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Abstract 

An analysis of response data from 2011-2015 revealed that the Olathe Fire Department 

(OFD) had been experiencing an increasing trend in fall-related incidents involving older adults 

at local senior living facilities. The problem was that the OFD did not have a fall prevention 

program in place that could help reduce the risk and occurrence of falls involving older adults at 

local senior living facilities. The purpose of this research was to develop a fall prevention 

program that could be administered by OFD’s Mobile Integrated Healthcare (MIH) unit to help 

reduce the risk and occurrence of falls among older adults at local senior living facilities. An 

action research methodology was used to answer the following research questions: (a) what is the 

scope of the fall problem among older adults? (b) what are the contributing factors related to the 

fall problem among older adults? (c) what goals, objectives and intervention strategies can be 

developed to help reduce or eliminate the effects of the contributing factors? (d) what 

intervention strategies are being utilized by other fire departments across the nation to reduce fall 

risk factors in their communities? The procedures included a review of literature, an analysis of 

CAD incident data, a situational analysis using a logic model, and the development and 

dissemination of an external survey to fire department members throughout the United States. 

The results provided details to the scope of the fall problem among older adults, identified 

contributing factors related to the fall problem, and helped establish goals, objectives and 

strategic interventions to accomplish the research purpose of developing a fall prevention 

program. Recommendations were made to proceed with the adoption and implementation of the 

author’s newly developed MIH Fall Prevention Program. 
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Introduction 

In 2012, the Olathe Fire Department (OFD) became one of over 200 fire departments in 

the nation to receive agency accreditation status from the Commission on Fire Accreditation 

International (CFAI). Undeniably, the journey that led to this achievement was one of the most 

monumental endeavors ever undertaken by the OFD, and as a result, significant changes were 

made to the philosophies and strategies related to the delivery of emergency services. With the 

development of a 5-year strategic plan, a self-assessment manual and a standard of cover 

document, the OFD slowly began making the transformation from a response-driven fire 

department to a data-driven organization that elevated community risk reduction (CRR) and 

continuous improvement to the highest priority. Over the past four years, this paradigm shift in 

philosophy has helped the OFD become increasingly more aware of its community risk issues, 

and proactive in their approach to finding creative ways of preventing or reducing their 

occurrence through CRR initiatives and programs. 

A prime example of this shift in philosophy was the development and implementation of 

a Mobile Integrated Healthcare (MIH) program. Recognizing the need to more accurately match 

fire department and other healthcare resources with the needs of those who required medical 

assistance within their community, the OFD launched their MIH program in 2014. The 

overarching goal of the program was two-fold: to deliver CRR services aimed at mitigating 

targeted risk factors, and effectively connect patients with the appropriate level care to reduce the 

burden on the 911 and healthcare systems.   

The MIH program began operating its first response unit on a full-time basis in June of 

2014. Initially, two paramedics were tasked with following up on repeat customers and refusals, 
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responding to nonemergency calls, conducting welfare checks, and performing outreach 

activities. In total, the MIH program supported more than 2,750 people in 2014 (OFD, 2014).  

Throughout 2015, the MIH program continued to grow and develop its core services and 

outreach strategies as it strived to better meet the needs of the community (see Appendix B). A 

nurse practitioner was added to the staff to increase its scope of practice providing a higher level 

of patient care in areas like medication management and on-site treatment. Key areas were 

identified through data analysis to help focus the program’s efforts in the coordination of care 

being provided (i.e. falls, lifts assists, congestive heart failure).  As a result, a greater emphasis 

was placed on outreach and disease/injury prevention increasing the frequency of activities such 

as blood pressure checks, public health screenings, sidewalk CPR, and seminars at schools, 

libraries, and senior living facilities. The program supported more than 3000 people in 2015 

(Martin, 2016). 

Now after two years of operation, the MIH program has garnered tremendous success and 

has even received national recognition earning the 2016 Thomas H. Muehlenbeck Award for 

Excellence in Local Government by the Alliance for Innovation. Additionally, the MIH program 

was honored in Washington D.C. with the Congressional Fire Service Institute/Masimo 

Excellence in Fire Service-Based EMS award. Both of these awards attest to the OFD’s 

determination to develop new and innovative approaches for setting the standard for excellence 

in the delivery of fire/EMS services (Martin, 2016). 

Although it would be easy to coast on these early successes linked to the MIH program, 

there is the potential to further adapt the program to solve a newly discovered community risk 

issue.  Recently, through the analysis of incident data, the author uncovered an increasing trend 

in the amount of fall-related emergencies occurring at their local senior living facilities. The 
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problem was that the OFD did not have a fall prevention program in place that could help reduce 

the risk and occurrence of falls involving older adults at local senior living facilities. The purpose 

of this research was to develop a fall prevention program that could be administered by OFD’s 

MIH unit to help reduce the risk and occurrence of falls among older adults at local senior living 

facilities. An action research methodology was used to answer the following research questions: 

(a) what is the scope of the fall problem among older adults? (b) what are the contributing factors 

related to the fall problem among older adults? (c) what goals, objectives and intervention 

strategies can be developed to help reduce or eliminate the effects of the contributing factors?  

(d) what fall prevention intervention strategies are being utilized by other fire departments across 

the nation to reduce fall risk factors in their communities? 

Background and Significance 

The research setting for this applied research project (ARP) is the city of Olathe, Kansas. 

Olathe is located in the northeastern part of the state and is situated approximately twenty miles 

southwest of the downtown Kansas City metropolitan area. Olathe has a land mass of 61.3 

square miles, and an appraised property value of $10.3 billion (OFD, 2015). At the time of this 

research project, the population of Olathe was estimated at 134,305 total residents, and was 

recognized as the fourth largest city in the state of Kansas and in the Kansas City metropolitan 

area (U.S. Census Bureau, 2016)..  

Presently, Olathe residents are served by 1 mayor, 6 councilpersons, and 884 full-time 

employees. The citizens of Olathe reside in one of the safest communities in the nation, 

benefitting from an Insurance Service Office (ISO) class 1 public protection rating and an 

internationally accredited fire department. This is a significant achievement in that there are only 



MIH AND FALL PREVENTION  8 

 

220 accredited fire departments in the world, and 178 fire departments nationwide with a class 1 

public protection rating out of over 48,000 communities that are rated by ISO (OFD, 2016).      

At the time of this research, there were 145 full-time employees working at the OFD with 

28-32 firefighters on duty 24 hours a day. As depicted in the organizational chart (Appendix A), 

the daily operational staffing includes two battalion chiefs, eight fire captains, eight fire 

apparatus engineers, and sixteen firefighters. 

There are ten frontline fire apparatus units that make up the daily emergency response 

force at the OFD. Four engine companies, two quint companies, one truck company, one rescue 

company, two rescue squads and one MIH unit respond to emergencies throughout the 

community from seven strategically located fire stations. There are a minimum of 3 firefighters 

on every apparatus with the exception of the truck and rescue company, which maintain a 

minimum of 4 firefighters. The rescue squads operate Monday through Thursday from 7am-5pm 

and consist of two firefighter/paramedics. The MIH unit operates Monday through Thursday 

from 8am-5pm and consists of a one paramedic and one nurse practitioner.  

On average, the OFD responds to approximately 10,000 emergencies each year involving 

fires, medical incidents, technical rescues, hazardous materials, and explosive ordinance 

disposal. In 2015, the OFD responded to 10,502 total calls for service with 6,890 being EMS 

related incidents (OFD, 2015).  The table below illustrates the OFD’s call volume by incident 

type for the years 2011-2015. The total calls for service were 48,856 for all five years with 

30,768 being EMS-related incidents. This equates to 63% (30,768 out of 48,856) of all of the 

emergency responses in the city of Olathe for the years 2011-2015 were EMS in nature. The 

statistical significance of this fact is important as this research begins to delve into the fall 

problem and how the proposed solution could potentially reduce this number over time. 
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OFD 5-Year Incident Data 

 2011 2012 2013 2014 2015 Total 

Fire 328 371 240 265 269 1,473 

EMS 5,679 5,853 6,164 6,182 6,890 30,768 

Non-Fire 3,132 3,141 3,279 3,420 3,343 16,315 

Total 9,139 9,365 9,683 10,167 10,502 48,856 

Table 1 – OFD Three Year Incident Data (OFD, 2016) 

 When looking at the data as it directly pertained to the research problem in this ARP, 

approximately 20% (6,068 out of 30,768) of the total EMS calls from 2011-2015 were fall-

related in nature. The table below illustrates the OFD’s 5-year fall-related incident data for the 

years of 2011-2015. 

OFD 5-Year Incident Data for Falls and Lift Assists 

 2011 2012 2013 2014 2015 Total 

Falls 776 738 805 823 899 4,041 

Lift Assists 285 343 454 452 493 2,027 

Total 1,061 1,081 1,259 1,275 1,392 6,068 

Table 2 – OFD Five-Year Incident Data for Falls and Lift Assists (OFD, 2016) 

 Upon further analysis of the department’s fall response data, it was discovered that a 

majority of the falls and lift assist incidents were transpiring within the city’s senior living 

facilities. At the time of this research, there were 15 active senior living facilities in the city of 

Olathe with three under construction or about to open. These facilities vary in their level of care 

options and services functioning as skilled nursing, memory care, short-term rehabilitation, long-

term care, assisted living, and/or independent living. Several of the facilities offer a combination 

of every care option and service listed above. The table below graphically depicts the total 
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number of fall-related incidents that transpired at all 15 senior living facilities in the city of 

Olathe from 2011-2015 ranked from highest to lowest.  

OFD 5-Year Fall Data for Senior Living Facilities  

 2011 

 

2012  2013  2014  2015  Total 

Cedar Lake Village 75 77 100 117 98 467 

Olathe Towers 57 59 65 64 48 293 

Santa Marta 44 44 63 53 76 280 

Greenwood Terrace 34 28 50 45 62 219 

Aberdeen Village 25 32 44 39 28 168 

Homestead of Olathe 37 26 36 23 37 159 

Gardens at 

 

24 21 17 45 26 133 

Good Samaritan 

 

17 11 18 20 28 94 

Ridgeview Village 16 25 19 21 13 94 

Evergreen 

 

17 13 12 15 25 82 

Villa St. Francis 20 10 11 20 18 79 

Pinnacle Ridge 9 11 14 13 17 64 

Assisted Lifestyles 15 16 2 8 18 59 

Royale Terrace 13 18 8 3 17 59 

Hoeger House 5 1 5 3 6 20 

Total 408 392 464 489 517 2,270 

Table 3 – OFD 5-Year Fall Data for Senior Living Facilities (OFD, 2016) 

When comparing the total number of fall-related incidents city-wide to the total number 

of fall-related incidents transpiring at senior living facilities, the data revealed that 37% (2,270 

out of 6,068) of all fall-related incidents were taking place at senior living facilities. Based on 

these statistics and their potential to continue adversely impacting the community, the citizens 

and the OFD, the author felt that there was sufficient background evidence and significance to 

justify this ARP from an organizational perspective.  
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The author attended the Executive Fire Officer Program’s Executive Analysis of 

Community Risk Reduction (EACRR) course at the National Fire Academy (NFA) from the 

dates of January 4th to January 15th in 2016. The overall focus of the EACRR course was to 

help executive fire officers understand the value of community risk reduction and the process of 

applying risk reduction to the community. The course teaches the importance of developing 

partnerships with the community to implement programs, initiatives and services that prevent 

and/or mitigate the risk of human-caused or natural disasters. The goals of the EACRR course 

were to improve executive’s abilities to develop leaders in comprehensive multihazard 

community risk reduction, create a strategic community risk reduction plan in the community, 

focus on reducing risks in the local community, and reduce line-of-duty- deaths among 

firefighters (USFA, 2015). Since the goal of this ARP was to develop a comprehensive fall 

prevention program to help reduce the risk and occurrence of preventable falls involving older 

adults at senior living facilities, a direct and definitive linkage was established between the 

research purpose and course content related to reducing risks in the community. Additionally, 

this ARP supports the U.S. Fire Administration’s first strategic goal in America’s Fire and 

Emergency Services Leader Strategic Plan 2014-2018, which aims to “reduce fire and life safety 

risk through preparedness, prevention, and mitigation” (USFA, 2014). 

Literature Review 

The purpose of this literature review was to research the writings and findings of others 

in order to gain a deeper insight into the fall problem that is impacting older adults around the 

world. Specifically, the author’s intent was to answer the research questions regarding the scope 

of the fall problem, the contributing factors related to the fall problem, and preventative 
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intervention strategies that could help assist the author in the development of a fall prevention 

program for the OFD. 

The Scope of the Fall Problem  

In researching the topic of accidental or unintentional falls among older adults, the 

findings related to the scope of the problem were both alarming and far-reaching – plaguing 

every continent across the globe. Due to the enormity of the problem, fall-related injuries and 

deaths among adults age 65 and older are presently considered a major public health issue 

worldwide.  

According to the World Health Organization (WHO), falls rank as the second leading 

cause of accidental or unintentional injury deaths across the globe with an estimated 424,000 

fatalities and 37.3 million injuries taking place each year (WHO, 2016). The WHO (2016) 

reports that in all regions of the world, adults over the age of 60 have the highest mortality and 

morbidity rates than any other age group, estimating that approximately 28-35% of people age 

65 and older fall each year. Data from the most recent report global report on older adult falls 

from the WHO maintains that approximately 30-50% seniors living in long term care institutions 

fall each year, with 40% of them experiencing recurrent falls (WHO, 2007).  

In the United States, fall statistics are not any better among adults age 65 and older. The 

Centers for Disease Control and Prevention (CDC), who is considered the leading authority on 

major public health and safety issues in the United States, report that injury is the leading cause 

of death across all 50 states in America with older adults falls leading the way in deaths, 

unintentional injuries, and hospital admissions for trauma (CDC, 2016). Sadly, the CDC reports 

that 1 out of every 3 older adults falls each year, and over 2 million are treated in hospital 

emergency rooms for fall-related injuries (CDC, 2016). The most current data from the CDC 
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suggests that every 11 seconds an older adult is treated in the emergency room for a fall, and 

every 19 minutes an older adult dies from a fall. This equates to approximately 2.8 million 

injuries, 800,000 hospitalizations and more than 27,000 fatalities among older adults nationwide 

(CDC, 2016).  

Additional research into the scope of the fall problem in the United States revealed 

similar findings regarding falls among older adults, but the author noted that they all referred 

back to the CDC’s fall statistics mentioned above. These organizations are listed below: 

1. The National Council on Aging (NCOA) 

2. The National Safety Council (NSC) 

3. The National Institute on Aging (NIA) 

4. The National Institute on Health (NIH)  

5.  The Agency for Healthcare Research and Quality (AHRQ)  

6. The Office of Disease Prevention and Health Promotion (ODPHP)  

7. The Patient-Centered Outcomes Institute (PCOI) 

8. The National Institute for Health and Care Excellence (NICE) 

9. The American Geriatrics Society (AGS) 

10. The Fall Prevention Center of Excellence (FPCE) – www.stopfalls.org 

Even at the state level, falls pose a significant threat to the public health and well-being 

of older adults. According to the Kansas Department of Health and Environment (KDHE), falls 

were considered the leading cause of injury morbidity and mortality in the state of Kansas 

(KDHE, 2016). Kansans age 65 and older accounted for 88% of deaths due to fall-related 

injuries, equating to 1,690 fatalities from 2009-2013 (KDHE, 2013). Also, fall-related injuries 

http://www.stopfalls.org/
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were highest among Kansans age 65 and older accounting for 25% of emergency room visits and 

73% of all hospitalizations in the state (KDHE, 2016).  

At the community level, falls are more prevalent among older adults residing at senior 

living facilities than elderly citizens living in the community according to the CDC (2012). It is 

estimated that 50-75% of older adults residing at some kind of senior care facility fall each year, 

which is twice the rate of falls that occur among elders living in the community. Also, the CDC 

(2012) suggests that older adults living at senior living facilities fall multiple times each year 

averaging about 2.6 times per person. This research provides some insight into the author’s fall 

problem at senior living facilities found in the analysis of CAD incident data displayed in earlier 

tables.  

As evident from the statistical data mentioned above, the scope of the fall problem as it 

relates to older adults throughout the world is massive in scale, and at the same time very 

concerning.  Unfortunately, researchers from several governmental agencies predict that it will 

only worsen as the demographic landscape dramatically increases due to the baby boomer 

generation becoming senior citizens. The demographic shift in the number and proportion of 

older adults in the United States is unprecedented in the nation’s history, and according to the 

CDC, is anticipated to grow to nearly 89 million people by 2050. This shift is more than double 

the number of older adults in the United States in 2010 (CDC, 2013).  Fortunately, research has 

also shown that falls are preventable and aging, itself, does not cause falls. Instead, falls are the 

result of a combination of contributing factors. The more factors a person has, the greater their 

chances of falling. 
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Contributing Factors to the Fall Problem 

Research has identified many conditions that contribute to falls among older adults. 

These conditions are known as risk factors. The National Institute on Health (NIH) defines a risk 

factor as something that increases a person’s risk or susceptibility to a medical problem or 

disease (NIH, 2016). Researchers from the CDC have categorized fall risk factors into two main 

categories – intrinsic and extrinsic. Intrinsic risk factors include advanced age, previous fall 

history, muscle weakness, chronic medical conditions, impaired vision, gait/balance problems, 

postural hypotension, and fear of falling. Extrinsic risk factors include environmental factors, 

home hazards, improper assistive devices, and psychoactive medication use (CDC, 2016).  

The WHO’s Global Report on Falls Prevention in Older Age (2007) concurred with the 

CDC’s risk factor findings suggesting that older adults may experience a higher frequency of 

fall-related injuries and deaths due to chronic medical conditions, physical inactivity, medication 

side effects, poor mobility/balance, limited vision, and unsafe environmental factors. The 

National Safety Council also falls into agreement with the CDC affirming that risk factor s for 

falls include muscle weakness, medications that cause dizziness, improper footwear, impaired 

vision, slick floors, poor lighting, loose rugs, clutter and uneven surfaces (NSC, 2016). 

Scholarly research indicates similar findings in studies conducted to identify fall risk 

factors. One study suggests that the strongest independent risk factors for falls are linked to 

previous falls, muscle weakness, gait and balance impairments, and use of psychoactive 

medications (Lee et al., 2013). Another study attributes falls among older adults to risk factors 

that include weakness, balance deficits, gait deficits, visual deficits, mobility limitation, 

cognitive impairment, postural hypotension, and chronic medical conditions (Rubenstein, 2006). 

A recent article written in the Nurse Practitioner journal identified risk factors that include aging, 
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medications, polypharmacy, alcohol abuse, diabetes, visual disturbances, coordination and 

balance, foot problems, urinary incontinence, and depression (Saccomano et al., 2015). Even a 

Master’s degree thesis found that falls were the result of poor vision, polypharmacy, lack of 

strength and balance, and home safety hazards (Keuter, 2012). In the end, the author noted that a 

majority of the scholarly research agreed upon many of the same fall risk factors.    

As evident from the research findings above, there are many risk factors that contribute to 

falls among older adults. Most of them have been linked to biological health factors (i.e. age, 

medical conditions, etc.), behavioral factors (i.e. fear of falling, sedentary behavior, etc.) and 

environmental factors (i.e. home hazards, surrounding environmental hazards, etc.). However, 

the WHO (2007) suggests that there are also socioeconomic risk factors as well related to falls 

among older adults. These risk factors include low income, low education, inadequate housing, 

lack of social interaction, lack of community resources, and limited access to health and social 

care.  

The good news is that even though there seems to be an abundance of contributing 

factors to falls among older adults; research has also shown that most risk factors can be 

modified, adjusted, or eliminated to help reduce or prevent falling altogether. These preventative 

measures are referred to as fall intervention strategies.  

Fall Prevention Intervention Strategies 

Many risk factors can be changed or modified to help prevent falls with the use of 

preventative fall intervention strategies. According to the WHO (2016), fall prevention strategies 

should be both comprehensive and multifaceted, exploring fall risk factors that can be modified 

by utilizing effective interventions to reduce their impacts. Researchers from the WHO (2106) 
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recommend utilizing strategic interventions that include the following components in order to 

identify and modify fall risk factors among older adults:  

1. Screening within living environments for risks for falls 

2. Clinical interventions to identify risk factors, such as medication review and 

modification, treatment of low blood pressure, Vitamin D and calcium 

supplementation, treatment of correctable visual impairment 

3. Home assessment and environmental modification for those with known risk factors 

or a history of falling 

4. Prescription of appropriate assistive devices to address physical and sensory 

impairments 

5. Muscle strengthening and balance retraining prescribed by a trained health 

professional 

6. Community-based group programs which may incorporate fall prevention education 

and exercises or dynamic balance and strength training 

7. Use of hip protectors for those at risk of a hip fracture due to a fall  

Researchers at the CDC’s injury center are taking fall prevention very seriously, and as a 

result, have taken major strides towards reducing the impacts of falls among older adults in the 

United States. Through the development of the STEADI (Stopping Elderly Accidents, Deaths, 

and Injuries) initiative, they have been able provide a pathway to assist healthcare providers with 

identifying fall risk-levels, modifying fall risk factors, and implementing fall intervention 

strategies to reduce the chance of falls among older adults. Looking specifically at STEADI’s 

fall prevention strategies, the CDC (2016) recommends utilizing the following interventions: 

1. Screening for fall risk levels 
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2. Conducting a fall risk assessment that includes: 

a. Conducting a physical exam 

b. Reviewing medications  

c. Gait/strength/balance testing 

d. Conducting vision testing 

e. Managing hypotension  

3. Conducting a home safety evaluation 

4. Educating patients on fall prevention  

The CDC has developed a STEADI Tool Kit consisting of printed materials and resources that 

are readily available online for healthcare providers to download and use at no charge. Besides 

being specifically designed for older adults and their friends and families, the materials are able 

to be easily utilized by healthcare providers to assess, treat, and refer older adult patients based 

on their fall risk. The CDC (2015) maintains that for every 5,000 healthcare providers who adopt 

STEADI, over a 5-year period, as many as: 

• 6 million more patients could be screened, 

• 1 million more falls could be prevented, and 

• $3.5 billion more in direct medical costs could be saved 

When looking at fall intervention strategies for senior living facilities, there are multiple 

challenges. According to the CDC (2012), fall interventions must consist of a combination of 

risk assessments, medical treatments, rehabilitation, and environmental changes in order to be 

effective at reducing falls in senior living facilities. The most effective fall interventions address 

multiple factors and should include:  
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1. Assessing patients after a fall to identify and address risk factors and treat the underlying 

medical conditions.  

2. Educating staff about fall risk factors and prevention strategies.  

3. Reviewing prescribed medicines to assess their potential risks and benefits and to 

minimize use. 

4. Making changes in the nursing home environment to make it easier for residents to move 

around safely. Such changes include putting in grab bars, adding raised toilet seats, 

lowering bed heights, and installing handrails in the hallways. Providing patients with hip 

pads that may prevent a hip fracture if a fall occurs.  

5. Exercise programs that can improve balance, strength, walking ability, and physical 

functioning among nursing home residents.  

6. Teaching residents who are not cognitively impaired behavioral strategies to avoid 

potentially hazardous situations is a promising approach (CDC, 2012). 

Research findings related to effective strategic interventions for fall prevention helped the 

author see that the OFD’s MIH program would definitely be best suited to handle 

implementation of a fall prevention program. Most intervention strategies require a substantial 

amount of contact hours with older adults in order to properly screen/assess their risk levels, 

provide individualized treatment or referral plans, make home or environmental changes, and 

properly teach/educate about fall prevention. Traditional fire department response resources 

would not be able to provide the quantity of time and quality of care necessary to produce 

effective fall prevention outcomes without substantial funding. However, this type of service 

could easily be provided by the OFD’s MIH unit since it falls directly in line with its current 

mission and scope of practice.  
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Procedures 

Research Methodology 

The purpose of this research was to develop a comprehensive fall prevention program 

that could be administered by OFD’s MIH unit to help reduce the risk and occurrence of falls 

among older adults at local senior living facilities. An action research methodology was used to 

answer the following research questions: (a) what is the scope of the fall problem among older 

adults? (b) what are the contributing factors related to the fall problem among older adults? (c) 

what goals, objectives and intervention strategies can be developed to help reduce or eliminate 

the effects of the contributing factors? (d) what intervention strategies are being utilized by other 

fire departments across the nation to reduce fall risk factors in their communities? 

The procedures utilized for this ARP were clearly delineated to permit replication, and 

were appropriate to achieve the stated research purpose of this project. The procedures included 

a literature review, an analysis of CAD system data, a situational analysis logic model, and the 

development and dissemination of an external survey to fire department members throughout the 

United States. The overall goal of the procedures was to analyze research related to the fall 

problem among older adults, provide answers to the proposed research questions, and establish 

program goals, objectives, and strategic interventions concerning fall prevention that could be 

utilized for program development and implementation at the OFD.  

Literature Review 

The literature review for this applied research project (ARP) initially began at the 

Learning Resource Center (LRC) located on the campus of the National Fire Academy (NFA) in 

Emmitsburg, MD in January of 2016. Several journal articles and EFO papers related to elderly 
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falls, fall risks, and fall prevention were reviewed to help gain insight into the author’s research 

problem.  

Upon returning home, the author utilized the Gardner, Kansas branch of the Johnson 

County Public Library system to further research information on older adult falls, fall risk 

factors, and fall prevention. Additionally, internet searches were conducted on the World Wide 

Web using Google® as a search engine. Key phrases such as “fall injury statistics,” “elderly 

falls,” “falls among older adults,” “fall risk factors,” and “fall prevention” were utilized to find 

information on the author’s research topic. The overall goal of the literature review process was 

to review current sources related to the author’s research problem and summarize their critical 

findings. In the end, the literature review identified relevant and practical information regarding 

the scope of the fall problem among older adults, contributing factors related to the fall problem, 

and strategic interventions used for reducing/eliminating the contributing factors related to the 

fall problem among older adults.  

CAD System Data Analysis 

 The analysis of CAD system data was an important part of the research process to 

determine the scope of the fall problem in Olathe, Kansas. To accomplish this evaluation, the 

author reached out to the Emergency Communications Center (ECC) located in Olathe. The ECC 

is the main dispatching center for every fire department in Johnson County, Kansas. Specifically, 

the author corresponded via email with GIS coordinator Mark Whelan. First, the author 

requested CAD data for every type of incident the OFD responded to from 2011-2015. Upon 

receiving the data, the author created a table to categorize the incident types into three main 

categories – Fire, EMS, and Nonfire (see Table 1). Next, the author requested CAD data for 

every fall-related incident that transpired in the city of Olathe from 2011-2015. Upon receiving 
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the data, the author created a table to categorize incidents into falls and lift assists (see Table 2). 

Finally, the author analyzed the addresses linked to the CAD data received from ECC to see 

where a majority of fall-related incidents were transpiring. Analysis revealed that the bulk of the 

fall-related incidents from 2011-2015 were taking place at senior living facilities within Olathe 

(see Table 3). Upon further examination of the fall incident data, it was discovered that the 

number of fall-related incidents transpiring at the senior living facilities had been increasing over 

the five year period. Ultimately, it was the discovery of this upward trend that led the author to 

proceed with this APR.   

Situational Analysis Logic Model 

In an effort to gain a better understanding of how best to develop, implement, and 

evaluate a fall prevention program, the author conducted a situational analysis to analyze all of 

the contributing factors related to the fall problem that were identified in the literature review. 

Using a situational analysis was recommended for action research in the EFOP Handbook 

(USFA, 2015 pg. 34). To better visualize all of the elements included in the situational analysis, 

the author used a logic model as a planning tool to graphically display the process for developing 

goals, objectives and strategies that lead to change. Creating a logic model made it easier for the 

author to visualize direct linkages with the contributing factors. In the end, four program goals 

were identified, four measurable objectives were established, and four strategic interventions 

were developed with appropriate evaluation methods (see Appendix C).  These outcomes were 

later used as the framework to construct the author’s fall prevention program.  

External Survey Instrument 

In order to provide further depth into the third research question, an internet-based survey 

instrument was developed by the author using Surveymonkey.com (see Appendix D). The 



MIH AND FALL PREVENTION  23 

 

survey was designed with the intent of determining what intervention strategies and/or best 

practices are being utilized by other fire departments across the nation to reduce fall risk factors 

in their communities, and whether or not they were successful. The survey was made available to 

fire department members of all ranks across the United States using the Training Resources and 

Data Exchange Network (TRADENET) and two social media sites – Facebook® and 

LinkedIn®. For TRADENET, the author sent an email requesting assistance with survey 

participation for an ARP in the EFOP. The email included a brief description of the survey topic 

along with the survey link. For Facebook®, the author posted the survey link in two different 

EFOP group forums – “NFA EFO 2014-2017” and “11-2014 EFOP.” For LinkedIn, the author 

posted a link to the survey on the main newsfeed. 

The actual total population size for the external survey was unidentified by the author due 

to the unknown nature of the number of subscribing fire department members to TRADENET 

and LinkedIn®. However, the population size of the Facebook® groups totaled 183 members. 

The internet-based survey was made available online for a four week period of time and had a 

total of 97 respondents. All respondents were anonymous, but certain demographic information 

was collected within the survey to determine the respondent’s city population, amount of fire 

department members, and type of fire department. This information was useful in helping 

determine comparability with the OFD.  Additionally, the survey was designed with the intent of 

determining whether or not other fire departments had fall prevention or MIH programs in place, 

what intervention strategies were included in those programs, and how often those programs 

were evaluated. 
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Assumptions and Limitations 

Three main assumptions were made by the author while conducting research for this 

project. First, the author assumed that all information examined and gathered through the 

literature review was both factual and unbiased. Second, the author assumed that the older adult 

population residing at senior living facilities in Olathe would be willing and receptive 

participants of the newly developed fall prevention program. Lastly, the author assumed that the 

data gathered from the survey’s respondents were factual, unbiased, and beneficial for the fire 

service. 

The research was limited by the following four factors: time, amount of literature, and the 

scope of the situational analysis and survey instrument. First, the amount of time the author had 

available to conduct research and collect data was limited to a 6-month timeframe. This deadline 

did not allow time for the author to follow-up with survey respondents concerning their fall 

prevention programs and strategic interventions. Second, the amount literature reviewed on the 

subject of falls among older adults was limited by the author’s abilities to conduct research, and 

the limited amount of information on the subject as it related to the fire service. Finally, the 

scope of the research was limited by the lack of information about fire department fall prevention 

programs, population sizes and number of responses returned in both survey instruments.  

Results 

The results of this action research were based upon procedures including a literature 

review, an analysis of CAD system data, a situational analysis and logic model, and responses 

from an internet-based survey instrument that was developed and distributed by the author using 

SurveyMonkey.com®. The information gathered from the research was utilized to answer the 

four research questions developed by the author. 
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Research Question #1: 

What is the scope of the fall problem?  

 To answer this question, the author researched report findings and factual information 

from governmental agencies pertaining to the topic of falls among older adults from an 

international, national, statewide and community perspective. The author analyzed CAD system 

data from the ECC to determine the scope of the fall problem at the local level. 

Initially, research revealed that fall-related injuries and deaths among older adults were a major 

public health problem plaguing every continent across the globe. The World Health Organization 

(WHO) ranked falls among older adults as the second leading cause of accidental or 

unintentional injury deaths across the globe with an estimated 424,000 fatalities and 37.3 million 

injuries taking place each year (WHO, 2016). The WHO also reported that older adults have the 

highest risk of falling and suffering from fall-related injuries and deaths each year with their 

percentage of risk increasing exponentially with age.  

 In the United States, the scope of the fall problem among older adults was found to be 

quite shocking. Statistics from the CDC maintained that one in every three older adults fall, and 

over 2 million are treated in emergency departments for fall-related injuries (CDC, 2016). Also, 

CDC data claimed that every 11 seconds an older adult was treated in the emergency room for a 

fall, and every 19 minutes an older adult died from a fall, which equated to approximately 2.8 

million injuries, 800,000 hospitalizations and more than 27,000 fatalities among older adults 

nationwide (CDC, 2013). 

 In Kansas, the scope of the fall problem among older adults closely mirrored national 

trends indicating that adults age 65 and older accounted for 88% of deaths due to fall-related 

injuries, equating to 1,690 fatalities from 2009-2013 (KDHE, 2013). Also, statistics from the 
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KDHE identified that fall-related injuries accounted for 25% of emergency room visits and 73% 

of all hospitalizations in the state for Kansans age 65 and older. 

At the community level, the CDC indicated that the scope of the fall problem was more 

prevalent among older adults residing at senior living facilities than elderly citizens living in the 

community (CDC, 2012). Statistics showed that 50-75% of older adults residing at some kind of 

senior care facility fall each year, which was twice the rate of falls that occur among elders living 

in the community. Also, the CDC (2012) suggested that older adults living at senior living 

facilities fell multiple times each year averaging 2.6 times per person.   

 An analysis of OFD’s CAD system data helped determine the scope of the fall problem at 

the local level.  First, the author examined incident types, breaking down every call into three 

main categories – Fire, Non Fire, and EMS (see Table 1). This breakdown of call volume into 

incident types helped the author have a better understanding of how OFD resources were being 

impacted by certain call types. Results showed that 63% (30,768 out of 48,856) of all of the 

emergency responses in the city of Olathe for the years 2011-2015 were EMS in nature, 33% 

(16,315 out of 48,856) were non fire calls, and 4% (1,463 out of 48,856) were fire-related 

incidents. Next, the author examined fall-related incidents over the same five-year period (see 

Table 2). Results showed that 20% (6,068 out of 30,768) of the total EMS calls from 2011-2015 

were fall-related in nature. This allowed the author to gauge how big the fall problem was in 

comparison with the total number of EMS incidents over the same time period. Finally, the 

author examined the location of the fall-related incidents to determine where the fall problem 

was transpiring (see Table 3). Results showed that 37% (2,270 out of 6,068) of all fall-related 

incidents were taking place at Olathe’s 15 senior living facilities. Upon further examination of 

the fall incident data, it was discovered that the number of fall-related incidents transpiring at 
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these senior living facilities had increased 23% (1,061 to 1,392) over the five year period. 

Ultimately, it was the discovery of this upward trend that led the author to proceed with this 

APR.  In the end, research findings and results provided a sufficient answer to the scope of the 

fall problem among older adults, while at the same time directly supporting the author’s CAD 

data findings as it related to the research problem in Olathe, Kansas.  

Research Question #2: 

What are the contributing factors related to the fall problem among older adults?  

 To answer this question, the author researched report findings and factual information 

from governmental agencies and scholarly writings pertaining to the topic of falls among older 

adults to uncover fall risk factors. The research revealed that fall-related incident among older 

adults was the result of multiple risk factors. Researchers from the CDC categorized these risk 

factors into two main categories – intrinsic and extrinsic. Intrinsic risk factors included advanced 

age, previous fall history, muscle weakness, chronic medical conditions, impaired vision, 

gait/balance problems, postural hypotension, and fear of falling. Extrinsic risk factors included 

environmental factors, home hazards, improper assistive devices, and psychoactive medication 

use (CDC, 2016). 

The WHO (2007) indicated that falls were due to risk factors that included chronic 

medical conditions, physical inactivity, medication side effects, poor mobility/balance, limited 

vision, and unsafe environmental factors. The National Safety Council affirmed that risk factors 

included muscle weakness, medications that cause dizziness, improper footwear, impaired 

vision, slick floors, poor lighting, loose rugs, clutter and uneven surfaces (NSC, 2016). 

Scholarly research indicated similar findings suggesting that the strongest independent 

risk factors for falls were linked to previous falls, muscle weakness, gait and balance 
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impairments, and use of psychoactive medications (Lee et al., 2013). Another study attributed 

falls to risk factors that included weakness, balance deficits, gait deficits, visual deficits, mobility 

limitation, cognitive impairment, postural hypotension, and chronic medical conditions 

(Rubenstein, 2006). A recent article written in the Nurse Practitioner journal identified risk 

factors that included aging, medications, polypharmacy, alcohol abuse, diabetes, visual 

disturbances, coordination and balance, foot problems, urinary incontinence, and depression 

(Saccomano et al., 2015). Finally, a Master’s degree thesis found that falls were the result of 

poor vision, polypharmacy, lack of strength and balance, and home safety hazards (Keuter, 

2012).   In the end, research findings and results provided a sufficient answer to the type of 

contributing factors that were related to the fall problem among older adults, while at the same 

time they helped the author classify identified risk factors into the following four main 

categories:  

1. Biological factors  

2. Behavioral factors 

3. Environmental factors   

4. Socioeconomic factors  

These categories were used in the situational analysis logic model to aid in the development of 

goals, objectives and strategic interventions for the MIH Fall Prevention Program. 

Research Question #3: 

What goals, objectives and intervention strategies can be developed to help reduce or eliminate 

the effects of the contributing factors? 

 To answer this research question, a situational analysis logic model (see Appendix C) 

was created and utilized by the author to examine the four categories of contributing factors 
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surrounding the fall problem. With the help of the logic model, the following four program goals 

were established to help alleviate, modify, or remedy the contributing factors: 

1. To improve access to fall prevention resources for older adults residing at senior 

living facilities in Olathe.  

2. To reduce injuries from falls and repeat falls among older adults through follow-up 

screening and assessment of fall risk factors. 

3. To reduce fall-related incidents around the home resulting from unsafe living 

conditions, unsafe practices and fall hazards. 

4. To improve attitudes and awareness about fall risk factors and fall prevention among 

older adults residing at senior living facilities in Olathe. 

The program goals were broad in nature, yet focused with the intent of reducing or improving the 

effects of the contributing factors related to the fall problem. 

Once the program goals were identified, the following four objectives were established to 

generate measurable outcomes directly related to the goals as compared to baseline data: 

1. By December 31st 2021, there will be a 10% improvement in access to fall prevention 

resources for older adults residing at senior living facilities in Olathe. 

2. By December 31st 2021, there will be a 25% reduction in fall related injuries and 

repeat falls involving older adults residing at senior living facilities. 

3. By December 31st 2021, there will be a 25% reduction in fall-related incidents around 

the home involving older adults caused from unsafe living conditions, unsafe practices, 

and fall hazards. 

4. By December 31st 2021, there will be a 10% improvement in the attitudes and 

awareness levels of older adults concerning fall risk factors and fall prevention. 
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Objectives #2 and #3 were outcome based, seeking to “reduce” impacts from the contributing 

factors, while Objectives #1 and #4 were impact based, seeking to ‘improve” circumstances 

related to the contributing factors.  

 Next, four program intervention strategies were developed to assist in achieving the 

desired measurable outcome and impact objectives. The following strategic interventions were 

utilized based upon literature review findings mentioned above and survey results cited later in 

the paper:    

1. Follow-up Screenings 

2. Risk Assessments 

3. Home Safety Evaluations 

4. Public Education 

To assist in the implementation of each strategic intervention, the author obtained 

supplementary support materials from the CDC’s Stopping Elderly Accidents, Deaths, and 

Injuries (STEADI) program. As mentioned earlier, the STEADI program was created by 

researchers at the CDC’s Injury Center to assist health care providers in reducing fall risks and 

improving fall prevention. The author decided to incorporate STEADI materials into the fall 

prevention program (see Appendix G) due to their quality and ease of use for assessing, treating, 

and referring older adult patients based on their fall risk level. The following STEADI forms and 

materials were utilized by the author for the newly developed MIH Fall Prevention Program: 

1. Fall Risk Checklist 

2. Algorithm For Fall Risk Assessments and Interventions 

3. Fall Prevention Patient Referral Form 

4. The Time-Up and Go Test  
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5. The 30 Second Chair Stand Test  

6. The 4-Stage Balance Test 

7. Home Safety Checklist 

8. Staying Independent Brochure 

9. Risk Factor For Fall Brochure 

 Research Question #4: 

What intervention strategies are being utilized by other fire departments across the nation to 

reduce fall risk factors in their communities?  

To answer this research question, an internet-based external survey (see Appendix C) was 

developed by the author using Surveymonkey.com. The survey was made available to fire 

department members of all ranks across the United States using the Training Resources and Data 

Exchange Network (TRADENET) and two social media sites – Facebook® and LinkedIn®. For 

TRADENET, the author sent an email requesting assistance with survey participation for an 

ARP in the EFOP. The email included a brief description of the survey topic along with the 

survey link. For Facebook®, the author posted the survey link in two different EFOP group 

forums – “NFA EFO 2014-2017” and “11-2014 EFOP.” For LinkedIn, the author posted a link 

to the survey on the main newsfeed. 

The actual total population size for the external survey was unidentified by the author due 

to the unknown nature of the number of subscribing fire department members to TRADENET 

and LinkedIn®, but the Facebook® groups had a total population size of 183 members. 

Regardless of the population size, there were a total of 97 respondents to the internet-based 

survey within a four-week period of time. All respondents were anonymous, but certain 

demographic information was collected within the survey to determine the respondent’s city 
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population, amount of members within their fire department, and type of fire department. This 

information was useful in helping determine comparability with the OFD.  Additionally, the 

survey was designed with the intent of determining whether or not other fire departments had fall 

prevention programs or MIH programs in place, what intervention strategies were included in 

those programs, and how often those programs were evaluated. 

The survey contained the following ten questions: 

1. What is the population of you community? 

2. How many members are in your department? 

3. How would you describe your department? 

4. Approximately how many Fire/EMS calls does your department respond to each year? 

5. What percentage of your department's call volume is EMS related? Estimate if unknown? 

6. If known, what percentage of your department's EMS calls involve falls or lift assists? 

7. Does your department have a fall prevention program in place? 

8. Does your fall prevention program include any of the following assessment or 

intervention strategies? Check all that apply. 

9. Does your department have a Mobile Integrated Healthcare (MIH) program in place? 

10. Does your department evaluate their fall prevention program? 

Survey question #1 asked respondents to identify their community’s population range. 

Six (6.19%) respondents answered that their population was between 0-9,999, forty-five 

(46.39%) between 10,000-49,999, thirteen (13.40%) between 50,000-99,999, seventeen 

(17.53%) between 100,000-199,999, ten (10.31%) between 200,000-499,999, four (4.12%) 

between 500,000-999,999, and two (2.06%) were over one million. This data was helpful in 

determining the size of the community in comparison with the city of Olathe. 
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Survey question #2 asked respondents to identify a range of the amount of members 

within their departments. Twenty-nine (29.90%) respondents answered that their department 

membership was between 0-50 people, twenty-seven (27.84%) between 51-100, seventeen 

(17.53%) between 100-200, nine (9.28%) between 200-300, six (6.19%) between 300 -400, one 

(1.03%) between 400-500, and eight (8.25%) had over 500. This data was useful in determining 

the size of the fire department in comparison with the Olathe Fire Department. 

Survey question #3 asked respondents how they would describe their fire department. 

Sixty-seven (69.07%) respondents answered full-time, zero (0.00%) answered part-time, three 

(3.09%) answered volunteer, twenty-seven (27.84%) answered combination. This data was 

helpful in determining the type of fire department in comparison to the Olathe Fire Department. 

Survey question #4 asked respondents to approximate how many Fire/EMS calls their 

departments respond to each year. Nine (9.38%) respondents answered between 0-1,000 calls, 

thirty-four (35.42%) answered between 1,000 -5,000 calls, twenty-one (21.88%) answered 

between 5,000-10,000 calls, twenty-five (26.04%) answered between 10,000-50,000 calls, and 

seven (7.29%) answered 50,000 plus calls. This data was useful in determining the call total 

volume in comparison with the Olathe Fire Department. 

Survey question #5 asked respondents to identify what percentage of their department’s 

call volume was EMS related. Four (4.12%) respondents answered between 0-25%, one 

answered (1.03%) answered between 25%-50%, forty-four (45.36%) answered between 50%-

75%, and forty-eight (49.48%) answered 75% plus. This information was helpful in determining 

how the respondent’s EMS call volume compared to the Olathe Fire Department’s EMS call 

volume. 
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Survey question #6 asked respondents to what percentage of their department’s EMS 

calls involve falls or lift assists. Only 86 respondents answered this survey question, while 11 

skipped it. Twenty-seven (31.40%) respondents answered between 0-10%, thirty-eight (44.19%) 

respondents answered between 10%-20%, fourteen (16.28%) respondents answered between 

20%-30%, and seven (8.14%) respondents answered 30% plus. This information was helpful in 

determining the extent of the respondent’s fall problem and how it compared to the Olathe Fire 

Department.  

Survey question #7 asked respondents if their departments had a fall prevention program 

in place. Twenty-five (25.77%) respondents answered “yes” to the question, while seventy-two 

(74.23%) respondents answered “no” to the question. This question was asked to determine how 

prevalent fall prevention programs were among fire departments across the United States. 

Unfortunately, only 1 in 4 fire departments had fall prevention programs in place. Additionally, 

there was a follow-up question asked to respondents that answered “no” to the question. 

Respondents were asked if they felt that their department should have one in place. Only forty-

nine of the seventy-two respondents that answered “no” commented on the follow-up question. 

However, thirty-four of the forty-nine comments were positive in nature suggesting that having a 

fall prevention program in place would be beneficial. 

Survey question #8 asked respondents to identify what assessment or intervention 

strategies were included in their fall prevention program. Only 29 of 97 total respondents 

answered this question. eighteen (62.07%) respondents utilized risk assessments in their fall 

prevention program, nineteen  (65.52%) respondents utilized home evaluations and/or 

modifications in their fall prevention program, twenty-four (82.76%) respondents utilized public 

education in their fall prevention program, eight (27.59%) respondents answered that they review 
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medications as a part of their fall prevention program, five (17.24%) respondents conduct vision 

checks as a part of their fall prevention program, six (20.69%) respondents perform walking 

assessments as a part of their fall prevention program, and three (10.34%) respondents answered 

that they utilized exercise programs as a part of their fall prevention program. This data was 

helpful in determining what strategic interventions were being utilized the most by fire 

departments across the United States. Public education, risk assessments, and home evaluations 

were the most utilized fall prevention interventions. 

Survey question #9 asked respondents whether or not their departments had a Mobile 

Integrated Healthcare (MIH) program in place. Only four (4.17%) respondents answered “yes” to 

the question, while ninety-two (95.83%) respondents answered “no” to the question. This data 

was useful for determining how prevalent MIH programs were within fire departments across the 

United States. From the data provided, it would appear that only 1 in 20 fire departments have 

MIH programs in place. 

Survey question #10 asked respondents whether or not their departments evaluated their 

fall prevention programs and how often. Only 79 of 97 total respondents answered this question. 

17 (21.52%) respondents answered “yes” that they do evaluate their programs, while sixty-two 

(78.48%) respondents answered “no” to the question. The data showed that most fall prevention 

programs were evaluated quarterly, bi-annually, and annually. 

Overall, the survey results provided the author with enough supportive evidence to not 

only gain a better understanding of what strategic interventions were being utilized to prevent or 

reduce fall-related incidents in other communities, but also to aid in the development of a fall 

prevention program for the Olathe Fire Department. 
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Discussion 

Research results identified the scope of the fall problem to be a worldwide epidemic 

plaguing older adult populations on every continent (WHO, 2016).  Falls among older adults 

ranked as the second leading cause of accidental or unintentional injury deaths across the globe 

with an estimated 424,000 fatalities and 37.3 million injuries taking place each year (WHO, 

2016). In the US, unintentional injuries and deaths among older adults from fall-related accidents 

were staggering in number as well showing that every 11 seconds an older adult is treated in the 

emergency room for a fall, and every 19 minutes an older adult dies from a fall (CDC, 2016). In 

Kansas, falls were considered the leading cause of injury morbidity and mortality showing older 

adults accounting for 88% of deaths due to fall-related injuries (KDHE, 2016). Locally, the 

scope of the fall problem in Olathe showed that 37% of all fall-related incidents were taking 

place at Olathe’s 15 senior living facilities, an upon further examination, it was discovered that 

the number of fall-related incidents transpiring at these senior living facilities had increased 23% 

over five year period from 2011-2015. 

Research results identified that most falls were associated with intrinsic and extrinsic 

contributing risk factors linked to advanced age, previous fall history, muscle weakness, chronic 

medical conditions, impaired vision, gait/balance problems, postural hypotension, fear of falling, 

environmental factors, home hazards, improper assistive devices, and psychoactive medication 

use (CDC, 2016). Risk factors were able to be classified into 4 different categories consisting of 

biological factors, behavioral factors, environmental factors, and socioeconomic factors (WHO, 

2007). 

Research showed that detection and mitigation of risk factors could significantly reduce 

the rate of future falls. Researchers from the WHO (2016) recommended utilizing strategic 
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interventions that include screenings, clinical interventions, home assessments and 

environmental modifications, prescription of appropriate assistive devices to address physical 

and sensory impairments, muscle strengthening and balance retraining, community-based group 

programs which may incorporate fall prevention education and exercises or dynamic balance and 

strength training, and use of hip protectors for those at risk of a hip fracture due to a fall. 

Researchers from the CDC recommended utilizing screening for fall risk levels, conducting a fall 

risk assessments, conducting a home safety evaluations, and educating patients on fall prevention 

(CDC, 2016). 

In the end, the research results and findings related to falls and fall prevention helped the 

author see that the OFD’s MIH program would definitely be best suited for the implementation 

of a fall prevention program. Specifically, the author noted that fall preventative intervention 

strategies required a substantial amount of contact hours with older adults in order to properly 

screen/assess their risk levels, provide individualized treatment or referral plans, make home or 

environmental changes, and properly teach/educate older adults about fall prevention. The author 

felt that this type of service could easily be provided by the OFD’s MIH unit since it fell directly 

in line with its current mission and scope of practice. Additionally, research results and findings 

greatly assisted the author in the development of a logic model that helped in the identification of 

goals, objectives, and intervention strategies. These components were eventually used as the 

framework to create a “real” fall prevention program with “measurable” impacts and outcomes 

aimed at solving the fall problem in Olathe, Kansas.  

Recommendations 

The problem was that the OFD did not have a fall prevention program in place that could 

help reduce the risk and occurrence of falls involving older adults at local senior living facilities. 
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The purpose of this research was to develop a comprehensive fall prevention program that could 

be administered by OFD’s MIH unit to help reduce the risk and occurrence of falls among older 

adults at local senior living facilities. 

The results of the literature review, incident data analysis, situational analysis and 

external survey have provided the author with an ideal pathway for developing and 

implementing a comprehensive fall prevention program for older adults residing at senior living 

facilities in Olathe.  Using the research findings, the author was able to develop a fall prevention 

program that could be administered by the department’s MIH unit to older adults residing in 

senior living facilities. Once the program was developed, the author revised the current MIH 

policy to incorporate procedures directly related to the newly developed fall prevention program 

to ensure its proper implementation. With these two components in place, the following 

recommendations were made by the author for the organization: 

1. Schedule a meeting with the Command Staff to share findings from this applied 

research project and present the newly developed MIH Fall Prevention Program 

and policy revision as a proposed solution to the research problem. 

2. Submit a formal request to the Fire Chief requesting to adopt, approve and 

implement the revised MIH policy and highlighted Fall Prevention Program 

addendum (see Appendix G). 

3. Submit a formal request to the Fire Chief requesting to adopt, approve and 

implement the newly developed MIH Fall Prevention Program and supplementary 

STEADI forms from the CDC (see Appendix F). 
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4. Once the program is approved, schedule a meeting with the MIH personnel to 

explain the details related to the proposed implementation of the new MIH Fall 

Prevention Program. 

5. Once the program is approved, submit a formal request to the Battalion Chief 

requesting an internal training session be scheduled to educate the OFD staff and 

personnel about the purpose and details related to the newly developed MIH Fall 

prevention program. 

6. Once the program is approved, schedule meetings with each senior living facility 

in Olathe to explain the purpose and details related to the MIH Fall Prevention 

program. 

Recommendations for future readers and researchers interested in implementing fall 

prevention strategies and/or programs for older adults in their communities would include 

delving into the implementation of community-based fall prevention programs involving 

multiple community resources, further adapting the author’s MIH fall prevention program to 

incorporate more assistance and guidance from staff members at senior living facilities, and 

comparing results of this program after the one year mark with the results of other fire service-

based community paramedicine programs that include fall prevention as a core service and scope 

of practice.
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Appendix A: OFD Organizational Chart  
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Appendix B: OFD MIH Program Infographic 
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Appendix C: Situational Analysis Logic Model 
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Appendix D: External Fall Prevention Survey Instrument 
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Appendix E: External Fall Prevention Survey Results 
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Appendix F: OFD MIH Policy with Fall Prevention Program Addendum 
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Appendix G: OFD MIH Fall Prevention Program 
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