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Personal Statement 
 
It was an honor to work on this project and facilitate the community conversations where 
people were willing to share their good and bad experiences, fears, struggles, and hopes. 
While the report is long, it highlights themes of gaps and opportunities that our 
community needs to address to impact the number of people who fall. The report also 
offers many details that I heard in the community that represent an entire generation of 
people who are a valued part of our society.  
 
I don’t want to lose sight of the woman who hadn’t left her facility in seven years because 
she was afraid to try the residential bus in fears of looking stupid if she fell. Or the 
woman who brought her cane to show off her ice pick so that she doesn’t slip in winter, 
or the husband who serves as a caregiver to his dying wife constrained to a wheelchair 
whose own health has begun to fail as he takes care of her. There was the group of 
women after an exercise class emphasizing positive attitude and exercise, as well as the 
cancer survivors who shared how their support group was the way that they stayed 
healthy. It was blueberries as the cure for good aging, or the entire facility that receives 
grippy socks to decrease resident falls. It was the service providers that emphasized 
teaching people how to fall so that our bodies create muscle memory, and the first 
responders that are overburdened by the number of calls they get for falls, including 
multiple calls that occurred during our two, service provider listening sessions. 
 
While some of the comments outlined may not seem directly related to falls, I can’t 
emphasize enough that they are. A lot of what was shared is echoed in the research for 
why people fall and what they can do to stay healthy. As a community, if we want to 
impact the number of falls we need to not only address fall prevention programming, but 
we need to address the general health of our community members, the resources 
available for people no matter their age, ability, or income, as well as the systems that 
are overburdened with falls. We need to have a culture shift that offers sensitivity 
training to our service providers, creates more intergenerational opportunities, and 
addresses the stigma of aging.  
 
The following pages outline the voices from the many who participated in rooms, online, 
and by paper. I’m grateful for their willingness to share, and hope that our community 
will respond with action around what is recommended. 
 
Jennifer Skolaski  
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Executive Summary 
 

Background 
 
This Basic Needs Giving Partnership funded opportunity was a community collaborative effort 

that aimed to understand how older adult falls in the Oshkosh area could be prevented. Our 

steering team of multidisciplinary partners, included: Evergreen Retirement Community, City of 

Oshkosh Fire Department, Rebuilding Together Fox Valley, Oshkosh Seniors Center, 

Winnebago County Health Department, Oshkosh Community YMCA, City of Oshkosh, 

Oshkosh/Winnebago County Housing Authority, Aging and Disability Resource Center of 

Winnebago County (ADRC), Miravida Living, ThedaCare, Winnebago Wellness Plus, and 

Finding Balance Together. Together we conducted 18 community conversations that 181 people 

attended. There were also three types of surveys that were used to gain insight from Oshkosh 

residents, older adults, services providers, and community change agents. We received a total of 

469 responses from all of our surveys. The three overarching questions for our community 

conversations included: what do older adults do to stay physically and emotionally healthy, why 

do older adults fall, and what can our community do to help prevent falls. After analyzing the 

data, the following themes emerged.  

 

Themes 
 
Exercise is how older adults report staying physically healthy. This is why spaces inside and 

out, individual and group activities, and opportunities that are low cost and easily accessible for 

people to exercise is important.  

 

Group activities and one-on-one relationships are how older adults stay emotionally 

connected. Much of this activity occurs in faith-based and other membership organizations. 

While many older adults participate in mind sharpening or memory strengthening type games, 

activities, and programs, the overarching theme was socialization. This could be formal (e.g., 

faith communities, Learning In Retirement [LIR], Retired Old Men Eat Out [ROMEO]) or 

informal activities (e.g., on their own and getting together with friends). Programs and activities, 

once again group and individual, low cost, and easy accessibility is important. 

 

When asked why people fall, falls are caused by both external physical factors, like a lack of 

handrails and uneven surfaces, and personal health factors. Specifically, participants noted: 

• External physical conditions like uneven surfaces and grounds, as well as insufficient 

lighting. Indoor living conditions such as clutter, loose rugs, and inattention to household 

obstacles. Many older adults also cited that there was an absence or lack of use of 

handrails in homes and facilities as reasons for falls. 

• Winter weather conditions and the lack of adequate snow removal on outdoor surfaces. 

• Personal physical issues such as chronic health problems and general aging.  

• Overuse of alcohol or not knowing that alcohol metabolizes differently as we age was 

also mentioned in many conversations. 

• A lack of accessible transportation options also came up for why people fall. 

• Overconfidence, for example overestimating one’s ability to complete a physical task. 
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While not specifically why people fall, fear and stigma among older adults were noted as 

major barriers to fall prevention. The fear of losing one’s home and independence is a 

particularly strong barrier to fall prevention. In almost every session, stubbornness, pride, 

stigma, and fear were mentioned. Specifically, stubbornness and pride refer to older adults not 

wanting to admit they are struggling and/or not wanting to lose their homes, while stigma refers 

to being somehow classified or labeled as a fall-risk by a medical professional or retirement 

community staff member, as well as the stigma that the community has regarding older adults 

(i.e., stigma of aging). A related theme was fear, particularly fear of losing one’s independence 

or home if they were open about their struggles with falls. 

 

Our respondents were also tasked with what the community could do to reduce the risk or how 

they could prevent falls. Education about fall prevention was cited by all groups in all 

sessions. The specifics of what education should look like, however, varied widely, including: 

• A marketing campaign utilizing the local print media. 

• Partnerships with local organizations such as the YMCA, Evergreen, Seniors Center, etc. 

• One-on-one education between primary care providers and older adults. 

• Guest speakers at residential facilities. 

• Reassuring older adults that authorities do not intend to remove them from their homes. 

 

In addition, intergenerational engagement in order to combat ageism was also commonly 

cited as a way to reduce falls. This included partnerships between residential facilities and 

schools, and more education within the schools about aging. 

 

Finally, increasing trust between older adults and formal authorities was also a consistent 

theme across listening sessions. Some expressed concern about their independence from 

government, while others expressed distrust in the motives of those responding to falls. Many 

stated that they feared the interaction with authorities as a reason not to report a fall.  

 

While the above themes were key to the community conversations, this is balanced with data that 

identifies the exact reasons why people fall and call EMS for assistance, or those that die from 

falls. Based on data from the Winnebago County Coroner’s Office and the Oshkosh Fire 

Department we know that our target audience is “Fiona Fall Down.” Someone who is aged 70 

years and older, female, lives in a private residence, falls in her home, and struggles with 

general weakness. While there was data to support all types of falls, locations for falls, and all 

ages; the data supports that Fiona Fall Down is the common demographic for people who are 

especially at risk for falling.  

 

Goals and Action Plan 
 
Our overall objective is to prevent falls among older adults by taking action on community 

partner driven recommendations. Our team prioritized the following recommendations: 

 

1. Reduce falls in the greater Oshkosh community. 

2. Educate individuals, families, and the community on falls. 

3. Build relationships and trust through community connections.  
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As a community we need to work together to reduce falls in the greater Oshkosh community. 

We can reduce these numbers by focusing on preventive measures that move the needle for our 

community (e.g., decrease number of fall related deaths, decrease in number of EMS calls related 

to falls, decrease in number of reported falls at residences, increase in fall prevention programs 

and projects). We will achieve this goal by having: 

• ADRC respond to referrals from the Oshkosh Fire Department through the FVRTAC 

program, engage with Public Health for follow-up, and address fall risks with all 

referrals.  

• Oshkosh Seniors Center highlight their evidence-based strength/fall programs as 

“reducing falls classes,” that exist in the community for any older adults. 

• Rebuilding Together Fox Valley install grab bars in homes of people who are at risk and 

in need of support, in collaboration with the Winnebago County Health Department who 

will provide Stay Active, Be Confident assessments, community fall prevention 

materials, and follow-up referrals. 

• Winnebago County Health Department provide complete Stay Active, Be Confident 

assessments and fall prevention materials. 

• Wellness Plus train leaders for and host Stepping On, Strong Bodies, and Tai Chi classes 

in Oshkosh. 

• The City of Oshkosh start a Grippy Socks Campaign that builds on socialization, 

exercise, social connectedness, and addresses the need for good footwear and fall 

prevention awareness. 

• The City of Oshkosh and Oshkosh Fire Department create a Fall Prevention Team to 

identify people at risk for falls, and promote services through a PSA to “call before you 

fall.” 

• The Oshkosh Fire Department propose earmarking fees for fall responses towards fall 

prevention programs, and work with local restaurants on a “Mugs for Rugs” initiative. 

 

By educating individuals, families, and the community on falls we can prevent falls from 

happening. As a community we need to have more education about fall prevention (e.g., what 

constitutes a fall, how to walk, how to fall, risks and injuries associated with falls, current 

statistics of who falls, and what programs, classes, and resources are available), and in many 

formats (e.g., social media, newspaper campaign, one-on-one communication between health 

care and individuals), with a focus on independence, activity, and community support. This fall 

prevention education should be targeted at all community members since falls happen at any age 

and prevention should start early. We will achieve this goal by having: 

• ADRC promote evidence-based classes, distribute brochures, and connect with 

consumers to provide information on options to prevent falls. 

• Finding Balance Together hold their annual community event, and share data about fall 

prevention and what community members can do about it.  

• Winnebago County Health Department create a communications plan to promote falls 

prevention services in Winnebago County. 

• The Oshkosh Seniors Center address individual motivation by incorporating 

measurement tests and equipment so older adults can see results improving their strength 

and balance through evidence-based programs; as well as develop personal training 

classes to reduce the risk of falling. 
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• Oshkosh YMCA educate the community about their programs targeted at this population, 

promote scholarship programs to make the community aware of eligibility, and work 

with the ADRC to be including in their resource guide. 

• The City of Oshkosh increase education on fall prevention by providing training for City 

employees, especially public transportation services. 

 

To address the stigma of aging and falling; challenge individual stubbornness, pride, and 

overconfidence; and identify the fear of losing one’s independence or their home; we need to 

build relationships and trust through community connections. To help older adults be more 

proactive and preventive with their health, we need to build this trust so that people feel 

comfortable reporting falls and getting the help they need. It’s working with primary care 

providers to help people with personal physical issues, general aging, and talking about fall 

prevention; teaching them to trust community support (e.g., ADRC, Public Health Nurses, etc.); 

or even prescribing community programs to help at-risk individuals. The idea of losing one’s 

independence or their home was a huge reason why people do not admit that they have fallen, or 

do not tell the full story. The community needs to educate and address this fear as many of the 

people that come into older adult homes (e.g., public health nurses, home healthcare workers) are 

trying to keep people in their homes longer, rather than trying to move them into a nursing home. 

Building trust between older adults and community resources is one way that this narrative can 
be challenged and addressed. We will achieve this goal by having: 

• Wellness Plus partner with ADVOCAP and ADRC to provide transportation to classes. 

• Winnebago County Health Department search and connect with new partners that are 

already entering homes (similar to Rebuilding Together Fox Valley). 

• The Oshkosh Seniors Center build relationships and trust with older adults through their 

Helen Bader Foundation grant designed to impact socially isolated adults through the use 

of technology. 

• The Oshkosh Seniors Center create a community board at the center of shared 

experiences of falls and what people did to prevent it from happening again. This will 

specifically help address stigma, stubbornness, and fear and connect members with 

additional community resources. 

• Rebuilding Together Fox Valley serve as the community partner to help build 

relationships between Oshkosh Fire Department first responders and Winnebago County 

Health Department staff through their installation work. 

• YMCA develop a senior ambassador program. 

• Finding Balance Together create a PSA newspaper campaign to share personal stories on 

how multiple agencies helped them. 

• ADRC Intake and Assessment workers connect individuals with community resources, 

providing more warm hand offs. 

 

Conclusion 
 
This research allowed us to bring together community partners that are working on the issue of 

falls; identify the root causes of falls; acknowledge the resources that currently exist as well as 

gaps that need to be addressed; support the piloting of community efforts to address falls and 

current efficiencies; and create an action plan to move forward with addressing this issue beyond 

this grant. Our goals are succinct, and our team knows that by taking the actions outlined in this 
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summary, we’ll be able to reduce falls, educate our community on falls, and build trust through 

community connections to address the stigma and fear that many in our community have related 

to losing their independence, homes, and with authorities.  

 

Our action plan is only a sample of the work that will be completed by a small representation of 

partners that are making fall prevention for our aging population a priority. To truly address fall 

prevention in the City of Oshkosh we need to come together as a multi-disciplinary team to focus 

on these priorities and create a community-wide collaborative response. By doing this we will 

create a safer community for all members, and become the community of choice for those who 

want to live long, healthy lives. 
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Background on Project 
 

Purpose  
 

This was a community collaborative effort that aimed to prevent senior falls in the Oshkosh area. 

Through funding from the Basic Needs Giving Partnership, the partners were able to conduct 

research in the community through multiple outlets (i.e., surveys both hard copy and electronic, 

as well as community conversations) to understand what people do to stay physically and 

emotionally healthy, why people fall, and what our community can do to help reduce falls. In 

addition, the funding helped support three pilot projects that address falls to help evaluate current 

efficiencies.   

 

Process 
 

After receiving the funding from Basic Needs Giving Partnership, the following steps were 

taken: 

• The steering team came together, hired, and contracted Jennifer Skolaski as the 

facilitator. 

• The steering team met monthly and communicated electronically to go over things such 

as: identifying pilot projects, evaluating and monitoring the projects, identifying where 

and when the community conversations should be, what questions should be asked, as 

well as what other tools should be used to gather data, and creating those questions. Best 

practices were identified as well as input from other researchers and public health 

professionals to make sure the questions and process were effective in getting to our 

questions/answers. 

• The facilitator, along with help from the partners, hosted a total of 18 community 

conversations between November 11, 2019 and December 13, 2019.  

• During the months of November and December there was a SurveyMonkey survey that 

was sent to service providers to help capture that voice since we were told that many 

service providers could not attend our sessions due to their work schedules. There was 

also a Polco survey sent out by the City of Oshkosh in the month of December to help 

capture additional feedback from residents about falls. Lastly, all community 

conversation sessions had a hard copy survey that was filled out by attendees. 

• After all the data was collected, the facilitator worked with Dr. Michael R. Ford from 

University of Wisconsin Oshkosh to do a high-level data analysis. Due to the quantity of 

data collected, we wanted to make sure a thorough and quality analysis was done.  All 

session notes were provided to him to review in detail and a content analysis (i.e., 

common themes that appeared multiples times in most or all sessions) was conducted. 

• The entire group met on March 2, 2020 to review the results of this report, see additional 

data, and then decide on community recommendations. The following two months were 

spent on creating an action plan and finalizing the results. 
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Limitations 
 

One major goal of this study was to make sure that those who participated in the conversations 

and surveys were representative of the entire community. While the steering team aimed to gain 

representation of the entire community, one area of question is in terms of demographics, 

specifically race. While the facilitator aimed to gain people of color in the community 

conversations by reaching out to a few faith based communities as well as the Hmong 

Association and the Hmong Student Association, there were only a few people of color that 

attended the listening sessions. Specific communities of color were also invited to participate in 

the online survey, yet no question identified the person’s race or ethnicity, thus we do not know 

the full demographics of those who participated. This data point could bring up different results 

since some people of color live in multi-generational homes that may have different levels of 

support, or even have different home arrangements which may affect falling statistics. More 

research in this area needs to be done.   

 

To gain input from people who live in facilities, those who live on their own, those with 

transportation issues, and those who qualified for low income housing, we purposely had some 

community conversations open to the public as well as targeted specific residential facilities. We 

recognize that even though we wanted to target the two groups (i.e., people in facilities and 

people that live in private residents), our survey questions did not ask this appropriately. There 

was some confusion from participants since we heard people being unsure if they should answer 

“lived on their own” or “lived in a facility.” For example, some said “no they didn’t live on their 

own,” if they had a spouse or lived with their family. We also recognized this as an issue since 

the facilitator and assistant partner helped some attendees who were unable to see, read, and/or 

write. Based on this confusion we recognize that the data from the first three questions of the 

user of services hard copy survey are not entirely accurate. Even with these limitations, 

saturation was reached, and clear themes emerged from the many forms of data collected. 

 

Lastly, while our team was able to meet on March 2, 2020 for our strategy session to identify 

recommendations, we did not have enough time for some partners to participate in the action 

plan portion of the project. Due to the COVID-19 response, many of our partners had their hands 

full with addressing the needs of their organizations. We did not want to prolong our actions, but 

want the committee to know that the action plan only represents a draft of actions that will 

happen because of this project. We expect that more work will happen as we get through this 

time, especially as we share our report with the community conversation attendees, partners, and 

the general community.  
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User of Services 

Analysis 
 

This section includes an analysis of the community conversations and hard copy surveys that 

were presented at each community conversation to attendees. In addition, a POLCO survey was 

sent to City of Oshkosh residents to gain additional voices of people who were unable to attend 

the sessions. “User of Services” is defined as an older adult who may use community services. 

Their voice was the main target of our research. 

 

  



12 
 

  

User of Services Hard Copy Survey 
 

At each of the community conversations, participants were encouraged to fill out a hard copy 

survey before the session started. The survey aimed to gain demographics on the participants as 

well as assess their falling risk. These survey responses yielded information about the 117 older 

adults (i.e., user of services) that attended the 13 sessions.  

 

About the Participants 

 

• 76.7% identified as female 

• 23.3% identified as male 

• The average age was 75.1 (range was 45 to 102) 

• 4.3% were Hispanic or Latino/a 

• 94.9% were white 

• 40.2% reported a fall in the past year 

• 41.0% had been advised to use a cane or a walker to get around safely 

• 47.9% sometimes felt unstable while walking 

• 35.3% sometimes must steady themselves using furniture 

• 52.6% were worried about falling 

• 50.9% must push with their hands when getting up from a chair 

• 31.6% had trouble getting up curbs 

• 30.7% sometimes felt lightheaded or dizzy 

• *74.8% used nightlights or other lighting to help navigate obstacles in their home 

• 5.2% would have trouble seeing something on the floor if they looked down 

• 62.4% reported living in their own home  

• 36.8% reported living in a residential facility 

 

Of those living in their own home: 

• 44.7% live in a single-family dwelling 

• 43.4% live in an apartment 

• 11.8% live in a condo 

 

*There was one question on the survey that asked if people used nightlights or other lighting to 

help navigate obstacles in their home. This question was the only question in which if 

participants answered positively the scoring was reversed since this was a positive for fall 

prevention.  

 

Falling Risk Assessment 

 

Ten of the questions were asked to assess people who were at risk for a fall. The questions were 

based on the “Falls Prevention Conversation Guide For Caregivers” from the National Council 

on Aging (https://www.cdc.gov/steadi/pdf/STEADI-Brochure-StayIndependent-508.pdf).  We 

added a few questions that were similar to the checklist and scored the tool appropriately to see 

how many people who answered the survey were at-risk for falls. Based on the results, an 

https://www.cdc.gov/steadi/pdf/STEADI-Brochure-StayIndependent-508.pdf
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individual score of four or more points indicates that the person may be at risk for a serious fall 

in the future. The scoring was as such: 

• Yes (2) No (0) I have fallen in the past year. 

• Yes (2) No (0) I can, or have been advised to use, a cane or walker to get around safely. 

• Yes (1) No (0) Sometimes I feel unsteady when I am walking. 

• Yes (1) No (0) I steady myself by holding onto furniture when walking at home. 

• Yes (1) No (0) I am worried about falling. 

• Yes (1) No (0) I need to push with my hands to stand up from a chair. 

• Yes (1) No (0) I have trouble stepping up onto a curb. 

• Yes (1) No (0) I sometimes feel lightheaded or dizzy. 

• Yes (0) No (1) I utilize night lights and other lighting so I can see fall hazards. 

• Yes (1) No (0) If I looked down at my feet, I would have trouble seeing something on the 

floor. 

 

Of the 117 who responded, one person was very ill and constrained to a special wheelchair and 

was ineligible for assessment since most of the questions were meant for people who had some 

mobility, even if they used mobility aids to get around. The following was how people who 

responded scored (score [n=number of people who scored that number]): 11 (n=5), 10 (n=10), 9 

(n=8), 8 (n=7), 7 (n=4), 6 (n=10), 5 (n=9), 4 (n=8), 3 (n=11), 2 (n=7), 1 (n=16), and 0 (n=21). 

Based on falling risk, 55 people (47%) who responded to the survey had a score of 3 and under, 

whereas 52% (61/117) of people responded with a score of four and above which means 

they may be at risk for a serious fall in the future.  
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User of Services Community Conversations 

 

About the Sessions 

 

There were a total of 13 listening sessions for users of services. They were held between 

November 11, 2019 and December 9, 2019. One scheduled session did not attract any 

participants (i.e., conversation scheduled at the Convention Center), and one session did not have 

a scripted conversation, but partners were asked to fill out the hard copy survey about falls (i.e., 

Altrusa meeting where Anne Schaefer presented on falls and had attendees fill out the survey). 

There were a total of 125 “users of services.” Six sessions were open to the public and seven 

were invite only sessions targeted at specific facilities with residents (e.g., Evergreen was only 

open to Evergreen residents and Court Tower was only open to Court Tower residents). Places of 

the sessions included: Oshkosh Seniors Center, Oshkosh Convention Center, Housing Authority 

facilities, Evergreen, Bethel Home, YMCA, and the Oshkosh Public Library.  

 

Themes 

 

The participants were asked three questions in the listening sessions. Those questions included: 

• What community resources/things in your community do you use to stay physically and 

emotionally healthy? 

• Why do you think people fall? Or what do you see as the challenges in our community 

for why people fall? Feel free to share your experiences, the experiences of your friends 

and loved ones.  

• What as a community could we do help reduce the risks of falling? Or what do you wish 

our community would offer to help prevent falls from happening? 

 

While participants were asked what older adults do to stay physically and emotionally healthy, 

the conversations led to two distinct questions of physically healthy and emotionally healthy 

activities. 

 

What do older adults do to stay physically healthy? 

 

Common Themes 

 

The number one response which appeared in all listening sessions was exercise. Answers ranged 

from the generic, e.g. “working out,” to the specific, e.g. “pool fitness classes.” However, there 

was a clear differentiation between cardio-training exercises like biking, swimming, and 

walking, and balance and stretching exercises. Most of these physical exercises occur in an 

organized group setting at the YMCA, retirement community, Seniors Center, or other public 

space. 

 

Detailed Notes from the Community Conversations 

 

The following points were direct from the listening sessions and offer more detail than the 

outlined common themes.  
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• Some mentioned evidence-based programs like Stepping On, Silver Sneakers, Tai Chi, as 

well as other balanced related programs, but most of the examples were more general like 

walking, using weights, yoga, biking, or focusing on movement and balance. References 

to evidence-based programs were brought up more often in the service provider 

conversations.  

• In most, if not all conversations, participants noted walking inside and outside to keep fit. 

We found out about some inside places to walk like local high schools, the YMCA track, 

Walmart, and the grocery store. Places outdoors to walk included: neighborhoods, the 

Riverwalk, parks, and some of the local high school tracks.  

• Participants who had more mobility issues also brought up an adaptability focus. This 

included: taking chair classes or chair yoga, using adaptive tools like ice picks for canes 

or claws for grabbing things up high, as well as having the community focus on adaptive 

exercise whether people have disabilities or not. Many participants talked about teaching 

people skills and activities that they can do at any age and tailoring it to different 

abilities.  

• Some participants talked about eating and living a healthy diet. That included: drinking 

water, eating in moderation and having lots of fruit and vegetables (e.g., one person said 

they had blueberries every day), sleeping eight hours a night, having a positive mindset, 

staying active, having an annual physical/wellness check, washing hands, avoiding ill 

people.  

• Beyond having an annual physical, participants mentioned regularly seeing other health 

care professionals like physical therapists, acupuncturists, chiropractors, massage 

therapists, or specialists (e.g., Arthritis specialists) to help with their health needs. They 

also talked about getting their necessary vaccines to help with illnesses. 

• One example that stood out from the conversations was a Vision Support Group at Bella 

Vista. It is for those individuals who are blind or visually impaired and where they get 

together and work on both physical and mental exercises. This was a great example of 

something that occurs on a small scale that could also be brought to the community to 

connect others who have similar challenges, if this doesn’t already exist. This could be a 

larger Vision Support Group in the community that is open to the public, or even using a 

similar model directed at other health challenges like hearing issues (e.g., similar to 

dementia/Alzheimer’s groups in the area). 

 

What do older adults do to stay emotionally healthy? 

 

This question was asked to better understand how older adults keep their minds sharp as they 

age, as well as how they take care of their mental health. 

 

Common Themes 

 

By far the most common answer was some form of socialization. Answers differentiated between 

the generic (e.g., “hobbies”) to the very specific (e.g., book clubs). A significant number of 

respondents cited organized church activities as a way to stay socially connected. A significant 

number of respondents also cited outings with friends and family as a way to stay emotionally 

healthy.   
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Detailed Notes from the Community Conversations 

 

The following points were direct from the listening sessions and offer more detail than the 

outlined common themes.  

 

• Whether it was to stay mentally fit or help with their mental health, participants talked 

about socialization with family and friends on a regular basis. This could simply be 

having conversations, while others mentioned going out to eat, shopping, going to 

church, playing bingo, participating in happy hour or going to the bar, playing cards and 

other games, bible study, or just trying to stay in touch with friends in the community. 

Some also cited community events and programs in which they go out into the 

community for. 

• There was a focus on transportation on how people can get around. For those that are 

mobile and able to drive themselves it didn’t come up as much, but for those that are 

within facilities and “home-bound,” transportation to the grocery store, Walmart, or other 

shopping places is a necessary part of their living. It was also noted as a gap in our 

community. 

• Many mentioned grandchildren and engaging with friends both where they lived and, in 

the community, this was especially important for those who lived in a facility. Staying in 

touch with others helped keep them socially engaged and connected.  

• Volunteering came up in many of the conversations. Many said that they stay socially 

active through volunteering, because it helps them give back to the community, keep 

their mind sharp, and feel a sense of purpose.  

• Others mentioned games that they play to keep their minds sharp. This could be Sudoku, 

trivia, crosswords, memory, jigsaw puzzles, words with friends, math problems, 

Scrabble, cribbage, and other puzzles. Some mentioned that they regularly take classes 

(e.g., at the Oshkosh Seniors Center) to keep their mind learning.  

• People mentioned reading magazines, books, online and hard copy newspapers, and 

really anything they can get their hands on to read and keep their mind sharp. 

• The companionship of pets was mentioned for many as a way to stay mentally healthy. It 

was also mentioned as a tripping hazard by others.  

• One note that came up in some groups, but not all, was the idea of having a positive 

mindset. Many sessions talked about the negative side effects of aging, how it is hard to 

age, the stigma of aging and the judgment that young people have towards older adults. 

Having a positive mindset was noted as a way to not only keep oneself mentally healthy, 

but also generally happier.  

 

Why do people fall? 

 

Common Themes 

 

Several dominant themes emerged in the answers to this question among all groups. In most 

sessions participants cited: 

 

• External physical conditions like “uneven surfaces,” “uneven ground,” and insufficient 

lighting.   
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• Personal physical issues such as “poor vision,” “weak knees,” and general aging. 

• Winter weather conditions and the lack of adequate snow removal on outdoor surfaces. 

• Indoor living conditions such as “clutter,” loose rugs, and inattention to household 

obstacles. 

• Stubbornness, pride, stigma, and fear were mentioned in all of the sessions. Specifically, 

stubbornness and pride refers to older adults not wanting to admit they are struggling 

and/or not wanting to lose their homes, while stigma refers to being somehow classified 

or labeled as a fall-risk by a medical professional or retirement community staff member. 

A related theme was fear, particularly fear of losing one’s independence or home if they 

were open about their struggles with falls. 

• Overuse of alcohol. 

• Overconfidence or the overestimating of one’s ability to complete a physical task. 

• The absence or lack of use of handrails in homes and facilities.  

• The fear of interacting with authorities as a reason not to report a fall.  

• A lack of accessible transportation options. 

• Several respondents cited a lack of information about what to do about/how to report falls 

as a reason that future falls will occur. Some expressed a lack of knowledge of what 

actually constitutes a fall, and some also expressed ageism as a reason falls go 

unreported.   

 

Detailed Notes from the Community Conversations 

 

The following points were direct from the listening sessions and offer more detail than the 

outlined common themes.  

 

• Many of the conversations mentioned medication as a reason for why people fall. This 

could be due to medication mismanagement, taking too much or the wrong dose, not 

knowing the contraindications between medications, not being aware of side effects, 

medications that cause confusion, and interactions between medications and supplements. 

• Beyond medications, medical conditions were regularly cited. Participants mentioned: 

vertigo, dementia, eyesight, weak knees, loss of or no strength, hearing loss, hip 

replacements, neuropathy, neuroma, injuries from a fall, dizziness, insomnia, 

incontinence, being an amputee, as well as having blockages in one’s neck.  

• Participants regularly talked about shoes being an issue for why people fall. It could be 

because people wear their slippers all the time, go barefoot, or wear the same shoes 

they’ve always worn. In general, not having appropriate footwear is one reason for 

falling. 

• Participants also mentioned facilities being part of the reason why people fall. It could be 

the grocery stores not having wide enough aisles, doors being too heavy to open or not 

having the push system for handicap assistance, width of doors for people with walkers, 

no railings or places of support, or the parking lots outside having potholes, not being 

plowed, being poorly maintained, or not having wide enough parking spots.  

• Falling hazards both inside and outside were mentioned. In homes it was clutter, loose 

rugs, cords, bathtubs, wet floors, pets, grandchildren, steep or narrow stairs. Outside it 

was uneven ground, sidewalks, snow/ice, grass. 
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• It was also not having the proper assistance to help with falls like lack of lighting, lack of 

railings and handicap accommodations, not using or having the proper adaptive walking 

tools, and not having proper seating.  

• Something out of our control, but mentioned as a reason why people fall was weather. 

For example, not knowing how to walk in those conditions, or walking in spaces which 

aren’t shoveled or plowed.  

• Some mentioned that people are living longer so maybe they’re staying in their houses 

longer and not having the house set up for aging in place. Some people are living 

independently when they shouldn’t, which could be because they can’t afford assisted 

living or don’t want the stigma of needing help. 

• In all of the sessions participants talked about how people act as reasons for falls. This 

included: being in a hurry or moving too fast, not paying attention to their surroundings, 

breaking routine, being embarrassed to ask for help, not realizing they have a problem, 

not using walking adaptive tools (e.g., walkers, canes), not knowing how to walk (e.g., 

shuffling), not being aware that aging is happening or what our abilities are (i.e., denial of 

age and symptoms), pride, stubbornness and not admitting or asking for help, not having 

patience, not wanting to burden someone else, innate fear of falling (e.g., self-fulfilling 

prophecy), uncomfortable with balance or strength, being distracted and on cellphones, 

carrying too much, not having a plan B if people can’t help the individual right away, 

trying to be independent, lack of common sense, unfamiliar territory, and can’t do what 

they used to do. A lot of these comments related to one’s attitude, abilities, and realistic 

expectations. 

 

Motivation 

 

A conversation that spurred from why people fall, is what motivates people to get help. We heard 

that motivation is individually driven, but some people are motivated by having a busy, healthy 

life; not being at the mercy of their “kids;” living longer than their own relatives; and staying 

independent. Some phrased this as “staying independent,” while others said they didn’t want to 

end up in a hospital or a nursing home. We also heard that older adults like to be motivated by 

freebies (e.g., gift certificates, water bottles, etc.), as well as being encouraged by peer pressure, 

persistence, and support from friends and spouses.  

 

Our conversation also led to why people aren’t motivated to change their behavior or focus 

specifically on fall prevention. We were told that this could be due to people working their whole 

life and then wanting to retire and be done. They don’t have the reason to get up or don’t have a 

routine, they’re isolated, don’t know the community resources or don’t take advantage of them. 

They don’t have the time, they don’t want the help because they see it as a handout, or they’re 

suspicious of government entities, other authorities, and services based on past experiences.  

 

What can the community do to reduce the risk of falls? 

 

Common Themes 

 

Education about fall prevention was cited by all groups in all sessions. The specifics of what 

education should look like, however, varied widely, including: 
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• A marketing campaign utilizing the local print media. 

• Partnerships with local organizations such as the YMCA, Evergreen, etc. 

• One-on-one education between primary care providers and older adults. 

• Guest speakers at residential facilities. 

• Reassuring older adults that authorities do not intend to remove them from their homes. 

 

Intergenerational engagement in order to combat ageism was also commonly cited as a way to 

reduce falls. This included partnerships between residential facilities and schools, and more 

education within the schools about aging. 

 

Increasing trust between older adults and formal authorities was also a consistent theme across 

listening sessions. Some expressed concern about their independence from government, while 

others expressed distrust in the motives of those responding to falls. 

 

One or more individuals discussed: 

 

• Medical costs as barriers to fall prevention (i.e., that many of the things that may reduce 

falls are too expensive for them). 

• The role of neighborhood associations in educating the public about fall prevention. 

• Home audits of fall risk. 

• Targeting fall prevention education to specific groups (i.e., different messages for men, 

women, etc.). 

• Changing terminology and rebranding the idea of a fall in order to reduce stigma. 

• Users of services were disproportionately likely to cite improved physical conditions 

within their residences, and improvement in the accessibility of public infrastructure as 

ways to reduce falls.  

 

Detailed Notes from the Community Conversations 

 

The following includes the full list of ideas that the community could work on to prevent falls. 

Duplicated comments were not included, although some ideas will be presented more than once 

due to the nature of the comment. They are grouped into themes on what the community needs to 

address. Some comments are italicized because the facilitator saw these as either easy ideas to 

implement or high priorities based on how often the comments were made by participants.  

 

Advertising and Sharing of Resources 

• Advertise fall prevention differently to emphasize that people of all ages and any group of 

people (e.g., young moms, people with disabilities, biking groups, families, etc.) can fall. 

Focus on prevention resources, rather than reaction programs. Challenge the narrative 

that if people fall, they go to a nursing home. Create a campaign for older adults to take 

care of your “golden age days,” putting personal safety first rather than saving money. 

• The participants offered a lot of great ideas on where the community could advertise or 

offer programming. This includes: at restaurants that older adults frequent (e.g., Two 

Brothers, Perkins, IHOP, Delta, Mike’s Place), on the first page of residents’ utility bills, 
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through the Tavern league, residential facilities’ weekly calendars, TV (local stations, 

news, PBS), faith community bulletins, Oshkosh Herald, Oshkosh Media (also partner 

with them to offer PSAs and programs like exercise classes), radio (i.e., WHBY), 

community events (e.g., Unity in the Community), through neighborhood associations, 

community calendars, social media, direct mail, and through organizations that are 

already working on this programing (e.g., ADRC, YMCA, Winnebago County Health 

Department, Oshkosh Seniors Center). The information, including resources, should also 

be shared with caregivers. 

• Need to target people who are “shut ins” and figure out how to reach them. This could be 

through neighbors helping neighbors, lawncare or snow removal programs, or family 

connection incentives.   

• Create a series in the Oshkosh Herald on who to trust with fall and home assessments. 

Include their credentials and how people can call and make an appointment so that older 

adults know who to trust.  

• While many listed the Oshkosh Seniors Center as a great community resource, there were 

many people who stated that the center needs to be rebranded and there needs to be more 

community awareness of programming. People gave the following ideas for advertising 

the center and its’ services: Oshkosh Herald, Oshkosh Northwestern, Facebook, at the 

Seniors Center, TV, website, at health care clinics, Oshkosh Public Library, ADRC, 

YMCA, Churches, etc.).  

• Advertise other programs in the community that can address other older adults needs, 

including: Salvation Army’s meal site, ADVOCAP’s meal program and volunteer driver 

program, ADRC resource guide and community resource website, where the local foot 

clinics are, as well as listings of available contractors for older adults or highly rated 

contractors that work well with older adults and are affordable, and where older adults 

can go for alternatives to high cost prescriptions that insurance doesn’t cover. 

 

Challenging the Stigma of Aging 

• Challenge the stigma of aging by starting with education of young people. Identify that 

we have an ageist society with lack of respect for older adults, and have the community 

brainstorm how we can change. Maybe it’s celebrating attitudes that getting older isn’t a 

bad thing, or offering more sensitivity training around aging, older adults, abilities, etc. 

(e.g., presentations could highlight this at the city council or county level). Maybe it’s 

getting rid of the stigma for those who use mobility aids and having programs that help 

decorate them to be more fun and less sterile. Maybe it’s supporting people’s 

determination to live independently, or helping with motivation and encouraging people 

to participate in fall prevention programming.  

 

Programming 

• Identify/create the following programs: sensitivity training for professionals working 

with older adults; indoor and outdoor spaces to walk and exercise; adaptable exercise 

classes (e.g., classes for people who can’t see); physical education classes for youth, 

technical students, University of Wisconsin Oshkosh (UW-O) students on fall prevention; 

more programs that teach people how to help people who have fallen; low vision support 

groups and more resources for this population in the community; more programs that 
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offer falling simulation, fall practice places, so that people can learn from these efforts; 

support groups for people who have fallen; programs on functional fitness (e.g., walking 

without a cane, not shuffling, or not walking with a limp); and programs that highlight 

how technology can help with fall prevention. 

• Continue and advertise the following programs: free Silver Sneakers programming that is 

covered by insurance; free 12-week trial Walk with Ease Oshkosh class; Cycling Without 

Age program; Fox Valley Technical College (FVTC) and their Occupational Therapy 

program’s classes on mindfulness, yoga, and chair exercises; UW-Extension’s nutrition 

classes; Alzheimer's Association Memory Cafes; and general programming at the 

Oshkosh Seniors Center, in the Oshkosh Recreation Department, and at UW-Oshkosh 

where classes are free for people over the age of 60. 

• Have those who currently participate in fall prevention programming evaluate the classes 

to help partners understand if classes are effective in helping decrease falls. Share 

successful testimonies in community advertising.  

• Rename fall prevention programs to be more positive, similar to Livestrong programs. 

Build upon the Livestrong model for people at risk for falls or those who have fallen. 

Give them a free 12-week membership to the YMCA so they can be part of a support 

group, work with a personal trainer, and get to know the gym to help them get stronger. 

• Create community accountability challenges where friends and support networks can 

help each other stay active, or create incentive programs for wellness checks (e.g., get 

$50 gift certificate) or programs that can help with fall prevention. 

• Advertise and utilize community assessment tools (e.g., Aurora balance test, Winnebago 

County Health Department) and create plans for older adults to get stronger and address 

fall hazards.  

• For residential facilities, find times for fall prevention activities outside of exercise 

classes (e.g., exercise during movie night intermissions). This could also be related to 

getting older adults out of the facilities into the community and connecting with one 

another. Within facilities, also offer exercise classes in afternoons or offer transportation 

to places in the community that offer later classes. 

• Make sure people in our community have access to a tag system (i.e., life alert which is 

lower cost and specific to residential facilities). 

• Advertise where people can buy low cost mobility aids and adaptive tools (e.g., walkers, 

cane ice tips), as well as low cost bedside fall mats, and non-slip rugs. 

 

Improving Public Spaces 

• Work with grocery stores to make items more accessible for older adults especially items 

on top and bottom shelves that they reach for and have more potential to fall. Also, have 

more grocery carts in the parking lots so that older adults can use them as walking 

assistance into and through the store.   

• Make sure the community is up to the American Disabilities Act (ADA) standards 

including: handicap accessible entrances (e.g., wheelchair ramps, zero entry), parking lots 

(e.g., enough handicap spots, wider parking spots, filling cracks and potholes), fixing 

sidewalks both due to unevenness (or at least marking uneven terrain) and making sure 

they’re clear after snow/ice, regulation of handicap parking passes, more accessibility 

railings (e.g., like what was done in City Hall, but also add to public places like the 
YMCA), raised toilet seats with support arms, and appropriate signs to help people 
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become aware of their environment (e.g., wet floor, caution, etc.). Possibly highlight 

spaces or events in the community that are up to ADA code and advertise them as “older 

adult friendly” or “fall prevention friendly.” 

 

Building Intergenerational Relationships 

• Create more collaborations between older adults and younger people to have more 

intergenerational experiences and learn to respect each other. Find opportunities for 

students (e.g., high schoolers, girl and boy scouts, students in need of service hours) to 

help older people in our community with shoveling, raking, and addressing other internal 

and external falling hazards. Leverage already existing intergenerational relationships in 

faith communities. Share experiences and perspectives through a Learning in Retirement 

(LIR) panel that allows the different generations to learn from each other. Advertise 

school volunteer opportunities and recruit older adults (e.g., grandmas in schools). Also, 

teach kids to watch their surroundings while walking (i.e., so they don’t fall, and they 

don’t trip older adults).   

 

Working with Health Care Providers 

• Work with doctors/physical therapists on fall prevention education and conversations 

with patients. Instead of only asking how many times someone has fallen, give them 

resources to help prevent falls (i.e., whether they have fallen or not). Also, be transparent 

about where the information goes that a patient gives (e.g., assessment results) and what 

information is given to them (e.g., resources). Teach those at risk for falling, especially 

those that live at home, how to prevent falls, but also if they fall what to do and who to 

call. One idea was to have pharmacists staple fall prevention materials to prescriptions. 

Also, work with doctors to have more physically directed therapy and longer-term plans 

for patients. Having more doctors prescribe fall prevention classes could cut down on 

falls  

• Have more paramedics refer to balance programs when they respond to someone who 

has fallen. Make sure systems are in place for primary care providers to schedule follow-

up appointments or make follow-up calls after a fall, especially if Oshkosh Fire 

Department has been involved.   

• There was much discussion around who are trusted professionals in older adults’ lives. 

Doctors, medical providers, and family members were all listed. For the most part, 

paramedics are also trusted individuals, especially when family is not around. Even 

though some doctors are seen as trusted professionals, others mentioned that doctors, 

even geriatricians, need sensitivity training. They need to know that age is just a number 

mentality and relationship building with patients is key to understanding needs and 

opportunities. Work to have conversations to understand what is going on in someone’s 

life rather than a yes or no survey. This takes more time being spent with patients since 

many noted the lack of attention they get from their medical provider. With stronger 

relationships and more warm handoffs, patients will be more likely to follow through. 

• Have more patient advocacy support for those who want to age in place and don’t want or 

need to go into skilled nursing homes. 

• Educate the community about the moderation of alcohol, especially older adults who may 

think they have the same tolerance that they always have.  
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Response Time and Using 9-1-1 

• In a couple of facilities, we heard that the wait time from a caregiver’s reaction after a fall 

should be a higher priority. Many are waiting long periods of time before help arrives. 

We heard that while the caregivers are overburdened with too many directions, not given 

feedback on residents, and it has been hard for residents to share their needs; they 

shouldn’t have to wait an hour for help. In addition, too often residents call 9-1-1 when it 

isn’t an actual emergency, yet EMS staff and vehicles are sent to the facility. Having a  

9-1-1 Nurse Triage Program (i.e., a service in other communities that allows the 9-1-1 

dispatch center to evaluate callers and their medical concerns, and then directs them to 

appropriate care) could help EMS be more effective and residents get the help they need 

faster. 

 

Transportation 

• Move bus stops closer to stores (e.g., Walmart is a common place for older adults to go 

and the bus stop is on the street far away from the front of the store, making it a more 

likely path for people to fall on their way to the store) and keep stops clear, especially 

during winter months. Also, look at current bus routes to assess if they’re convenient for 

older adults to get to health care provider appointments. 

• Offer residential bus and city bus practice opportunities. Participants were nervous 

about trying the bus because they didn’t want to fall or look foolish in front of others. 
Have opportunities for people to practice getting on and off the bus, especially with their 

adaptive walking tools would be helpful.   

• The city could have once a month transportation for facilities (e.g., Housing Authority 

properties) where older adults get together and have social interaction and activities 

(e.g., Hokey Pokey or dances, sing-a-longs, movie nights, trips to Menominee park for 

the holiday lights, parades, auto shows, EAA, high school musicals, trips to dairy queen). 

• Work with the Department of Motor Vehicles and other safe driving programs (e.g., 

Aurora) to help assess drivers who may be at risk for falling and shouldn’t be driving. 

Assist in helping older adults get comfortable with public transportation and other 

transportation alternatives (e.g., Uber, Lyft), as well as how to use these systems with 

mobility aids (i.e., wheelchairs and walkers). Advertise low cost options for older adults 

(e.g., people 65 and older can ride in cabs for lower prices). 

• Specifically, in Omro, have a shuttle bus that goes through the city to the grocery store, 

Dollar General, and doctors clinics. 

• Work with transportation options on wheelchair access. Wisconsin Medicaid and 

BadgerCare Plus Non-Emergency Medical Transportation (MTM) does allow 

wheelchairs, but community members felt like they can’t always depend on it or have to 

plan way ahead of time. 

 

Leveraging Community Resources in Our Neighborhoods 

• Work with neighborhood associations (i.e., through Oshkosh Healthy Neighborhoods) to 

create support systems and leverage community resources on how to be good neighbors 

and watch out for each other. Talk up the issue of falls and invite people to speak to the 

associations on fall prevention and how to make changes at home. Support our 
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community members that also struggle with mental health or don’t have family to support 

them.  

• Advertise affordable services for those at risk for falling and in need of fall prevention 

services at home (e.g., Evergreen at home), medical alert systems that are affordable, as 

well as low cost cleaning services (e.g., Clarity Care).  

• While there is currently a mobility aid closet (i.e., for canes, walkers, scooters, 

wheelchairs) we heard that accessibility is limited. Look at creating a loan program in 

the community, possibly through the ADRC where there is either a low cost or loan for 

people in need of mobility aids. Also, connect with community members who are left with 

mobility aids after family and friends pass away.  

• Work with police to highlight issues in the community related to older adults, or wellness 

checks for older adults that are struggling and connect them with appropriate services.  

• In public spaces for older adults as well as in residential facilities have “practice 

staircases” so that older adults who are at risk for falling can learn how to walk up the 

stairs and become stronger at them. 

• Many of the individuals that participated in our community conversations were lower 

income and struggled to find healthy, good quality, and low-cost food. Some stated that 

they were on FoodShare and couldn’t afford the food they need to stay healthy. It could 

be due to diabetes, a vitamin D deficiency, or a variety of other health problems. The 

idea was to have a “Fall Prevention Diet” that allows community members on limited 

incomes to get vouchers for fish and produce at local grocery stores to supplement the 

food that they get through FoodShare or at the pantries. Working with local grocery 

stores and farmers market to provide this could help decrease falls since nutrition is 

related to falls. This effort could also involve nutritionists and diabetes educators. 

• Work with those who are unable to work or are on disability looking for ways to give 

back or connect with the community. Highlight the opportunity to work with older adults. 

• ADRC should do more community visits, including to Omro, to meet community members 

and ask, “what can we do for you?” This would be a great opportunity to share current 

resources available. 
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POLCO Survey 
 

A POLCO survey was also made available to the general public to weigh in on the topic of fall 

prevention in Oshkosh. A total of 85 residents responded between November 25, 2019 and 

December 21, 2019. Highlights are below. 

 

Physical/emotional health: 

• 74% of respondents cited regular health checks with medical providers as a way in which 

they maintain physical and emotional health. 

• 53% use city formal fitness facilities or classes like the YMCA as the way in which they 

maintained physical and emotional health. 

• 51% cited connections with friends as the way in which they maintain physical and 

emotional heath. 

 

When asked why people fall: 

• 88% cited balance problems 

• 79% cited home hazards 

• 82% cited outside hazards (like snow) 

• 74% cited weakness 

 

When asked how to reduce fall risks: 

• 82% cited the need for safe and accessible sidewalks; 71% cited support for home 

repairs; and over 50% cited the need for more resources, i.e. healthcare and transportation 

 

When asked about preferred modes of communication: 

• 59% cited e-mail and less than 50% cited all other modes, including traditional print 

media.  

 

Overall, the results of the POLCO survey are generally consistent with what was learned from 

the listening sessions. The main difference is that the general public who took the POLCO 

survey were more focused on infrastructure issues like sidewalks, rather than more emotional 

issues like fear of losing one’s home. 
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Service Provider 

Analysis 
 

This section includes an analysis of the community conversations, hard copy surveys that were 

presented at each community conversation to attendees, and the results of the surveymonkey for 

those service providers who could not attend our community conversations. “Service Provider” 

is defined as a professional who works with older adults (e.g., health care workers, home health 

workers, EMS first responders, staff at residential facilities, exercise facility staff). This group 

also contained caregivers of older adults that may have been family members. 
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To gain input from service providers, there were two community conversations, a hard copy 

survey that was shared at those session, as well as an online survey to gain participation from 

those service providers that could not attend the in-person sessions. 

 

Survey Provider Online Survey  
 

A total of 228 service providers returned a ten-item survey regarding fall prevention. Each 

question and a brief summary of the answers provided appear below. Like with the analysis of 

listening sessions data, dominant themes are listed below. 

 

1) What community resources do you think older adults use to stay physically and 

emotionally healthy (e.g., health care, seniors center, faith community, etc.)? 

 

The most common responses were the YMCA, churches and faith-based activities, and other 

formal organizations like the VFW. A minority of respondents cited family. 

 

2) Why do you think older adults fall? OR What do you see as the contributing factors 

in our community for why older adults fall (e.g., medication, alcohol, rugs)?  

 

Specific medical issues, general aging, and stubbornness were the most cited reasons for why 

adults fall. A minority of respondents cited alcohol and medication, and specific physical 

obstacles like rugs. 

 

3) What as a community could we do help prevent older adults from falling  (e.g., 

transportation, home repairs, healthcare support, more classes)? OR What do you 

wish our community would offer to help prevent senior falls from happening? 

 

The most common general answer given was education and health care supports.  A large 

number of respondents cited the need for specific home visits to evaluate fall risks, and 

assistance in mitigating fall risks at home through repairs. 

 

4) Do you feel there is a need for multi-agency or multi-disciplinary collaboration and 

information sharing? 

 

About 95% of respondents agreed there is a need for more multi-agency or multi-disciplinary 

collaboration and information sharing. 

 

5) What successful programs in this area or nationwide do you think could be 

replicated locally? 

 

The answers to this question were generally no. Those that did provide answers were relatively 

vague, and included: Seattle low acuity alarm, county fall program, meals on wheels, the Lions 
Club, Silver Sneakers, and the YMCA. 
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6) What gaps in services currently exist and are anticipated in the future? 

 

Education was a dominant theme in responses. In addition, several specific gaps were cited by 

one or more respondents, including: 

• More services that consider the language/culture of the user. The Hmong community was 

specifically cited. 

• Low quality of residential facilities. 

• Transportation. 

• Assistance with health insurance and funding for services. 

 

7) What is limiting about services that currently exist? 

 

Awareness and communication about existing services was most cited as a limitation.  

Transportation and provider quality were also listed by multiple respondents.   

 

8) What obstacles/reasons/barriers exist for why older adults do not participate in fall 

prevention programs? 

 

Stubbornness, stigma, and fear of losing one’s home were most cited as reasons older adults do 

not participate in fall prevention programs. In addition, the general lack of education on the topic 

was reported as a barrier.  

 

9) In your opinion, what is the root cause for why older adults fall? 

 

The three most dominant answers to this question were: 

• Personal physical limitations caused by aging. 

• The built environment combined with Wisconsin’s winter weather. 

• A lack of education about fall prevention. 

 

10) Any other ideas to offer on why people fall or how to stop people from falling? Or 

any other comments? 

 

Consistent with earlier questions, respondents generally cited the need to educate the community 

about the resources that are available to them. Several respondents also cited the need for better 

tracking of falls. 
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Service Provider Hard Copy Survey 
 

A total of 19 service providers returned a seven-question survey regarding fall prevention. Each 

question and a brief summary of the answers provided appear below. Only dominant themes are 

included below. 

 

1) Do you feel there is a need for multi-agency or multi-disciplinary collaboration and 

information sharing?  

 

All, but one person responded “yes” to this question. The participants emphasized that a 

consistent message rather than a lot of different messages is important in terms of making an 

impact in fall prevention and would be helpful for the community. The only person who didn’t 

put “yes” wrote a question mark, probably not fully understanding what the question was asking 

or not knowing what this would look like. 

 

2) What successful programs in this area or nationwide do you think could be 

replicated locally?  

 

Respondents specifically noted: Stepping On, Strong Bodies, Tai Chi, Silver Sneakers, Mosaic 

Family Health, as well as programming from AARP and the Alzheimer’s Association. In 

general, they recommended community-based and evidence-based fall prevention programs (like 

Stepping On), training for residential facilities, as well as looking at the overall health of older 

adults by addressing educational opportunities to learn about Powers of Attorney and Advanced 

Care Planning. Many respondents were unsure or didn’t know any programs. 

 

3) What gaps in services currently exist and are anticipated in the future? 

 

Service providers included the following as gaps: education on fall prevention or the 

community’s general limited interest in participating in fall prevention programs; consistency, 

continuum of care, and health care system providers not being on the same page; not getting 

family involved enough to help or know what’s going on; not enough home health care options; 

more warm hand offs rather than referrals; lack of volunteers; lack of funding; lack of 

transportation; lack of government programs access; residential facilities unsure of how to 

address falls when they occur; follow through for older adults after hospital discharge or patients 

being discharged too soon; medication management to decrease polypharmacy; and reaching out 

to those in rural areas.  

 

4) What is limiting about services that currently exist?  

 

There was a long list of limitations. This included: human choice, HIPAA restrictions, funding 

for fall programs, location of programs, facility staff not being informed of basic standards of 

care, housing options for senior citizens that are accessible and affordable, fear of litigation, 
small percentage of people are reached through prevention programs, the knowledge and cause 

of falls (e.g., use of alcohol versus lack of balance and muscle tone), not understanding why 

people don’t participate, burden of emergency services, not having enough caregivers providing 

assistance to individuals seeking assistance, number of trained people to apply interventions, 
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neighborhood champions, awareness of issue, central location for help, lack of information and 

health records being transferred between agencies, cost of services, and lack of transportation. 

 

5) What obstacles/reasons/barriers exist for why older adults do not participate in fall 

prevention programs?  

 

Service providers noted: hospital, shame, embarrassment or don’t want others to know, lack of 

motivation or not wanting to participate in programs, lack of awareness of the issue (e.g., not 

recognizing falls) or what resources exist, not wanting to acknowledge they have fallen or denial, 

stigma, social anxiety, transportation, fear of loss of independence or being taken away from 

their homes, no drivers license or transportation, cost, complexity of programs, location, 

cognition, social isolation, lack of outreach, and not using the internet. 

 

6) In your opinion, what is the root cause for why older adults fall? 

 

Respondents had a variety of ideas, including: lack of exercise or decrease in activity, lack of 

strength or decline in physical condition, medications, clutter in homes, rugs, uncooperative to 

trying programs, not focusing on prevention and taking care of bodies as young people (e.g., 

knowing what preventable measures to take), general age and health, unaware of changes 

happening with their body and mind, polypharmacy, footwear, sleeping pills, dehydration,  loss 

of vision and hearing, environment not meeting needs or should not be living on own, lose track 

of your surroundings, incontinence, alcohol, discharge planning from hospital, wanting to stay 

independent and feel threatened when they require help, not knowing abilities, uneducated, trips 

and slips, and in general chronic health problems. 

 

7) Any other ideas to offer on why people fall or how to stop people from falling? 

 
While it was noted that we can’t stop people from falls or aging, we can work on prevention 

before it gets too late. Some of this is a culture change, addressing people who do repetitive 

motion in their jobs or live sedentary lifestyle, some is additional falls prevention programming, 

working with families, getting rid of rugs or removing other tripping hazards. It’s also teaching 

people about prevention when they’re in their 40’s to educate them about what changes to expect 

in their bodies (e.g., how alcohol metabolizes as we age), and what changes they can make with 

their health or environment to prevent falls. It could also be finding ways to help older adults 

with maintenance, whether that’s keeping them in their homes, or addressing their emotional, 

social, financial, and overall well-being. Once people get older and are more at-risk for falls, we 

can focus on more home-based help, as well as streamlining resources to support those who fall.  
  

 
  



31 
 

  

Service Provider Community Conversations 
 

About the Sessions 

 

There were a total of three listening sessions for service providers. They were held between 

November 18, 2019 and December 6, 2019. There were a total of 22 service providers, which is 

the reasoning behind why we launched an online survey. After hearing that many service 

providers were unable to leave work to participate in these sessions, we were encouraged to find 

other ways to engage this population and gain feedback. There was one session held at the 

Oshkosh/Winnebago County Housing Authority office, and the other two were held at the 

Winnebago County Health Department.  

 

Themes 
 

As with the community conversations for the users of services or older adults, we asked the same 

three questions for service providers. The following are notes and ideas from those three 

sessions.  

 

What do people do to stay physically and emotionally healthy? 

 

Most of the comments were already reported in the community conversations with older adults. 

The following are some that were emphasized in the conversations, or served as new ideas 

brought up by service providers. 

● Being involved with service groups, neighborhood associations, or other clubs. 

● Socializing by going out for cocktails and a fish fry.   

● Living in senior communities allows for support, socialization, and programs. 

● Public spaces like the YMCA, Seniors Center, restaurants especially for breakfast (e.g., 

Mike’s Place, Delta, New Moon, Two brothers), and Pollock pool all help keep older 

adults healthy. 

● Being active with memory cafes.  

● Having a routine and resting. 

● Good eating habits and a healthy diet including supplements (e.g., Vitamin D, Calcium). 

● Reviewing meds that are considered “polypharmacy.”  

 

Why do people fall? 

 

Most of the comments were repetitive of what was already stated. The following are comments 

that were overemphasized, or served as new comments to the conversation.  

● Having too much, not enough, or poor-quality sleep. In addition, those older adults that 

rely too heavily on sleeping pills. 

● Prescription medication, polypharmacy issues, and the interaction between prescribed 

medications, or even essential oils and other homeopathy treatments affecting medication 

reactions.   

● Poor nutrition, dehydration, incontinence, muscular atrophy, and chronic health problems 

like obesity or alcoholism as contributing factors, as well as undiagnosed health problems 

like urinary tract infections and prostate issues. 
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● Not knowing what a fall is.  

● Family denial or families not helping like they used to and people not getting the 

assistance as needed. More people living alone and not having family near or people that 

they can turn to for help. 

● Ergonomics of home, and older adults aging in place by living in their homes longer. 

● Repetitive movements or jobs that affect people’s strength long-term. As well as 

sedentary lifestyles and not being taught prevention or how to take care of their bodies 

when they are young. 

● Change of conditions and the lack of social cohesion, lack of trust, lack of community 

bonds, and loneliness. 

● Changes in insurance policies that cause people to be discharged too early and have 

shorter stays in hospitals. 

● When asked why older adults don’t use mobility aids (e.g., canes, walkers), service 

providers said that people don’t have the motivation, they don’t know what’s out there, 

transportation, fear or embarrassment, not fitted to their lifestyle, don’t see the need, or 

haven’t even considered falling. This also affects why people fall. 

 

What can the community do? 

 

Detailed Notes from the Community Conversations 

 

The following points were direct from the listening sessions and offer more detail than the 

outlined common themes.  

 

Specific Organizations 

● Oshkosh Seniors Center. Market and rebrand the Oshkosh Seniors Center to be a 

community center with extended hours. Work on continued marketing and transportation 

options for people to get there. 

● Neighborhood Associations (i.e., Greater Oshkosh Healthy Neighborhoods Inc. [Go-

HNI]). Neighborhood associations engage neighbors because every neighborhood has 

their own center and can identify who needs help. Build this up to promote the value of 

older adults living in the neighborhood. Have them offer a craft (e.g., crocheting lessons) 

to share with neighbors or to offer intergenerational childcare if able. Work with 

neighborhood associations to have neighbors know neighbors, help “adopt” neighbors 

that need help, identify neighborhood champions that can share resources, and have 

community agencies share resources at block parties. 

● Aging Disability Resource Center of Winnebago County (ADRC). Promote the work 

of the ADRC to help dig into root causes of what people are facing. Also, have ADRC 

continue to share numbers with Oshkosh Fire Department to close the loop. 

● Winnebago County Health Department. Have more referrals to the county assessment 

program for both before and after falls. Work to have trusted professionals build bridges 

between patient and getting services inside the home. 

 

City of Oshkosh 

● Provide maintenance of road signs, paint on roads, parking lots, and sidewalks. Stay up to 

code on handicap accessible services and regulations within public places. Create easier 
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access to lifts and walkers (e.g., building on work at Larsen-Winchester Lions Club 

Medical Equipment Loan Locker), and work with the bus service to find stops closer to 

stores so people don’t have to walk as far and be more likely to fall. 

● Highlight homes that are designed to age in place. Teach people in the community what 

this looks like (e.g., zero level entry, ranch style, lights, railings, etc.). 

 

Oshkosh Fire Department (OFD) 

● Have front line service providers (e.g., paramedics) spend a few minutes assessing 

patients for fall risk, refer to community resources, and change line of questioning to 

encourage patients to get the help they need. Work to make sure that EMS staff, facility 

staff, and other health care professionals are using motivational interviewing techniques 

to make sure patient health is top priority. Educate all parties about fall prevention by 

having conversations in addition to sharing resources and making referrals. Provide 

education on preventive care to patients, families, and providers (i.e., all generations).  

● OFD could have a designated person call and follow-up with those individuals who had 

falls. Ask if they have made a follow-up appointment, got the resources they needed, or 

need further referrals. 

● Reexamine OFD release of information form to make sure people who need continued 

help can get it. Have OFD explain the current fall process to individuals (e.g., possibly 

targeting those at-risk for falling), family members, and facilities so everyone 

understands what currently happens and opportunities to make responses more efficient 

on all parties’ accounts. Look at OFD data to understand falling trends, and share with 

the community where people fall and how they fall so a targeted outreach could be used 

to address those issues.   

● Teach the community to know what numbers to call for help instead of 9-1-1 if it is a 

non-emergency. 

 

Residential Facilities 

● Have more facilities take ownership when people fall. Address corporate policies that 

cause staff to be hands off and not assist when people fall. This could be because they 

don’t have the right people on staff, or because they rely too heavily on EMS to come to 

the facility on a regular basis. This is causing lag in response time and burnout with EMS 

staff. Also, assess the fee that is charged for EMS processing, that is being passed onto 
residents and not encouraging facilities to change. Work to educate facility staff on when 

it is appropriate to call EMS and when to provide support through facility. Possibly look 

at training staff on how to respond to non-life-threatening falls or hiring staff (e.g., 

nurses) that are able to deal with these injuries on site. 

● Work with facilities on educating residents about the risks of falling and current 

programs available, as well as incorporating current best practices into their own models. 

For facilities that have a “no touch policy,” have a discussion of how we can meet in the 

middle of doing nothing and calling the fire department for every person. 

● Identify the facilities that have less calls for falls and share what they do to support fall 

prevention. Work with facilities to start prevention practices that include on-site fall 

assessments, prevention classes, community outreach, and overall respect for the elderly. 
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Transportation 

● Offer more community fall prevention classes with transportation, which can serve as a 

motivator. Provide more accessible transportation that does not require two days prior 

planning, as well as address bus stops that are too far away from entrances or too long of 

bus rides. Possibly have “senior vans” that are only for older adults and rides within the 

city. 

 

Legislation 

● Examine/Build on what legislation is currently in place to support fall prevention, around 

what nursing home facilities can take from patients after they pass away, and on 9-1-1 

triage options so that fire departments don’t carry as much burden.  

 

Education/Awareness 

● Rebrand “falls” and put a positive spin on resources. Promote positive stories for 

resources that work. Engage the following partners on this issue: therapists, visiting 

nurses, home care workers, doctors, faith community, Hospice, Women’s Fund, county 

workers, food pantry, managed care organizations (e.g., Community Care and 

Lakeland/Iris), pharmacists, employers, United Way, cabs/Cabulance, bus drivers, 

ADVOCAP, big factories (e.g., Oshkosh Corporation, Bemis, Plexus, Miron), Police 

Department, and Employee Assistance Programs. 

● Provide more publicity around fall prevention to the general public sharing a variety of 

messages from fear tactics of what can happen when someone falls to encouragement to 

address it before it gets out of control. Normalize aging and what happens in this process. 

Utilize TV, Oshkosh Media, City Council meetings, neighborhood associations, and faith 

communities to share statistics, and educate the community on falls. Create PSAs and 

message to community that it’s okay to ask for help. Also, teach people how to fall while 

avoiding injury, and how to get up from falls. Highlight current resource guides (e.g., 

ADRC guide) and programs (e.g., Winnebago County transportation program). 

Encourage them to help solve the problems. Also, start this education at a young age to 

teach kids to be aware of their surroundings and introducing mindfulness into the schools. 

● Address Adverse Child Effects (ACEs) in the community since many of the older adults 

that struggle with falls also are facing trauma from these ACEs and can’t work on 

survival basics, or live in poverty and all their money goes to food, or busy taking care of 

grandkids and they’re in need of a quick fix. For those that struggle with ACEs  

● Assess hearing loss and balance more often, possibly at fall clinics. Create “check your 

balance” assessments at the senior or fall expo where older adults can get free benefits for 

participating.  

● Make it standard practice for doctors to write prescriptions for fall prevention classes. 

This can be based on having balance tests at a certain age. Work with primary care 

providers to be more aware of falls and fall prevention. Encourage them to have more 

opportunities to talk resources, concerns, and problem solve with patients. If they lack 

time find a case worker or social worker who can have a one-on-one approach to build 

trust, and provide some follow-up.  

● Promote advanced care planning opportunities. 
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● Work with Powers of Attorneys (POA) to become more involved with health of patients. 

Make sure that falls are reported to POAs and primary care providers. In general, aim to 

increase community and family support systems. 

● Educate community that many of the community resources (e.g., ADRC, Winnebago 

County Health Department, OFD, OPD) are not trying to remove people from their 

homes, but rather get them the help them need to stay in their homes longer. Address this 

common misconception and fear. Utilize trusted people in our community to help provide 

resources and referrals as well as follow-ups (e.g., church volunteers, home visitors, peer 

volunteers, Meals on Wheels staff, ADVOCAP Senior friends). 

● Educate younger people about the importance of staying active and strong, cutting down 

on screen time and focusing on balancing skills. Emphasize healthier lifestyles. 

● Have more conversations with people to talk about a person’s purpose in all stages of life 

and brainstorm what retirement could look like. Identifying purpose can help motivate 

people to stay healthy longer. This could also serve as an intergenerational conversation. 

Utilize multiple efforts to help motivate people (e.g., PSA saying “we’re all in this 

together,” explain why it’s important to get help, highlight success stories, give 

incentives to participate).  

 

System Changes 

● Offer coalition case management with multiple touches from community partners to help 

individuals. Help agencies work through HIPAA barriers so that partners are on the same 

page giving a consistent message to patients. Have “fall case workers,” or find ways for 

information sharing so that patients get the help they need and have access to the right 

referrals. 

● Create more clinics to address comprehensive health like Mosaic Health 

(mosaicfamilyhealth.org), or systems to follow up with people after they have fallen.  

● Insert healthcare navigators into the community to address health care needs.  

● Address loneliness and work on social connectedness of community members.  
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Change Agent Analysis 
 

This section includes an analysis of the community conversations and hard copy surveys that 

were presented at each community conversation to attendees. “Change Agent” is defined as a 

leader in the community who makes decisions for systems or organizations, and is able to 

understand how things can change community or system wide. 
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Change Agent Hard Copy Survey 
 

A total of 20 change agents returned a seven-question survey regarding fall prevention that was 

handed out at the two change agent community conversation sessions. Each question and a brief 

summary of the answers provided appear below.  

 

1) Do you feel there is a need for multi-agency or multi-disciplinary collaboration and 

information sharing?  

 

All who responded said “yes.” This type of collaboration can lead to more consistent and correct 

messaging and have greater impact in the community. 

 

2) What successful programs in this area or nationwide do you think could be 

replicated locally?  

 

Participants included the following: Stepping On, Tai Chi, Silver Sneakers, Strong Bones, Yoga, 

Lifeline or other emergency necklaces, Alzheimer's Association Fall Prevention Program, 

Biodex Balance System, Tabula Risa Healthcare, as well as the work currently being done at 

Aurora regarding falls. The Fire Department Fall Assessment and first aid on how to pick up a 

faller were also mentioned. While some noted that they are unaware and more publicity is 

needed, others said a lot exists and can be found on Oshkosh Media, TV, newspapers, and 

billboards. Reaching out to local service clubs and organizations to give presentations would be 

beneficial of what already exists.  

 

3) What gaps in services currently exist and are anticipated in the future? 

 

The following gaps were included: coordination of care and services as well as discharge 

planning for going home after a fall; training for staff; increased need and demand for prevention 

along with the growing population of older people; home accessibility preparation, people who 

can correctly install grab bars, providing these assistance tools for those in need, and education 

on why to install this adaptive equipment in your home; information from the fire department 

when a fall occurs in an apartment building; affordable in home care, ready transportation, and 

more accessible classes; and funding gaps, funding for program maintenance, and continued 

decrease in third party payer for services. 

 

4) What is limiting about services that currently exist?  

 

Change agents noted: awareness in the community around falls and trainings available, 

education, stigma of falls and aging, and reactionary approach to falls rather than prevention. 

Our community needs better screening methods, have people be willing to participate in 

programs, more assistance for installing safety railings in private homes, and for our partners to 

provide accurate information on cases and expenses to target those in financial need. Other 
limitations include cost/financial aspects, decreasing reimbursement for services, circle of 

influence, fear of out of home placement, multiple demands, and having the people power to  

manage it all. 
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5) What obstacles/reasons/barriers exist for why older adults do not participate in fall 

prevention programs?  

 

Much like the other responses, awareness of the changes that come with aging, accepting these 

changes, as well as denial, stubbornness, shame, not wanting to be a burden, and fear of losing 

one’s independence. It could also be due to not knowing about the programs, transportation 

issues, financial barriers, family dynamics, lack of interest, don’t see the need of the programs, 

availability of programs including timing of classes, as well as physical limitations. 

 

6) In your opinion, what is the root cause for why older adults fall? 

 

Multifactored, but could include alcohol use, medication, environmental issues (e.g., trip/fall 

hazards, unfamiliar surroundings), weather, physical conditions (i.e., weakness, instability, 

balance, illness, injury) age, lack of awareness and carelessness, denial, feel that they don’t need 

the help or that it won’t happen to them, resistance to change or acceptance of abilities, trying to 

maintain independence, live alone and don’t have family or resources to support them, lack of 

education, or lack of comprehensive fall prevention. 

 

7) Any other ideas to offer on why people fall or how to stop people from falling? 

 

Committees on fall prevention targeting community engagement and environmental issues; 

leveraging or building on ThedaCare’s “safe room” program to show what a safe apartment 

could look like; more mobility aids for older adults (e.g., walkers and canes); Medicaid and 

insurance money to support this work; training, home audits or assessment screenings; working 

with neighborhood associations to address isolation; PSAs, information sharing, and engaging 

family members to be proactive with planning and implementation of efforts; and in general 

focus efforts on prevention! 
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Change Agent Community Conversations 
 

About the Sessions 

 

We had a total of 34 people attend the two change agent conversations on December 11 and 

December 13, 2019 at the Oshkosh Area Community Foundation.  

 

Themes  

 

This group mentioned comments similar to the other types of listening sessions for the first two 

questions regarding what people do to stay healthy and why people fall. Only the responses from 

the final question, “what as a community could we do to help reduce the risks of falling?” are 

included. The following are some of the ideas that this group came up with. 

 

• Raise awareness around falls as an all ages issue. Create coordinated community efforts 

to provide fall prevention resources. Specifically, provide education to families and 

powers of attorneys regarding fall risks, fall prevention, and assessment data. Try and get 

the resources to people before they fall, and also teach people how to plan for a fall. For 

example, acknowledge that you are going to fall and teach people how to fall and how 

they’re going to ask for help at that point. Teach this to all age groups, and help build 

muscle memory for falls. Create easier navigation of community resources and raise 

awareness of what’s already out there for those who have fallen (e.g., where should the 

first call be, agencies that can provide resources, etc.). Work with community partners 

like faith communities and ADVOCAP to share this information as well as through 

newspapers, grocery stores, billboards, print campaigns. Go where older adults are, even 

if that’s in their homes, and focus on teaching them to be proactive and preventive. 

Create targeted campaigns that focus on those that are prone or at-risk for falling and to 

their families.  

• Provide standardized education for fall prevention (e.g., turn lights on when getting out of 

bed, use assistance equipment, make sure path is clear, sit up slowly, etc.). 

• Address the stigma of aging and combat shame associated with aging. Teach people that 

it’s okay to ask for help and to not fear that trusted authorities are going to take them out 

of their homes.  

• Encourage people to write advanced directives. 

• Identify accessibility of assistive tools (e.g., handrails) for those who cannot afford them, 

especially since Medicare does not cover bathrooms and what organizations do this work 

(e.g., Rebuilding Together Fox Valley, Habitat for Humanity). 

• Provide more home audits of fall risks to community. Work with health care providers to 

do better assessments and share community resources they can share with patients. 

• Make Lifeline-like systems widely available for older adults. 

• Address confidentiality issues (i.e., HIPAA) and what can be shared between partner 

agencies, especially between facilities/landlords and EMS/Fire department. Also, work 

on collecting better data.  

• Provide more holistic medical care that focuses on: medication reviews by pharmacy staff 

(e.g., talk with patients about how medications can cause falls), care transitions from 

hospital to homes (e.g., reconciling new medications, addressing home environment), 
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creating health coach volunteer programs (i.e., someone who goes to doctor 

appointments), screening of all 65 plus adults for falls, more warm referrals, more 

touchpoints, and more referrals to ADRC and other agencies. Have hospitals and 

facilities work together to share best practices. 

• Utilize the ThedaCare Safe Room program for people to tour and better understand what 

a safe home looks like. Highlight home builders (e.g., Universal Design Home in Green 

Bay) that create fall prevention homes for older adults or places that adults can age in 

place. Also, work with landlords to provide safer home environments for older adults. 

• Leverage technology to help with fall prevention (e.g., partner with Oshkosh media for 

exercise programs). 

• Offer the senior expo on a smaller scale more often. 

• Promote Memory Cafés and leverage this model where both client and caregiver attend. 

Find ways to also support respite for caregivers and utilize the caregiver assistance 

program. 

• Focus on social connectedness of older adults having community take care and be aware 

of those individuals needing help. 

• Encourage people to move! 
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Data from Pilot Projects  
 

Falls Follow Up Mailer 
 
The Oshkosh Fire Department identified the individuals’ names and addresses of patients that 

requested a response for a fall in 2018, which yielded hundreds of patients. The list was then 

narrowed to individuals who suffered three or more falls in the calendar year, that yielded 

approximately one hundred results. The Winnebago County Health Department provided the 

resources to be mailed to these one hundred past patients and the fire department mailed them to 

each person. Unfortunately, the results to the mailer was that zero people responded.  

 

Lessons Learned 

 

• Mailers don’t work and traditionally have a low expected rate of return. 

• The pilot echoed what we learned from the community conversations; people don’t want to 

self-identify as a faller or being at-risk of falling, and they fear relationships with 

authorities.  

• There is a lack of recognition for the need of resources. 

• There is lack of awareness about falls and organizational resources. 

• People need warm hand offs and connections. There is a lack of trust and relationships 

which needs to be fostered. 

 

While it was helpful to identify those people in our community that could qualify for extra 

support, there need to be warm hand offs and better communication strategies, rather than 

mailers. 

 

Rebuilding Together Fox Valley/Oshkosh Fire Department Handrail Trek Project 

  
The Oshkosh Fire Department (OFD) identified the top 20 people who have fallen multiple times 

in the Oshkosh Area. The department contacted these individuals asking if representatives from 

the Winnebago County Health Department (WCHD) and Rebuilding Together Fox Valley 

(RTFV) could come to the individual’s home. Only 2 people answered and said they were 

interested. 

 

Three representatives from RTFV along with Erin Roberts from the Winnebago County Health 

Department went to the two houses and installed railings. Erin shared information on the stay 

active be confident program, the falls staggered handout, a little about risks, and offered a 

2nd visit to person where handrails were installed because didn’t have enough time to do the full 

assessment. Unfortunately, only one of the homes could have railings installed due to the other 

being in an apartment and Rebuilding Together Fox Valley cannot do any work on residences 

owned and managed by someone else. 

  

 

 

 



42 
 

  

 

Lessons Learned 

 

• People need to be contacted earlier to get help. On such short notice, people were not 

available or interested in having the work completed.  

• Message/invitation to people needs to be strengthened. The group needs to think about 

why the two people were motivated to say yes, and how to get others to respond.   

• Need more clarification on who is eligible for help (e.g., no apartments). 

• Better communication between partners; having 3 partners on the same page and trying to 

schedule day of can be really hard. Everyone is strapped for capacity, so planning this on a 

regular basis or further ahead may be helpful (e.g., what if these rounds were done the 1st of 

every month). 

• The results show a strong reinforcement of the need to use the NEWTRAC software so 

OFD can make referrals to the ADRC and then connect with both Erin and Chip's 

organizations (is this accurate?). This will allow each representative to move at their own 

pace based on capacity and availability. 

 

Erin from WCHD did schedule a second home visit with the person that received the grab bars, 

and did complete Stay Active, Be Confident assessment. While the project did not install as 

many grab bars as we had hoped, there is potential for future opportunities, especially since this 

is an action based on our recommendation plans. 

  

Fox Valley Regional Trauma Advisory Council (FVRTAC) App 
 

Data Collection and Service Referral Falls App Project 

  

The Oshkosh Fire Department responds to over 1,400 fall calls annually. A lift assist call occurs 

when an adult needs assistance getting up after falling or when they’ve been injured and need 

medical attention. The Falls App Referral Project (FARP) was designed to connect fallers with 

services that can improve their health, environment, and overall well-being in an effort to prevent 

further falls. The referrals are generated by the Oshkosh Fire Department (OFD) when a faller 

gives permission for HIPAA compliant information to be sent to the Winnebago County Aging 

and Disability Resource Center (ADRC). The ADRC receives information and works to contact 

the faller and connect them with resources/services to decrease their likeliness of falling.  The 

project also updates the OFD to acknowledge transmission of information to the ADRC. This 

app is being supported through the Fox Valley Regional Trauma Advisory Council (FVRTAC).  

  

The OFD was able to track locations of repeat fall calls. The Falls App Referral Project directly 

addresses challenges related to 1) a method to easily track the reason for fall pickup calls 2) the 

ability to easily and effectively connect fallers with resources to help prevent future falls 3) 

reason of fall data collection to help identify gaps in resources. 

  

Thirty-eight referrals were made between October 24, 2019 and January 14, 2020. Twenty-six 

(68.42%) of the thirty-eight referrals were successfully contacted and provided services, 

additional information and referrals. Only two referrals declined follow-up and ten were unable 

to be reached after leaving voicemail messages. No one age group was responsible for the 
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majority of calls. All but one referral was fifty-nine and older with the primary age groups (60, 

70, 80) having a fairly even distribution. The mean age of the referral was seventy-four, the 

youngest twenty and the oldest ninety-four. The primary reason for falls were slips, trips, throw 

rugs, and clutter. 

  

Once connected with the ADRC clients were referred to a variety of services and consultants 

including financial based programs, walkers, lift chairs, home care and DME equipment at 

Larsen/Winchester, resources for Parkinson's, Parkinson's support group, ADRC Resource 

Directory, Health Department Nurse Assessments, Home Care, Adult Protective Services, 

Dementia Referrals and many more services outlined in the detail below. 

  

The Service Referral Falls App Project should be considered an initial success for connecting 

fallers with services to prevent falls and continue living in their home when appropriate.  After 

the initial referrals, glitches in the data system were identified and corrected. We would 

anticipate the referral process becoming seamless as the referral process continues. 

  

Data analysis of the thirty-eight referrals (OFD to the ADRC) breakdown as follows: 

  

Referral Demographic Information 

• 57.89% were female 

• 42.11% were male 

  

Age Related Information 

• Mean Age 74 

• Median Age 74.5 

• Youngest Referral 20 

• Oldest Referral 94 

  

ADRC Prior Contact 

• 55.26% were new/unknown 

  

Reasons for Falls 

• 60.53% of falls were Mechanical (e.g., from trips on throw rugs, clutter, pets, etc. or slips 

on ice, water on the bathroom floor, etc.)  

• 10.53% were due to Medical Causes 

• 28.95% were Unknown Cause/Insufficient Information Conveyed 

  

Locations of Falls 

• 31.58% Home Other 

• 28.95% Home Bedroom 

• 10.53% Home Bathroom 

• 10.53% Other 

• 7.89% Home Kitchen 

• 7.89% Insufficient Information Conveyed 

• 2.63% Basement 
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 Actions as a Result of Referrals 

• Cognitive concerns revealed 

• Power of Attorney executed 

• Resource directory provided 

• Falls programs referrals 

• Financial programs connections and referrals 

• Family Care Case Manager connected 

• LTC Insurance benefits explained 

• MAPP – Medicaid Purchase Plan 

• Transportation options offered 

• St Vincent voucher given 

• IRIS Consultant connected 

• Lifeline Services initiated 

• Public Health Nurse referrals 

• Housing Authority Nurse referrals 

• Homecare referred and authorized 

• Dementia resources connected 

• DME Equipment connected 

• Options Counseling referral 

 

Sample of ADRC Information & Assistance Specialist Comments 

• New to ADRC….Able to make visit and discuss financial based programs, walkers, lift 

chairs, home care and DME equipment at Larsen/Winchester                                                                   

• New to ADRC….Contacted consumer and wife and gave resources as to: Parkinson's, 

Parkinson's support group, Resource Directory, and ADRC contact                                                                              

• New to ADRC….Visit with family revealed cognitive concerns so APS referral was 

made.  Involved daughter working with ADRC on homecare, etc. 

• New to ADRC….Able to coordinate with Public Health and they will follow up with 

consumer 

• New to ADRC….Able to coordinate with Public Health Dept for follow up on safety/falls                                                                                   

• Not New to ADRC….Followed up with APS worker. Consumer was injured and may 

require hip surgery. Will be connecting on Homecare resources         

• Not New to ADRC….Processing consumer for Family Care as she is requiring significant 

home care or Assisted Living placement. Outreach continues                  

• Not New to ADRC….Able to connect with consumer and son and coordinate Lifeline 

services with GPS into the home. Coordinated visit with public health   

 

 

 

 

 

 

 

 



45 
 

  

Lessons Learned 

 

• Need to continue using app. 55% of the fall referrals were new clients to the ADRC.  This 

indicates more than half of fallers have not used or are unaware of the ADRC as a resource. 

The Fall Referral App Project should continue as a way to introduce and further reinforce the 

ADRC as valuable and caring resource. The services offered and utilized by fallers have the 

potential to help people remain healthy in their homes for a longer duration. The 

referrals/services will also, over time, reduce OFD fall calls. 

• Need to continue educating people on ADRC. The recommendation is to improve 

awareness of the ADRC and the valuable resources available to help fallers age in place.  

There is a perception that government agencies (ADRC) may remove a faller from their 

home, when in fact, the ADRC makes every effort to assist a client with resources to improve 

their quality of life, reduce falls and help a person “age in place.” 

• Need repeated contact. Although 55% of the referrals were unknown/new clients to the 

ADRC, 68% of the referrals accepted assistance and utilized resources offered. Almost 29% 

of fallers did not return voicemails (from ADRC) or declined follow-up. It may take repeated 

contact with some fallers to connect them to available resources. 

• Continued staff education. OFD staff need to know how the app works, and have a 

continuous feedback loop. Showing the efficacy rate of this app based on the pilot will help 

with that education. 

• Follow-ups: Since FVRTAC app started, Erin (WCHD) has received 3 Stay Active, Be 

Confident referrals from the ADRC. She had home visits with 2 of them (both in December), 

1 (received in January) refused. Unsure why Erin hasn’t received more referrals from the 

ADRC- some Intake & Assessment workers still seem unsure what Public Health does (PH is 

going to present to ADRC in March on services offered again as a refresher). 
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Additional Data 
 

Oshkosh Fire Department Data 
Based on the two years of Oshkosh Fire Department data related to falls, the stereotypical faller 

is a 70-year-old female who lives in a private residence, is falling at home, and struggles with 

general weakness. This is how we identified “Fiona Fall Down.” The data challenged some of 

what we heard in the community conversations because falls aren’t happening as much in 

facilities, on public sidewalks, and with alcohol (although alcohol and younger people who are 

falling does seem to be an issue).  
 

    2018 2019 

Total falls   1,507 1,481 

Call location Private residence 60.32% 61.58% 

  Assisted living 7.96% 8.71% 

  Assisted living/senior living 7.90% 7.56% 

  Senior living 11.81% 7.29% 

Situation General - weakness 28.64% 30.07% 

  Not applicable 14.43% 12.50% 

  Pain - acute (non-traumatic) 14.08% 13.78% 

  Traumatic Injury - Head 8.54% 9.46% 

Avg. Age   71.68 yr 69.07 yr 

Gender Female 56.23% 54.83% 

  Male 43.77% 45.17% 

Destination Aurora 39.08% 45.07% 

  Mercy 43.25% 39.98% 

Alcohol Patient admits to alcohol use 72 (4.78%) 63 (4.25%) 

Incident city Oshkosh 86.81% 83.38% 

Incident location Single Family Home 34.80% 35.98% 

  Apartment or Townhouse 24.72% 22.61% 

  Assisted Living Facility 12.42% 13.44% 

  Nursing home 11.62% 12.29% 
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Overall, the data points that the community recommendations need to be focused on private 

residence repairs, strength building, and prevention and awareness of issues. Looking at the data, 

we know that fees are not a detractor from getting help, since the same individuals and facilities 

continue to call the ambulance regularly regardless of the fees. One idea that came up from our 

conversation was to increase these fees and put the funds towards fall prevention programs. The 

City would have to agree to increase ambulance fees related to falls. The total fees could be put 

into a fund that would in turn support fall prevention programs. To not deter anyone from calling 

the ambulance that needs help and cannot afford the fee, a plan could be put in place to require 

the individual to participate in free fall prevention programming in place of paying the higher 

ambulance fee. The purpose of this idea is to reduce falls, reduce calls for falls, motivate people 

to participate in fall prevention programs, and find funding opportunities to support those 

programs. 

 

 

Winnebago County Coroner Data 
 

 
 
 

While the data system was not up and running to run a report on falls, our facilitator, went 

through and reviewed 26 cases from 2019 (1/4/2019-11/13/2019). Of those 26 cases: 

• Average age for those who died from falls was 81.9 years old. 

• 18 out of the 26 were female (69%), and 8 of the 26 were male (31%). 

• 3 of the cases were related to alcohol, and they had an average age of 42 years old. 

• 15 of the 26 (58%) were on hospice at the time of death. 

• 5 of the 26 (19%) either had dementia or lived in a memory care residence. 

• For the cause of death, all had falls as the secondary cause, and the primary cause of 

death was the following: 10/26 (38%) had subdural hematoma and/or hemorrhage or head 

trauma, 1 had an abdominal hemorrhage, and 15 (58%) had some sort of fracture (i.e., 

hip, intertrochanteric, femur, pelvic, sacral, spinal). 

• 20 of the 26 (77%) fell inside their home or a facility, rather than public places. 
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Since we were unable to go through all of the cases related to falls, we interviewed Winnebago 

County Coroner Cheryl Brehmer to confirm what we found was accurate and representative of 

the falls she’s reviewed during her time in the Coroner’s office. Cheryl let us know that she has 

been signing more death certificates due to falls than she did in 2012, which is also 

representative of the growing older population.  

 

She noted that their tends to be two types of falls for those who die from falls. There is a 

relationship between younger people, alcohol, and falling. On the other side is older people who 

fall and then have 1) rhabdomyolysis, 2) pneumonia, 3) some type of infection, or a 4) cardiac 

event. After this health condition the individual may sometimes have surgery, but usually is put 

on hospice and dies less than a week later. Cheryl reiterated that most deaths that are due to falls 

happen in individual’s homes or in assisted living facilities, not outside in public spaces. Also, 

for those individuals who live in facilities, there is a relationship between patients with dementia 

and falls. 

 

 

Lessons Learned 

 

• The majority of ambulance calls for falls and deaths from falls are in people’s home. 

• The average age of people who are falling and calling ambulances skews towards people 

in their 70s, and those who die from a fall tend to be in their 80s. With that said, when 

alcohol is involved the age of people who die is much younger.  

• Falls lead to more injuries and need for additional care which lead to death.  

• Prevention and awareness of issues are key. 
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Ideas for Action 
 

While we won’t be able to take on every idea or action that was brought up in the sessions, our 

steering team thought of some ideas on how to address some of these issues.  

 

1. Create a plan to educate the community on fall prevention.  

 

This has to happen at many levels, from health care systems, to the overall community, to 

residential facilities, to the individual level. More information needs to be in the community to 

have people be aware of the risks of falling, ideas for fall prevention, and resources available to 

those who have fallen. 

 

To complete this goal the following could be possible next steps: 

• Share our report with all the health care systems as an initial awareness point for fall 

prevention. Encourage primary care providers to write prescriptions for fall prevention 

programs and classes, better understand what is available in our community for fall 

prevention resources, and have more one-on-one education between primary care 

providers and older adults on fall prevention (e.g., change the way they talk to patients 

about falls). 

• Share our results and follow-up with the Oshkosh Herald and Eye on Oshkosh that did 

initial stories on our work. 

• Share this report and its findings with service clubs, service agencies that work with older 

adults, residential facilities, and other senior related coalitions and events. Also, share our 

findings with everyone that participated in our conversations. 

• Work with local partners to create a community marketing campaign (i.e., utilizing all 

types of media) including PSAs to challenge the stigma of aging. Show older adults being 

active and having fun, and educate the community on fall prevention. Also, help 

demystify the narrative that “authorities” want to take older adults out of their homes, and 

about how our bodies metabolize alcohol as we get older and can lead to falls. 

• Offer a decorating class for mobility aids (i.e., walkers, canes, wheelchairs) and create a 

community campaign for “best dressed.” Educate the community on fall prevention and 

the benefits of using mobility aids, while challenging the stigma of using these tools. 

 

2. Create a community initiative to address falling hazards. 

 

Aiming to address some of the falling hazards in our community that older adults face in 

personal residences, residential facilities, as well as throughout the city could help impact the 

number of people who fall. To complete this initiative, we could work on the following: 

 

• Educate the community on what the city rules are for property maintenance (e.g., 

sidewalks, entry ways, driver ways), and how this can impact the number of falls. 

• Create a program where people are able to get shovels, tools, and directions on how to fix 

city sidewalks, so that neighborhoods can take care of these problems on their own. 

• Work with current transportation programs to make sure older adults are able to get free 

or low-cost rides, and educate partner agencies and older adults about all the options that 

exist. Also, look at shorter/smaller transportation needs (e.g., in Omro getting people 
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from Housing Authority to grocery store), as well as transportation rounds (e.g., Housing 

Authority bus that could go to the grocery store, Walmart, farmer’s market, etc.). 

Teach people how to ride the bus and utilize programs where people ride with older 

adults (i.e., Lutheran Social Service Bus Buddy assistance). Target residential facilities to 

have programs where people can practice getting onto buses with their mobility aids. 

• Create incentive programs where people can work with local organizations (e.g., 

Rebuilding Together Fox Valley) to install handrails and have Oshkosh Fire Department 

assess houses when installing smoke detectors to identify falling hazards. Train other 

programs and personnel (e.g., home health care workers and Meals on Wheels 

volunteers) on what to look for.  

• Identify or create programs that help older adults get their homes cleaned or to get rid of 

clutter (e.g., Clarity Care and Visiting Angels). 

• Identify and highlight community spaces that are zero entry and older adult friendly to 

help those that are afraid of falling and unlikely to leave their homes due to this fear.  

• Advertise and utilize community assessment tools (e.g., Aurora balance test, Winnebago 

County Health Department), and create plans for older adults to get stronger and address 

fall hazards. To help address lack of trust, create a series in the Oshkosh Herald on who 

to trust with fall and home assessments. Include their credentials and how people can call 

and make an appointment so that older adults know who to trust. Then leverage current 

resources that exist and support families. 

 

3. Offer sensitivity training to build trust and relationships. 

 

Throughout the conversations and surveys, we heard that older adults don’t trust authorities and 

that they didn’t feel respected. They regularly feel the stigma of aging. To address this our 

community could:  

• Provide aging or senior sensitivity training for health care providers, residential facility 

staff, community volunteers, and first responders that regularly interact with older adults.   

• Provide more opportunities, like at the Senior Expo, where there are shared experiences 

between older adults and authorities.  

• Have more residential facilities and agencies provide Question & Answer sessions or 

meet and greet events with older adults so that both sides can get to know each other and 

understand processes. Find time where authorities can demystify the narrative and 

reassure older adults that they will not take away their independence or their homes.  

 

4. Provide grippy socks for city residents 50 years of age and older. 

 

As found in one of the facilities that we held a community conversation, every resident got a pair 

of grippy socks, much like what is provided in a hospital. But grippy socks aren’t just for the sick 

and frail, they are used by people of all ages in trampoline parks, to celebrate special events, and 

to keep people’s feet warm in the winter. To challenge the stigma of aging, encourage activity, 

and to provide socks for people who don’t have any or don’t have appropriate footwear, which 

was directly related to falls and those living in poverty, I recommend that the City of Oshkosh 

create a campaign where they give every resident over the age of 50 a pair of grippy socks. This 

could provide the city brand recognition, while providing fall prevention information (i.e., 

including CDC statistics and materials). Decorated in a fun style that gets people excited and 
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talking, community residents will be happy to receive their socks. Add a social media campaign 

of “where did your socks take you?” that allows residents to share where they’re going with their 

socks and bringing awareness and conversations around fall prevention. There could be 

competitions for the most pictures, events where people wear their socks (e.g., Oshkosh Sock 

Hop), or have check-in spots where people get their first cup of coffee free or discounts at local 

businesses if they have their socks. In addition, we could create community accountability 

challenges where friends and support networks can help each other stay active by wearing their 

socks and winning prizes. We could look at a hospital, health insurance provider, or local 

business (e.g., 4imprint) to sponsor this opportunity or provide the socks at low cost. 

 

5. Create more intergenerational spaces and opportunities. 

 

To challenge the stigma of aging and provide shared experiences for multiple generations, our 

community could create an intergenerational community center. This could be a pilot at the 

Oshkosh Seniors Center that offers exercise classes for grandparents and their grandkids. We 

could build on the grippy sock initiative by having matching socks for both grandparents and 

grandkids while learning how to exercise together and being accountable to one another. It could 

also be a childcare environment were members of the Seniors Center help watch kids and work 

on activities together after school, while parents participate in community programming or self-

care opportunities (e.g., parent support group, yoga, breastfeeding classes, financial assistance 

counseling, etc.).  

 

This space could be located somewhere else like the new Oshkosh Food Co-op where older 

adults could be eligible to eat free if they volunteer in the store or provide education for younger 

people. Our community could also offer something similar to a program in Vancouver, 

Washington that builds upon the Meals on Wheels program but is located in a diner 

(https://www.npr.org/2020/01/18/796721306/meals-on-wheels-serves-up-breakfast-lunch-and-

community-at-local-diner). They utilize a local restaurant to provide meals for lower income 

older adults, alongside younger paying customers. This could be Oshkosh’s Intergenerational 

Diner that focuses on healthy meals and good nutrition, social connectedness, and 

intergenerational experiences, all leading to less falls. This would not have to be a new 

restaurant, but we could work with many of the local establishments that were highlighted as 

older adult hotspots in our community.   

 

Lastly, as a community we need to encourage more intergenerational shared experiences so that 

we can all learn from each other and connect with one another. This may include volunteer 

opportunities in the school district, an intergenerational panel for Learning in Retirement, more 

community events that are family friendly for all ages, or more programs that allow younger 

generations to learn about older generations and vice versa. Having more shared experiences will 

help challenge stigmas and find common ground between generations. 

 

6. Have a 9-1-1 Nurse Triage Program. 

  

Other cities have a 9-1-1 Nurse Triage Program that allows the dispatch center to evaluate callers 

and their medical concerns, and then directs them to appropriate care. Essentially, this person is a 

healthcare navigator. This type of program could help EMS be more effective and residents get 

https://www.npr.org/2020/01/18/796721306/meals-on-wheels-serves-up-breakfast-lunch-and-community-at-local-diner
https://www.npr.org/2020/01/18/796721306/meals-on-wheels-serves-up-breakfast-lunch-and-community-at-local-diner
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the help they need faster. We heard from many in the community that there needs to be this 

triage system or a two-way system that allows residents to call 9-1-1 for emergencies and 

immediate needs, and a separate number for needs that can wait and sometimes are more related 

to isolation and mental health needs. Also, many people are transferred to the emergency 

department, even if they are not in need of emergency services. Addressing these inconsistencies 

would take some of the burden off of the EMS staff and help people get the comprehensive care 

they need. 

 

7. Create a Fall Prevention Intervention Team. 

 

We heard from many that there is distrust among older adults of authorities. To help build trust, 

intervene with people who are at-risk for falling or are repeat offenders (i.e., people who have 

fallen multiple times and used EMS for assistance), and provide a community-wide collaborative 

response, the city could create a fall prevention intervention team. This outreach team could 

include someone from the hospital systems, from physical therapy, the Seniors Center, ADRC, 

YMCA, Health Department, and/or Fire Department. This team should have a strong brand that 

offers wholistic case management and focuses on prevention and community rather than any one 

agency. They could provide strength assessments, home audits, plans for support, and sharing of 

resources for fall prevention. Bringing the resources into the community and to older adults 

would be helpful to build relationships and get people the help they need.  

 

While our work is focused on older adult falls, the following example is an intervention team in 

Milwaukee County working on the opioid crisis.  

• https://www.wuwm.com/post/opioid-crisis-milwaukee-countys-new-rapid-response-

program-draws-eyes-across-us#stream/0 

• https://www.jsonline.com/story/news/local/milwaukee/2019/05/03/overdose-deaths-

milwaukee-rolls-out-new-effort-opioids/1095119001/ 

Our intervention team could be broader than falls and focus on general community prevention, 

once again keeping our community safe and healthy. 

 

Lessons Learned 

 

• Emphasize Fiona Fall Down. While falls happen at any age and for a variety of reasons, we 

know from the data that our ideas for action have to focus primarily on helping women aged 

70 years and older, who live in their private residence, and struggle with general weakness. 

Our team also has to work on fall prevention before this age, but to immediately reduce the 

number of falls we need to target this demographic. 

• Seek funding to support efforts. To move forward on our action plan we will need to find 

sustainable funding. We’ll have to be creative like redistributing fees, applying for grants, 

and working together to share opportunities that can move our action plan forward.  

• Be creative and innovative. We have a lot of creative ideas that we heard in the community 

conversations as well as from our team. Our action plan includes some of those, while the 

other innovative ideas should not be lost as they could be implemented longer term.  

https://www.wuwm.com/post/opioid-crisis-milwaukee-countys-new-rapid-response-program-draws-eyes-across-us#stream/0
https://www.wuwm.com/post/opioid-crisis-milwaukee-countys-new-rapid-response-program-draws-eyes-across-us#stream/0
https://www.jsonline.com/story/news/local/milwaukee/2019/05/03/overdose-deaths-milwaukee-rolls-out-new-effort-opioids/1095119001/
https://www.jsonline.com/story/news/local/milwaukee/2019/05/03/overdose-deaths-milwaukee-rolls-out-new-effort-opioids/1095119001/
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Conclusion 
 

Overall, the data collected through the listening sessions and surveys produced several clear 

conclusions: 

• Exercise is how older adults report staying physically healthy. 

• Group activities and one-on-one relationships are how older adults stay emotionally 

connected. Much of this activity occurs in faith-based and other membership 

organizations.   

• Falls are caused by both external physical factors (e.g., like a lack of handrails and 

uneven surfaces), and personal health factors. 

• Fear and stigma among older adults are major barriers to fall prevention. The fear of 

losing one’s home and independence is a particularly strong barrier to fall prevention. 

• Reducing falls requires a community-wide education effort around fall prevention.  

• Intergenerational engagement is needed in order to combat ageism. 

• More trust needs to be built between older adults and formal authorities. 

• There is much room for collaboration between community organizations, neighborhood 

associations, and government entities on the issue of fall prevention. 

 

The additional data we gathered outlined that prevention is key to reducing falls and deaths from 

falls. We know that our target audience is females aged 70 years and older who live in private 

residences struggling with general weakness. We also know that falls affect everyone, and that 

prevention has to happen much earlier than at 70 years old. We know that alcohol can be related 

to falls for younger adults and also lead to death, so our community needs to address and educate 

residents on the overuse of alcohol. We know that dementia can be a factor in falls, but really the 

timeline after a fall is complex, quick, and relies on a lot of supportive services. 

 

Based on this research, our team decided that we needed to prioritize the following 

recommendations (not in any specific order): 

• Educate the community on fall prevention.  

• Challenge stigma, stubbornness, and fear.  

• Identify and create intergenerational spaces and opportunities. 

• Fix and address falling hazards.  

• Build relationships and trust between older adults and “authorities.”  

• Create a community-wide collaborative response. 

 

During our strategy session and based on all the data presented, including the additional data 

from OFD and the Coroner’s office, we decided that our overall objective is to prevent falls 

among older adults by taking action on recommendations developed by community partners 

based on data (i.e., community conversations, surveys, pilot projects, and local fall data). Our 

team prioritized the following recommendations: 

 

1. Reduce falls in the greater Oshkosh community. 

2. Educate individuals, families, and the community on falls. 

3. Build relationships and trust through community connections.  
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To make these goals happen we created an action plan that lists the champion or partner who will 

be the lead for each goal, the action steps needed, a timeline, who will be involved, resources 

needed, and the data point to measure if we’re making an impact. This is seen following this 

report. This action plan is a draft of items that partners will be focusing on from the next 3 

months to the next two years* to address falls in our community. 

 

Each one of the above recommendations needs to have champions, a community-wide 

collaborative response, staffing and financial resources, as well as a detailed plan of action. We 

know there is no way to stop aging. It happens to everyone and impacts how we live. While falls 

have become synonymous with aging, our community can challenge this narrative based on the 

work that we do. Let’s create a safer and healthier place where people can age better! 

 

 

 

*While our partners have every intention of moving forward on these recommendations, we also 

realize that our ideas may be different based on what our community looks like following the 

COVID-19 pandemic. Many of our partners became part of the front-line response and currently 

have limited capability to  were unable to relook at this action plan.  

 

 

 


