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RÉSUMÉ
Environ 30 % des personnes de plus de 65 ans vivant dans la communauté chutent au moins une fois par an, et une
proportion similaire présente un risque nutritionnel. Le dépistage des risques est un élément important de la prévention des
chutes. L’objectif de cette étude était d’examiner la possibilité d’ajouter un dépistage du risque nutritionnel dans un
programme de dépistage du risque de chutes mis en place par des Équipes de santé familiale (ESF). Les participants aux
entrevues (n = 31) étaient desmembres du personnel et de la direction, des représentants régionaux et des clients de six ESF
qui avaient débuté l’intégration du dépistage. Une analyse thématique a été menée. Les thèmes recueillis incluent les
moyens pour élaborer des programmes de dépistage, pour assurer un dépistage efficace, faire en sorte qu’il fonctionne
correctement, et le suivi des risques identifiés. Un thème dominant est ressorti au cours des entrevues, soit « développer des
relations ». L’intégration d’un volet sur le risque nutritionnel dans un programme de dépistage des risques de chutes exige
des efforts. Il peut varier selon l’ESF, le flux de travail et la clientèle. Il apparaît nécessaire de déterminer les moyens
favorisant l’intégration du dépistage dans le processus de travail et la planification de la gestion des risques identifiés.

ABSTRACT
Approximately 30 per cent of those over the age of 65 living in the community fall at least once each year, and a similar
proportion are at nutrition risk. Screening is an important component of prevention. The objective of this study was to
understand how to add nutrition risk screening to a falls risk screening program in family health teams (FHTs). Interview
participants (n = 31) were staff/management, regional representatives, and clients from six FHTs that had started
integrating screening. Thematic analysis was conducted. Themes identified how to develop screening programs: setting
up for successful screening, making it work, and following up with risk. An overarching theme recognized “it’s about
building relationships”. Adding nutrition risk to a falls risk screening program takes effort, and is different for each FHT
based on theirwork flow and client population. Determining how to integrate screening into thework flow andplanning to
address identified risk are necessary components.
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Introduction
Approximately 30 per cent of older adults (i.e., ≥ 65
years of age) living in the community fall at least once
each year (Pearson, St-Arnaud, &Geran, 2014). Falls are
associated with morbidity and mortality, are linked to
poorer overall health, and can lead to earlier admission
to long-term care facilities (Ambrose, Cruz, & Paul,
2015; Ambrose, Paul, & Hausdorff, 2013; American
Geriatrics Society & British Geriatrics Society, 2011;
Brown, 1999; Rubenstein, 2006; Rubenstein & Joseph-
son, 2002). Older adults living in the community are
also nutritionally vulnerable, with 34 per cent at nutri-
tion risk (Ramage-Morin & Garriguet, 2013). Nutrition
risk is associated with: level of disability, poor oral
health, medication use, living alone, depression, not
driving regularly, low social support and infrequent
social participation (Ramage-Morin & Garriguet,
2013). Nutrition and falls risk are associated and often
co-occur; poor diet quality can perpetuate muscle mass
and strength loss, which can lead to frailty and poten-
tially a fall (Boulos, Salameh, & Barberger-Gateau, 2016;
Chien & Guo, 2014; Lorenzo-López et al., 2017; Vivanti,
McDonald, Palmer, & Sinnott, 2009; Westergren,
Hagell, & Sjödahl Hammarlund, 2014). Those with a
history of falls typically have more nutrition risk than
those who have not fallen (Johnson, 2003; Meijers et al.,
2012; Vivanti et al., 2009). Based on this overlap, con-
necting falls and nutrition prevention initiatives is
encouraged, and falls prevention programs recommend
nutrition screening (Registered Nurses’ Association of
Ontario & Canadian Patient Safety Institute, 2013).

Many studies have explored the effectiveness and
implementation of falls screening and prevention pro-
grams (Cheng et al., 2018; Guirguis-Blake, Michael,
Perdue, Coppola, & Beil, 2018; Tricco et al., 2017), and
have used the Reach, Effectiveness, Adoption, Imple-
mentation, and Maintenance (RE-AIM) framework
(Shubert, Altpeter, & Busby-Whitehead, 2011) or the
Kotter model of change management (Casey et al.,
2016). Despite the importance of nutrition to falls risk
and inclusion of determination of nutritional status in a
multifactorial evaluation of a variety of risk factors
(Registered Nurses’Association of Ontario & Canadian
Patient Safety Institute, 2013), few studies have
explored how to add nutrition screening to falls risk
screening programs. Examining the perspective of those
implementing the program in primary care, and under-
standing the challenges and strategies they employed to
implement nutrition risk screening, could support
others to include nutrition screening in their falls risk
programs.

At the time of this study in Ontario, 14 Local Health
Integration Networks (LHINs) were responsible for
planning, integrating, and funding health care services

(Ministry of Health and Long-Term Care, 2018). The
North East (NE) LHINwas one of the largest geograph-
ically, including 44 per cent of Ontario’s land mass, yet
only 4.1 per cent of Ontario’s population (North East
Local Health Integration Network, 2018). The propor-
tion of the population≥ 65 years of age in this catchment
area is projected to increase from 19 per cent to 30 per
cent by 2036, and rates of heavy drinking, smoking,
obesity, and chronic disease, including diabetes, are
higher than the provincial average (North East Local
Health Integration Network, 2018).

A family health team (FHT) is a primary health care
provider with an interprofessional team approach to
providing care (Rosser, Colwill, Kasperski, & Wilson,
2011). The size and composition of each FHT varies
and may include family physicians, nurse practi-
tioners, registered nurses, dietitians, occupational
therapists, and other health professionals (Rosser
et al., 2011). There are more than 3,000,000 people
enrolled in FHTs in more than 200 communities across
Ontario. The NE LHIN had 27 FHTs, each with an
executive director (ED) (North East Local Health Inte-
gration Network, 2018).

In 2015, the NE LHIN launched the Stay on Your Feet
(SOYF) strategy, which supports the aging population
in Northern Ontario to stay healthy and live independ-
ently for as long as possible. The strategy is a
population-based comprehensive approach to prevent-
ing falls by reducing themodifiable risk factors that lead
to falls (Kempton et al., 1997; North East Local Health
Integration Network, 2018; Van Beurden, Kempton,
Sladden, & Garner, 1998). SOYF follows the Ottawa
Charter for Health Promotion, with a focus on building
awareness and skills among older adults and care pro-
viders, shifting health care processes to incorporate
prevention, and developing supportive public policies
by engagingmultiple partners (Bedard, 2017; Van Beur-
den et al., 1998). The SOYF strategy promotes the use of
the Staying Independent Checklist, a falls risk screening
tool (Rubenstein, Vivrette, Harker, Stevens, & Kramer,
2011; Stay On Your Feet, 2018), and provision of exer-
cise programs designed for older adults (North East
Local Health Integration Network, 2018). Funding from
Improving & Driving Excellence Across Sectors
(IDEAS), a province-wide initiative offered through
the University of Toronto, the Ministry of Health and
Long-Term Care, and Health Quality Ontario (Bedard,
2017; Government of Ontario, 2018), provided elec-
tronic tablets for falls screening pilot sites along with a
1 year subscription to the Ocean platform, which the
FHTs could decide to renew. Ocean, by CognisantMD
(2018), is a system that facilitates use of secure client
forms, screening tools, and surveys that can be com-
pleted by the client. Results are integrated directly into
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the electronic medical record (EMR). In 2017, with the
increasing evidence and recognition of the connection
between falls and nutrition risk, a nutrition screening
tool, Seniors in the Community Risk Evaluation for
Eating and Nutrition-II-Abreviated (SCREEN II-AB)
was added to the Ocean tablets. The aim of this study
was to describe and understand how FHTs added
nutrition risk screening to a falls risk screening program
that included the integration of screening into routine
practice and the facilitation of follow-up for at-risk
clients. Results provide direction on how to connect
falls and nutrition risk screening in primary care.

Methods
To further explore the process for setting up falls and
nutrition screeningwithin North East Ontario, six FHTs
were selected to participate in this qualitative study.
Perspectives of FHT staff, management, clients, and
regional representatives were provided through
in-depth interviews.

Falls and Nutrition Risk Screening

In the falls risk screening program, the 12-question
Staying Independent Checklist was used, as it is recom-
mended by SOYF and has been validated against clin-
ical evaluation (Bedard, 2017; Rubenstein et al., 2011).
Some sites used two-part screening, initially asking
about a history of falls, feeling unsteady, and being
worried about falling, with an answer of “yes” to any
of these three questions leading to use of the full check-
list or referral to a falls risk assessment. Other sites
began with the checklist and referred based on the
scoring (Bedard, 2017). The follow-up included a multi-
factorial falls assessment, which varied by site and
profession completing the assessment (typically a nurse
or occupational therapist). Following some successwith
building the falls risk screening into the routine of pilot
FHTs (Bedard, 2017), the next step was to incorporate
nutrition risk screening. SCREEN II-AB was selected
because it is brief (8 items), self-administered, and the
preferred tool for determining nutrition risk in
community-living older adults (Keller, Goy, & Kane,
2005; Keller & Østbye, 2003; Keller, Østbye, & Goy,
2004; Power et al., 2018). Both screening tools were
embedded in the Ocean system with SCREEN II-AB
use starting in 2018. As a follow-up to nutrition risk
screening, a customized handout with suggestions for
improvement based on individual responseswas devel-
oped by a SOYF working group. The handout was
provided automatically to the clients after completing
the nutrition screening on the Ocean tablet. In addition
to this handout, FHTs had to plan how those at risk
would be treated. To follow ethical screening, treatment
or services such as access to a trained professional

(e.g. dietitian, occupational therapist), must be available
for those at risk (Keller, Brockest, & Haresign, 2006;
Kondrup, Allison, Elia, Vellas, & Plauth, 2013;Wilson&
Junglier, 1968). Screening with provision of subsequent
services or referrals is described here as a screening
program (Keller et al., 2006).

Development of Interview Guides

Interviews were conducted with FHT staff, manage-
ment, regional representatives, and clients. The semi-
structured interview guides explored how sites
developed and implemented the falls risk screening
program, how they added nutrition risk screening,
and if/how they were informed by implementation
frameworks or theories. The guide followed frame-
works focused on the implementation process (Laur,
Valaitis, Bell, & Keller, 2017) and behaviour change
(Michie, van Stralen, & West, 2011) with the Consoli-
dated Framework for Implementation Research used as
an overall guide (Damschroder et al., 2009). Questions
specific to teamwork were informed by the work of
Salas and colleagues (Salas, Shuffler, Thayer, Bedwell,
& Lazzara, 2015; Salas, Sims, & Burke, 2005).

The interview guide was reviewed by two FHT staff,
one researcher and one regional representative. The
first interview was used as a pilot, and minor modifi-
cations were made to the guide before finalization
(Table 1), including the addition of questions on the
specific auditing practices used by the FHTs. Five of the
six FHTs were involved in the initial falls screening
pilot, with the sixth starting a short time later. Several
sites had not maintained the initial falls screening and
were restarting, or an original team was piloting falls
and nutrition screening in a new site.

Sampling and Recruitment

In early 2018, six FHT sites were selected by the primary
care workgroup of the SOYF strategy to be participant
sites. Eligibility included: previous participation in the
falls risk screening pilot, interest in including nutrition
risk screening in the falls screening process, using a
tablet for screening, having at least one subscription to
Ocean, and having access to a dietitian.

Two to five staff or management involved with the
screening program were interviewed per site; clients
were recruited from three sites. Regional representa-
tives were recruited based on their familiarity with the
SOYF initiative. A site representative (ED, dietitian, or
receptionist) facilitated recruitment with staff and cli-
ents. Purposive sampling was used to elicit valuable
insights, both positive and negative. Snowball sampling
was used when key contacts were identified during a
site visit or interview. Some individuals declined
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participation because of lack of time or permission to
participate; because of the recruitment strategy, the
number of people who declined is unknown.

Data Collection

All interviews (15–70 minutes each; 1 by phone) were
conducted by C.L. during 2 day site visits at the six
FHTs in June, 2018. For two small group discussions,
two people were interviewed together using the inter-
view guide. Site visits increased depth of understand-
ing, and these insights were recorded through context
memoranda about the FHT and broader community,
such as proximity of other health care services, avail-
ability of food, access to public transportation, and
any visible ways a community aimed to support their
older adults who were at nutrition or falls risk. At the
time of the interviews, C.L. was a Ph.D. candidate in
health studies with a background in public health
nutrition and implementation science/practice.
C.L. has experience conducting interviewswith health
professionals but had no previous relationship with
the participants. All digitally recorded interviews

occurred during work hours and participants could
leave at any time.

Analysis

After all interviews were completed, a preliminary
summary of key points was sent to all sites. As a first-
level form of member checking, each FHT was
requested to respond to the summary if it did not
accurately represent their screening process and pro-
gram. The table of key characteristics and screening
program for each site was checked with FHT contacts.

Verbatim transcription was completed by a profes-
sional service for interviews with FHT staff and man-
agement. Summaries and verbatim quotes were used
for the client interviews; these were not transcribed.
One researcher (C.L.) conducted initial thematic ana-
lysis of interview transcripts and context memoranda
using NVivo 12. The Saldana et al. inductive approach
of first and second cycle codingwas used, with one idea
per first level “code” (Miles, Huberman, & Saldana,
2014). Second level codes were formed by grouping
first level codes that had the same ideas. After line-by-

Table 1: Interview guides for the FHT staff/management, regional representatives and FHT client participants

Staff/Management Questions Regional Representative Questions Client Questions

What does this FHT do well for providing
support for older adults at risk of falling?
For those at nutrition risk?

What are the challenges with providing
care to prevent a fall? Providing care to
address nutrition risk?

How is the falls screening program going?
What is the process? What are the
challenges?

What is being done to keep this screening
going?

What was your reaction to nutrition risk
screening being added? Why?

Who is involved in the discussions about
implementing nutrition screening?

What is the process for nutrition screening?
How is the team working to make nutrition
screening routine?

How do you think the way things work
around here is influencing your ability to
implement screening?

What were the similarities between imple-
menting falls versus nutrition screening?
What were the differences?

What else should I know about your
organisation, clients, location?

What advice do you have for other FHTs
interested in implementing falls or nutri-
tion screening?

How does this LHIN and FHT provide support for
older adults at risk of falling? For those at nutrition
risk?

What are the challenges with providing care to pre-
vent falls in your region? To provide care to address
nutrition risk?

How is the falls screening program going? What are
the challenges?

How did you work towards sustaining falls screening?
How did spreading falls screening to other FHTs go?
Why did you think it was time to add nutrition risk
screening?

What were the similarities between implementing
nutrition screening and implementing falls screen-
ing? What were the differences?

Who is involved in the wider discussions about
implementing and spreading the screening?

How is the regional team supporting FHTs to integrate
nutrition screening into the routine?

How do you balance meeting the regional require-
ments and local FHT requirements when each site is
unique?

How do you think the wider regional and local
organizational culture is influencing the ability of
FHTs to implement nutrition screening?

What else I should know about your region, organ-
isation, clients, location?

What advice do you have for other FHTs interested in
implementing falls or nutrition screening?

What sorts of things do you do to stay healthy?
How did you feel about answering the questions
about falling?

Were you also asked any questions about food and
nutrition? If so, what did you think about answering
those questions?

Did someone ask you those questions or did you fill
them out yourself on the tablet? How easy was it to
answer those questions?

After you answered the questions, did anyone talk to
you about your answers? If yes, whom did you
speak with?

Were you provided any information about falls or
nutrition during your visit to the FHT?

If so, what information was provided? Did you follow
that information?

Did you read the material provided? What did you
think of it? If you did not read it, why not?

Have you made any changes to your lifestyle since
receiving this information? If so, what did you
change? If not, why not?

Did you go to any of the suggested programs? If not,
why not? If so, what did you think about them?

Did you speak with an expert about nutrition (diet-
itian) at the FHT?

Would you have liked to receive information about
how to prevent a fall? About food and nutrition? If
so, what kind of information?

Note. Questions were designed for FHTs that had started falls risk screening in the initial pilot, and were now adding nutrition risk
screening. Questions were adapted for FHTs that were implementing falls and nutrition risk screening together. FHT = family health
team; LHIN = local health integration network.
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line coding, thematic analysis was conducted and a
diagram was created to summarize findings (Figure 1).
To increase trustworthiness and triangulate findings, a
table of suggested themes supported by key quotes and
the diagram were shared with H.K. to check against
transcripts (n = 3). The table and diagram were also
shared with W.C. to compare with her experience with
the NE SOYF strategy. Modifications to the diagram and
themes resulted from this analytical step. Results were
presented by webinar to representatives from participat-
ing FHTs to confirm themes and inform next steps.

This manuscript uses the term “client” to refer to an
individual who receives care from the FHT. Several
interview participants used “patient” and “client”
interchangeably, and therefore quotes may include
either term.

Ethics

Ethical approval was obtained from the University of
Waterloo Research Ethics Board (ORE #22965). The NE
LHIN agreed that all FHTs were covered by the Uni-
versity of Waterloo ethics. All participants signed writ-
ten consent forms before the interview and were orally
reminded that it would be audiorecorded.

Results
A total of 29 interviews with 31 participants (two small
group discussions) were conducted with FHT staff and
management (20 interviews; n = 21), regional represen-
tatives (n = 3) and clients (6 interviews; n = 7). Demo-
graphics of FHT staff, management, clients, and
regional representatives are provided in Table 2. Details
regarding the screening process for each FHT are in
Table 3. Participants described three steps in building
the falls risk screening program and adding nutrition
risk screening: needing to set up for successful screen-
ing, making it work by building a system customized
for their team, and facilitating at-risk clients to attend
follow-up. An overarching theme was the need for
strong relationships and to work as a team, recognizing
that FHTs are uniquely positioned to support their
clients in prevention of injury and need to connect to

organizations with shared values. Additional quotes for
each theme are provided in Table 4 and summarized in
Figure 1. Superscripts accompanying each quote refer to
their role and site. The letters “A-F” represent the label
for each FHT. “Regional” represents an individual with
an overall perspective, rather than from one FHT.

Figure 1: Summary of themes from the Family Health Team
staff, management, and client interviews

Table 2: Demographics of family health team staff, manage-
ment, regional representatives and clients

Demographic Information
Interviews;

n (%)*

Family Health Team Staff, Management and Regional
Representatives

No. of participants 24

Gender Female 22 (92%)
Male 2 (8%)

Age group <30 years 7 (29%)
30-39 years 6 (25%)
40-49 years 6 (25%)
50-59 years 4 (17%)
≥ 60 years 1 (4%)

Time in current role <6 months 1 (4%)
~ 1 year 8 (33%)
~ 2 years 1 (4%)
~ 3 years 0
≥ 3 years 14 (58%)

Profession Dietitian 6 (25%)
Registered nurse 3 (12.5%)
Executive director 5 (21%)
Office administration (reception-
ist, office manager)

5 (21%)

Other 5 (20.8%)

Client Interview Demographics
No. of participants 7

Gender Female 5 (71%)
Male 2 (29%)

Age group 65-70 years 1 (14%)
71-75 years 3 (43%)
76-80 years 2 (29%)
81-85 years 1 (14%)

Time at current
family health
team

<6 months 2 (29%)
~ 1 year 0
~ 2 years 0
≥ 2 years 5 (71%)

Spoke with at last
visit

Dietitian 1 (12.5)
Physician 2 (25%)
Registered nurse 4 (50%)
Nurse practitioner 1 (12.5)

Highest level of
education

Some high school (e.g., grades 9
through 12)

2 (20%)

Graduated high school 4 (40%)
Some post-secondary education
(e.g., college, university)

3 (30%)

Graduated post-secondary 1 (10%)
Living situation in
the community

Live alone 2 (29%)
Live with spouse 4 (57%)
Live with other family/friends 1 (14%)

Note. Some participants selected more than one response, so
values may not add up to 100%. *Includes one small group
discussion with two participants.
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Table 3: Family health team characteristics by case

Site
No. of
Physicians

When Did Falls
Risk Screening
Start?

When Did Nutri-
tion Risk
Screening Start?

How Are Falls Risk
Screening Ques-
tions Asked?

Who Conducts
the Multifactor-
ial Falls Assess-
ment?

Who Con-
ducts The
Nutrition
Risk
Screening?

How is the RD
Informed if a
Person Screened
Is at High Risk?

Criteria for
Nutrition Risk
Screening Other Comments

1 7 Restarted ~2-3
months before
interviews

Same time as falls
screening

On tablet by “runner”
(who takes vitals)

OT (shared
between 2 sites)

OT Referral from OT 65+ and at falls
risk

Started recently so still figur-
ing out the process.

2 1 Restarted ~2-3
months before
interviews

Same time as falls
screening

On tablet by Health
Promoter

Health Promoter Health Pro-
moter

Recommended by
Health Pro-
moter

65+ and at falls
risk

Still deciding final process. A
different process was used
originally, but stopped
when funding for previous
health promoter ended

3 1 ~3 years ago Within the past
month

By the client before an
appointment

OT (shared
between 2 sites)

By client
before an
appoint-
ment

RD referral after
screening

All clients 65+ Challenges with RD capacity
as many are screening at
nutrition risk

4 3 ~2-3 months
before inter-
views; (team
had previous
experience with
set-up )

Started with
“Stand Up”
participants;
~2-3 months
before inter-
views

Everyone ≥ 65 years
of age who sees the
nurse is screened
for falls risk

Nurse By client
before
falls risk
appoint-
ment

Before falls
assessment

All clients ≥ 65
years of age
who see the
nurse + those at
falls risk

As only those who see the
nurse are screened, there
is some discussion about a
“blitz” to screen remaining
clients

5 4 Unknown ~2-3 months
before inter-
views

Answered on tablet
by everyone 65+
(currently for 1
physician)

Nurse Answered
on tablet
by every-
one 65+
(currently
for 1
physician)

ALL screen
responses go to
the RD who
checks for high
risk

All clients ≥ 65
years of age

The plan is to adapt so only
high-risk screens are sent
to the RD. Those at high
risk and have diabetes are
referred to the diabetes
RD

6 6 Feb. 1, 2018 ~2-3 months
before inter-
views

Long falls question-
naire completed
before appoint-
ment

Nurse By nurse
during
falls risk
follow-up
appoint-
ment

Positive screens
sent to the RD

All clients ≥ 55
years of age
who are at falls
risk

Originally asked the brief
falls questionnaire but too
many false negatives, so
now use the longer ver-
sion. ≥ 55 years of age is
used as the screening age
because of a large Indi-
genous population.

Note. RD = registered dietitian; OT = occupational therapist.
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Table 4: Summary of themes and applicable quotes based on interviews

Theme Quotes

Setting Up for Successful Screening: Being able to demonstrate the
importance of falls and nutrition screening to FHT staff, man-
agement, and clients, then seeking opportunities to support the
screening process.

“If we can prevent a fall of an elder, then we’re going to increase their health outcomes. Because we know through research, through
evidence, we know that when an elder falls, then they tend to become frail and their outcomes are generally not very positive. So, if we
can back the system up and go upstream and say, ‘Let’s prevent it here’, then we do so.” D-I5 (Executive Director )

“I often stress that the tablets help increase patient engagement. It makes them more of a member of their healthcare team. So, they’re
giving their responses, and they can see directly how that impacts that encounter that they will have with the healthcare provider.” I1
(Quality Improvement)

“One of the questions in the falls risk screen is, “Do you sometimes feel sad and lonely?” You knowwhat? If they say yes, we want to connect
them with Mental Health. That’s not necessarily something that we would pick up just in a general appointment. You don’t ask those
questions. So, I think the screening is really important. It leads to other things.” E-I1 (Executive Director )

“Wehad been usingOcean previously here at [FHT] before the falls prevention pilot. So, there was already knowledge, and they were just
looking for ways to expand it. So, the falls prevention was just a natural way. And it also came with the tablet and subscription. So, kind
of, it enables teams to test the technology out and ways that they might use it, and then decide, do I want to continue it? And [FHT] had
decided to continue it.” I1 (Quality Improvement)

“I do recall feedback from staff in the past, that ‘Why are we involved in this when we didn’t have capacity to do it?’ But the view was
always ‘We should be looking at it, and had we not even started, we wouldn’t have got the [grant name] award, we wouldn’t have got
the funding for theOT [occupational therapist].’ So, I guess that’s another piece of this, is that you have to work outside of what you think
might possible, which I guess that is what a culture of change is, right?” F-I5 (Executive Director )

Making it Work: Building a system that works for your team. The
work flow for each FHT will be different and needs to meet the
needs of the staff and clients. To complete the work flow, the
customizability of the technology is used, clients need to be
supported to answer the screening questions, and a system needs
to be in place for those at risk.

“If they’re not sure kind of how it works with their providers in terms of the multifactorial… because a lot of times, they get pushed back
because people are thinking, ‘I already have so much to do. I can’t possibly take this on.’ So, it helps to hear from someone who’s doing
it. We’re a small team. We have very limited resources. So, if we can do it, you can do it. [laughs]” E-I1 (Executive Director )

“I usually go to the providers and say, ‘Hey, want to do this? Want to try this out? Are you willing?’ And the answer generally is yes, right?
So, I don’t typically run into any barriers to that. The only challenge if you want to say is figuring out how. Everybody’s like, ‘Yeah, let’s
do this, but how? How does it fit in? How do we make these things happen? What’s the workflow?’” D-I5 (Executive Directpr )

“The IT department really wanted to get a really good understanding of what this was and how it was going to work.… So, taking the time
to set up specific parameters around what the functionality of the tablet is…What was that going to look like? Who was going to be
responsible for cleaning it? Cost of replacement? Staff knowledge on how to triage out who should be essentially receiving the tablet
and for what? For the reception staff, the reminder to actually be giving them out, and what that was going to look like. When were we
going to determine when the screener would be appropriate?” A-I3 (Executive Director )

“I would recommend letting the patient know ‘Can you please come ten minutes early’ in order to complete this screen. Kind of give them a
heads up and know that the doctor wants it done, so come early.” A-I2 (Office Administration)

“It [nutrition screening] makes it much easier for me to sell the dietary part now after they read those questions, or I read them for them, and
they answer them. You know, when you ask them ‘Do you ever skip a meal?’ They might think they don’t, but then when actually are
thinking about it, they’re like ‘Well, sometimes.’… I think it [nutrition screening tool] just does a better job than I did and, certainly, is a
better entry point into them seeing her [the dietitian].” D-I3 (Nurse)

“I do a weekly column in [name of newspaper], a local newspaper. So, any of our programs and services – so, the screen tool, the falls
prevention screening, anything like that – I will include in an article. …We’re always trying to keep things visible and keep that
awareness out there at all times.” E-I1 (Executive Director)

“It [the handout] gives them some immediate feedback, even for the ones that aren’t high risk.… They get one check that they aren’t high
risk and they might not see anyone after that. That’s the extra added benefit of doing the screen. Not only are we identifying the high
risk that do need that extra support, but someone might learn something along the way that aren’t high risk.” A-I1 (Dietitian)

“Until we actually did some reading about it [falls prevention], it didn’t feel like it was our problem because we have so many other things to
deal with, and quite frankly there’s not a lot of time to add in this upstream work, which is exactly what this is. But now that we have
[occupational therapist ], we can further make this happen the way it should.” F-I5 (Executive Director )
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Table 4: Continued

Theme Quotes

Following UpWith Risk: Once clients have been identified as at falls
or nutrition risk, they need to be supported to attend appropriate
follow-up, such as an appointment at the FHT, and/or to attend a
community- based program, such as “Stand Up”.

“You just see if the patients are engaged.… I think the program[s] kind of speaks for themselves. If it’s something that is working for patients
they’re going to continue to sign up and come.” C-I1 (Dietitian)

“When I was trained to do it [Stand Up], I wasn’t sure what the validity of the whole program was going to be. I’ve been involved in it now
for four years, and have seen major, major results.… I refer everybody to that program, whether they think they need it or not.We are
now getting people in that program who don’t have any balance issues or any issues with their stability per se, but they are getting
prepared for future, which is good.” D-I3 (Nurse)

“Some people wouldn’t be willing to come see a dietitian yet. They may not be ready for that change. They may have other health goals
that are more important right now.” D-I6 (Dietitian)

“Wedon’t have public transportation here, so if you don’t drive or don’t know anybody who drives or can’t get a ride, you’re not going to
come. If you have to pay somebody to come here to do a screening, ah, not going to do it.” D-I5 (Executive Director)

“We’re starting a walking group shortly that specifically targets our geriatric population that cannot walk long or far or fast or anything.
We do a bit of an education piece with them, but part of it is just to get them out and going.” D-I5 (Executive Director)

“When I think about SCREEN II and I think about falls risk, it’s from clinical assessment to community intervention. Public Health are
community intervention. If we’re identifying people, they need to have easy access to resources in the community. That’s where Public
Health comes in." I1 (Regional)

“But the engagement of the patient in terms of the spread for us was themselves. They are the greatest advocates for the program.” D-I5
(Executive Director)

“It’s about building relationships” I1 (Regional) Building strong
relationships and working as a team, including the impact of
screening on teamwork.

“It goes back to relationships. Mainly the relationships. I find that people do want to participate in working together in a group setting. It’s
interesting to see how things happen. Sometimes you’re surprised by what people agree to do. [laughs] I find that when we do meet
though, like to work on things like this, it’s almost empowering too because everyone has an opinion. It doesn’t matter what your title is,
you all have an opinion when you’re working as a QI [quality improvement] team.” F- I5 (Executive Director)

“Having a relationship with a person makes it easier to approach them with… the importance of personal relationships and actually not
just emailing all the time or talking on the phone but actually knowing somebody, who they are, and seeing their face and having the
connection I think helps to make this work easier.” I2 (Regional)

“In terms of that partnership, we all say the words.We say, we should be collaborating.We should be partnering. And every document we
produce has those buzz words in it. But why don’t we actually do it?… Even if I wanted to, I don’t know who to call. And so we were
saying that maybe there needs to be sort of a grassroots thing where all the frontline sort of providers get together andwe just… even if
it’s just a day of sort of reporting on projects that you’re doing. At least that might give people an idea of what’s going on in the area.
And then if you have similar interests or similar projects, who you can connect with.” B-I1 (Dietitian)

“I think we’d like to function as a multidisciplinary team and I think identifying with the programs, identifying with the physician lead who’s
responsible from an IHP perspective, and then working together on moving a program forward will help to create that multidisciplinary
approach. I think our team members are really busy. I think they’re pulled in different directions.… It’s tough to integrate fully when the
whole team’s not here all the time.…Unless you’re needing to focus on a specific shared goal, it’s hard to build a multidisciplinary team.
I think everybody’s like collegial and friendly, but to say we’re really functioning as a multidisciplinary team, we got work.” F-I5
(Executive Director )

“I suppose it depends on the team. I think when you use the screening tools and things that, that, especially if it was a team that didn’t
communicate well, you now have to communicate more about this. You do, because ‘This is coming up, and I have to talk to you about
this, that and the other thing.’ I think that it could potentially strengthen communication. It is interdisciplinary, most of the time, the
screenings. It would require more conversations surrounding that. If you had aweak communication, it could strengthen it, I would think.”
A-I1 (Dietitian)

Note. FHT = family health team; SCREEN II = Seniors in the Community: Risk Evaluation for Eating and Nutrition, Version II. Notation accompanying each quote refer to the FHT,
interview number and role within the FHT. The letters “A-F” each represent one FHT.
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“Client” refers to an individual who receives care from
the FHT. “ED” is the ExecutiveDirector of an FHT.Other
roles include dietitian, office administration and nurses.

Setting Up for Successful Screening

Participants described the need to set up for successful
screening by demonstrating the importance of falls risk
identification and prevention, and later for nutrition
risk, to FHT staff, management, and clients. First,
screening needed to be seen by the team and the client
as a benefit to the client’s care. “I would say it’s about
patients first, and it’s about helping people understand
that they don’t have to fall, that they can do things to
make sure they can live independently and stay
active and vibrant in their community.” I1 (Regional)
Using evidence-based screening tools for both falls and
nutrition screening was thought to help clients by
“identifying needs within the seniors that they
wouldn’t have otherwise identified” I3 (Regional); as
well as making clinical appointments more efficient,
“if we can move that [answering checkbox questions]
into the hands of the patient [before the appointment],
then they [the physician or allied health] have more
time to focus on the actual patient encounter instead of
the computer.” I3 (Regional) Given the practical nature
of the tools, clients also recognized the importance and
benefits of screening. As one client noted: “I got half
way through it [nutrition questions on tablet] and
I realized, umm, it was an awakening call because
I realized how poorly I was beginning to eat. So, it
was a positive experience for me. .... But I also knew by
the end of it that I was in trouble. That I would be
getting a call from somebody.” C-I3 (Client)

Demonstrating the importance of falls and nutrition
screening, to prevent falls and other adverse events,
also laid a strong foundation on which to build the
reason for screening. FHTs have a unique and valuable
role in disease and injury prevention and health pro-
motion, including through screening. “We shouldn’t be
in the business of chronic disease management, we
should be in the business of health and wellness as a
society.” F-I5 (ED) However, if the steps in screening
through to referral did not happen, this was discour-
aging for staff, as it did not lead to a proactive change for
the client. For example, as described by a teammember,
“I asked the one girl before I came in [to the interview]
‘Any input?’ She said…you asked. She finds it a waste
of time, she feels like no one looks at it, no one follows
up on it, and the tablets don’t always work.” A-I2
(Office Administration) Setting up for success means
that the full process from screening through to referral is
planned, negotiated, and acted out to benefit the clients.

Setting up screening for success was also about seeking
opportunities and being innovative, such as

participating in pilot projects or connecting with exist-
ing practices. “We also talked about doing, like, flu shot
clinics when they’re here sitting and waiting, that ten
minutes after they got the shot, that we can optimize
that time to do screening.” I3 (Regional) Opportunities
also came through using and sharing existing resources
such as tablets, customized handouts, or funding.
“We’ve developed the tools and they’re available for
anyone to use.” I1 (Regional) There were several
examples of sharing funding, including sharing allied
health time across sites. “Although one person gets
funding for it, all three FHTs get access to it.” I3
(Regional) Such sharing of resources provided the cap-
acity for FHTs to develop a screening program that
promoted follow-through for at-risk clients.

In recognizing the need tomonitor progress, the 27 FHT
EDs agreed to submit standardized outcomes in their
mandatory reports to the ministry, including for falls
risk. “Wework[ed] together to create a standardized list
of indicators and one of the common thingswas falls. So
yes, we are measuring that and we’re tracking our data
on falls.” C-I5 (ED) The setting up of this standardized
system aimed to facilitate monitoring of change over
time for prevalence of risk and provision of support. As
this systemwas set up for falls risk, it was thought that a
similarmodel could be followed to allow formonitoring
and evaluation of nutrition risk.

Getting started with screening sometimes required the
endorsement and support from others outside of the
particular FHT. Promotion of falls and then nutrition
risk prevention from reputable organisations helped
to build a foundation for screening: “If the Association
of FamilyHealth Teams is recommending that you do it,
then it’s probablymore likely to move in that direction.”
I2 (Regional) Looking to exemplars and other FHTs also
provided an incentive: “I think theremay start to be a bit
of peer pressure once they realize the things that other
teams are able to achieve. I mean, eventually you’re
going to become a late adopter and sort of get pressured
into the system.” B-I1 (Dietitian) Sometimes garnering
support and resources froma regional agencywas away
to get screening started, and once initiated, it was con-
sidered an important part of care. This dietitian involved
in the initial fall risk screening also indicated “I always
suggest that they approach their LHIN or their health
unit, someone else whomight have that mandate of falls
prevention andmight be able to contribute to paying for
the services. Even if it’s just a pilot to get it started. We
found here that once our staff and physicians saw how it
[the tablet system] worked, they wanted to keep using
it.” B-I1 (Dietitian). Although the tablet cost was upfront
and could be supported by any of the previously sug-
gested methods, annual renewal of the Ocean subscrip-
tionwas also required.Many sites found that if the tablet
had improved efficiency in delivery of care, they could
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justify the renewal cost. Sites that did not have an
efficient system could stop the subscription and restart;
for example, after they had set up a process for those
at risk.

Making it Work

When starting to build the screening program, the FHT
had to figure out how to “make it work” I3 (Regional)
for their particular service; a “cookie-cutter” approach
was recognized as not being sufficient. Every FHT was
unique, and the screening process needed to adapt to
their ownwork flow. “They [FHTs] don’t have the same
work flows because of different people and different
patient loads. So, it’s really dependent on the team and
how they’re built and what the capacity is for this.” I1
(Regional) The emphasis for both falls and nutrition
screening was on starting small and following quality
improvement methodology, testing out the work flow,
and adapting as needed. “Implement slowly and learn
from that and evaluate it as you go.” F-I5 (ED)

Each FHT had to determine their own screening process,
and this required decision making and negotiation on
how the screeningwould look.When planning the work
flow, key decisions needed to bemade aboutwhowould
be screened (e.g., over age 65, only those at falls risk),
when the screening would occur (e.g., in the waiting
room, during a falls risk appointment) and who would
facilitate the process (e.g., clients themselves, allied
health at a different appointment). One FHT “decided
we wanted to screen all patients 65 and older [for nutri-
tion risk], not just our high-risk falls people,…we know
that a lot of our seniors have issues with nutrition. They
don’t necessarily score high for falls risk. So, I didn’twant
to lose anybody in that process.” E-I1 (ED) In another
site, “the nutrition screening was more of a follow-up
screen from the falls screen.” D-I6 (Dietitian) Other
examples are provided in Table 4.

Once these process decisions were made, the tablet
needed to be “customized to the workflow of the
team.” I3 (Regional) A common phrase when discuss-
ing the technology was: “I’m told it can be done, but
I just don’t know how”A-I2 (Office Administration),
suggesting that it took some time for communication
and planning with regard to the tablet to make screen-
ing work. Those implementing screening (the “change
team”) needed to figure out what was technically pos-
sible and what would work best for their work flow.
“We have to figure out ways to have the process work.
So,we have to do it and then evaluate it tomake sure it’s
as efficient as we can make it.” F-I5 (ED) Sites that had
gone beyond the initial set-up found that their screening
processwas easy to use, andwhatwas learned along the
way encouraged other FHTs to get started. “Once all the
kinks have sort of been worked out of this process and

it’s easy and simple to do, I’m hopeful that the others
will come on board.”I2 (Regional) Sites that had a
functioning falls risk screening program typically found
it easier to add nutrition risk screening, because they
were adapting an existing system.

As clients are a key part of the team, a component of
making it work was ensuring that clients were informed
aboutwhy theywere being asked these questions, and to
understand that their FHT was using screening to sup-
port them to stay independent in their own homes. “I
think people just need to be… Have their attention
drawn to it [falls and nutrition risk].”D-I1 (Client)Clients
also needed to feel comfortable with using the tablet
technology, as it was integral to the screening process for
FHTs. However, there were mixed opinions about how
easy it was for clients to use the tablets. Clients discussed
the importance of technology in their lives: “A lot of
seniors, that’s how they keep in touchwith their families.
They’ll have an iPad or computer – oh yeah!”C-I3
(Client), indicating “I bet ya 90% of people would be
able to use it [the tablet in the FHT].” C-I3 (Client) One
client indicated, “The tablet is a bit of a hard thing to use,
only because of the contrast issues for those with low
vision.”D-I2 (Client)With a little support, clients became
more comfortable using the tablet: “[Iwent] over the first
couple of questions with them [the client] and showed
them how to input the information. And they realize
how easy it is, and then they sit down and complete the
rest.”B-I4 (Office Administration)

Part of developing a screeningprogram for both falls and
nutrition risk was determining the work flow and how
those identified as being at risk would be treated. “If we
start todo these risk assessments and they’re at risk, ifwe
don’t have somewhere for them to go for care and
management, then that’s unethical.” F-I5 (ED) The sup-
port available for those at risk varied based on staffing,
capacity, and availability of FHT and community
resources. One site had originally started screening for
falls risk but then stoppeduntil theywere able to provide
enough support for at-risk clients. Some sites modified
the process based on their capacity. For example, switch-
ing the falls risk questions so that the longer version was
used on all clients, leading tomore appropriate referrals,
indicating that it “will be a more accurate reflection of
who we do need to see. … I think we’re going to get to
the people that we actually can do something about.”D-
I5 (ED) Another strategy for ensuring time for those at
riskwas “to put predetermined spots inmy schedule [for
clients at falls risk]” B-I3 (Nurse), and have trainees
conduct follow-up assessments.

Following Up with Risk

Once clients had been identified as being at falls or
nutrition risk, they needed to be supported to attend
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the organized follow-up, such as an appointment at the
FHT with a nurse, occupational therapist or dietitian),
and/or to attend a community-based program, such as
“Stand Up”. ‘Stand Up’ is “an exercise program for
older adults with concerns about balance or mobility”
B-I1 (Dietitian) that also includes a section about nutri-
tion delivered by a dietitian. Participants mentioned
that their clients were not always interested in nor did
they understandwhy theywere being asked to a follow-
up appointment for either falls or nutrition risk screen-
ing. “I think the biggest challenge with some of our
elderly people … is a matter of getting them in for
another appointment. It’s like pulling teeth to get them
to come in.… They want to knowwhat is going to help
them andwhat is the benefit for them to come in and do
this.”D-I3 (Nurse) One site indicated, “I think the main
thing that was discouraging is that all these people are
testing positive for falls but, I would say, 90%decline an
appointment… We have very, very low numbers on
people that actually want the falls prevention appoint-
ment.” A-I2 (Office Administration) Many reasons for
lack of follow-up were suggested. "I think it comes back
to the greatest barriers and the reason why it doesn’t
happen is the social determinants of health, honestly.
Education is not that high here. We have a huge
unemployment rate. All of those factors come into play
to the point where how can it be important to them? …
And there’s also the fear. There’s a great deal of fear, and
how do you combat that? Right? If you can’t get to
them, howdo you combat it? You can’t. So, you dowhat
you can.” D-I5 (ED).

To encourage more clients to attend follow-up, one
participant indicated that, “I’mnot sure they [the clients]
understand that there’s a lot of things that we can do to
minimize their [falls or nutrition] risk and actually keep
them there [at home].… I think if they did have a bit of
information before they came in, that might help.” D-I3
(Nurse) FHT staff who book the appointments were an
important source of information for the clients when
making their decision to attend the follow-up. “If we
[staff booking the appointment] can’t sell it, why are they
are going to want to go to it.” A-I2 (Office Administra-
tion) Suggestions to improve this process included
ensuring that the staff booking the appointments had
“information on what’s going to happen in the falls
prevention appointment, because I know we’ve been
asked that. We kind of say “No, she’s going to go over
things with you.” But, really, we don’t know. We don’t
knowwhat she’s talk[ing] about and what she does.”A-
I2 (Office Administration) Some sites have developed a
script for office administration that could also be used by
any member of the FHT staff as a guide when speaking
with at-risk falls or nutrition risk clients as a way to
incorporate keymessages into the conversation and help
mitigate some of the fear. “Our dietitian had created a

script for what the front office could use to communi-
cate.” F-I5 (ED) Having allied health staff ask the ques-
tions during clients’ falls risk follow-up appointments
was also suggested to encourage follow-up.

Another reason for lack of follow-up for nutrition risk
may be concern regarding whether clients understood
the role of a dietitian. When asked if she thought that
people know what a dietitian does, one client
responded: “No! Absolutely not! I think most people
figure that the dietitian is just there to tell you what to
eat and howyou’re eatingwrong.”D-I1 (Client) Further
explaining the role of dietitians and increasing their
visibility in the community was thought to support
follow-up attendance with a dietitian for those at
nutrition risk.

The customized handout available with SCREEN-II-AB
was seen as valuable for all clients, whether at nutrition
risk or not. By using the handout, those who were not at
risk were provided helpful suggestions for prevention,
and those at risk received specific feedback for why they
should see a dietitian. “I think it [the handout]might even
be more worthwhile for the patient, because that way
they’re not just filling it out and being done with it, they
actually get the reason for doing it.”A-I2 (Office Admin-
istration) For those at risk, seeing their answers was
thought to help them understand why it would be bene-
ficial to see adietitian. Thereweremixed opinions regard-
ing the benefit of creating a customized handout for those
at falls risk. Some staff indicated that they alreadyused an
individualized approach, only providing relevant
resources to the client. Another participant indicated: “I
think it [falls risk handout] will be immensely helpful for
the team,” I3 (Regional) with potential for the same
benefits to improve follow-up as the nutrition handout.
When asked about the value in receiving the individual-
ized handout, one client indicated: “Absolutely, because
I’mtrying to change things… I think thatwouldbe really,
really helpful.” A-I6 (Client)

Strong relationships among all staff and clients were
described as impacting screening and follow-up com-
pliance. One participant compared the relationship
between two sites, indicating that at a site with stronger
relationships with their clients, older adults were less
likely to decline to answer screening questions or attend
follow-up: “Our admin staff in [FHT name] have a
really good relationshipwith all our patients.… Iwould
see it being more of a possibility for someone to decline
to do the screening here just because of who’s
asking them, because they don’t have that same
connection.” F-I2 (Dietitian)

Several FHTs ran their own falls risk support programs
and/or connected clientswith other local opportunities.
“If they have questions they can askme right at the visit
or any time I see them and then I tell them about all our
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programs that we’re doing.… If there’s anything that’s
applicable outside of what we offer that might be good
for our patients then we just tell them about that pro-
gram.”C-I4 (Allied Health) “Stand Up”wasmentioned
frequently with one client indicating “the Stand Up
program is excellent. I would advise anyone over
70 to take it”D-I1 (Client), and that, “it [Stand Up] gave
you strength in the exercises. Showed you the proper
way to get up when you fall. … I do some of those
exercises still.”D-I2 (Client) Anurse involved indicated,
“It’s unreal how the social aspect [of Stand Up] is
getting people out of their… they’re feeling down in
the dumps and just coming twice a week with people
that are now their new friends, is making a huge
difference.” B-I3 (Nurse) Unfortunately, “Stand Up”
was “a bit resource-intensive” I2 (Regional) as it is a
12-week program, 2.5 hours per week, and run by
health professionals, therefore needing time, space,
and money to operate, and transportation was an issue
for many participants.

Another program mentioned frequently was “From
Soup to Tomatoes,” in which an instructor broadcast
and recorded an exercise program for older adults to
be viewed from anywhere, including their own homes.
“Now they have all the exercise classes on a USB. It’s
sustainable because it’s peer-led older adults coming
together in a donated location, and they just invite all
their friends. They do exercise when they want, for how
long they want, and how often they want.” I1 (Regional)
Another benefit “is we really are promoting it as a peer-
led initiative, so you physically come together with your
peers so that there’s that reduced… the social isolation.
Whatwe’re hearing is that ifMrs. Smith doesn’t showup
for exercise class in [location], everybody notices she’s
not there, and someone takes on the responsibility of
following up and seeing if she’s okay. So, it’s community
care.” I1 (Regional) At the point of interviews, nutrition
has been included in “Stand Up”, but few community
nutrition programs were available. Based on the
benefits to clients beyond physical activity, similar
community-based activities focused on nutrition were
encouraged.

When an FHT was running a falls prevention program
and recruiting participants, it was noted that “around
here it’s a lot of word of mouth.” C-I4 (Allied Health)
Other strategies were also used to promote attendance.
“We’ve done actual personal invitations. … [with a
letter saying] ‘Your doctor is recommending that you
attend this program,’ and that is the key.” E-I1 (ED)
There aremany identified barriers to attending a follow-
up appointment or programs, including transportation,
cost, and the weather, which were particularly strong
barriers in Northern Ontario. “You can have all these
nice classes, but when it’s like minus 30 outside and
there’s a storm and stuff like that, then people who are

more at risk of falls, well, they don’t really want to
adventure out.” F-I3 (Allied Health) Another partici-
pant indicated that when setting up a new program,
“trying to makemost of my programs either low cost or
free of cost ismy number one goal.”C-I4 (AlliedHealth)
FHTs also connected with other community organisa-
tions and programs, such as other FHTs, public health
units (PHUs), or local gyms towork together tomeet the
needs of their population. Some of these models should
be considered in developing nutrition-focused commu-
nity activities for those at risk.

“It’s About Building Relationships”

Throughout all of these themes is the need for FHTs to
build strong relationships and work as a team to meet
the needs of their clients. “The thing is, and it’s not a
secret, it’s about building those relationships, it’s about
non-competition, it’s about looking [at] what’s best for
all. We’re all going to benefit from this. There’s not a
downside to these things. In fact, what happens to
one place is going to be better for the next place and
the next place. So that is the key to the success. It’s the
relationships and the mutual respect and the trust that,
when we come together, we want the best for our
patients.” D-I5 (ED) These relationships were essential
within the FHTs, working together as a team and
with others in the community, all learning from each
other and sharing resources, ideas, and staff in a non-
competitive environment. There was emphasis on
having FHTs, the LHIN, and PHUs work together
because they share a common goal. “We’re both [FHTs
and PHU] in the same business seeing the same patients,
so there’s no reason that we shouldn’t be trying to work
on things together to comeupwith creative solutions in a
rural environment where we’re under-resourced. We
need to maximize everything that we have.” A-I3 (ED)
There were mixed views on the strength of these connec-
tions. “I know there’s often a disconnect across say
primary care, public health and the other sort of
healthcare sectors, that generally we just kind of work
in our silos. We might have the same goals and the
same objectives, but we’re not necessarily working on
them together.” B-I1 (Dietitian) The dietitian further
indicated: “I think the challenge is that often we don’t
know who to call. … we’re kind of working on the
same things, but we don’t really knowwhat each other
is doing or who is in each office.” B-I1 (Dietitian)
Another participant indicated: “People already know
who everybody is and who’s working on what and
how to contact people” I2 (Regional), so perception on
the strength of relationships depended on the commu-
nity and those involved in making these linkages.

Within the FHTs, there was a need to work as a team,
treating each other as equals. When implementing
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screening, the whole team needed to be aware and
know their role. “I think the definition of the relation-
ship needs to be clear in that it’s not just the champion or
the management… It’s everyone involved. … If we are
looking at that patient, they are key driver in the success
and the spreadability of anything thatwe do.”D-I5 (ED)
It was also thought to be easier to implement and
sustain something new, such as falls or nutrition risk
screening, when the full team could see the benefit.
“Trying to get the whole team involved as much as
possible and have everyone understand.” F-I2
(Dietitian) The culture of the team played a role, and
each FHT was different. “We have one small team in a
rural community, and the culture is different because of
the leadership and the lack of buy-in by the physicians,
whereas other teams have much more positive culture,
might have buy-in by one physician, or two, but they’re
all making it happen.” I1 (Regional)

Screening was mentioned to have an impact on team-
work in twoways. For one, screening using an evidence-
based tool helped connect the team and have more
appropriate referrals. “I think it’s [screening] a good
excuse to refer within our own team, because sometimes
you get in your little chute and just do your thing.”D-I3
(Nurse) It was also explained that use of the tool helped
build trust. “It’s about trust; and having standardized
tools would help because then you’d know that these
things are being done, and they would help build the
trust.” I1 (Regional) The process of implementing screen-
ing also improved teamwork. “I think working together
onwhatever project it might be just automatically sort of
brings the team a little bit closer together and helps to
build some communication.” F-I2 (Dietitian) When
asked if screening changed the way the team worked,
a participant indicated “I think it, sometimes, brings
awareness to our inner professional practice in that it
helps us understand better what our colleagues are
looking at, and what are they assessing. … That then
broadens our knowledge and our awareness of those
factors, if we’re screening.” D-I6 (Dietitian)

Key components within teamwork were effective com-
munication, trust, and having shared values. “It starts
with trust. It starts with the ability to agree that you’re
going to look at something and know that you don’t
have all the answers, but together you’ll figure it out,
even if you fail a little bit, as long as youpickup and keep
on trying some more. And when you have a team of
people that actually care about the same thing and just
care about trying to make something work, you can go
far. It may take time, but you can make a difference. So
yeah, you can’t do this work in isolation. There’s no
way.” F-I5 (ED)

When asked for advice for other FHTs thinking about
starting nutrition screening, one participant answered:

“Please do. Add the nutrition screening in some way,
shape or form to your practice. Whatever that looks like
will be different based on your organization’s needs,
your population’s needs and your location, but I think
it’s a great thing to be pursuing, and I think it should be
pursued, which is why I’mnowmaking the effort to try
and find opportunities to incorporate it in the other
places where I work.” D-I6 (Dietitian)

Discussion
FHTs in this study started building a falls and then a
nutrition risk screening program by setting up for suc-
cesswith a strong foundation, figuring out how tomake
the process work for their specific team and work flow,
and encouraging at-risk clients to attend a follow-up
appointment or program. Throughout, there was the
need to work effectively as an interdisciplinary team
and to build strong relationships with other individuals
and organisations with shared values and goals. The
screening program aimed to support older adults so
that falls and nutrition risk could be identified, and
preventative interventions provided and utilized. FHTs
have a valuable role in prevention, and this study
provides guidance for others working towards devel-
oping their own screening program or adding nutrition
risk screening to an existing program.

In setting up an ethical screening program for falls and
nutrition risk prevention, resources within the FHTs
were needed, including having a trained or relevant
allied health professional as part of the team with the
capacity to provide follow-up for clients screened who
were at risk (Kondrup et al., 2013). Having these trained
professionals was part of setting up for successful screen-
ing andmaking it work. Beyond these appointments with
allied health, connections to community programs pro-
vided additional support (i.e., attendance at “StandUp”
or a Tai Chi class that had the facilities and instructors to
run the course). Setting up these connectionswas part of
making it work, facilitating follow-up with those at risk,
which were strengthened through building relationships.
Although teams did not have the opportunity to fully
develop these connections for those at nutrition risk as
they were only at the beginning stages of developing a
screening program, learning from successful exercise
and falls prevention activities (e.g., including a social-
ization component, bringing the program to the older
adults where they live) will promote successful uptake.

Community activities are essential for screening pro-
grams in primary care. Even when follow-up appoint-
ments were available for a falls assessment or to see a
dietitian with the FHT, many at-risk older adults
declined this medical visit follow-up. In acute care,
when risk is identified, treatment is provided or initi-
ated when the patient is hospitalized. Providing
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services to meet the needs of at-risk clients in the
community is more difficult, as this at minimum
requires a new appointmentwith amember of the team,
and clients often have challenges attending such
appointments. As demonstrated in this study, activities
provided to the older adults where they live or in other
accessible locations where they are already visiting
(e.g., a recreation centre) is one strategy to promote
follow-up. For those at nutrition risk in this study, a
customized handout not only met the need for follow-
up but also demonstrated to clients the types of strat-
egies that they could undertake, potentiallywith further
guidance and counselling by a dietitian.

FHTs suggested strategies to facilitate follow-up includ-
ing having a phone conversation to discuss next steps,
or connecting follow-up appointments with pre-
existing appointments. Declining follow-up has been
reported in other studies, with one indicating that 66 per
cent of dietitians reported clients at nutrition risk
“sometimes/often” declining an appointment with a
nutrition professional (Craven, Pelly, Lovell, Ferguson,
& Isenring, 2016). Also, when learning that they were at
nutrition risk post-screening, some older adults have
reported they were surprised or upset by the results,
otherswere unconcerned, and some did not understand
what it meant to be at risk (Reimer, Keller, & Tindale,
2012). For some clients, education, such as through the
customized nutrition handout, may be the start of
behaviour change (Southgate, Keller, & Reimer, 2010)
and may be the preferred post-screening activity
(Keller, Haresign, & Brockest, 2007). Screening practices
should also include monitoring of those at risk
(Kondrup et al., 2013); however, this is more difficult
in the community than it is in acute care, as follow-up
and monitoring are more challenging when clients live
at home. Regular re-screening is also encouraged
(Kondrup et al., 2013), and several of the FHTs in this
study had or were planning to re-screen annually.

Sites recognized the benefits of collaboration with indi-
viduals and organisations with shared values and goals
for health care post-screening. For example, community
services and programs provided or supported by other
organisations could benefit at-risk clients screened in
FHTs. Opinions were mixed regarding the strength of
that collaboration, particularly with PHUs. These var-
ied opinions may be because of differences in the
awareness of collaborations, as within an FHT, some
participants indicated strong collaborations of which
others were unaware. The relationship between pri-
mary care and public health has been explored, indicat-
ing ways that it can be mutually beneficial and
strategies for collaboration (Martin-Misener et al.,
2012; Stevenson Rowan, Hogg, &Huston, 2007; Valaitis
et al., 2018). The current study reinforces the importance
of such collaborations, as not all clients at risk can be

met with or want individualized primary care treat-
ment. Relatively few participants in this study were
from PHUs, and further interviews with health profes-
sionals in this sector would increase understanding of
how collaboration can be fostered with primary health
care clinics.

Several reviews have explored falls prevention inter-
ventions (Cheng et al., 2018; Guirguis-Blake et al., 2018;
Tricco et al., 2017). One example of a comprehensive
project exploring the implementation and sustainability
of a falls prevention programwith general practitioners
is underway in Australia in the Integrated Solutions for
Sustainable Fall Prevention (iSOLVE) project (Clemson,
2018; Clemson et al., 2017). iSOLVE is similar to this
work in that it includes screening of clients over 65 years
of age, using tablets with the Staying Independent
Patient Checklist, among other components (Clemson
et al., 2017). The evaluation of iSOLVE is a large study
(28 general practices) exploring practitioner practices to
reduce client falls, cost effectiveness, and change in use
ofmedications known to increase falls risk. iSOLVE also
included allied health interviews that indicated that
falls prevention was complex, with challenges of: work-
ing with clients with varied needs, working with allied
health with varied understanding of roles, competition,
and communication (Liddle et al., 2018). Forthcoming
results from iSOLVE, including outcomes, barriers to,
and facilitators of falls prevention program implemen-
tation and sustainability, will likely be applicable to the
FHT falls prevention and screening programs. Other
programs can also be considered to address needs of
individuals in more rural locations, such as through
telephone-assisted peer coaching or other types of
virtual care.

Although a key component of this study was use of the
tablet system, many of the same strategies are thought
to apply to building or adding any screening program.
Not all FHTs have access to tablets; however, they are
becoming more common in health care, with literature
suggesting that older adults have overall high ratings
for satisfactionwith using tablets, including helpfulness
and usability (Ramprasad, Tamariz, Garcia-Barcena,
Nemeth, & Palacio, 2017).

Strengths and Limitations

The FHTs in this studywere at different stages of setting
up their screening program. A few FHTs had been
conducting falls risk screening for several years and
were able to discuss how they sustained the program.
Others had started during the initial falls pilot but
recently restartedwhen support for those at risk became
available, and, therefore, falls and nutrition risk screen-
ingwere begun simultaneously. This variation in stages
provided the opportunity to explore perspectives from
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the first steps of adding nutrition screening to an estab-
lished program as well as starting falls and nutrition
screening together. This variation may have limited
depth of understanding of each stage, particularly
understanding how screening was sustained; however,
saturation of themes was still achieved around initially
building a screening program in FHTs. Further work is
encouraged for understanding if and how this screening
program was sustained and spread to other settings.

Client opinions were included and provided a unique
perspective; however, they were not from all FHTs, as
client recruitment was a challenge for some sites, par-
ticularly those at the early stages of building their pro-
gram. Some client participants had been screened,
however not always as part of an established FHT
process. Several clients who were participants were not
at risk, and therefore had not experienced the full ethical
screening program to attend a follow-up appointment,
nor had they attended community programs. However,
client participants were still aware and had opinions
about the reasons why some clients may decline
follow-up, and had experience with various programs,
particularly for falls prevention. Further interviews with
falls and/or nutrition risk clients who accept and decline
follow-up, including declining to attend a community
follow-up program, would add further insight.

FHTs in the NE LHIN may have different experiences
than those in more urban areas. For example, one FHT
in a small community benefited from strong relation-
ships with their clients; however, food access was a
challenge, as the small grocery store was only open in
the summer, and the next closest was a 45 minute drive
away. Comparison between urban and rural FHTs was
not made, because these FHTs typically had large
catchment areas that included clients from rural and
urban areas, making comparison difficult. Differences
in collaboration with services in more urban centres
may have resulted in further findings with respect to
building a screening program that is linked to these
services in the community.

Mapping qualitative findings to quantitative data was
notwithin the remit of this study. Further analysis should
explore how many older adults were: screened for falls
and/or nutrition risk, were at risk, attended a follow-up
appointment, and attended a community program. Fur-
ther exploration is also needed for if/how sites without a
dietitian would ethically screen for nutrition risk.

Conclusion
With the high prevalence of falls and nutrition risk
among older adults living in the community, building
and sustaining a screening program with both of these
aspects is an important aspect of FHT care. Primary care

providers have a unique opportunity to identify those at
risk and link the client to prevention resources and
programs. FHTs indicated the need to set up for success,
to make the process work for them, and to follow up
with those at risk, recognizing the beneficial impact of
strong relationships, collaboration, and teamwork.
Understanding how FHTs add nutrition risk screening
to a falls risk screening program can help support other
FHTs interested in supporting the needs of their older
adult clients in this way.
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