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Live Well Initiative Overview 

I. Program Overview 

The United Way of Tarrant County has identified a three-armed 

initiative in its 2020 strategic plan to improve the financial, 

educational, and health-related aspects of its community. The Live 

Well Initiative’s 2020 Bold Goal is for improved health.  Strategies 

to improve health outcomes for adults with ongoing health concerns have been established. Progress 

towards the 2020 Bold Goal is being achieved with services that support home-based care and by 

evidence-based programs that decrease preventable hospitalizations and emergency department care 

and maximize quality of life through active engagement in one’s health.   

 

The United Way has partnered with key community-based service organizations to provide health 

programs that address the immediate needs of individuals at risk of poor health outcomes as well as 

health promotion activities that engage adults in self-management techniques and healthy behaviors 

that are associated with better health and, long term, with lower healthcare costs (e.g., fewer 

hospitalizations, less need for nursing home care). Nine health programs make up the United Way’s Live 

Well Health Initiative. These nine evidence-based or evidence-informed programs are serving adults 

coping with heart disease, stroke, respiratory disease, diabetes (including pre-diabetic conditions), 

depression, Alzheimer’s, and physical and mental impairments due to chronic conditions. In many cases, 

family caregivers of adults with chronic illness are also benefiting from the interventions (Note that 3 

out of the 9 programs (Better Choices Better Health, UNT Health Literacy and Meals on Wheels 

Community Navigation program) were not funded from July 2016).  

II. Strategies and Programs 

 

Strategy: Early management of chronic disease 

The A Matter of Balance program provides workshops that focus on teaching participants how to 

reduce their fear of falling, increase their strength and balance through exercise, and what to do if a fall 

occurs. 

 

The Better Choices Better Health program provides workshops that focus on teaching participants how 

to better manage their chronic health problems, how to deal with pain and isolation, proper use of 

medications, strategies for exercise and nutrition, and improved communication with family and health 

professionals.  

 

The HomeMeds program provides clients a medication review to identify possible errors and 

unnecessary duplications in their medication regimen. Services are provided in the community or in-

home with involvement of a licensed, consultant pharmacist. This program addresses medication safety 

to help prevent falls, dizziness, confusion, and other medication-related problems for older adults.  

The Live Well Initiative’s 
2020 Bold Goal is for 
improved health. 



3 
 

 

The Community Health Navigation program engages clients to improve or maintain their health through 

in-home counseling. Trained community health professionals are able to help clients get connected with 

services in the community. 

 

The DiabetesSalud! program provides clients diagnosed with diabetes counseling and education to help 

them better self-manage their condition and improve or maintain their health status. 

 

Strategy:  Evidence-based services during transitions in care and other periods of high risk 

The Resources for Enhancing Alzheimer’s Caregiver Health (REACH II) is an evidence-based intervention 

adapted for the community setting. The program provides tools, education and counseling that can help 

Alzheimer’s and dementia caregivers reduce stress and depression.  

 

The Respite Care program provides in-home care services by experienced providers to individuals with 

Alzheimer’s disease or dementia. This allows caregivers regular opportunities to relax and take care of 

themselves, which improves caregiver’s health and well-being while also lowering the risk of loved ones 

being placed in nursing homes.  

 

The Diabetes/Nutrition Counseling program screens clients for diabetes and nutritional risk and 

provides in-home and phone-based counseling by a registered dietitian. This program serves home-

bound older adults in need of assistance in better managing their chronic conditions to reduce 

preventable hospitalizations and emergency room visits.  

 

Strategy:  System change in how citizens of Tarrant County receive health services 

The Health Literacy initiative is employing a multi-prong approach to create systems change in 

addressing health literacy in Tarrant County.  This initiative is charged to develop and strengthen 

networks and connections among clinical organizations, organizations providing community-based 

health resources, and health professionals in general, to build health-literate institutions.  Because it 

addresses the underlying causes of hospitalizations, health literacy among patients and organizations 

plays an integral role in achieving desired outcomes in all areas of the Live Well initiative. 

III. Putting It All Together 

The Live Well Initiative provides proven strategies woven into a comprehensive set of health programs 

that target individuals at high risk of placement into a nursing facility and other poor outcomes such as 

preventable admissions and readmissions to hospitals, as well as services that promote healthy lifestyles 

in the management of chronic conditions. The United Way partners with community-based 

organizations aligned with the strategies to address both the short- and long-term impacts of health and 

well-being for individuals served through the Live Well programs, thereby working together to achieve 

the Bold Goal of improved health.  
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Executive Summary 

I. United Way of Tarrant County 

United Way of Tarrant County started in 1922, when a group of Fort Worth’s community leaders 

gathered to consolidate the fundraising efforts of several local charities. Instead of competing for 

volunteer time and funding, they pooled their resources to create the Fort Worth Community Chest – 

the first Community Chest in the Southwest and forerunner of United Way of Tarrant County.  

 

In 1962, joined with our planning body, the Community Council, to form the United Fund and 

Community Services, Inc., we officially became United Way of Metropolitan Tarrant County in 1973. We 

continued to grow, establishing United Way—Arlington in 1981, and United Way—Northeast, in 1986. 

 

Now known simply as United Way of Tarrant County, we continue to improve lives in Tarrant County by 

uniting the power of companies, organizations, cities, religious entities and individuals to advance the 

common good. We focus our efforts in Education, Income & Health which are the building blocks for a 

good quality of life. 

 

II. Performance Overview 

The Live Well initiative of the United Way of Tarrant County was 

established to reach to bold goal of improving the lives of 17,000 

adults and touching the lives of 63,000 adults with ongoing 

health concerns by the year 2020. Since July 2012, Live Well has 

served 27,444 clients, 36,416 clients have been touched and 

10,448 have maintained and improved health. This represents 

the progress towards the bold goal is on schedule at the 

completion of Program Year 7:  71.5% of the Lives Touched Bold 

Goal and 71.8 % of the Lives Improved Bold Goal (Data on Year 

1 and Year 2 were unable to assess. Achievements from July, 2010 to June, 2012 are not included).  

 

III. Participant Reach 

Identifying and serving those with the most urgent health-related needs are essential tasks to achieving 

the 2020 Bold Goal. Thus, the United Way has worked with partner organizations to set yearly goals for 

the number of individuals served by the health interventions. This has been defined as “output targets”. 

Output achievements are presented in Table 1.  

  

Cumulative Adults with 
Maintained/Improved 

Since July 2012: 

10,448 

Cumulative Lives Touched 
Since July 2012:  

36, 416 
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Table 1: Summary of Output Achievements for Clients Enrolled January – December, 
2016 by Strategy 

Strategy Organization Annual Target Number 
Achieved 

Percent 
Achieved 

Early management 
of chronic disease 

Senior Citizen 
Services 

389 persons will participate in 
AMOB workshops 

591 151.9% 

Senior Citizen 
Services 

59 consumers will participate in 
CDSMP classes 

274 464.4% 

1,700 individuals will be screened 
for diabetes and nutritional risk 

1,694 99.6% 

Meals On Wheels 3,076 persons will be enrolled in 
the MOW HomeMeds program 

3,236 105.2% 

Meals On Wheels 63 persons will be enrolled in the 
patient activation/CHN project* 

NA NA 

North Texas Area 
Community Health 

Center 

359 persons will be enrolled in 
DiabetesSalud! 

450 125.3% 

Evidence-based 
services during 

transitions in care 
and other periods 

of high risk 

Alzheimer’s 
Association 

191 Alzheimer’s caregivers will be 
enrolled in REACH II 

263 137.7% 

Easter Seals 142 persons with dementia will be 
provided in-home respite services 

138 97.2% 

Meals On Wheels 1,374 persons will receive 
individualized diabetes and/or 

nutritional counseling 

1,362 99.1% 

3,300 individuals will be screened 
for diabetes and nutritional risk 

3,804 115.3% 

System change in 
how citizens of 
Tarrant County 
receive health 

services 

Health Literacy 
Symposium 

200 key stakeholders attend 
symposium** 

 

168 84.0% 

* Meals on Wheels Patient Activation/Community Health Navigation program was not funded in Live 

Well Funding Year & (July 2016 – June 2017). The program front-loads their enrollment to ensure clients 

enrolled in a funding year 6 and had 6-month follow-up date before and end of the funding year 6.  

** University of North Texas Health Science Center Health Literacy program did not submit an 

application in Live Well Funding Year 7 (July 2016 – June 2017). Targets presented are from the 2016 

symposium. 

IV. Participant Impact 

Partner organizations collect data on the impact of services on the health and well-being of clients who 

were served. Since outcome measures are the most reflective of the health of those served, the United 

Way set goals for the level of health improvement linked to each program. UW’s health goals are 
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defined as “performance standards” as they reflect the performance (or impact) of the program on the 

clients who received services. Performance standard achievements are presented in Table 2.   

 

Table 2: Performance Standard Achievements for Clients Enrolled January – 
December, 2016 by Strategy 

Strategy Organization Annual Target Number 
Achieved 

Percent 
Achieved 

Early 
management 

of chronic 
disease 

Senior Citizen 
Services 

50% of AMOB participants will complete 30-days 
post class follow up data  195 50.1%† 

75% of participants who completed will have an 
improved perceived ability to control falls at 
graduation  

278 69.5% 

65% of participants who completed will maintain 
or have an improved number of physical or mental 
health days at 30-days post class 

127 70.9% 

Senior Citizen 
Services 

50% of BCBH participants will complete 30-days 
post class follow up data 111 52.6% 

50% of participants who completed will have 
improved confidence at graduation 178 84.4% 

65% of participants who completed will maintain 
or have an improved number of physical or mental 
health days at 30-days post class 

55 49.5% 

Meals On 
Wheels 

50% of HomeMeds participants will complete 75-
90-day follow up  1,844 99.9% 

50% of clients at follow up will indicate that they 
have used or plan to use the medication list 
provided at their physician visit 

1,510 81.8% 

65% of clients who answered the follow-up 
questions of Healthy Days will maintain or have an 
improved number of physical or mental health 
days at 75-90 days 

1,278 71.2% 

Meals On 
Wheels 

50% of PAM/CHN participants will complete 6-
month follow up data  

NA^ 
65% of participants will maintain or have an 
improved number of physical or mental health 
days 

50% of participants will increase their PAM score 
by at least 6 points 

North Texas 
Area 

Community 
Health 
Center 

50% of DiabetesSalud! participants will complete 
at least 2 intervention contacts 316 88.5% 

70% of participants will improve HgA1c by 10% 194 69.8% 

65% of participants will maintain or have an 263 96.0% 
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Table 2: Performance Standard Achievements for Clients Enrolled January – 
December, 2016 by Strategy 

Strategy Organization Annual Target Number 
Achieved 

Percent 
Achieved 

improved number of physical or mental health 
days 

Evidence-
based 

services 
during 

transitions in 
care and 

other periods 
of high risk 

Alzheimer’s 
Association 

50% of REACH II recipients will complete 6-month 
follow up questionnaire  111 91.7% 

65% of caregivers will maintain or have an 
improved number of physical or mental health 
days 

39 45.9% 

65% of caregivers will have an improvement in 
their quality of life 63 57.8% 

Less than 20% of care recipients will be placed in a 
nursing home within 6 months 

16 7.6% 

Easter Seals 50% of Respite Care recipients will complete 6-
month follow up questionnaire  69 100.0% 

65% of caregivers will maintain or have an 
improved number of physical or mental health 
days 

34 75.6% 

65% of caregivers will have an improvement in 
their quality of life 31 68.9% 

Less than 20% of care recipients will be placed in a 
nursing home within 6 months 

8 7.3% 

Meals On 
Wheels 

50% of Diabetes/Nutrition Counseling participants 
will receive at least one in-home assessment and 
two phone calls 

744 73.7% 

65% of participants will maintain or have an 
improved number of physical or mental health 
days 

325 75.8% 

System 
change in 

how citizens 
of Tarrant 

County 
receive 
health 

services 

University of 
North Texas 

Health 
Science 
Center 

50% of Health Literacy clients will complete 3-
month follow up 

NA* 
50% of symposium participants who complete a 
survey will improve their capacity to meet the 
health literacy needs of their clients/patients by 
20% at 3 months 

^ NA: Not assessed due to programs defunded from July 2016 and no data available. 

* NA: Not assessed due to programs defunded from July 2016 and no data available. 

† Follow-up rate was calculated based on target output goal. 
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V. Major Accomplishments  

Strategy: Early management of chronic disease 

Almost all programs served on the early management 

strategy achieved successes. A Matter of Balance and Better 

Choices, Better Health have continued in the partnership 

with Tarrant County Public Health. A Matter of Balance and 

Better Choices, Better Health, HomeMeds and 

DiabetesSalud! far exceeded their output targets, serving 

significantly more clients than in previous years.   

 

Strategy: Evidence-based services during transitions in care and other periods of high risk 

All programs served on the evidence-based services strategy achieved success on output targets. REACH 

II far exceeded its output achievement goals of enrolling Alzheimer’s caregivers.  Meals on Wheels also 

far exceeded its output achievement for the number of individuals screened for diabetes and nutritional 

risk.  

 

Strategy: System change in how citizens of Tarrant County receive health services 

The Health Literacy symposium at the University of North Texas Health Science Center achieved 84% of 

its output target. The 168 participants represented at least 26 partner organizations. Cindy Brach, MPP 

(AHRQ), keynote speaker presented “From Health Literacy Evidence and Tools to Patient Understanding 

and Navigation: The Imperative to Take Action to Improve Health Care Outcomes”.   

VI. Conclusion 
 

 

 

 

Critical Points that can be Concluded from this Report 

 In 2016, 7 out of 8 Live Well programs (88%) have met or far exceeded output target. 

 The Lives Touched Bold Goal has been met; Live Well programs have touched 7,930 lives in 2016. 

 36,416 cumulative lives touched, indicating 71.5% of the Lives Touched Bold Goal since July 2012. 

 The Lives Improved Bold Goal has not been met; Live Well programs have improved 3,143 lives 

(98.9% of bold goal in 2016); 527 clients served in 2016 are still receiving services and could 

contribute to the Lives Improved Bold Goal.  

 Reaching out to underserved clients and communities contributed to successful achievements in 

2016, although it required more resources and staff. 

 10,448 cumulative lives maintained and improved health, indicating 71.8% Lives Improved Bold 

Goal since July 2012. 

6 out of 8 Far exceeded their 
output target (AMOB, CDSMP, 
HomeMeds, DiabetesSalud!, 
REACH II, MOW individuals 
screened for diabetes and 
nutritional risk) 
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Introduction  

I. About Live Well 

In response to the United Way of Tarrant County’s 2020 Bold Goal, the Live Well Initiative has identified 

a Bold Goal of having improved the lives of 17,000 adults with ongoing health concerns by the year 

2020. The United Way (UW) has partnered with key community-based service organizations to provide 

health programs that address the immediate needs of individuals at risk of poor health outcomes as well 

as health promotion activities that engage adults in self-management techniques and healthy behaviors 

that are associated with better health and, long term, with lower healthcare costs (e.g., fewer 

hospitalizations, less need for nursing home care).  

 

II. Challenge 

Good health requires both access to acute- and long-term care services as well as daily attention to 

healthy behaviors. For too long, individuals with chronic illnesses have not had community-based 

support that encourages healthy behaviors.  The Live Well Initiative has focused its activities on three 

strategies aimed to improve community support of healthy behaviors and thereby improve the health 

and well-being of individuals living in Tarrant County: early management of chronic disease, evidence-

based services during transitions of care and other periods of high risk, and system change in how 

citizens of Tarrant County receive health services.   

 

Chronic diseases are common; approximately half of all adults in the US in 2012, 117 million people, had 

at least one of ten top chronic conditions and about 25% of adults had two or more chronic conditions1. 

Problems during care transitions can lead to adverse drug events for patients, increased hospital 

readmissions and increased costs2,3.      

 

Older adults have a greater number of chronic diseases and are more vulnerable to poor nutritional 

health than younger adults4. Undernutrition can lead to increased mortality and decreased quality of life 

in older adults5.  Dementia family caregivers are known to have increased levels of depression and 

burden due to their caregiving role6. 

 

The National Assessment of Adult Literacy found that 14% of adults (30 million) have below basic health 

literacy and only 12% were proficient. Adults with below basic health literacy were more likely to report 

poor health and adults with proficient health literacy7. Individuals most likely to experience low health 

literacy include older adults, racial/ethnic minorities, and people with compromised health status8.   
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III. Key Partners  

Table 3 presents the United Way partners receiving Live Well Funding in 2016. 

Table 3: United Way Partners Receiving Live Well Funding 
Strategy Organization Program Amount Invested 

Early management of chronic 
disease 

Senior Citizen 
Services 

A Matter of 
Balance 

$95,177 

Senior Citizen 
Services 

Better Choices, 
Better Health 

$36,842 

Meals On Wheels HomeMeds $158,186 

Meals On Wheels Community Health 
Navigation 

$27,000 

North Texas Area 
Community Health 

Center 

DiabetesSalud! 
$93,000 

Evidence-based services during 
transitions in care and other 

periods of high risk 

Alzheimer’s 
Association 

REACH II 
$183,677 

Easter Seals Respite Care $245,867 

Meals On Wheels Diabetes/Nutrition 
Counseling 

$240,494 

System change in how citizens of 
Tarrant County receive health 

services 

University of North 
Texas Health 

Science Center 
Health Literacy $12,500 

 

Outcomes 

I. Strategy Narratives 

Overall, most programs met or exceeded their enrollment targets in 2016. Most programs are currently 

meeting their 50% follow-up rate requirement and their data was assessed for attainment of their 

performance standards. Although this shows early success in meeting their targets for the year, every 

program will need to continue to work hard to get follow up data on their clients in order to meet their 

50% target at the end of the year and have their data assessed for performance standard attainment 

and contribution towards the Bold Goal. 

Strategy: Early management of chronic disease 

A Matter of Balance program achieved 151% of their enrollment target for 2016, 69.5% had 

improvement in perceived ability to control falls at graduation and 70.9% improved/maintained their 

healthy days target. The AMOB program exceeded their enrollment target and met their target for 

healthy days target in program participants.  
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Chronic Disease Self-Management (Better Health 

Better Choice) program achieved 464% of their 

enrollment target for 2016, 99% were screened for 

diabetes and nutritional risk, 84% improved their 

confidence at graduation, and 49% 

maintained/improved their healthy days target. 

CDSMP far exceeded the target of individuals who 

participated in classes in 2016. Majority of all CDSMP 

graduates have improved confidence to manage their 

health and almost half of them have maintained their 

good physical and mental health or had more days 

they felt their physical or mental health was better. 

 

HomeMeds program achieved 105% of their 

enrollment target for 2016, 82% indicated they had 

used or plan to use the medication list provided as 

part of the program at their physician visit, 71% 

maintained/improved their healthy days target. The 

HomeMed program exceeded their target for enrolling 

individuals into the program. Clients who enrolled and 

completed the HomeMeds program have maintained their good physical and mental health or had more 

days they felt their physical or mental health was better. They also understood the importance of the 

HomeMeds Pharmacist reviewing their medications.  

 

Community Health Navigation program were not expected to complete the final evaluation on a small 

number of participants since the program was defunded in July 2016. This was not a significant issue 

since program staff front-loads their enrollment to ensure clients enrolled in a funding year have 6-

month follow up data before the end of the funding year of 6.  

 

DiabetesSalud! program achieved 125% of their enrollment target for 2016, 70% improved their HgA1c 

by 10%, and 96% maintained/improved their healthy days target. The DiabetesSalud! program exceeded 

their enrollment target, and met  their target for improved hemoglobin A1c values and healthy days 

target in program participants. Over 99% of enrollment is Hispanic and/or Latino population. Clients who 

enrolled and completed the DiabetesSalud! program maintained their good physical and mental health 

or had more days they felt their physical or mental health was better. 

 

Strategy: Evidence-based services during transitions in care and other periods of high risk 

REACH II program achieved 138% of their enrollment target for 2016, 46% of caregivers who had 

completed the 6 month program had an improvement in their quality of life, and 58% 

improved/maintained their healthy days target. The caregivers who completed the REACH II program 

maintained their good physical and mental health, had more days they felt their physical or mental 

AMOB achieved 1 out of 2 their 

performance standards. 

BCBH achieved 1 out of 2 of their 

performance standards. 

HomeMeds achieved All of their 

performance standards. 

DiabetesSalud! achieved all  of their 

performance standards. 

REACH II achieved 1 out of 3 of 

their performance standards. 

Respite Care achieved All of their 

performance standards. 

Diabetes Nutrition Counseling 

achieved All of their performance 

standards. 
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health was better, and had reduced caregiver burden. Only 8% of care recipients served by the REACH II 

program were placed in a nursing home.  

 

Respite Care program achieved 97% of their enrollment target for 2016, 69% had improvements in 

quality of life and 76% improved/maintained their healthy days target. The Respite Care program fairly 

met their enrollment target, exceeded their performance standard for care recipients nursing home 

placement rate; and also exceeded the performance standard for caregivers’ healthy days target and 

quality of life. Only 7% of care recipients served by the Respite Care program were placed in a nursing 

home.  

 

Diabetes/Nutrition Counseling program achieved 99% of their enrollment target for 2016 and 76% 

improved/maintained their healthy days target. The Diabetes/Nutrition Counseling program exceeded 

their enrollment target, met the number of clients who have maintained their good physical and mental 

health or had more days they felt their physical or mental health was better.  

 

Strategy: System change in how citizens of Tarrant County receive health services 

Health Literacy program achieved 84% of their enrollment target for 2016. Follow up symposium data 

was not collected, so not applicable to evaluate. The program did not submit the application for Year 7 

funding. However, given pre and post symposium surveys, the 4th Health Literacy symposium fostered 

health literacy champions for organizations in Tarrant County, TX. 

 

II. Challenges  

We asked programs to share what was working and brainstorm how to overcome barriers to getting 

follow up data. Although most programs met their follow up rate, continued work is needed from 

programs to keep their rates up as the year progresses and additional follow up data is collected.  

 

Below, we provide a summary of the challenges provided to the evaluation team and solutions for each.   

 

Strategy: Early management of chronic disease 

A Matter of Balance program identified a number of challenges in 2016: 

 Required paperwork is challenging due to different grant or organizational requirements that 

necessitate different survey questions being asked and there being minimal staff available to 

attend every first and last session to complete the required paperwork. In order to face this 

challenge, volunteers conduct paperwork at some first and last AMOB sessions and a stipend is 

given to the volunteers for completing the required paperwork.  

 Keeping up with the demand of the program remains challenging due to limited staff and 

resources to meet the demand. In order to meet the demand, SCS utilizes partners and 

volunteers. 
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 With nearly 100 volunteers, it is challenging to 

dedicate adequate time to volunteer 

management and oversight of program fidelity, 

while balancing coordination efforts. In addition, 

each coach needs routine fidelity checks, 

guidance and feedback from a Master Trainer. In 

order to face this challenge, AMOB plans on 

hosting volunteer recognition and appreciate 

events to honor the volunteer AMOB coaches.   

 

Better Choices Better Health program identified a 

number of challenges in 2016:  

 Standardizing data sharing processes with 

partners was challenging due to modifications of the pre and post surveys. Rigorous attention to 

the detailed changes on each survey were reviewed periodically by SCS staff. 

 Keeping up with the demand of the program remains challenging due to minimal staff dedicated 

to CDSMP and DSMP. In order to meet the demand, SCS utilizes volunteers. 

 It is challenging to dedicate adequate time to volunteer management and oversight of program 

fidelity, while balancing coordination efforts. SCS is utilizing an independent contractor to 

schedule and coordinate CDSMP and DSMP workshops.   

 

HomeMeds program identified a number of challenges in 2016: 

 Achieving the goal of processing 3,200 MOW HomeMed clients seen by MOW case workers was 

a challenge. Towards the end of 2016, the number of new MOW clients began to drop which in 

turn, affected the HomeMeds numbers as well. In order to face these challenges, HomeMeds 

staff called clients who were inactive (not receiving meals) on the new intake and 6-month 

processing lists and also called people who were denied meals to offer them the HomeMeds 

services. HomeMeds staff also put efforts to 1) emphasize to clients the usefulness of the 

medication list and how their program is unique in providing it; 2) make as many calls as 

possible from Meals On Wheels; and 3) contact a family member if they have their contact 

information when a client is not capable of answering the questions or offer to make a home 

visit to review the client’s medications in person. 

 Communication challenges among staff were identified as there were some CPhT’s who 

misunderstood procedures for phone calls and documentation. In order to face this challenge, a 

policies and procedures manual will be created and weekly meetings with the CPhT’s will be 

held so that there is an opportunity to present any questions/concerns with their supervisor.  

 

DiabetesSalud! program identified a number of challenges in 2016:   

 Communication with patients outside of the clinic for appointment scheduling and reminders 

has been an ongoing challenge. To deal with this challenge, patient notes and alerts are being 

placed in the EHR system. This allows for anyone in the clinic to update contact information 

and make notes regarding contact attempts. 

Challenges in Early Management 

of Chronic Disease Strategy: 

 Limited staff/resources to 

meet program demand 

 Additional time and effort for  

volunteer management 

 Struggling with recruiting 

clients 

 Communication with patients 

outside of clinic for 

appointment scheduling 
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 Shortage of staff- Due to the increased number of patients and providers, the number of 

referrals to the DiabetesSalud! program has increased. However, there are only two 

Community Health Workers. In order to deal with this challenge we have started our search 

to higher another community health worker to balance out the demand for the program. 

Additionally, to balance out the current patients (if pre- diabetic) they will be placed in a 

group class. These classes, out of demand have increased from once a month to twice a 

month.  

 

Strategy: Evidence-based services during transitions in care and other periods of high risk 

REACH II program identified a number of challenges 

during 2016:    

 Staff turnover: Due to vacancy and staffing 

changes, training, team building efforts and 

case consultation were needed. The Manager of 

Family Care Services (MFCS) is developing on-

going efforts to help with team retention and to 

work with the REACH staff to assure the best 

quality of care for the caregivers and their loved 

ones.   

 Another challenge is actively engaging the 

caregivers in the REACH program. Even though 

the REACH program is proven to help with all areas of caregiver burden, the caregiver is often 

hesitant to schedule appointments with REACH staff.  The caregiver struggles to understand 

how REACH is beneficial to their lives. To resolve this problem, ongoing health literacy and 

therapeutic engagement training is provided to the REACH and helpline staff in order to improve 

the caregivers understanding of the model and the expectations.   

 Spanish speaking clients are another challenge for the REACH program. In addition to the 

language barrier, many Hispanics struggle with seeking, asking and accepting help particularly 

from outside agencies. The REACH staff utilizes Spanish speaking staff and the language line 

service, as well as coordinates with agencies, including AAA, to overcome language and cultural 

barriers.   

 

Respite Care program identified a number of challenges during 2016:  

 Staffing of direct care staff continues to be an ongoing issue since the inception of the 

Affordable Healthcare Act and the limitations around the number of hours that part-time 

employees can work before benefits must be offered by employers.  As previously noted, ESNT 

transitioned five part-time direct care providers to full-time status, with full benefits, to increase 

availability of direct care providers to serve Live Well, MAS and private pay clients. 

 The decreased funding from United Way that ESNT receives each year reduces the number of 

people who can be served.  ESNT has increased private pay revenue substantially over the past 

year, but it does not make up for the decrease in funding from United Way and does not allow 

Challenges in Evidence-based 

Services Strategy: 

 Staff turnover/shortage of staff 

 Lack of readiness for program 

among clients 

 Language and cultural barriers  

 Decrease in funding from UW 

 Shortage of bilingual providers 

 Increasing follow up visits and 

calls 
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for subsidized respite care services to be provided for families who are low income, on fixed 

incomes, or who cannot afford the cost of private pay respite care services.  When the safety 

net of the United Way Live Well initiative is completed, these individuals and families will 

continue to fall through the cracks. 

 ESNT continues to experience a shortage of bilingual (English/Spanish) direct care providers.  As 

a result, ESNT hired a recruiter to help with difficult to fill positions and outreach efforts are 

being made in the Hispanic community. 

The Diabetes and Nutrition Counseling program listed a number of challenges for 2016: 

 Challenges faced this year include difficulty contacting clients for follow up visits and calls.  

Efforts to deal with this include attempting calls are different times of the day and including 

“best time to call” into initial documentation, where appropriate.   

 Client lack of readiness for change was a challenging factor that had an effect on education and 

outcomes.  Our response to this challenge was patience and building relationships that will 

allow us to support the client and attempt to provide education and gain improved outcomes in 

the future.  

 Finally, a minor contributing challenge was a staffing addition and turnover that impacted the 

number of clients seen in the second half of the year.  However, we feel confident that we will 

be able to achieve or exceed program numbers for end of year 7. 

 

Strategy: System change in how citizens of Tarrant County receive health services 

The Health Literacy Symposium listed one major challenge for 2016: 

 Scarcity of funding was the chief challenge faced. All challenges directly stemmed from that 

factor. To deal with the challenge, UNTHSC was generous in contributing in-kind supports and 

leverage existing resources to address the shortages without compromising quality. Also, 

streamlining the amenities offered at the symposium (no giveaways) and leveraging 

relationships to keep the symposium on budget, achieved this success despite budget 

limitations. 

III. Success Factors 

In addition to almost all programs meeting the output targets for 2016 clients, the Live Well programs 

showed great success in their 50% follow-up rate as well as outcome targets in 2016. Below is a 

summary of factors by program that contributed to this success.   

Strategy: Early management of chronic disease 

A Matter of Balance program identified the following factors that contributed to their success: 
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 Experienced Master Trainers who planned and led 

the trainings for new coaches as well as the 

collaborative efforts among partners (Tarrant 

County Public Health, THR, Senior Citizen Services: 

now, Sixty & Better) to deliver the training, 

contributed the quality AMOB Coach Trainings.  

 Partnerships with Tarrant County Public Health, 

UNT Health Science Center and 4 hospital systems 

(THR, JPS Health Network, Medical City, Baylor 

Scott & White Health, along with support of the 

Safe Communities Falls Prevention Task Force in 

promoting the progress towards this common 

interest of preventing falls and  makes AMOB 

more visible and credible to the community. 

 Support and guidance from AAATC was critical for 

Sixty & Better and Texas Health Resources to 

finalize a Memorandum of Understanding (MOU). 

An MOU was needed in order to clarify roles and 

responsibilities and common goals of partners.   

Better Choices Better Health program identified the following factors that contributed to their success:  

 Experienced Master Trainers provide quality training to new Lay Leaders; Reliable volunteer Lay 

Leaders facilitate excellent workshops according to the fidelity of Stanford’s CDSMP or DSMP 

model. 

 The Annual Update and Volunteer Appreciation drew more than 60 AMOB and CDSMP/DSMP 

volunteers. The event was a collaborative effort of Tarrant County Public Health, Texas Health 

Resources, and SCS, with SCS taking the leadership role. Various other community organizations 

were involved, including Meals on Wheels (MOW) which had an employee speak about MOW 

programs such as HomeMeds. 

 Texas Health Resources, Tarrant County Public Health, and SCS/AAA/UW are now sharing data. 

Patiently working together as new hybrid pre and post surveys were developed was critical in 

this process. The new surveys collect data that is required by all partners. 

HomeMeds program identified the following factors that contributed to their success:  

 Outside contracts with the NCTCOC as well as the Community Council of Greater Dallas (CCOG) 

to help fund the program as well as relocation to a new facility in March 2016 allowed for staff 

to have more room to work which in turn improved ability to grow the program and meet the 

target of 3200 clients processed for program year 6. 

 The hiring of a 3rd certified pharmacy technician allowed for implementation of HomeMeds in 

Sixty & Better activity centers and expanded client sources from the traditional Meals on 

Wheels-dependent clients.  

 A stellar consultant pharmacist who promptly gets her recommendations to the program. 

Successes in Early Management of 

Chronic Disease Strategy: 

 Experienced Master Trainers who 

led trainings for new coaches 

 Collaboration among partners 

 Support & guidance from AAATC 

 Hosting a volunteer appreciation 

event 

 Outside contracts for additional 

funding 

 Development of a policies and 

procedures manual for new 

employees 

 Increase in program awareness 

among medical providers and 

assistants 
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 Significant progress on a MOWI HomeMeds policies and procedures manual for training of new 

HomeMeds employees allowed for consistency among current employees, and serves as a 

reference for the future.   

DiabetesSalud! program identified the following factors that contributed to their success:  

 An Increase in program awareness among both providers and patients has resulted in a greater 

number of enrollees and a higher demand for Pre-diabetics class in both clinic locations.  

NextGen notes, alerts, and visit summaries were added to improve communication between 

patients and providers regarding progress and status update within DiabetesSalud!  

 An increase in program awareness logistics among providers and medical assistants has resulted 

in an increased patient load. Referral process to the program requiring a referral letter allowed 

for the CHW to identify and keep track of the demand for the program and helped patients not 

get lost in the process.   

 

Strategy: Evidence-based services during transitions in care and other periods of high risk 

REACH II identified the following factors that 

contributed to their success:  

 Commitment to care and outreach within the 

NCT Alzheimer’s Association and dedication 

from executive level to the direct care 

provided by the Dementia Care Specialist, has 

contributed to successful positive impact on 

the caregiver’s lives.  In addition, ongoing 

training, case review and continuing education 

are provided to the staff throughout the year 

to assure the best possible care and quality 

improvement within the program.   

 The organizations focus on outreach to 

healthcare providers, community agencies and 

through educational efforts including 

Symposium, local education programs (over 

150 thus far) and a 24/7 helpline has contributed to the attainment of goals as well as exceeding 

these goals.  

 A newly developed referral and triaging protocol has provided caregivers access to a wide range 

of services including REACH. This has resulted in a constant flow of referrals to the program and, 

therefore; directly impacting the lives of caregivers and their loved ones.  

 The organization hosts many events for underserved population and communities including the 

African American Caregivers seminar, many Spanish language educational programs, and the 

newly formed LGBT support group. These events have provided Alzheimer’s education and 

increased understanding of the need for caregivers support. 

 

Respite Care program identified the following factors that contributed to their success: 

Successes in Evidence-based 

Services strategy: 

 Organizational support for staff 

and service delivery 

 Constant flow of referrals 

through a new referral and 

triaging protocol 

 Reaching out to underserved 

populations and communities 

 Increased awareness of 

program 

 Utilization of volunteers 

contributed to high rate of 

clients contacted 
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 An increase in private pay revenue and need for direct care providers allowed Easter Seals North 

Texas (ESNT) to transition five part-time direct care providers to full-time status, with full 

benefits.  This has greatly improved the staffing situation and increases the availability of direct 

care providers to Live Well, MAS and private pay clients.  

 The excellent care provided by the direct care providers continues to increase positive word-of-

mouth from clients and former clients about our services in the community.  Additionally, 

ESNT’s participation in the Alzheimer’s Association symposiums and other community outreach 

events continues to increase awareness about ES services among service coordinators and social 

workers at numerous home health agencies, community service organizations, as well as adult 

retirement communities and assisted living centers.  These efforts are resulting in steady and 

increasing referrals for Live Well respite services. 

 Ongoing communication and increased awareness of the program, it appears that ESNT will 

meet its year seven Live Well goal (83 new clients served) approximately two months before the 

end of the grant year.  

 

Diabetes and Nutrition Counseling program identified the following factors that contributed to their 

success:  

 Support of an administrative assistant for printed-education mail-outs and data collection 

 Diabetic interns were utilized for follow-up calls, client education and goal achievement with a 

high rate of clients contacted. This has contributed to a high success rate of collecting 6 month 

data.  

 Implementation of the newest vital sign (NVS) health literacy assessment tool has enabled them 

to adapt educational materials and techniques. 

 Addition of subjective global assessment (SGA) to capture more clients to diagnose with 

malnutrition and causes.  

 Improved processes within the department.   

 

Strategy: System change in how citizens of Tarrant County receive health services 

The Health Literacy Symposium identified the following factors that contributed to their success: 

 Support from the UNT Health Science Center and in-kind involvement they provided.  

 Freedom to conduct the activity in the way they felt was most appropriate for the intended 

audience.  

 Support from United Way.  

IV. Participant Success Stories 

Participant success stories are presented below. Although there were multiple clients with successful 

stories from each program, only one story is presented for each strategy.  

 

Strategy: Early management of chronic disease 
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Seventy year-old Ms. R. participated in A Matter of Balance 

(AMOB). She has suffered from poor balance and low vision, 

which made her fear falling. At times, she needs some help to 

get out of dark places such as the movie theater. After 

completing the AMOB class, Ms. R. found that not only was 

she able to manage her surroundings in a more careful way, 

but she was also able to put into practice what she learned in 

AMOB. Now, she is more keenly aware of her vision limitations and how to deal with low vision, when 

she is teaching. She also shares her experience about the program with other people and she strongly 

recommends others to take it. 

Strategy: Evidence-based services during transitions in care and other periods of high risk 

Mr. V is in his early 60’s and has dementia.  His wife was overwhelmed with providing his care and had 

health and mobility issues of her own that made providing his 

care even more difficult.  Easter Seals North Texas (ESNT) 

began providing respite services for Mr. V in November 2016.  

The ESNT assists Mr. V with his personal care (bathing, 

dressing, toileting, etc.), provides companionship for him, 

assists him with his exercises and performs light housekeeping tasks in the home.  On a recent 

supervisory visit Ms. V reported she feels more capable of handling his care and is less stressed, as a 

result of receiving ESNT respite care services.  She reports that the ESNT provider is a “gift from God” 

and a calming influence in their home.  Additionally, she stated that services “appeared as a bright light 

in a very dark time.”  Mr. V likes his direct care provider very much and enjoys the time spent with his 

provider. 

Strategy: System change in how citizens of Tarrant County receive health services 

[Overall Symposium Feedback]The PI reported that she still heard from attendees, that the symposium 

was a great opportunity that they enjoyed meeting other community organizations and building 

relationships to partner in health literacy. The symposium served as a gateway for some organizations to 

begin health literacy efforts in their organization. 

  

Better able to manage 
surroundings.  

Able to put into practice 
what learned in the AMOB 
class. 

Gift from God! 

A bright light in a very dark 
time. 
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Conclusion 
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Critical Points that can be Concluded from this Report 

 In 2016, 7 out of 8 Live Well programs (88%) have met or far exceeded output target. 

 The Lives Touched Bold Goal has been met; Live Well programs have touched 7,930 lives in 2016. 

 36,416 cumulative lives touched, indicating 71.5% of the Lives Touched Bold Goal since July 2012. 

 The Lives Improved Bold Goal has not been met; Live Well programs have improved 3,143 lives (98.9%  

of bold goal in 2016); 527 clients served in 2016 are still receiving services and could contribute to the 

Lives Improved Bold Goal.  

 Reaching out to underserved clients and communities contributed to successful achievements in 

2016, although it required more resources and staff. 

 10,448 cumulative lives maintained and improved health, indicating 71.8% Lives Improved Bold Goal 

since July 2012. 

http://www.mayoclinic.org/tests-procedures/a1c-test/home/ovc-20167930
http://www.mayoclinic.org/tests-procedures/a1c-test/home/ovc-20167930
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Appendices 

I. Live Well Participant Demographics

Category 

SCS- A 
Matter 

of 
Balance 

SCS- 
Better 

Choices, 
Better 
Health 

MOW- 
HomeMeds 

MOW- 
Community 

Health 
Navigation 

NTACHC- 
DiabetesSa

lud! 

AA- 
REACH 

II 

ES- 
Respite 

Care: Care 
Recipients 

ES- 
Respite 

Care: 
Caregivers 

MOW- 
Diabetes/ 
Nutrition 

Counseling 

UNTHSC- 
Health 

Literacy 
Symposium 

N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) 

Age (Avg.) 76.3 70.6 74.1 

NA+ 

47.6 63.5 81 65 74.8 43.3 

   0-24 
0 0 

1 
(0.03%) 

5 
(1.1%) 

0 0 0 
0 12 

(10.3%) 

25-59 12 
(2.1%) 

36 
(13.1%) 

453 
(14.0%) 

382 
(84.7%) 

108 
(41.1%) 

3 
(2.2%) 

52 
(37.7%) 

175 
(12.8%) 

82 
(70.1%) 

60-74 223 
(38.4%) 

140 
(51.1%) 

1104 
(34.1%) 

57 
(12.6%) 

92 
(35.0%) 

20 
(14.5%) 

52 
(37.7%) 

439 
(32.0%) 

13 
(11.1%) 

75-84 246 
(42.4%) 

72 
(26.3%) 

900 
(27.8%) 

7 
(1.6%) 

51 
(19.4%) 

65 
(47.1%) 

27 
(19.6%) 

415 
(30.4%) 

0 

   85+ 99 
(17.1%) 

26 
(9.5%) 

778 
(24.0%) 

0 
12 

(4.6%) 
50 

(36.2%) 
7 

(5.1%) 
334 

(24.5%) 
0 

Sex 
   Male 132 

(22.8%) 
65 

(23.7%) 
1144 

(35.4%) 
114 

(25.3%) 
55 

(20.9%) 
53 

(38.4%) 
33 

(23.9%) 
506 

(37.1%) 
7 

(6.0%) 

   Female 448 
(77.2%) 

209 
(76.3%) 

2,090 
(64.6%) 

337 
(74.7%) 

208 
(79.1%) 

85 
(61.6%) 

105 
(76.1%) 

858 
(62.9%) 

108 
(92.3%) 

Race/Ethnicity 
   African 

American 
115 

(19.8%) 
62 

(22.6%) 
809 

(25.0%) 
0 37 

(14.1%) 
34 

(24.6%) 
29 

(21.0%) 
331 

(24.3%) 
15 

(12.8%) 

   Asian 13 
(2.2%) 

8 
(2.9%) 

9 
(0.3%) 

0 
2 

(0.76%) 
2 

(1.4%) 
0 3 

(0.2%) 
8 

(6.8%) 
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Category 

SCS- A 
Matter 

of 
Balance 

SCS- 
Better 

Choices, 
Better 
Health 

MOW- 
HomeMeds 

MOW- 
Community 

Health 
Navigation 

NTACHC- 
DiabetesSa

lud! 

AA- 
REACH 

II 

ES- 
Respite 

Care: Care 
Recipients 

ES- 
Respite 

Care: 
Caregivers 

MOW- 
Diabetes/ 
Nutrition 

Counseling 

UNTHSC- 
Health 

Literacy 
Symposium 

N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) 

   Caucasian 411 
(70.9%) 

171 
(62.4%) 

2076 
(64.2%) 

3 
(0.7%) 

181 
(68.8%) 

78 
(56.5%) 

61 
(44.2%) 

906 
(66.4%) 

70 
(59.8%) 

   Hispanic/ 
Latino 

28 
(4.8%) 

25 
(9.1%) 

264 
(8.2%) 

448 
(99.3%) 

41 
(15.6%) 

24 
(17.4%) 

15 
(10.9%) 

115 
(8.4%) 

18 
(15.4%) 

   Native 
American 

4 
(0.7%) 

3 
(1.1%) 

4 
(0.12%) 

0 
2 

(0.76%) 
0 0 

1 
(0.07%) 

2 
(1.7%) 

   Other* 0 
(0%) 

0 
(0%) 

13 
(0.40%) 

0 
0 

0 0 
6 

(0.44%) 
0 

   Unknown** 2 
(0.3%) 

1 
(0.4%) 

1 
(0.03%) 

0 
0 

0 0 0 
7 

(6.0%) 

Location of 
residence 

Northwest 
114 

(19.7%) 
51 

(18.6%) 
651 

(20.1%) 
138 

(30.6%) 
40 

(15.2%) 
18 

(13.0%) 
20 

(14.5%) 
269 

(19.7%) 

NA#

Northeast 199 
(34.3%) 

44 
(16.1%) 

859 
(26.6%) 

70 (15.5%) 
56 

(21.3%) 
39 

(28.3%) 
40 

(29.0%) 
348 

(25.5%) 

Southeast 129 
(22.2%) 

59 
(21.5%) 

853 
(26.4%) 

116 
(25.7%) 

66 
(25.1%) 

49 
(35.5%) 

47 
(34.1%) 

367 
(26.9%) 

Southwest 136 
(23.4%) 

105 
(38.3%) 

859 
(26.5%) 

102 
(22.6%) 

74 
(28.1%) 

34 
(24.6%) 

31 
(22.5%) 

364 
(26.7%) 

Outside of 
Tarrant County 

12 
(2.1%) 

15 
(5.5%) 

36 
(1.1%) 

26 
(5.8%) 

30 
(11.4%) 

1 
(0.7%) 

3 
(2.2%) 

22 
(1.6%) 

*Other category includes native Hawaiian or other pacific islander, multi-racial, person reporting some other race.

**Unknown includes don’t know and blank.

NA+: No applicable participants’ data for Community Health Navigation

NA#: Health Literacy Symposium did not collect participants’ location of residence.
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II. Map of Services/Programs 

The Live Well programs serve individuals throughout Tarrant County. The following maps show the 

distribution of Live Well participants by strategy based on participant zip code. Strategies with multiple 

programs are presented as the number of programs serving each zip code.  

 

Strategy: Early management of chronic disease 

The following map presents the zip codes of participants who were served by the four programs in 2016.  

 
 

 

 

A total of 97 zip codes made up the clients served by the Live Well Health Initiative. Of these, 31 belong 

to cities outside of Tarrant County. The majority of cities served in Tarrant County have 4 programs with 

only a few cities having 1 program.  

 

 

Strategy: Evidence-based services during transitions in care and other periods of high risk 

The following map presents the zip codes of participants who were served by the three programs in 

2016.   
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A total of 87 zip codes were identified. 65 zip codes belong to Tarrant County clients living in cities 

throughout Tarrant County. Clients from 22 zip codes live outside of Tarrant County. The majority of 

cities served in Tarrant County have 3 programs with only a few cities having just 1 program.  

 

Strategy: System change in how citizens of Tarrant County receive health services 

The symposium was held on May 20, 2016. Zip code-level data was not collected from symposium 

participants and cannot be mapped for this strategy.  
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