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               Introduction 

 Stepping On is a group-based fall prevention program for older 
people living in the community. Developed in Australia, the 
program now has been implemented successfully in the United 
States. In this chapter we describe Stepping On, discuss the 
implementation of the Stepping On model, and outline current 
initiatives focusing on how this model can be delivered effec-
tively and sustained by organizations into the future.  

    The Stepping On Model 

    Background 

 For older people, a fall can result in injury, a loss of confi -
dence and activity restriction. It is known that approximately 
30 % of older people living in the community fall each year. 
Of these, 20–30 % of people who fall suffer moderate to 
severe injuries including lacerations, sprains, fractures, or 
head trauma [ 1 ]. In 2012, there were 2.4 million emergency 
department visits for fall injuries among older adults in the 
United States [ 2 ]. The average Medicare cost for a fall in 
2012 ranged from $13,797 to $20,450. In addition to direct 

costs related to hospitalization, nursing home care, doctor’s 
offi ce visits, rehabilitation, medical equipment, prescription 
drugs, changes made to the home, and insurance processing, 
indirect costs include long-term effects such as disability, 
dependence on others, lost time from work and household 
duties, and reduced quality of life. By 2020, direct and indi-
rect costs of fall-related injuries are estimated to reach $54.9 
billion dollars [ 3 ]. The prevention of falls therefore is vital to 
achieving the health care triple aim of improving population 
health and patient experience, and decreasing per capita cost. 

 The Stepping On program offers older people a way of 
reducing their falls risk and increasing their self-confi dence. 
The program allows older people to identify issues that are 
personally relevant, to determine their risk of falling and gain 
knowledge about safety practices. The program uses adult 
learning principles and is built on a sound conceptual basis to 
facilitate decision-making, self-effi cacy, and behavior 
change. In the program, participants explore options and 
strategies to reduce their falls risk. In this way, the older per-
son can take control, explore different coping behaviors, and 
utilize appropriate strategies in everyday life [ 4 ]. 

 Stepping On was developed in Australia and effectiveness 
has been evaluated in a randomized controlled trial [ 5 ]. 
Compared to a randomized control group, participation in 
Stepping On led to a 31 % reduction in falls as well as 
improved self-confi dence in mobility and greater use of pro-
tective behaviors. The cost-effectiveness of Stepping On is 
similar to group-based falls prevention exercise programs 
[ 6 ]. Stepping On has been recommended as an effective fall 
prevention intervention for use in the US [ 7 ] and was intro-
duced into the US in 2006. The Centers for Disease Control 
and Prevention (CDC) have provided funding to develop and 
test the Stepping On model for US national dissemination.  

    Setting 

 Stepping On is conducted in community settings. In the 
US, the program has been sponsored by aging units, 
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health care providers, senior retirement apartment complexes, 
parks and recreational services, and other community-
based organizations. The program is held at places con-
venient to older people such as community centers, 
libraries, senior centers, health clinics, and retirement 
complexes.  

    Participants 

 The program is aimed at older people who have fallen or 
have a fear of falling. Participants must be cognitively intact, 
live independently in the community, and be able to ambu-
late without assistance from another person. Use of an assis-
tive device does not preclude participation, but older adults 
who require a walker for indoor walking are not included as 
they may be too mobility impaired to participate in the group 
exercises. These individuals would benefi t from an individu-
alized approach instead. While medical clearance is not 
required, prior to participation, participants are encouraged 
to talk with their physician about the program and their fall 
history.  

    Content and Delivery 

 The program uses a small-group approach plus individu-
alized follow-up. The ideal group size is 8 to 12. The 
workshop includes topics such as falls and risk, strength 
and balance exercises, home hazards, safe footwear, 
vision and falls, safety in public places, community 
mobility, coping after a fall and understanding how to ini-
tiate medication reviews [ 4 ]. The content is delivered over 
seven weekly sessions. A booster group session is con-
ducted at 3 months to review achievements and provide 
ongoing support. In the original study, after the workshop, 
individualized support was provided through a home visit 
to facilitate follow through of preventive strategies, and 
through a phone call at 6 months to help sustain gains. In 
the US, for feasibility of adoption by organizations, the 
home visit typically does not occur. Instead, leaders cover 
many of the same concepts by phone call. The workshop 
is facilitated by a group leader along with invited guest 
presenters. In the US, group leaders have a range of back-
grounds including: occupational therapists, registered 
nurses, physical therapists, social workers, fi tness experts, 
other gerontology professionals, and health educators. 
Volunteer guest presenters include a physical therapist, 
low vision expert, pharmacist, and community safety 
expert who have knowledge on pedestrian safety. In the 
US, a peer leader, who has been recruited from previous 
Stepping On participants, assists the leader to facilitate 
the workshop.  

    Evaluation 

 Quick and simple measures can be used to evaluate program 
impact. A frequently used evaluation is the program atten-
dance records, where 80 % attendance at fi ve of seven ses-
sions is considered the benchmark. Attendance that falls 
short of that may indicate the need to evaluate the leader’s 
fi delity to program delivery. Other evaluation measures 
include the Falls Behavioural Scale [FaB] [ 8 ] and the timed 
Get Up & Go test [ 9 ], with measures assessed pre and imme-
diately post workshop. Lastly, self-report of falls in the past 
6 months and falls behavioral risk by the FaB can be assessed 
by questionnaire at baseline and 6 months after the end of the 
workshop.   

    Implementing the Stepping On Model 

    Need for Effective Implementation 

 The implementation of community-based fall prevention 
programs is complex and many factors can infl uence pro-
gram success [ 10 ]. Early experiences in implementing 
Stepping On in the US were associated with poor program 
effectiveness outcomes initially. In 2006, fi ve county aging 
units in Wisconsin trained leaders via a self-study group. 
Leaders included RNs, other health professionals, and direc-
tors of community-based aging services. The self-study 
group met with Dr. Clemson several times by phone to dis-
cuss questions. From 2006 to 2008, 363 older adults partici-
pated in Stepping On workshops. There was no reduction in 
falls from the 6 months prior to the 6 months after the work-
shop neither in the sample with complete data ( n  = 151), nor 
in the complete sample using multiple imputation [ 11 ]. From 
2008 through the fi rst half of 2010, with funding from the 
Centers for Disease Control and Prevention, we identifi ed 
key elements of Stepping On using a Delphi Consensus, 
refi ned the US version of the Stepping On program package 
[ 4 ], trained one new leader, and monitored fi delity with each 
session of that leader’s fi rst workshop. We identifi ed substan-
tial fi delity lapses. Root cause analysis resulted in the identi-
fi cation of causes and mapping of solutions to improve 
fi delity of implementation. From these activities, changes 
were made in how program leaders were selected, trained 
and coached, how program participants were identifi ed and 
recruited, how the workshops were implemented, and how 
organizations were prepared to adopt the program. For 
example, fi delity tools were developed based on the key ele-
ments. Trainers observed fi delity at one session of each new 
leader’s fi rst workshop. Insights from the fi delity observa-
tions were recorded on fi delity tools and became a focus for 
refl ection and feedback following the session. As changes to 
the program package were made, they were disseminated to 
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existing leaders via new manuals, monthly phone calls, and 
group emails, and were incorporated into all new leader 
trainings. Outcomes were evaluated for 2018 participants 
involved in 253 workshops between 2008 and 2011. 
Compared to 6 months before the workshop, the rate of falls 
was reduced 50 % in the fi rst 6 months after the end of the 
workshop (95 % CI 45–56 %), and 48 % in the second 
6 months (95 % CI 41–54 %) [ 11 ]. These fi ndings, showing 
improvement in effectiveness simultaneous with improve-
ments in the program package to maximize fi delity, sug-
gested that elucidation of key elements, and training and 
support to achieve them are essential for program 
effectiveness.  

    Training, Resources, and Support 

 The Wisconsin Institute for Healthy Aging (WIHA) (  www.
wihealthyaging.org    ) provides training and resources to sup-
port program implementation in the United States and 
Canada. 

    Training 
 Training is required for all new leaders. To be eligible to be 
trained as a leader, individuals must be: (1) retired or current 
health professionals (e.g. physical therapist, registered nurse, 
occupational therapist) or other professionals who provide 
services to older adults (e.g., fi tness instructor, senior center 
activity director, social worker); (2) have professional expe-
rience working with older adults, (3) have group facilitation 
experience with adults, (4) have basic falls prevention knowl-
edge, and (5) be affi liated with a sponsoring organization 
that is covered by a Stepping On license. New leaders must 
commit to facilitating at least one Stepping On workshop 
yearly. Leaders view a brief pre-training webinar, attend a 
3-day training taught by two certifi ed master trainers, take 
two quizzes (key elements and falls prevention knowledge) 
and demonstrate competency in facilitating both small group 
discussion and exercise practice. Following training, a mas-
ter trainer monitors fi delity (in person or by video) at one 
session of a new leader’s fi rst workshop, and gives feedback 
regarding areas for improvement. After having conducted 
two workshops and received a satisfactory fi delity check, a 
leader may receive an additional half-day training provided 
by WIHA’s lead trainer to become a Master Trainer.  

    Resources 
 Stepping On leaders receive the Stepping On Leader Manual 
and supporting materials as part of their 3-day training. 
Supporting materials include: slides, DVDs, handouts for 
participants, publicity materials, participant registration 
forms, the list of key elements, a checklist for workshop set-
 up and more. Master trainers receive a Master Trainer man-

ual and supporting materials including slides, registration 
forms and publicity materials for Leader trainings, quizzes 
for new leaders, and fi delity monitoring tools for Stepping 
On sessions.  

    Support to Sponsoring Organization 
 A sponsoring organization is one that ensures that resources 
can be committed to facilitate successful adoption of the 
workshops. The sponsoring organization, leader, and other 
partners divide the work of implementation (e.g. coordina-
tion, fi nding a site, recruiting participants, fi nding guest 
experts, and so on). The sponsoring organization typically 
commits funding to pay the leader, provide an honorarium to 
an older adult peer leader, and cover snacks and other sup-
plies. WIHA provides a CDC-approved Site Implementation 
Guide for interested organizations available at   https://
wihealthyaging.org/stepping-on    . WIHA also provides con-
sultation as needed before and during start-up to ensure suc-
cessful adoption and implementation by new organizations.  

    Licensing 
 WIHA issues 3-year licenses to organizations that are imple-
menting Stepping On. The purpose of the license is to protect 
the fi delity of Stepping On. Licensees may be state, commu-
nity, or health care organizations. The license may be held by 
one organization (e.g., health care organization, local com-
munity organization), or by an entity that oversees Stepping 
On implementation by a number of other organizations (e.g., 
state offi ce on aging or state offi ce of injury prevention). The 
license covers workshops implemented by the leaders under 
their umbrella. The fi rst license is included with leader train-
ing; subsequently they are renewed for a fee every 3 years. 
WIHA trains the fi rst set of leaders for a newly licensed orga-
nization, but licensees are encouraged to have at least two 
leaders under their umbrella who become trained as master 
trainers, so they may continue to train new leaders within the 
organization. 

 In summary, comprehensive services have been devel-
oped by WIHA to facilitate program implementation and to 
assist leaders and organizations in addressing any challenges 
that may arise. These services include coaching for sponsor-
ing organizations, trainings for leaders and master trainers, a 
website containing support materials, leader listserv, news-
letters, leader coaches, and an annual summit for program 
stakeholders.   

    Gaining Buy-in from Health System Leaders 

 Stepping On is implemented in both community and health 
care settings. Sponsoring organizations may be health care 
systems or community-based organizations. However, even 
if community organizations host the workshops, health 
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 system engagement is key to maximize reach. Referral from 
health care providers is an important avenue for identifying 
and referring at-risk individuals for the workshops. The CDC 
STEADI (Stopping Elderly Accidents, Deaths, and Injuries) 
intervention recommends that older adults at risk for falls be 
referred to community-based exercise and fall prevention 
programs [ 12 ]. 

 The Affordable Care Act (ACA) offers new incentives to 
health care providers to focus on preventive health care mea-
sures and has as its core the “triple aim” of “Better Health, 
Better Health Care, and Better Value (i.e., lower costs).” The 
ACA includes incentives for health care practices to become 
accredited by the National Committee for Quality Assurance 
as a “patient-centered medical home,” a way of organizing 
primary care that emphasizes care coordination and commu-
nication to transform primary care into “what patients want 
it to be.” Standard 4 for accreditation requires a medical pro-
vider to assess patient/family self-management abilities and 
to work with the patient to develop a self-care plan and pro-
vide tools and resources, including community resources. 
The ACA also includes a provision that allows Medicare to 
reward health care organizations with a share of the savings 
that would result from improving care and reducing costs for 
their Medicare members. Health care organizations that want 
to participate can apply to Medicare to be designated as 
Accountable Care Organizations (ACOs). ACOs have strong 
incentive to implement prevention programs such as Stepping 
On to reduce fall injuries and costs. Another part of the ACA 
is the annual wellness visit, which is covered for all patients 
on Medicare. This visit, with its focus on prevention, can 
serve as a venue in which to ask about history of falls and 
refer patients at risk to Stepping On. Medicare has also insti-
tuted quality improvement incentives that reward practices 
for screening older adults for fall risk, and for those at risk, 
assessing risk factors and developing treatment plans. For 
those at risk, referral to Stepping On should be an integral 
part of the treatment plan. The electronic medical record can 
be confi gured to facilitate screening and referrals to Stepping 
On. The CDC is working with several large electronic medi-
cal record vendors to develop screening and referral algo-
rithms that include community resources such as Stepping 
On. However, each health system must identify local com-
munity resources and the most effi cient path to accessing 
those. 

 Apart from providing referrals, health care organizations 
can support Stepping On directly, either by sponsoring work-
shops or by reimbursing participants to attend workshops in 
their communities. Models for such arrangements have been 
successful with other evidence-based community health pro-
grams and are beginning to be developed for Stepping On. 
WIHA is actively working with several large health care 
organizations to explore various partnerships to support 
Stepping On. 

 Insurers may also have a vested interest in supporting the 
workshops in order to decrease costs of fall injuries. Stepping 
On has a 59 % return on investment, meaning a net benefi t of 
$125.27 per participant in prevented fall injury costs [ 13 ]. A 
recent evaluation of 177 participants in Stepping On in 
Wisconsin supports the potential for decreased costs, with 
fall-related ER visits decreasing from 4 per 100 participants 
in the 6 months pre workshop to 0 for the 6 months post 
workshop ( p  = 0.046).  

    Bringing Stepping On to Scale 

 The Wisconsin Institute for Health Aging (WIHA) has been 
established to foster successful dissemination of evidence- 
based health promotion programs and to facilitate local and 
national dissemination of Stepping On. Since 2006, Stepping 
On programs have been implemented in four-fi fths of 
Wisconsin’s counties and 19 other states with over 7,000 
older adults participating to date. Our experience shows that 
participants enjoy the workshop, retain falls prevention 
behaviors up to a year post workshop, and recommend the 
workshop to their friends. Guest experts, all of whom are 
volunteers, enjoy the experience and most return to present 
in subsequent workshops. 

 Adoption and start-up are the most diffi cult aspects of 
implementation. WIHA has evaluated a coaching interven-
tion to help organizations in the fi rst year of start-up. In a 
randomized, controlled pilot study, eight counties in 
Wisconsin receiving the coaching intervention had an aver-
age increase of 1.38 workshops per year compared to 0.5 per 
year in the eight wait list control counties ( p  = 0.056). The 
coaching intervention focuses on identifying partner organi-
zations, developing participant referral sources, and identify-
ing committed leaders, peer leaders, and funders.   

    Future Initiatives 

 Despite the success of the Stepping On model, some imple-
mentation and sustainability challenges remain. Program 
implementation with older people from African-American, 
Hispanic tribal and other cultures in the United States has 
been limited, although the program has been successfully 
implemented with different cultural groups in Australia [ 14 ]. 
In the latter, there was a preference for program leaders who 
were health workers or therapists from the participants’ cul-
tural group, and often close associations with local cultural 
organizations provided enriched potential for partnership 
and support for venues and recruitment. Many of the Stepping 
On handouts are now available in different languages. Work 
is currently underway in the US on an adaption of Stepping 
On, “Pisando Fuerte” for Spanish-speaking older people. 
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 WIHA is currently working with other Wisconsin coun-
ties to implement and evaluate a sustainability model that 
engages triads of community organizations (typically county 
aging unit), health care partners, and insurers to support 
Stepping On. Collaborative partnerships between program 
stakeholders have been identifi ed as a potential strategy to 
facilitate the sustained implementation of community-based 
fall prevention programs [ 15 ]. Triad stakeholders collaborate 
to ensure that the tasks of workshop coordination, participant 
referral, and fi nancial support for leaders can be sustainably 
accomplished. Such triads can help communities scale up the 
number of workshops to reach more at-need individuals.  

    Challenges and Promising Approaches 

 Financial limitations remain a signifi cant challenge. Title 
III-D of the Older Americans Act provides minimal funds 
for the aging network to administer evidence-based health 
promotion programs. There is no direct reimbursement (yet) 
through fee-for-service Medicare or Medicaid for the pro-
gram. Non-physician health care professionals potentially 
may bill Medicare for reimbursement under group exercise 
and patient self-management codes, however interpretation 
of Medicare regulations varies from carrier to carrier, so 
organizations should check with their Medicare carrier fi rst. 
Medicare Advantage Plans are one fi nancial model currently 
being used in some health systems for either fully subsidiz-
ing or paying a signifi cant portion of costs involved in 
Stepping On. In these Plans the insurance carrier receives a 
lump sum of money to manage an older adult’s health, simi-
lar to an HMO model. To date there has been little invest-
ment from private insurers, though such companies would 
have fi nancial incentive to reduce downstream fall injury 
costs by reimbursing patients who enroll in Stepping On. 
Policy changes are needed to enable at-risk older Americans 
to benefi t from this effective program. 

 Financial incentive models exist in fee-for-service clini-
cal care for identifying fallers but typically efforts are 
directed toward screening for those who have fallen and less 
so for also managing falls [ 16 ]. This is despite the fact that 
the Physician Quality Reporting System (PQRS) and the 
Meaningful Use Incentive Program include screening and a 
care plan for falls. Initiatives developed under the Affordable 
Care Act may offer some solutions to improve falls risk 
screenings and referrals to Stepping On. Under this Act, 
“Wellness” visits to older people are covered by Medicare 
and could be used to identify older people at risk of falls and 
then refer those appropriate to Stepping On. Accountable 
Care Organizations (ACOs) created under this Act have a 
fi nancial quality improvement incentive to accomplish falls 
screening, but have no fi nancial quality improvement incen-
tive to manage falls once patients are screened. However, 

given the high cost of falls, ACOs may fi nd it business worthy 
to pay physical therapists, occupational therapists, health 
educators, or social workers in their organization to provide 
the Stepping On program directly. 

 Better understanding and application of both fi nancial and 
clinical drivers of practice change are needed [ 16 ]. Clinical 
practices can facilitate referral pathways to Stepping On 
through use of national falls clinical guidelines or the STEADI 
tool to guide decisions for falls management. Successful falls 
management requires links to evidence- based programs like 
Stepping On. Quality training and support for Stepping On 
leaders is a key ingredient in widespread adoption and at a 
leader level the use of fi delity tools can be critical to ensuring 
key elements of the program are maintained in practice.  

    Sustainability 

 Sustainability of the Stepping On program was explored in 
an Australian implementation study using in-depth inter-
views over a 3-year period [ 17 ]. Sustainability relies on three 
critical conditions: (1) the program must provide benefi ts 
and value; (2) committed, motivated and skilled leaders must 
be available, and (3) ongoing support for the program that 
matches the needs of the organization must be received at the 
time it is needed. Working in partnership and developing net-
works with others were key strategies used by community 
organizations to meet these conditions and hence sustain 
Stepping On over time. The “Wisconsin experience” sup-
ports this and has demonstrated how integral planning, train-
ing and collaborative partnerships are to sustainability. 

 Thus “Stepping On Partnerships” may offer a promising 
approach for sustained program delivery. Collaborations 
between WIHA, Medicare Advantage, insurers, ACOs, 
along with state and community stakeholders have the poten-
tial to lead to more sustained program co-ordination, refer-
rals and support where costs can be recouped in terms of 
decreased emergency room visits, hospitalizations, and nurs-
ing home stays related to falls and injuries. Re-thinking how 
service providers, health care services, and insurers can work 
collaboratively may enable more sustained and effective 
delivery of Stepping On into the future.     
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