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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.   

II. Strategies and Programs1 

 

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

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

Better Choices Better Health, an evidence-based program provides workshops that focus on teaching 

participants how to better manage their chronic health problems, how to deal with pain and isolation, 

                                                           
1 For the current funding year, Better Choices Better Health, Community Health Navigation and Health Literacy 
program were not funded so are not included in this report.  

The Live Well 
Initiative’s 2020 Bold 
Goal is for improved 
health. 
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proper use of medications, strategies for exercise and nutrition, and improved communication with 

family and health professionals. Workshops are led by trained lay leaders who follow a proven 

curriculum.  

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.  

 

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. Evidence-

based programs such as AMOB and CDSMP have been embraced by four local hospital systems and 

University of North Texas Health Science Center as part of the wellness efforts. 

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 

It 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 the 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 2010, Live 

Well has served 36,637 clients, 55,505 clients have been touched 

and 14,975 have maintained and improved health. (The current 

evaluation team was unable to verify the data on the touched lives and improved lives for first 2 years. 

Data for the first 2 years included were provided by United Way staff and former evaluator).  

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: 

14,975 

Cumulative Lives Touched:  

55,505 
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Table 1: Summary of Output Achievements for Clients Enrolled January – 
December, 2017 by Strategy 

Strategy Organization Annual Target Number 
Achieved 

Percent 
Achieved 

Early 
management of 
chronic disease 

Sixty & Better 
(formerly, Senior 
Citizen Services) 

310 persons will participate in 
AMOB workshops 

489 157.7% 

1,300 individuals will be 
screened for diabetes and 

nutritional risk 

1,600 123.1% 

Meals On Wheels 1,795 persons will be enrolled in 
the MOW HomeMeds program 

2,710 151.0% 

North Texas Area 
Community 

Health Center 

237 persons will be enrolled in 
DiabetesSalud! 

346 146.0% 

Evidence-based 
services during 

transitions in care 
and other periods 

of high risk 

Alzheimer’s 
Association 

122 Alzheimer’s caregivers will 
be enrolled in REACH II 

254 208.2% 

Easter Seals 108 persons with dementia will 
be provided in-home respite 

services 

104 96.3% 

Meals On Wheels 1,011 persons will receive 
individualized diabetes and/or 

nutritional counseling 

1,512 149.6% 

3,300 individuals will be 
screened for diabetes and 

nutritional risk 

3,638 110.2% 

IV. Participant Reach 

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 

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, 2017 by Strategy 

Strategy Organization Annual Target Number 
Achieved 

Percent 
Achieved 

Early 
management 

Sixty & Better 
(formerly, 

50% of AMOB participants will complete 30-
days post class follow up data  125 51.9% 
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Table 2: Performance Standard Achievements for Clients Enrolled January – 
December, 2017 by Strategy 

Strategy Organization Annual Target Number 
Achieved 

Percent 
Achieved 

of chronic 
disease 

Senior Citizen 
Services) 

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

142 71.7% 

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

103 84.4% 

Meals On 
Wheels 

50% of HomeMeds participants will complete 
75-90-day follow up  1,056 100% 

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

859 81.3% 

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 

782 77.3% 

North Texas 
Area 

Community 
Health Center 

50% of DiabetesSalud! participants will 
complete at least 2 intervention contacts 161 84.3% 

70% of participants will improve HgA1c by 10% 75 70.1% 

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

104 97.2% 

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  65 97.0% 

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

53 89.8% 

65% of caregivers will have an improvement in 
their quality of life 36 56.3% 

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

10 7.9% 

Easter Seals 50% of Respite Care recipients will complete 6-
month follow up questionnaire  21 100.0% 

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

16 76.2% 

65% of caregivers will have an improvement in 
their quality of life 17 81.0% 
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Table 2: Performance Standard Achievements for Clients Enrolled January – 
December, 2017 by Strategy 

Strategy Organization Annual Target Number 
Achieved 

Percent 
Achieved 

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

3 7.9% 

Meals On 
Wheels 

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

277 69.4% 

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

288 78.5% 

V. Major Accomplishments  

Strategy: Early management of chronic disease 

Almost all programs served on the early management strategy achieved successes. A Matter of Balance, 

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 and the 

number of persons who received individualized diabetes and/or nutrition counseling.  

VI. Conclusion 
 

ALL 6 programs met their 
output target: 5 out of 6 Far 
exceeded their output target 
for enrollment (AMOB, 
HomeMeds, DiabetesSalud!, 
REACH II, Diabetes Nutrition 
and/or counseling) 

 

Critical Points that can be Concluded from this Report 

 The Lives Touched Bold Goal has been met; Live Well programs have touched 7,020 lives in 

2017; and 55,505 cumulative lives touched since inception. 

 The Lives Improved/Maintained Bold Goal has not been met; Live Well programs have 

improved 1,804 lives in 2017; 1,691 clients served in 2017 are still receiving services and 

could contribute to the Lives Improved Bold Goal.  

 All programs are meeting their 50% follow-up rate.  
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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.   

 

III. Key Partners  

Table 3 presents the United Way partners receiving Live Well Funding in 2017. 
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Table 3: United Way Partners Receiving Live Well Funding 
Strategy Organization Program Amount Invested 

Early management of chronic 
disease 

Sixty & Better 
(formerly, Senior 
Citizen Services) 

A Matter of 
Balance 

$101,170 

Meals On Wheels HomeMeds $171,167 

North Texas Area 
Community Health 

Center 

DiabetesSalud! $88,000 

Evidence-based services during 
transitions in care and other 

periods of high risk 

Alzheimer’s 
Association 

REACH II 
$130,000 

Easter Seals Respite Care $202,151 

Meals On Wheels Diabetes/Nutrition 
Counseling 

$266,238 

 

Outcomes 

I. Strategy Narratives 

Overall, most programs met or exceeded their enrollment targets in 2017. All 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 158% of their enrollment target for 2017. Approximately 84% of 

AMOB participants who completed the program maintained or improved the number of physical or 

mental healthy days at 30-days follow up, exceeding the performance standard of 65%. However, 

approximately 71% of AMOB participants who completed the program had an improved ability to 

control falls at graduation, falling slightly short of the performance standard of 75%.  

 

HomeMeds program achieved 151% of their enrollment target for 2017.  Approximately 77% 

maintained or improved the number of physical or mental healthy days at 75-90 day follow-up, 

exceeding the performance standard of 65%. In addition, 81% of clients at follow-up indicated that they 

have used or plan to use the medication list provided at their physician visit, exceeding the performance 

standard of 50%.  

 

DiabetesSalud! program achieved 146% of their enrollment target for 2017. Approximately 97% of 

participants maintained or had an improved number of physical or mental healthy days, exceeding the 

65% performance standard. In addition, 70% of participants improved their HgA1c by 10%, meeting the 
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performance standard. Hemoglobin A1c values are an indicator of how well participants are managing 

their diabetes; it shows the participant’s average blood sugar level for the past two-three months.  

 

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

REACH II program achieved 208% of their enrollment target for 2017. Approximately 8% of care-

recipients were placed in a nursing home within 6 months, meeting the performance standard of less 

than 20%. Approximately 90% of caregivers maintained or had improved the number of physical or 

mental healthy days, exceeding the performance standard of 65%. However, they did not meet their 

performance standard for caregivers reporting an improvement in their quality of life.  

 

Respite Care program achieved 96% of their enrollment target for 2017. Approximately 76% of 

caregivers maintained or had improved the number 

of physical or mental healthy days and 81% 

caregivers reported having an improvement in their 

quality of life, exceeding the performance standard 

of 65%. Approximately 8% of care-recipients were 

placed in a nursing home within 6 months, meeting 

the performance standard of less than 20%.  

 

Diabetes/Nutrition Counseling program achieved 

150% of their enrollment target for 2017. 79% 

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.  

II. Challenges  

Live Well programs shared what was working and 

brainstorm how to overcome barriers to getting 

follow-up data. Although all 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 information provided to the evaluation team.   

 

Strategy: Early management of chronic disease 

A Matter of Balance program identified a number of challenges in 2017: 

 Data sharing processes among partners continues to be a challenge due to the length of the pre 

and post surveys to be completed by AMOB participants. In order to address this challenge, 

AMOB staff allow a sufficient amount of time at the first and last AMOB session for participants 

All programs achieved their follow-up 

assessment rate 

Sixty & Better achieved 2 out of 3 of 

their performance standards 

HomeMeds achieved All of their 

performance standards 

DiabetesSalud! achieved All of their 

performance standards 

REACH II achieved 3 out of 4 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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to complete surveys. They have also utilized office volunteers and student interns to assist with 

the administrative demands/tasks of the program. 

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

dedicated to AMOB. In order to meet the demand, Sixty & Better utilizes volunteers, student 

interns and partner organizations. 

 With nearly 100 volunteers, it is challenging to dedicate adequate time to volunteer 

management and oversight of program fidelity, while balancing coordination efforts. In order to 

address this challenge, AMOB has become more efficient in getting more volunteers quickly 

through email communication, offering an annual update for all wellness volunteers to receive 

information, updates, training and recognitions as a group and planning time for the Sixty & 

Better Master Trainers to observe classes being led by new coaches.  

 

HomeMeds program identified a number of challenges in 2017: 

 The HomeMeds Project Coordinator resigned in June. In order to deal with this challenge, the 

Nutrition Services Manager instructed the outgoing Project Coordinator to document all 

procedural steps of enrolling a client in the program, creating reports, documenting in the 

database, calling clients, and adding a non-meals client to the agency database. In addition, the 

outgoing Project Coordinator trained the Nutrition Services Manager and incoming Project 

Coordinator before leaving.  

 Meeting their goal of 3,600 intakes for Year 7 was a challenge. In order to overcome this 

challenge, HomeMeds had a conference call with Sixty & Better partner to brainstorm ideas for 

increased participation at activity centers. In addition, HomeMeds staff also attended and 

presented at Sixty & Better staff meetings and Advisory Councils to get support and solicit ideas 

for increased participation. They also reached out to other activity centers not sponsored by 

Sixty & Better, met with churches and pharmacies to recruit, sent flyers to home health agencies 

in Tarrant County, and marketed in employee newsletters to encourage employees to think of 

people they know who would benefit from the program. For clients who were denied meals, are 

no longer in MOW but have received HomeMeds in the past, or are inactive clients, HomeMeds 

staff received a list of names and called to offer them the program.   

 

DiabetesSalud! program identified a number of challenges in 2017: 

 As more patients enrolled in the program, DiabetesSalud! staff did their best effort to add more 

flexibility to accommodate all patients in need of diabetes classes. On several occasions, a 

community health worker (CHW) would have to stay on one site while the other offered extra 

classes throughout the week at the other clinic location. While demand for pre-diabetic patients 

was also increasing, DiabetesSalud! started to offer 2 group classes a month to help meet the 

needs of pre- diabetic patients. 

 The constant change of client phone numbers made it challenging to schedule initial and follow-

up appointments. In order to face this challenge, DiabetesSalud! staff check NextGen (an 

electronic health record) to see if additional numbers have been provided. If a patient calls their 

clinic, anyone in the clinic can be aware of the update that needs to happen if they have access 

to NextGen. They also try to get an additional number or email address during the first visit. 
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Above all, DiabetesSalud! staff felt that having good relationships with the patients often aided 

in getting more accurate contact information.  

 As patients learn about diabetes, they become more confident in their condition and how to 

take care of themselves. As a result, they may not feel it is necessary to come back. In order to 

address this challenge, DiabetesSalud! is spacing out the topics over multiple visits, working with 

patients schedules as best as possible to schedule next visit, motivating patients to works 

towards improving their A1c and being in constant communication with their patients and their 

providers by letting them know the importance of following through with the rest of their 

appointments and the importance of understanding their diabetes to improve their health. 

 As referrals from providers (both diabetes and pre-diabetes) has increased and because there 

are only two CHWs, scheduling initial and follow-up appointments in a timely manner is a 

challenge. The increase in referrals also results in more administrative time needed to enter 

data. In order to keep up with the increased referrals, the CHWs have to stagger their hours so 

that they are at each clinic and able to see patient during all hours the clinic is open. The 

Director of Nursing helps ensuring that all patients are scheduled in a timely manner. Also, pre-

diabetic classes are held bi-monthly to ease the demand of the CHWs.  

 

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

REACH II program identified a number of challenges in 2017:    

 Getting some of the caregivers to be actively engaged in the REACH program has been a 

challenge due to lack of time, other responsibilities/priorities, and wanting to be more private. 

In addition, some caregivers want to participate but do not show up, cancel at the last minute or 

do not return calls. In order to face these challenges, Dementia Care Specialists (DCS) try to be 

as flexible as possible in terms of scheduling and they reach out multiple times in a variety of 

ways (letter, phone, e-mail). In terms of not invading the caregiver’s privacy, DCS’s attempt to 

meet the caregiver at their comfort level and are sensitive to their feelings and privacy concerns. 

Staff are trained on how to understand dynamics of different generations and the ways they 

cope and interact.  

 There are some caregivers who do not benefit from the REACH program and are not an 

appropriate fit due to underlying mental health issues (major depression, bipolar disorder, etc.) 

that would be more appropriate for a counseling program. Though there is screening, 

sometimes clients with these diagnoses do not become evident until later. REACH staff deal with 

this challenge by offering a variety of other services (24/7 helpline, on-line discussions, 

Caregiver’s Center through Alz.org, support groups, etc.) for caregivers who are not an 

appropriate fit.  

Respite Care program identified a number of challenges during 2017:  

 There have been periods of either no referrals or an overabundance of referrals. This 

inconsistent flow of referrals has caused some stress for both office staff and direct care staff so 

Easter Seals had to suspend new intakes for the month of December in order to control the flow 

of referrals. 
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 A shortage of bilingual Spanish/English direct care staff has been a challenge. There have been 

efforts to seek our bilingual staff. Two new bilingual staff were hired in 2017 which has brought 

the total to three.  

 Easter Seals had promoted five direct care providers to full-time status which increased the 

number of hours available to serve participants, however, the FTE benefits became too costly so 

they had to transition four staff back to part-time. Easter Seals is continuing efforts to recruit 

part-time staff to provide more service hours.  

 To make up for the decrease in UW funding, there has been efforts to seek other funding 

opportunities and to monitor and reduce expenses, where possible.   

The Diabetes and Nutrition Counseling program identified a number of challenges in 2017: 

 There were some significant staffing changes including having two visiting Dietitians and the 

departure of Sherry Simon. This resulted in a transition of additional roles and responsibilities. 

To deal with this challenge, staff were trained as a team in new roles. Denise Blevins took over 

supervising the interns so the remaining RD’s could increase visit counts and maintain numbers 

while new staff were trained.  

 With the loss of a part-time RD and staff turnover, Diabetes and Nutrition Counseling staff have 

made adjustments in order to increase time spent in the field by RDs to increase output.  

 Meeting the number of minimum phone calls to each client was challenging due to staff 

reduction. To deal with this challenge, Diabetes and Nutrition Counseling staff have designed 

ways to monitor productivity when working with student interns to help increase phone call 

numbers. 

III. Success Factors 

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

great success in their 50% follow-up rate as well as outcome targets in 2017. 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: 

 AMOB trained coaches from multiple partner organizations. Continuous communication among 

partners and recognizing a shared agenda or common goals led to this success.  

 Partnerships with Tarrant County Public Health, UNT Health Science Center, and hospital 

systems allows AMOB to be promoted. In addition, the Fort Worth Safe Communities Falls 

Prevention Task force promotes AMOB in Tarrant County through its member organizations.  

 Texas Health Resources, Tarrant County Public Health, and SCS/AAA/UW share data in order to 

meet their individual organization goals as well as their common goals. Ongoing communication 

among partners and recognizing a shared agenda or common goal has contributed to this 

success.   

HomeMeds program identified the following factors that contributed to their success:  
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 HomeMeds began pilot projects with two managed care organizations to help pay for their 

services. The Privia contract included 10 clients who received all MOW services, with clients 

from Dallas County MOW (who only receive meals) serving as the control group. The NTSP 

contract also included 10 clients who will receive their bundled services for 6 months. In 

addition, staff have worked on securing grants and contracts to help make both HomeMeds and 

HAIL sustainable long-term.  

 Due to staff turnover, procedures were documented for training of new staff and to streamline 

processes for accurate record keeping.  

 Collaboration with UNTHSC GAPP clinic helped reach 300 new clients. 

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

 More doctors were hired at the DiabetesSalud!’s main clinic which resulted in an increase in 

referrals. Providers were educated on the program and the referrals process. The increase in 

referrals was also a result of the CHWs seeing more patients.  

 The expansion of the DiabetesSalud! clinic resulted in more people knowing and learning about 

the resources available and the diabetes classes offered.  With the addition of more providers, 

the clinic can accommodate more patients’ visits which has also contributed to more referrals. 

DiabetesSalud! also focused on increasing their presence in the community which has resulted 

in more people becoming patients at their clinics and participating in the program.  

 More streamline access to referrals: More doctors were referring to their program, and the 

Community Health Workers were receiving more access to NextGen. The CHWs have received 

ongoing training on NextGen to better communicate with physicians who are referring to the 

program.   

 

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

REACH II program identified the following factors that contributed to their success:  

 There have been many avenues of referrals to the program from both professionals and 

community-based providers as a result of the community’s awareness of the impact of REACH. 

Other factors that have contributed to an increase in referrals is due to continuity and cohesion 

of staff, team-building to improve morale and productivity, training of staff to learn about the 

latest research and interventions available for caregivers/those with dementia and additional 

training on difficult cases in order to provide the best therapeutic intervention.  

 Another success is the increased impact on the healthcare system due to increased outreach 

efforts through meetings and education of healthcare staff, which has resulted in an increase in 

referrals. In addition, open communication and follow-up between healthcare providers and 

REACH has allowed a better coordination of care, services and support for the caregiver/loved 

ones.  

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

 Staff retention with direct care staff, the coordinator, the Director of Easter Seals and office 

staff, has allowed consistency in delivering services to participants and has also allowed Easter 

Seals to increase the expediency of starting services soon after intake.  
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 Easter Seals participation in community events health fairs, Alzheimer’s Association symposium 

and Senior Synergy each year has raised awareness of the program in the community and with 

other health care organizations.  

 An increase in private pay home care services has helped improve the sustainability of the 

program by offsetting a portion of program costs.  

 Knowledgeable staff at the AAA and Alzheimer’s Association who provide referrals, an increase 

in word-of-mouth referrals among caregivers, and consistent office and direct care staff have all 

contributed to Easter Seals being on track to meet their grant goals with 68% of their numbers 

served goal reached to date. 

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

success:  

 Support from grant funding and training of staff has contributed to meeting the goals for the 

number of unduplicated clients for the year period. 

 Due to the Dietetic interns assisting in 6-month follow-up data collection through phone calls, 

this has contributed to an improvement and success in getting this data. In addition, staff and 

interns are trained on improving data collection from participants through phone call skills/tips.  

 RDs have ongoing training/education in areas of emerging research in nutrition which has 

contributed to improvements in outcomes reported by clients. 

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 

A 44-year-old patient with a 10-year history of diabetes has always had high sugar levels, and her A1C 

has always been over 10. In her consults with her primary doctor, the doctor had only prescribed her 

medicine and recommended her not to eat carbohydrates and to exercise. By coming to DiabetesSalud!, 

she states that she is happy because she has finally been able to understand carbohydrates. She also 

mentioned liking the class because of the individual care the classes offer. It has given her more 

confidence to ask questions. She learned about proteins, grains, vegetables, fruits, the importance of 

eating healthy, and exercising.  In addition to lowering her stress levels, her A1C was lowered to 7. 

 

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

WA is a 76 year old obese female with type 2 diabetes. Client had previous DSMT and had tried to make 

some changes to her lifestyle to benefit BG levels. Client had BG levels WNL, but also had goal of losing 

weight. RD helped client set goals of monitoring portion sizes of foods and to increase physical activity. 

The client stopped drinking Dr. Peppers daily, and was able to control portion sizes of foods 

consumed.  She began riding her stationary bike and now walking outside. She was able to lose 12% of 

her body weight which is recommendations to improve glucose control.  Her blood sugar levels are 
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under 110 in the morning and evening, and she no longer has the expense of some of the medications 

that are no longer medically necessary.  She reported that she feels more energetic and positive and 

thinks more clearly.  

Conclusion 
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Critical Points that can be Concluded from this Report 

 The Lives Touched Bold Goal has been met; Live Well programs have touched 7,020 lives in 2017; and 

55,505 cumulative lives touched since inception. 

 The Lives Improved/Maintained Bold Goal has not been met; Live Well programs have improved 1,804 

lives in 2017; 1,691 clients served in 2017 are still receiving services and could contribute to the Lives 

Improved Bold Goal.  

 All programs are meeting their 50% follow-up rate.  

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 

MOW- 
HomeMeds 

NTACHC- 
DiabetesSalud! 

AA- 
REACH II 

ES- Respite 
Care: Care 
Recipients 

ES- Respite 
Care: 

Caregivers 

MOW- 
Diabetes/ 
Nutrition 

Counseling 

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

Age (Avg.) 75.5 74.5 48.3 62.8 80.2 62.7 74.7 

   0-24 
0 0 

3  
(0.9%) 

0 0 0 0  

   25-59 20 
(4.1%) 

324 
(12.0%) 

284  
(82.1%) 

104  
(40.9%) 

2 
(1.9%) 

45 
(43.3%) 

185 
(12.2%) 

   60-74 207 
(42.3%) 

955 
(35.2%) 

57  
(16.5%) 

97  
(38.2%) 

18 
(17.3%) 

35 
(33.7%) 

508  
(33.6%) 

   75-84 182  
(37.2%) 

816 
(30.1%) 

2  
(0.6%) 

40 
(15.7%) 

49  
(47.1%) 

18  
(17.3%) 

438 
(29.0%) 

   85+ 80  
(16.4%) 

612 
(22.6%) 

0 
13  

(5.1%) 
35  

(33.7%) 
6 

(5.8%) 
379 

(25.1%) 

Sex        
   Male 95 

(19.4%) 
898 

(33.1%) 
103  

(29.8%) 
44 

(17.3%) 
45 

(43.3%) 
25 

(24.0%) 
550 

(36.4%) 

   Female 394 
(80.6%) 

1812 
(66.9%) 

243  
(70.2%) 

210 
(82.7%) 

59  
(56.7%) 

79  
(76.0%) 

960 
(63.5%) 

Race/Ethnicity        
   African American 113 

(23.1%) 
575 

(21.2%) 
2 

(0.6%) 
41 

(16.1%) 
19  

(18.3%) 
18  

(17.3%) 
390 

(25.8%) 

   Asian  
7 

(1.4%) 
13 

(0.5%) 
0 

1  
(0.4%) 

1  
(1.0%) 

1 
(1.0%) 

10 
(0.6%) 
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Category 

SCS- A 
Matter of 
Balance 

MOW- 
HomeMeds 

NTACHC- 
DiabetesSalud! 

AA- 
REACH II 

ES- Respite 
Care: Care 
Recipients 

ES- Respite 
Care: 

Caregivers 

MOW- 
Diabetes/ 
Nutrition 

Counseling 

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

   Caucasian  313 
(64.0%) 

1569 
(57.9%) 

2 
(0.6%) 

169 
(66.5%) 

60 
(57.7%) 

61  
(58.7%) 

946  
(62.6%) 

   Hispanic/ Latino 43 
(8.8%) 

220 
(8.1%) 

342 
(98.8%) 

39  
(15.4%) 

24  
(23.1%) 

24 
(23.1%) 

151 
(10.0%) 

   Native American 10 
(2.04%) 

1  
(0.04%) 

0 
1 

(0.4%) 
0 0 

1  
(0.07%) 

   Other*  1  
(0.2%) 

9 
(0.3%) 

0 
2  

(0.8%) 
0 0 

6  
(0.40%) 

   Unknown**  2  
(0.4%) 

323 
(11.9%) 

0 
1 

(0.4%)  
0 0 

3 
(0.2%) 

Location of 
residence 

Northwest 76 
(15.5%) 

589 
(21.7%) 

131  
(37.9%) 

60 
(23.6%) 

21 
(20.2%) 

21 
(20.2%) 

250 
(16.5%) 

Northeast 94 
(19.2%) 

633 
(23.4%) 

49  
(14.2%) 

58 
(22.8%) 

26 
(25.0%) 

26  
(25.0%) 

310 
(20.5%) 

Southeast 122 
(24.9%) 

738 
(27.2%) 

63 
(18.2%) 

59 
(23.2%) 

37  
(35.6%) 

38 
(36.5%) 

484 
(32.0%) 

Southwest 189 
(38.7%) 

708 
(26.1%) 

91  
(26.3%) 

56 
(22.0%) 

18  
(17.3%) 

20 
(19.2%) 

456  
(30.2%) 

Outside of Tarrant 
County 

8  
(1.6%) 

63 
(2.3%) 

14  
(4.0%) 

27 
(10.6%) 

3  
(2.9%) 

4  
(3.8%) 

18  
(1.2%) 

 

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

**Unknown includes don’t know and blank. 
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