
of information) between the two partner departments.  Although the partnership was quite
difficult to establish at the outset, most of the problems have been resolved through a process
of mutual education and both departments keep their focus on the higher goal of preventing
falls among seniors and veterans.  In the words of one respondent, there have been “minor
bumps, just like those experienced in any marriage, [but] there is a strong commitment and
willingness to work through [them].”

The majority of respondents indicate that the respective roles and responsibilities of
Health Canada and Veterans Affairs Canada are clear and agreeable, though there are some
“grey areas”.  For instance, some Health Canada staff members feel the need for clarification
regarding their responsibilities (if any) for assisting in the development of VAC’s capacity in
health promotion/population health and regarding VAC’s specific expectations and
information needs for decision-making about the Initiative.  VAC respondents also indicate
that further clarification is needed for each department, as there are still perceived
inconsistencies within some regions that may need to be addressed and not everyone is fully
aware of how well all projects are progressing in all regions.  The Memorandum of
Understanding initially approved by the two departments did not clarify all responsibilities
and moreover the Initiative has evolved since then.

Respondents express mixed views about the joint HC/VAC Program Management
Committee’s effectiveness for national level management of the Initiative.  On the one hand,
HC respondents describe the Committee as extremely effective and inclusive (i.e., everyone is
given an equal opportunity to discuss issues of importance), though some acknowledge that
decision-making can be slow.  In contrast, some VAC respondents express less favourable
views, noting, for example, that they are not completely satisfied with the distribution/sharing
of information between HC and VAC (e.g., a lack of information on projects being considered
for funding at the outset of the Initiative) and that the national meetings can be too
bureaucratic.  Although progress has been made, there is still room for improvement.
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factually accurate. For example, in the Atlantic Region, VAC has an Atlantic Health Promotion (HP)

Committee and the project coordinators have met their VAC district HP representatives face-to-face and

have been advised that their contact points are the districts. In fact, many of the VAC district HP

representatives sit on project boards. This focus group finding suggests, therefore, that there may in some

cases be a need to inform (or remind) project coordinators of their VAC contact person and the particular

role that this person is taking in the Falls Prevention Initiative. It may also be important to clarify that

regional VAC representatives were never intended to play as large a role in coordinating the Initiative as

the regional HC program consultants.
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Regarding the partnership between HC and VAC regional offices for regional level
management of the Initiative, key informants note that HC is well positioned to perform
regional coordination and management because the department has skilled regional staff with
the required expertise in managing grants and contribution programs and working with
community-based projects.  VAC representatives agree, but express some discontentment with
respect to the requirement to utilize HC’s Population Health Fund.  It appears that HC and
VAC regional staff members have gradually sorted out the roles that work for them over time. 
One key informant observes that the success of regional management depends greatly on the
amount of attention the HC program consultant devotes to the relationship with the regional
VAC representative, and this varies for the three regions.

In the focus groups, project coordinators, staff and partners were also able to provide
some observations on the regional management of the Initiative.  The focus group participants
express a high degree of satisfaction with the management/coordination of the Initiative and
with the assistance, support, knowledge and flexibility of the Health Canada program
consultants.  Moreover, some have the impression that the HC/VAC partnership is working
reasonably well because the HC program consultant checks with the VAC representative
regarding important project matters.  Some project coordinators complain, however, that the
requirements for completing forms, preparing regular reports, etc.  are somewhat excessive
and take them away from their core project work.  In addition, from the perspective of some
project coordinators and staff, the regional VAC representatives are either unknown or take a
passive role5.  They suggest that the VAC contact name should be provided to all projects and
that VAC could take a more active role, for instance, by promoting the Initiative and providing
the projects with better access to veterans.  

Key informants are divided with respect to the consistency of implementation of the
Initiative across the three participating regions.  Most HC interview respondents maintain that
the Initiative has been managed and implemented in a reasonably consistent fashion, while
allowing some flexibility to adapt projects to regional needs and capacities, and that each of
the regions work well together as they have the same funding and administrative priorities. 
They also point out that despite different regional priorities, staff members take the
perspective that the FPI is a national program and they endeavour to learn lessons from their
regional projects that may be applicable to other regions of the country.  Some VAC interview
respondents, on the other hand, perceive that the Initiative is not managed and implemented
effectively in all regions.  Key reasons for this include a lack of human resources and heavy
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staff workload in both departments.  Key informants with both departments identify the
monthly conference calls and annual meetings as effective approaches that facilitate regional
consistency, though some respondents suggest that the meetings are too onerous and the
number could be reduced.

There is general consensus among HC and VAC respondents that the protocol for joint
communications is not entirely clear and effective, though communications have reportedly
improved since the Initiative’s inception.  Respondents agree that most of the “ups and
downs” are associated with the different communications procedures used by each
department.  Procedures surrounding press releases and communications to the two Ministers,
for example, have required further clarification beyond what was outlined in the protocol and
Memorandum of Understanding.  Most key informants believe that there is still a need to
reduce some confusion and clarify the communications protocol.

4.2 Delivery Mechanism for Initiative

Key informants express mixed opinions about whether the Population Health Fund
(PHF) has been appropriate and effective as the funding mechanism for the Initiative.  HC
representatives indicate that the PHF is a necessary part of the process and “must be
respected.”  The PHF is the best available tool within HC, and because VAC wanted to start
utilizing the funds quickly, grants and contributions were the most efficient vehicle. 
Moreover, utilizing the PHF encouraged applicants to consider the broad determinants of
health in their proposals.  Some VAC respondents, by comparison, express a strong interest in
administering their own projects, relying on their own expertise about seniors and veterans,
and applying more of a hands-on service approach than the health promotion approach of the
PHF.  These VAC respondents are concerned that, by taking the PHF approach, projects may
produce more duplication than innovation, particularly in the area of tool kit development and
the dissemination of information.  Some VAC representatives also speculate that the amount
of funding required to cover administrative overhead associated with the PHF may be
excessive, and they suggest that it would have been less costly for VAC to deliver the
Initiative and that these funds for PHF overhead might have been better utilized for direct
service delivery in communities.

There is consensus among interview respondents that the proposal requirements in the
Population Health Fund Guide for Applicants are appropriate and reasonable.  Regional
representatives add that community-based discussions were necessary to clarify the process
and to lend guidance to those who had never written a proposal.  Project coordinators
consulted in focus groups also feel that the proposal requirements were clear for the most part,
and express satisfaction with the application/funding process and the support they received in
revising their proposals.  Some coordinators note, however, that the initial marketing of the
Initiative could have been better because they only heard about the available funding “by
accident.”  
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Respondents also agree that the proposal review process was fair and effective. 
Overall, the process is described as thorough, as it was based on letters of intent, a proposal
review and the acceptance of projects.  Review committees – consisting of academics, experts,
seniors and veterans, community representatives, HC and VAC staff – thoroughly reviewed
and discussed the proposals.  In the view of a small number of VAC respondents, however,
the proposals demanded too much writing from applicants and the process favoured those with
experience writing proposals.

With respect to the timeliness of responses to applicants, both HC and VAC
respondents agree that the process was delayed somewhat due to a combination of
bureaucratic issues and Ministerial changes.  Moreover, some proposals took time to properly
evaluate and more proposal revisions were required than anticipated.  Some VAC respondents
perceive the delays to have been detrimental to the projects financially, while HC respondents
regard the delays as a normal part of the process.  In the focus groups, some project
coordinators also noted that delays were somewhat disruptive to the progress of their project.

Respondents generally agree that the three-phased process for soliciting proposals was
useful and effective, though there were some problems.  Most key informants are pleased with
Phase One, noting that it was essential “to ensure a partnership base”, assess community needs
and raise community awareness.  Moreover, the need for developmental work was indicated in
the national stakeholder consultation held in July 2000.  In the view of some VAC
respondents, however, Phase One was too long and the majority of funding should have been
focused on Phase Three projects to generate the greatest impact among targeted groups.

Perceived strengths of the three-phased proposal solicitation process include:

# Phase One provided time to develop key relationships and coalitions (e.g., with
veterans organizations) and generate more interest in the project among
stakeholders and researchers;

# Phase One allowed time to understand community needs and receive advice from
communities as to the focus of the projects; and

# the three phases provide an opportunity to monitor the Initiative over a longer
period of time and see it evolve.

In terms of weaknesses and problems encountered with this approach, respondents
note the following:

# there were challenges with the distribution of funding for projects in
geographically isolated areas (i.e., greater travel costs result in less money for the
project);

# the three phases were difficult to explain to applicants, and many project
coordinators consulted in focus groups did in fact find the three phases confusing;
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# some Phase One project coordinators developed a “sense of entitlement” to Phase
Three funding and were surprised when asked to revise their Phase Three
proposal;

# there was less take-up in Phase Two than expected and some of these projects did
not have enough development time; and

# Phase Three projects only have a short period of time in which to produce results.

Among key informants who could comment, most feel that projects funded under both
Phase One and Phase Three benefited from the initial developmental phase.  In addition,
Phase Three project coordinators feel that the developmental work in the first phase was
essential and very helpful for their project.  Some VAC respondents observe, however, that
some projects were confused as to the requirements for Phase Three funding (e.g., some
underestimated the requirement for a sound, comprehensive proposal to build on the
developmental work from their Phase One project).

4.3 Performance Monitoring and Evaluation of Initiative

(a) Interview and Focus Group Findings

Key informants with HC and VAC believe that reasonably good project evaluation
plans were developed as part of the application/funding stage and that, at present, projects are
at varying stages of refining their plans and proceeding with the evaluation process.  While the
majority of project evaluations are on schedule, with some written reports already available,
some projects are experiencing delays.  For example, some projects find it challenging to set
realistic, measurable objectives.  Most project coordinators in the focus groups also indicate
that their project evaluation plans are progressing well.  Project evaluators who were
interviewed report varying degrees of progress in the refinement and implementation of
project evaluation plans.  Half indicate that a plan is in place and information is currently
being collected, while the remaining half report that the planning is still underway and that
they are “working on it now.”

On the whole, project evaluators and project coordinators report that the project
evaluation workshops held earlier this year and the Guide for the Evaluation of Community
Projects were helpful “in terms of content and the fact that we were all brought together”.  A
small proportion of evaluators, however, point out that the workshop was less likely to
provide new information to those who already had a good understanding of the evaluation
process.  The majority of evaluators agree that the timing of the workshops was appropriate,
though some evaluators and coordinators suggest that the workshops would have been most
useful if they had been held earlier, at the beginning of the Initiative.  All of these comments
are compatible with the feedback provided in the questionnaires administered at the end of the
project evaluation workshops, which indicated a high level of satisfaction with the workshop
and appreciation for the networking opportunity.
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Most key informants and project evaluators agree that the requirements for project
evaluation are clear and reasonable, though a small proportion of VAC respondents suggest
that the requirements could be simplified.  Some project evaluators believe, however, that the
requirements are unreasonable in light of the limited amount of funding allocated for
evaluation (as discussed below).

Key informants generally agree that projects have been adequately supported for their
evaluation requirements.  However, some VAC respondents report that additional funding
would be useful to help defer initial overhead costs.  Project evaluators are divided on the
issue of project funding allocated for evaluation.  Roughly half indicate that project funding
and support are insufficient to allow for an adequate project evaluation, whereas half report
that funding is sufficient for their project.  Some of the project coordinators consulted in focus
groups also express concern about their lack of staff resources to undertake a project
evaluation.  Aside from funding, however, there is a consensus among evaluators that no
additional support to assist in the project evaluation is needed.

Key informants from HC perceive that useful and valid performance information is
being/will be collected as part of the project evaluations and projects are working together to
generate data.  In fact, they observe that a particularly strong emphasis is being placed on
evaluation for this Initiative and the funded projects, in comparison to typical grants and
contribution funding programs through the department.  Most VAC respondents are unable to
comment on the progress of project evaluations at this point (e.g., because they have not yet
reviewed reports) and some were surprised at the outset that there was not stronger evaluation
capacity within HC to support the administration of the Population Health Fund and projects
funded under the FPI.

(b) File Review Findings

The review of project evaluation plans in proposals, as well as revised evaluation plans
prepared by 10 projects, reveals that over half of the projects have most of the core elements
of a good evaluation plan (see Exhibit 4.1).  FPI project files (n=37) indicate that project
evaluation plans are most likely to specify logistical details (92 per cent or 34 projects), data
collection methods and project outputs to measure (70 per cent or 26 projects, in each case). 
More than 60 per cent (23 projects) identify data sources, while somewhat fewer address
project objectives and outcomes to measure (57 per cent or 21 projects) or indicators of
project objectives/outcomes (51 per cent or 19 projects).  More than half (20 projects) identify
indicators of project outputs.  Evaluation plans are least likely to include a plan/schedule for
reporting on the evaluation (10 projects), data collection instruments (five projects) or a
format for project evaluation reports (two projects).  The report schedule and format have
been provided to the projects by the HC program consultants, however.

The review of project files also indicates that some data collection has begun for 13
(35 per cent) of these projects.
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5. KEY RESULTS TO DATE

5.1 Delivery and Preliminary Outcomes of Projects

(a) Design and Progress of Projects

Key informants report varying degrees of progress in the delivery of projects within
participating communities.  Phase Three projects, for example, are in the earlier stages and
therefore not much information is known, whereas Phase Two projects receiving funding last
year are on schedule and experiencing significant progress.  For example, projects have
developed relationships and/or encouraged buy-in, created advisory committees, delivered
workshops and focus groups.  Similarly, a national project is disseminating information and
reporting progress.  

Key informants and focus group participants agree that projects are being implemented
pretty much as originally planned, despite minor delays and changes to account for
“unforeseen circumstances.” Budgeted travel costs for an advisory committee, for example,
changed after the September 11, 2001 terrorist attacks in the United States.  Findings from the
project file review also indicate that project implementation is progressing well, all things
considered.

Key challenges in implementing projects have included:

# geographic isolation for some projects;

# lack of public transportation within some regions; 

# VAC participation in communications;

# encouraging communities or agencies with similar issues to work together;

# staff changes;

# professionals’ perceptions of seniors/veterans as clients as opposed to partners; 

# gaining access to and engaging the veterans population, for some projects;

# convincing seniors, particularly males and those who are healthy, to get involved
and make changes;

# the great deal of time and effort required to engage partners;

# the time required for project evaluation; and

# dealing with local community politics, which can affect the way a project is
delivered.  
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The majority of project evaluators also indicate that progress is on track but slow,
particularly through the summer months.  Most evaluators report that they have only recently
come on board.  Nevertheless, they believe that the projects are developing nicely and are
being implemented as planned with few changes.  One evaluator adds that his project has
“evolved and continues to evolve”.  In terms of difficulties or challenges encountered in the
implementation process, evaluators note: “getting seniors’ groups together is sometimes
difficult,” as is making connections with veterans; a lack of human resources and funding has
made it difficult to find qualified coordinators and evaluators; there have been problems
linked to the continuity of volunteers; and the transition from Phase One to Three was
challenging due to a time lag between receiving Phase One results and submitting a proposal
for Phase Three.

In terms of targeting, key informants agree that projects address the Initiative’s funding
priorities to a large extent, as they “wouldn’t get funding otherwise”.  Focus group participants
agree.  Some informants, however, express concern that nursing homes are not included as
part of the Falls Prevention Initiative.  A few respondents also have a concern that too many
educational tools have been developed in comparison to the small number of projects dealing
specifically with the application and incorporation of this information into the lives of seniors,
veterans and caregivers.  In addition, interview and focus group respondents agree that
projects are appropriately tailored to the specific needs of their target group.  For example, as
one respondent states, “people are paying more attention to falls among veterans.”  

Consistent with the interview and focus group findings, information in the project
proposals and reports indicates that the projects are very well focused on the funding priorities
for the Initiative (see Exhibit 5.1).  The project files reveal that Phase One projects (n=13) all
focus on partnership development, with approximately half also attempting to raise
community awareness and assess community needs and capacity.  By comparison, most Phase
Two and Three projects (n=25) focus on personal health practices (92 per cent or 23 projects)
and the physical environment (80 per cent or 20 projects).  Fewer than half of these projects
(11 projects) focus on high-risk populations.  Some Phase Two and Three projects (40 per
cent or 10 projects) are also focused on some other issues, for instance, social support
networks, education, community health services, First Nations elders (language issues), and
ethnic seniors (e.g., Punjabi, Chinese).
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(b) Involvement of Seniors and Veterans

Key informants, focus group participants and project evaluators indicate a number of
ways in which seniors, veterans and/or caregivers are involved in funded projects.  For
example, target groups were involved in the proposal submission stage, after which time they
played an active role on advisory committees, as volunteers, facilitators, and/or as focus group
participants.  Other projects encourage the participation of seniors and veterans as
stakeholders involved in determining the focus of the project.  Projects also encourage the
involvement of targeted groups in the promotion of falls prevention projects, such as assistive
devices.  Some key informants have a concern, however, that some veterans organizations
may only have token involvement.  In addition, some project evaluators observe that there has
not been so much involvement from caregivers.

All respondents agree that involvement of seniors, veterans and caregivers is essential
and beneficial as falls prevention is an issue relevant to their lives, those of other older
Canadians and those caring for older Canadians.  As one regional representative states, “they
know what they need and should be able to define that...it’s their lived experience”  Their
involvement improves and lends credibility to the projects.
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(c) Utilization of Innovative Approaches

Key informants indicate that projects are innovative, creative and informative in terms
of building on information previously researched or addressing new topics.  For example,
assistive devices had received minimal attention prior to being designated as a national
priority at the stakeholder consultation for the Initiative.  In addition, while data collection on
falls has been completed to a small degree by some projects, using a calendar to monitor falls
is cited as an innovative means of gathering data from seniors and builds on methods of
collecting and/or distributing information to aging Canadians.  Likewise, informative tool kits
on assistive devices, etc., have been done elsewhere (e.g., BC and Alberta), but respondents
argue that the means by which kits will be applied by the Falls Prevention Initiative differs
from previous programs/sources, particularly due to the utilization of the population health
approach.  Also, a project in Ottawa provided cameras for seniors and had them take pictures
of both safe and unsafe environments (i.e., with respect to risk factors for falls) in the
community.

(d) Preliminary Outcomes

On the whole, key informants and focus group participants are satisfied with the
progress made to date, particularly with respect to increasing awareness, enthusiasm and
interest amongst targeted groups, decision-makers and the communities in which the projects
are taking place.  There has been publicity around falls prevention from the media (e.g., local
and national newspapers) and growing interest in the medical and academic/research
communities, thereby resulting in greater distribution of information about falls prevention
and increased demand for more information.  Other preliminary results include: partnership
development; preliminary findings from a research study (i.e., profile information on seniors
and veterans); new data collection on hospital admissions due to falls; and prevention of social
isolation for some seniors (e.g., social support and improved self-esteem from participating in
exercise sessions).  Other key informants cannot identify preliminary results at this point
because many projects (or evaluations) have only recently begun.

At this stage, preliminary outcomes are evident in very few (n=7) of the project files
that were reviewed.  Key outcomes to date include: increased awareness of the risk factors for
falls (seven projects); behavioural changes such as improved personal health practices (three
projects); environmental changes in the home/community (one project); and increased use of
assistive devices (one project).  More than half of these seven project files also cite a variety
of other results and benefits (e.g., increased partnerships, increased demand for information on
falls prevention, the initiation of other related projects by other community groups).
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5.2 Knowledge Advancement

For the mid-term review of the Initiative, the key knowledge advancement issue relates
to lessons that have been learned about community partnerships.  Key informants identify the
following lessons about developing and maintaining community partnerships for falls
prevention projects:

# there are benefits to monitoring funds closely; 

# “information sharing is…key”;

# a great deal of front-end work is required, including providing information,
clarifying roles, open communications and dialogue, creating opportunities for
discussion, and ongoing nurturing of the relationship;

# community partnerships take more time and effort to develop and are more
difficult to maintain than many projects realized;

# getting buy-in from veterans and Legions can be challenging;

# awareness of the need for action must first be raised among potential partners in
order to establish partnerships;

# it is a good idea to “think outside the box” for partnerships (e.g., being creative in
seeking in-kind contributions);

# “this was the most effective way to reach the whole community”; and

# more involvement from individual organizations would facilitate work outside
municipal boundaries.

Factors that have facilitated the development of effective partnerships are:

# having the time and resources to invest in partnerships;

# involvement of regional HC consultants who see the value of participation from a
range of partners from different areas;

# support from national staff to identify potential suitable partners;

# commitment of project staff and volunteers;

# hands-on approach to developing partnerships (e.g., face-to-face meetings);

# finding a key, proactive individual as a contact within the partner organization;

# good communication on the Initiative at the national level; and

# development of a good preliminary structure for the partnership (e.g., clear role
for partner).
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On the other hand, challenges or factors that hinder the development of partnerships
include:

# limited time to develop partnerships and complete projects;

# getting sectors beyond health care involved as partners is difficult;

# finding the optimal mix and balance of partners for a particular project;

# geographic limitations (e.g., fewer potential partners in smaller or remote
communities);

# decreasing volunteer base due to old age;

# potential tension between professionals and seniors/veterans (if professionals
regard the latter as “clients”, not partners);

# federal government constraints (e.g., timeframes, paperwork, “red tape,” and the
requirement to take an “innovative approach”); and

# absence of a top-level overview of all FPI projects – this is needed so that all
project coordinators are aware of all other projects and the partners involved.

5.3 Capacity Building

(a) Development of Partnerships

Key informants and focus group participants report that a range of partners is involved
in the Initiative and the funded projects either directly or indirectly.  Partners include:
veterans, seniors, non-government or not-for-profit organizations, municipal/regional or
provincial government, and the private sector.  Some VAC respondents would like to see
more involvement from provincial health ministries, however.

Partners having the greatest involvement include:

# veterans’ organizations, such as the Royal Canadian Legion; and

# seniors’ organizations, such as the Canadian Association of Retired Persons
(CARP).  

Other groups involved to a lesser extent include:

# NGOs (e.g., the Alzheimer’s Society);

# private sector organizations/associations (e.g., a pharmaceutical association,
Chamber of Commerce);

# universities (i.e., develop manuals and run some FPI projects);
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# the Canadian Standards Association, particularly its Design for Aging Technical
Committee (i.e., design of assistive devices , financial contributions);

# Community Care Access Centres of Ontario (i.e., co-fund homemaking services);

# municipal emergency/ambulance and fire departments;

# municipal health and housing units;

# health care professionals (e.g., physiotherapists);

# the Ontario Ministry of Health (e.g., Safety and Security Working Group);

# representatives from ethno-cultural communities; and

# nationwide stores (e.g., Home Depot and Shoppers Drug Mart).

Consistent with the interview and focus group findings, the project file review
indicates that projects have a number of suitable partners (see Exhibit 5.2).  FPI project files
(n=40) report that virtually all projects involve seniors and veterans organizations.  Non-
governmental or not-for-profit groups are also involved in approximately nine in ten projects,
and roughly half of the projects have partnerships with the private sector and
municipal/regional government and one-quarter with the provincial government.
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Key informants indicate that partners participate in a variety of ways.  They make in-
kind contributions, review project proposals, provide feedback, help in networking, and
encourage veteran and senior participation in focus groups and stakeholder meetings. 
Similarly, as illustrated in Exhibit 5.3, the project files (n=36) indicate that partners are most
likely to serve on project advisory/steering committees and assist with design and delivery of
the project (more than 80 per cent of projects in each case).  Partners in roughly 70 per cent of
projects are also involved in networking/mobilizing to raise awareness or make in-kind
contributions (e.g., staff time, space, supplies).

While some key informants report previous relationships with these partners prior to
the Initiative, the majority of informants contend that new partnerships have developed with
the potential to effect policy and environmental change in the area of falls prevention. 
Relationships with occupational therapists and other health care professionals who work with
seniors, and those with universities that conduct research that is potentially helpful in future
policy formation, are cited as examples.  However, a small proportion of informants caution
that environmental change and policy formation is a long-term goal and something to be
examined at a later stage.

Fewer than half of HC and VAC officials believe that all potential partners are aware
of the Initiative.  As one HC respondent suggests, “everybody of importance who is an expert
in this area is involved...[though] there may be some small groups out there who don’t
know...”  However, the majority of VAC representatives and a minority of HC respondents
express concern that there are “organizations within communities who may never have read
about the Initiative or proposal process...who could be recruited” (i.e., groups that regularly
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work hands-on with seniors).  When asked to discuss the extent to which capacity building in
this area is constrained by the number of potential partner organizations that are involved in
falls prevention, both departments agree that the more people involved in the Initiative the
better.  As one VAC respondent states, “the more who are involved the easier it is to get
people and information out there.”  However, VAC respondents perceive that there may be
some differences between the two departments in the definition of suitable partners – while
HC will involve (e.g., consult) professionals who may lack hands-on experience working with
seniors and veterans in communities (and who may require payment for their time), VAC
wants to focus on volunteers who work hands-on with seniors and veterans on a daily basis
and who therefore understand the issues faced by the target groups.  

The majority of key informants are unable to offer observations on the degree to which
the Initiative has helped to increase the involvement of and promote new partnerships between
veterans and seniors for community-based health promotion programs.  These respondents
suggest that the final evaluation will assess this.  However, a small proportion of informants
believe there was not enough involvement between these groups in the beginning but that
participation has increased over time and, at present, partnerships exist at both the national
and regional levels.

Key informants note the following benefits of partnerships between veterans and
seniors organizations:

# the development of mutually beneficial programs;

# awareness of similar health issues;

# shared resources;

# a broader culture to address stereotypes of elderly people; and 

# the possibility of future partnerships.

Challenges of these partnerships include:

# territorial issues between veterans and seniors organizations (i.e, the need to
respect the unique mandate and responsibilities of each type of organization);

# potential competition for limited funds (e.g., it would be insensitive if funding for
assistive devices were provided to veterans or to seniors in general but not to both
groups);

# misconceptions about the definition of “health promotion” and “population
health” programming (e.g., lack of awareness that current programs may in fact
be “health promotion” and lack of understanding of how to apply a population
health approach);

# geographic issues (e.g., engaging partners situated outside one’s community);
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# decreasing volunteer base due to old age; and

# bureaucratic timelines associated with federal government funding.

(b) Building Capacity in Health Promotion and Population Health

On the issue of capacity building within HC and VAC to deliver health promotion
programming to older Canadians using a population health approach, key informants perceive
that some progress had been made.  For example, they report an advantage in learning that
each department has a similar mandate concerning the elderly Canadian population and in
learning about each other’s experiences and expertise.  Many key informants report that health
promotion programs utilizing a population health approach are promoted within HC and VAC
(e.g., awareness is raised through the production and distribution of public education
documents).  Moreover, some respondents in both departments at the national and regional
levels believe that a focus on health promotion and community health are the same thing,
despite differences in terminology.  

Examples of capacity building in each department include:

# HC staff members share their learnings on population health with other program
areas (e.g., HIV/AIDS);

# the Initiative has greatly supported capacity building in population health within
the regions;

# HC staff members continue to reinforce the population health approach to new
senior managers;

# there has been increased awareness and activity in falls prevention within VAC as
well as HC;

# the population health approach has been added to an internal VAC checklist
related to policy development in health promotion; and

# in the view of some VAC respondents, HC has learned how to apply the
population health approach in a more relevant, practical manner as a result of the
Initiative.

The majority of key informants feel that veterans and seniors organizations involved in
the Initiative have gained a greater understanding of the population health approach to falls
prevention and health promotion (e.g., they have learned to consider the broad determinants of
health), though half of respondents suggest that they only have learned a new way of defining
what they already knew.  Also, stakeholders maintain that developing an understanding of a
population health approach to falls prevention is useful in many ways (e.g., the emphasis on
community partnerships, offsetting health care costs through health promotion).  In the view
of some focus group participants, however, individual seniors and veterans may be gaining an
understanding but organizational level learning will take a longer time.  Some key informants
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also believe that these organizations support this approach, as it is essentially what is involved
in the community development work they have already been doing.  Those applying the
population health approach for the first time are unsure of its effectiveness, however, in
comparison to hands-on service delivery.

5.4 Unintended Impacts

Although no major unintended impacts of the Initiative have been observed to date,
some key informants and focus group participants identify some positive impacts that to some
degree were unexpected, including the following:

# the focus on assistive devices as a national priority; 

# international interest in standards for assistive devices; 

# the amount of national and international publicity on falls prevention generated
by the Initiative;

# more requests for falls prevention project funding (that cannot currently be met);

# a surprising level of interest and enthusiasm for some projects in the community;

# the fact that some projects have taken the initiative to share the lessons they learn
with other community groups;

# sharing of project resources and utilization of the partnership model in other
program areas in communities;

# the high degree of support from people in the injury prevention field; and

# the general “buzz” on falls prevention that has been generated and may be
influencing other related activities, such as new research initiatives being
undertaken at universities.
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6. LESSONS LEARNED

6.1 Strengths and Facilitators

In the view of respondents in the mid-term review, the major strengths of the Initiative
relate to: the emphasis on networking and community-based, “grass roots” partnerships
involving multiple stakeholders; the commitment and expertise of HC and VAC staff as well
as the HC/VAC partnership, management team and National Coordinator; the strong rationale
and clear focus on a single, timely issue; strong buy-in from a range of partners and
stakeholders; and the secure source of project funding for the duration of the Initiative.

Illustrative comments from key informants, project evaluators and focus group
participants are as follows:

# HC and VAC staff commitment and expertise;

# the strong focus on networking and partnerships; 

# staff willingness to approach negative issues in a diplomatic way; 

# funding as a driving force, and a secure source of funding; 

# focus on population health approach and determinants of health;

# multi-stakeholder involvement;

# links to existing research;

# grass roots, community-based approach;

# the joint HC and VAC management team;

# having a National Coordinator;

# the HC/VAC partnership, whereby the two departments have come together to
focus on this common issue;

# strong involvement of staff in evaluation; 

# effective program and project delivery; 

# organized partnerships;

# clear purpose and rationale for the Initiative;

# single focus (i.e., “the maximum bang for the buck”); 

# quality of the stakeholder groups involved; 

# staff and seniors’ enthusiasm; 

# timely issue;



47

# good relationships with the media;

# provincial government buy-in;

# “buy-in from everyone”; and 

# ongoing improvements in communications between HC and VAC.

6.2 Weaknesses and Barriers

Respondents in the mid-term review also identify some weakness of the Falls
Prevention Initiative.  Key challenges include the initial difficulties associated with getting
two departmental systems to work in tandem, particularly with respect to communications
between national and regional representatives on shifting priorities; between HC and VAC in
general; and between VAC’s national office and regional offices.  Other weaknesses or
barriers relate to the limited time frame and resources in light of the high expectations for
funded projects to achieve results and to demonstrate this in their evaluation, as well as
difficulties in getting healthy seniors and veterans (especially men) involved in projects.

Some of the individual comments on these points include the following: 

# limited time frame;

# limited VAC input into the design and focus of the Initiative;

# lack of balance in the HC/VAC partnership (probably because VAC is providing
the funding whereas HC is mostly responsible for delivery);

# remaining lack of clarity in HC and VAC roles (e.g., Does HC have any specific
responsibilities for developing capacity in population health within VAC?  Does
VAC want a greater, more active role?);

# HC’s lack of understanding of VAC’s precise information requirements for
decision-making about the Initiative;

# government fiscal year requirements which can be very disruptive for project
work and result in lapsed funds;

# restrictive financial resources (in light of expectations for projects); 

# high expectations for community groups (i.e., project continuity and
sustainability upon completion);

# stress of project evaluation; 

# low visibility of Initiative;

# lack of collaborative/inter-regional networking opportunities for funded projects;

# changing project guidelines;
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# difficulties associated with geographic representation;

# lack of clear partner roles;

# challenges in getting seniors involved in FPI activities, particularly leadership
activities;

# challenges of connecting with and involving veterans, particularly men; 

# delays/difficulties in the implementation of some projects; and

# initial administrative delays at the national level.

6.3 Suggested Improvements

Key informants, evaluators and focus group participants make the following
suggestions to improve the progress of the Falls Prevention Initiative:

# improve communications/networking and facilitate information sharing between
projects (e.g., tools from various projects across Canada);

# increase financial support nationally to facilitate the dissemination of
information to targeted groups;

# clarify HC and VAC roles and the communications protocol;

# provide VAC with accurate and timely information on progress, including “raw”
data and drafts of reports;

# re-examine resources for project evaluations and FPI human resources;

# shift the focus from education to direct, hands-on service delivery;

# increase project monitoring at the national level (e.g., national-level reporting
such that HC, VAC and key stakeholders would be informed of the progress of
all projects in all regions);

# evaluate project impacts and solicit recommendations from health professionals
upon which innovative future projects are based;

# address issues related to falls prevention that are not included in the current
national projects (e.g., attitudes about growing old, healthy aging, universal
acceptance of grab bars – because many seniors will not add grab bars until after
they have fallen – and “barrier-free” design); 

# additional VAC representation/effort in promoting Initiative to veterans’ groups; 

# report results/findings to stakeholders involved in the original launch of the
Initiative to inform and gather opinions on which projects should receive
additional funding; 
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# examine the extent to which management is getting “the best value for money”; 

# involve Canada Mortgage and Housing Corporation’s home modification
program; 

# increase promotion of falls prevention projects and activities; 

# lower age for falls prevention projects to 50 years old;

# remain committed to community development model;

# secure ongoing senior management commitment for the Initiative; and

# extend timelines for Initiative beyond the remaining two years.



50

7. CONCLUSIONS

On balance, this mid-term review of the Falls Prevention Initiative is very positive. 
There is a compelling rationale and high perceived need for falls prevention, and the Initiative
and funded projects are being implemented as intended and are progressing well.  Seniors,
veterans and a range of suitable partners have been involved in the design and delivery of
funded projects, in accord with the Initiative’s requirements.  The project evaluation process is
also progressing quite well, and many projects have refined their evaluation plans and begun
to collect some data.  Moreover, some projects are already showing some positive preliminary
outcomes, for instance, increased interest and awareness of falls prevention, increased
capacity in communities, and positive environmental and behavioural changes to reduce the
risk of falls.  Key findings are presented in more detail below.

In the view of virtually all respondents consulted in the mid-term review, there is a
solid rationale and high need for the Falls Prevention Initiative primarily because falls are a
major cause of injury among elderly people – leading to a decline in their personal function or
in their death, and involving significant costs to the health care system – and the Canadian
population is aging.  Moreover, this Initiative is a unique national program in Canada,
complementing rather than duplicating other existing, smaller scale programs.  The time frame
for the Initiative is viewed as adequate for achieving short-term outcomes, but ultimate
objectives such as reduced falls and health care costs will only be observable in the longer
term.  In addition, the financial and human resources for the Initiative are generally regarded
as sufficient, though some respondents suggest that additional resources would assist with
project evaluation and sustainability as well as with the overall management of the Initiative
(e.g., operational funding to provide workshops and networking opportunities for project
coordinators).  

For the most part the HC/VAC partnership has been effective for national and regional
management of the Initiative and, with the exception of some minor delays in announcing
project funding at the outset, implementation is on track.  The partnership has experienced
some understandable “growing pains” and these difficulties appear to stem largely from the
differing perspectives of the two partner departments.  In particular, Health Canada
emphasizes health promotion utilizing a population health approach (and the funding
mechanism of the Population Health Fund) whereas Veterans Affairs Canada has traditionally
focused on direct, hands-on service delivery.  The partnership has been evolving, and through
a process of mutual education the two departments have been able to work through most of
the initial challenges and they remain highly committed to the higher goal of preventing falls
among seniors and veterans.  The protocol for joint HC/VAC communications may require
some further clarification, however, due to confusion related to some procedures (e.g.,
communications to the Ministers of each department, press releases). 
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The delivery of projects in the participating communities is going as well as can be
expected and projects are targeting the intended priority areas for the Initiative – partnership
development, personal health practices, the physical environment and high-risk populations. 
Seniors and veterans have been actively involved in the design and delivery of projects, for
instance, by serving as volunteers, facilitators and representatives on project advisory/steering
committees.  In addition, some projects have been utilizing innovative approaches (e.g.,
providing seniors with a “calendar” to monitor their falls or a camera to take photographs of
safe and unsafe environments).  There are also some encouraging signs of positive outcomes
even at this early stage, including: heightened awareness of risk factors; increased interest in
falls prevention; social support and improved self-esteem for participating seniors and
veterans; and environmental and behavioural changes to reduce the risk of falls.  In fact, some
positive results have been unexpected – more enthusiasm for and “buzz” on falls prevention
than anticipated, the focus on assistive devices as a national priority, and the high degree of
support from the injury prevention field.

The goals of the Initiative include strengthening the capacity within HC, VAC and
seniors and veterans organizations to develop and deliver health promotion programming,
such as falls prevention, using a population health approach.  There is some preliminary
evidence to suggest that progress is being made within the two departments.  For example, in
Health Canada the population health approach continues to be used and promoted to new
senior managers and lessons learned about this approach are shared with other program areas
(e.g., HIV/AIDS).  In Veterans Affairs Canada, there is increased interest and activity in falls
prevention and the notion of population health has been added to an internal checklist related
to policy development in health promotion.  In addition HC and VAC have made linkages
with injury prevention and assistive technology academics as well as research, development
and standards organizations.  With respect to capacity building in seniors and veterans
organizations, there are indications that individuals involved in the Initiative have developed a
better understanding of population health and the broad determinants of health, though
significant organizational change will probably take longer to achieve.  

At the project level, numerous suitable partnerships have been developed, for example,
with seniors and veterans organizations, not-for-profit and non-governmental organizations,
municipal/regional and provincial government agencies (e.g., health, ambulance and fire
departments) and even the private sector (e.g., drug stores).  These partners typically assist
with project design and delivery, serve on project advisory committees, assist with networking
and mobilization to raise awareness, and provide in-kind contributions.

At this interim stage, a number of lessons have been learned about developing and
maintaining community-based partnerships and implementing projects as well as the overall
Initiative.  For example, the development and maintenance of community partnerships is
facilitated by: initially raising awareness of the need for falls prevention; finding a proactive
individual within the partner organization; and devoting considerable time and effort to front-
end work as well as ongoing nurturing (e.g., providing information, clarifying roles and
responsibilities, and open and regular dialogue).  On the other hand, key challenges in the
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development of partnerships include: the limited time available to project staff to develop and
nurture partnerships; a decreasing number of volunteers due to old age; difficulties getting
sectors beyond health care involved; and finding the optimal mix and balance of partners for a
given project.

For the Initiative as a whole, key perceived strengths include: the emphasis on
networking and community-based, “grass roots” partnerships involving multiple stakeholders;
the commitment and expertise of HC and VAC staff as well as the HC/VAC partnership,
management team and National Coordinator; the strong rationale for falls prevention and the
clear focus on a single, timely issue; strong buy-in from a range of partners and stakeholders;
and the secure source of project funding for the duration of the Initiative.  Some of the major
weaknesses or challenges of the Initiative are: the ongoing challenges associated with the
evolving HC/VAC partnership (e.g., learning to work together for the first time on a common
issue, sorting out roles and expectations for the Initiative, clarifying procedures for joint
communications); the limited time frame and resources in light of the high expectations for
funded projects to achieve results and to demonstrate this in their evaluation; and difficulties
in getting healthy seniors and veterans (especially men) involved in projects.  

In terms of needed refinements at this stage, it is suggested that the FPI may benefit
from a clarification of any outstanding areas of confusion with respect to HC and VAC roles,
expectations and joint communications for the Initiative.  In addition, any opportunities for
networking and information sharing among the funded projects should be explored because
project coordinators appreciate and benefit greatly from this.  Finally, it is suggested that the
FPI continue to encourage all current projects to refine and implement their project evaluation
plans so that useful information on project outcomes is available for the final evaluation of the
Initiative.
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Mid-Term Review of the Health Canada/Veterans Affairs Canada
Falls Prevention Initiative

 Action Plan

January 2003

Conclusions Suggested

Improvements

Program Response: 

 Current Status

Program Response:

Action Required

Due Date for

Completion

Contact Person

1. Roles and

Responsibilities:

Lack of clarity in HC

and VAC roles

(page 45)

Clarify HC and VAC

roles within the

Initiative

Review/clarification of

roles and responsibilities

initiated

Continued

comm unications

between departm ents

March 2004 Cathy Bennett,

National

Coordinator,

Division of Aging

and Seniors, 

952-7607

2. Communications

Protocol: clarify joint

comm unication

protocol for

procedures such as 

press releases,

comm unications to the

two Ministers etc.

(page 28)

Clarify HC and VAC

roles and the

comm unications

protocol

Developed/approved

comm unications protocol

No further action

required

Novem ber,

2002

Cathy Bennett,

National

Coordinator,

Division of Aging

and Seniors, 

952-7607

3. Operational

Funding: secure

more funding for

Initiative (pages 24

and 31)

Secure ongoing senior

managem ent

comm itment for the

Initiative

G&C and O&M resources

have been fully committed

until 2004

Issue to be considered

as part of program

continuation

discussions

March, 2004 Cathy Bennett,

National

Coordinator,

Division of Aging

and Seniors, 

952-7607



Conclusions Suggested

Improvements

Program Response: 

 Current Status

Program Response:

Action Required

Due Date for

Completion

Contact Person

4. Involvement of

VAC staff: ensure

funded projects know

their VAC contact

(page 27)

Additional VAC

representation/effort in

prom oting Initiative to

veterans organizations

Contact information of

VAC officials provided to

funded projects

Continued

comm unications

between departm ents

March 2004 Cathy Bennett,

National

Coordinator,

Division of Aging

and Seniors, 

952-7607

5. Project evaluation:

continue to provide

support to funded

projects (pages 30-31)

HC program

consultants to

continue supporting

projects to implement

project evaluations 

Provided evaluation

workshops, a guide to

evaluation. Provide advice

and ongoing support  

Continue support to

funded pro jects in

delivery of evaluations

March, 2004 Cathy Bennett

National

Coordinator,

Division of Aging

and Seniors, 

952-7607


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18
	Page 19
	Page 20
	Page 21
	Page 22
	Page 23
	Page 24
	Page 25
	Page 26
	Page 27
	Page 28
	Page 29
	Page 30
	Page 31
	Page 32
	Page 33
	Page 34
	Page 35
	Page 36
	Page 37
	Page 38
	Page 39
	Page 40
	Page 41
	Page 42
	Page 43
	Page 44
	Page 45
	Page 46
	Page 47
	Page 48
	Page 49
	Page 50
	Page 51
	Page 52
	Page 53
	Page 54
	Page 55
	Page 56
	Page 57
	Page 58
	Page 59

