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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, an evidence-based 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. Classes are led by trained volunteer coaches who follow a proven 

curriculum. 
 

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, 

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 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. 
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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. 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 

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. Live Well has served 31,220 

clients, 48,485 clients have been touched and 13,171 clients 

have maintained and improved health. This represents the 

progress towards the bold goal is on schedule at the completion 

of Program Year 7:  77.0% of the Lives Touched Bold Goal and 77.5 % of the Lives Improved Bold Goal 

(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: 

13,171 

Cumulative Lives Touched:  

48,485 
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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! 

451 125.6% 

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 

258 135.1% 

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 

1,364 99.3% 

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 7 (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 

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.   
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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 

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 

401 88.9% 

70% of participants will improve HgA1c by 10% 238 71.3% 

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

321 97.0% 

Evidence-
based 

services 
during 

transitions in 

Alzheimer’s 
Association 

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

132 92.3% 

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

55 47.4% 
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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 

care and 
other periods 

of high risk 

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

76 58.0% 

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

21 8.1% 

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

138 100.0% 

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

40 75.5% 

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

39 72.2% 

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

12 8.7% 

Meals On 
Wheels 

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

786 57.7% 

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

464 76.9% 

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. 

V. Major Accomplishments  

Strategy: Early management of chronic disease 

Almost all programs served on the early management strategy achieved successes. Sixty & Better 

(formerly, Senior Citizen Services) has continued in the partnership with Tarrant County Public Health, 

UNT Health Science Center, and multiple hospital systems. A Matter of Balance also has support from 

the Safe Communities Falls Prevention Task Force. All programs 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 
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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. Diabetes and Nutrition 

Counseling program 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”.  Also, four hospital 

systems are providing evidence based programs AMOB and CDSMP, as is University of North Texas 

Health Science Center. 

VI. Collective Impact and Systems Change 

The United Way and Live Well Initiative partners have worked together to achieve collective impact and 

systems change. The evaluation team analyzed components of collective impact and systems changes. 

Below is a summary of the components in addition to systems change.  

 Common Agenda: Live WELL programs are committed to empowering older adults to live with 

independence, purpose and dignity. Goals of the Live Well programs align with goals of the Live 

Well initiative and highlight the impact and successes of their services and further contribute to 

fewer hospitalization use, positive impact on quality of life measures, enhancing care, 

supporting all affected by the disease, and tax dollar savings.   

 Shared Measurement System: Some programs share de-identified data with other 

organizations inside and outside of the Live Well initiative. Programs share data for the purposes 

of seeking funding via grant writing, fundraising efforts, on-going evaluation, process 

improvement and to evaluate other research questions.  

 Accountability Structure: Don Smith, a lead director of Community Development-Health as well 

as the Director of the Area Agency on Aging, serves in leadership and provides sufficient 

structure and staff to support and empower programs and organizations in the Live Well 

initiative. Under his leadership, partners and the evaluation team have sufficiently held 

programs accountable for program goals and accomplishing program goals.   

 Ongoing Communications: Partners actively have ongoing communication with other HAIL 

partners via face-to-face, phone, and email on a regular base. Communications with partners 

are related to ways to collaborate in serving clients and reaching goals, co-planning events or 

presentations, program guidelines/processes, program eligibility criteria, referral process, case 

staffing, resource sharing, promotional materials, community outreach, continuity of care for 

client, identification of needs, and collaborative outreach.  

 Mutually Reinforcing Activities  

o Model for Alzheimer’s/Dementia Services: Partners (UWTC, AA, ES, MOW, SCS, BSWH) 

collaborated with James L. West Alzheimer’s Center and UNT Health Science Center 
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established Model for Alzheimer’s/Dementia Services (MAS) to provide services to 

underserved groups who either have, or are at high risk of developing, Alzheimer’s 

Disease and related dementias.  

o MOW HomeMeds implemented in SCS: MOW hired a pharmacy technician to conduct 

HomeMeds in Senior Citizens Services (SCS) senior centers throughout Tarrant County.  

o SCS provides evidence based workshops in partnership with organizations including, but 

not limited to, Tarrant County Public Health, JPS Health Network, Texas Health 

Resources, Medical City Fort Worth, Scott & White Baylor Grapevine, and University of 

North Texas Health Science Center.  

o  Four hospitals how incorporate evidence based programs as part of their wellness 

outreach to the community. 

o University of North Texas Health Science Center incorporates AMOB and CDSMP as part 

of their academic curriculum and community service. 

 Systems Change 

o Live Well partners are involved in presentations/meetings at local, state, and at the 

national level to advocate policy change for community-based services for people with 

chronic conditions and their caregivers (e.g., AA: Texas State Advocacy Day for 

Alzheimer’s; MOWI: Meals on Wheels in Texas). 

o Evaluation team senior leader, Dr. Alan B. Stevens, served National Academies’ Institute 

of Medicine study committee on Family Caregiving for Older Adults. Their 

recommendations were published in a report in September, 2016. 

o Peer-reviewed manuscript publications & presentation: Evaluation team led and worked 

with Live Well partners (MOW, AA) to publish several manuscripts and did a 

presentation at an international conference.  

 “A Model Home-Delivered Meals Program to Support Transitions from Hospital 

to Home” (Published in Journal of Nutrition in Gerontology and Geriatrics) 

  “Frequency of Hospital Use Before and After Home-Delivery Meal by Meals on 

Wheels, Inc.” (Accepted, Journal of Nutrition, Health & Aging) 

 “Impact of a community-based implementation of a caregiver support program 

and respite care program on quality of life among Alzheimer’s caregivers” 

(Presented at the 2016 Alzheimer's Association International Conference, 

Toronto, Canada) 

VII. 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 (AMOB, 

CDSMP, REACH II, HomeMeds, MOW Nutrition and Diabetes Screening, Diabetes Salud!). 

 The Lives Touched Bold Goal and the Lives Improved Bold Goal have been met.  

 Live Well programs have touched 7,924 lives and have improved 3,426 lives in 2016. For 7 years, 

48,485 cumulative lives touched, indicating 77.0 % of the Lives Touched Bold Goal; 13,171 

cumulative lives maintained and improved health, indicating 77.5% Lives Improved Bold Goal. 

 Moving toward the final years, it is time to address how to move forward with disseminating the 

success of the Live Well initiative for the organizations, community, and population.   
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VIII. Live Well Health Initiative Bold Goal Attainment 

Bold Goal: Live Well Initiative will have improved the lives of 17,000 adults with ongoing health 

concerns by 2020 

 

Bold Goal: Live Well Initiative will have touched the lives of 63,000 adults with ongoing health 

concerns by 2020. 

IX. Summary of Bold Goal Attainment 

  

 
 

*An unduplicated cumulative count of lives touched and maintained/improved from the Live Well Initiative is 

unavailable. Many individuals served through Live Well programs have multiple chronic conditions/issues and need 

multiple Live Well services. Additionally, as the external evaluation team, we are only able to receive de-identified 

3,426  
 

Adults with 

Maintained/Improved Health 

Status in Year 7 

7,144 
 

Lives Touched in Year 7 

13,171 
 

Cumulative Adults with 

Maintained/Improved Health 

Status*  

48,485 
 

Cumulative Lives Touched*  
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data from The Live Well programs and as such, we can only ensure unique clients within each organization that has 

multiple programs.  

 

Live Well programs had 3,426 lives maintained/improved (108%) and touched 7,144 lives (111%) in 

2016. Live Well has served 31,220 clients; 48,485 clients have been touched and 13,171 have improved 

health. This represents 77.0% of the Lives Touched Bold Goal and 77.5% of the Lives Improved Bold 

Goal since Live Well Initiative inception (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).  

X. Dashboard 

 

The evaluation team reviewed metric achievement and assign progress grades based on research, 

participant-level impact, collective impact or system change, and bold goal (See Appendix IV Dashboard 

Grading Criteria).  

 Reach: Average of output achievements within each strategy (Table 1) 

 Participant impact: Average of performance standard achievements within each strategy (Table 

2)  

 Collective impact or systems change: Qualitative interview on common agenda, shared 

measurement, backbone support system, ongoing communication, and mutually reinforcing 

activities related to program delivery and organizational efforts on Live Well Initiative  

 Bold goal: Average of percentage achievements in lives touched and lives maintained/ improved  

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

  

Is the Overall 
Live Well 

Initiative on 
Target? 

Strategy Reach 
Participant 

Impact 

Collective 

Impact/ 

Systems 

Change 

Bold  

Gold 

 

Early management of chronic 
disease 

Evidence-based services 
during transitions in care and 

other periods of high risk 

System change in how 
citizens of Tarrant County 

receive health services 
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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. Increasing number of family members or close friends with Alzheimer’s disease and 

other dementias needs a total of 17.9 billion hours of care6. Dementia family caregivers are also known 

to have increased levels of depression and burden due to their caregiving role7. 

 

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 literacy8. Individuals most likely to experience low health 

literacy include older adults, racial/ethnic minorities, and people with compromised health status9.   
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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 

* Amount invested is the average of Funding Year 6 and Year 7. Year 6 funding amount are represent for 

the defunded programs on Year 7. 

Outcomes 

I. Strategy Narratives 

Overall, most programs met or exceeded their enrollment targets in 2016. All programs met their 50% 

follow-up rate requirement and their data was assessed for attainment of their performance standards 

and had 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.  

 

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 
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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, 81% 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 was 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, 71% improved their HgA1c 

by 10%, and 97% 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 135% of their enrollment target for 2016. With 92% follow-up rate after 6 

month program implementation, 47% 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 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.  

 

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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Respite Care program achieved 97% of their enrollment target for 2016, with a 100% 6 month follow-up 

completion. Among them, 72% had improvements in quality of life and 75% 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 8% 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.   

 

Strategy: Early management of chronic disease 

A Matter of Balance program identified a number of challenges 

in 2016: 

 Modifications of the pre and post surveys to share with 

partners 

 Extensive paperwork and data entry  

 Limited staff and resources/funding to meet the 

demand of program  

 Dedication of adequate time to volunteer management 

and oversight of program fidelity due to limited 

resources/staff 

 

Better Choices Better Health program identified a number of challenges in 2016:  

 Establishing successful workshops at new sites (e.g., developing relationship with new site 

coordinator, gaining their buy-in, recruiting participants) 

Challenges in Early 

Management of Chronic 

Disease Strategy: 

 Limited staff/resources 

to meet program 

demand 

 Additional time and 

effort for  volunteer 

management 

 Communication with 

patients outside of clinic 

for appointment 

scheduling 
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 Limited staff and resources/funding to meet the demand of program  

 Training/support of new lay leaders/volunteers  

 Dedication of adequate time to volunteer management and oversight of program fidelity, while 

balancing coordination efforts due to limited staff  

 

HomeMeds program identified a number of challenges in 2016: 

 Communication challenges among staff 

 Achieving the goal of processing number of clients seen by MOW case workers  

 

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 due to patients changing their phone numbers  

 Retaining patient enrollment due lack of knowledge on disease and/or program   

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

number of referrals to the DiabetesSalud!. 

Strategy: Evidence-based services during transitions in care and 

other periods of high risk 

REACH II program identified a number of challenges during 2016:    

 Ensuring referrals from outside agencies  

 Engaging the caregivers in the REACH program actively. 

Caregivers feel overwhelmed by many aspects of the 

caregiver process including attending appointments, 

helping the care-recipient with daily tasks and dealing 

with their own personal health issues.  

 Language and/or cultural barrier and limited resources for Spanish speaking clients 

 

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.   

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

referrals.   

 The length of time from referral to intake and referral to start of service  

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

 Difficulty contacting clients for follow up visits and calls   

 Client’s lack of readiness  

 Staff turnover and shortage  

 

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

The Health Literacy Symposium listed one major challenge for 2016: 

Challenges in Evidence-

based Services Strategy: 

 Staff turnover/shortage 

of staff 

 Lack of readiness for 

program among clients 

 Language and cultural 

barriers  

 Length of time from 

referral to intake 
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 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: 

 Reliable volunteer coaches and experienced 

Master Trainers; ongoing volunteer coach 

recruitment  

 Partnerships with Tarrant County Public Health, 

UNT Health Science Center and hospital systems, 

along with support of the Safe Communities Falls 

Prevention Task Force  

 Ongoing communications with community partners  

 Data sharing between Texas Health Resources, 

Tarrant County Public Health, and Sixty & 

Better/AAA/UW.  

 Monitoring survey responses and data entry  

Better Choices Better Health program identified the 

following factors that contributed to their success:  

 Experienced Master Trainers and reliable volunteer 

Lay Leaders  

 Hosting annual update and volunteer appreciation 

events  

 Developing new surveys and sharing data with partners (i.e., Texas Health Resources, Tarrant 

County Public Health, and SCS/AAA/UW) 

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

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

 Hiring of a 3rd certified pharmacy technician  

 A stellar consultant pharmacist who promptly gets staff recommendations 

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

Successes in Early Management 

of Chronic Disease Strategy: 

 Experienced Master Trainers 

and reliable volunteers 

 Collaboration among partners 

 Hosting annual 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 and 

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

 Increased program awareness through increased community involvement (e. g., community 

events, health fairs)  

 Community health workers’ conference participation to broaden their knowledge on diabetic 

health and education 

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. 

 Ongoing training, case review and continuing 

education are provided to the staff throughout 

the year    

 Reaching out to underserved population and 

communities including the Hispanic, African 

American and LBGT population  

Respite Care program identified the following factors 

that contributed to their success: 

 Reliable and experienced staff; 2 Spanish 

speaking providers  

 Sufficient outreach and referrals; established 

relationships with initiative partners and other 

agencies serving older adults, presence at community outreach events 

 Program recognition in the community  

 Reduced length of time from referral to intake and referral to start of service  

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 

 Utilizing dietetic interns for follow-up calls, client education and goal achievement with a high 

rate of clients contacted  

 Utilizing implementation of the newest vital sign (NVS) health literacy assessment tool to adapt 

educational materials and techniques 

 Identifying more target clients by adding subjective global assessment (SGA) to capture clients 

malnutrition and causes  

 

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  

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 

 Local program 

recognition/awareness 

 Presentations/outreach events 

 Implementing a new 

assessment to identify more 

target clients 
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 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 

Mr. A was diagnosed with diabetes at 34 years old. The 

patient’s only symptoms were fatigue. His A1C was 13.4 and 

he drank two liters of soda every day, and ate an excess of 

unhealthy foods. He began the DiabetesSalud! Program, 

decreased his soda intake by 90%, and began eating healthier. 

His A1C is now down to 6.3, and he is now walking for exercise to decrease stress. Because of his 

success, he has recommended the program to his friends and family.  

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

Mrs. R is 69 years old with a diagnosis of dementia. Her 

primary caregiver is her husband. ESNT provides respite care 

for them 6 hours a week. On a recent supervisory visit, her 

husband told us that our provider had “worked miracles” with 

Mrs. R. He said that she was less withdrawn now and her communications were clearer. He credited the 

ESNT provider with the change in his wife. He said that observing the ESNT provider with his wife has 

taught him to be more patient “as it gets better results.” He told that his wife may no longer be able to 

find the bathroom by herself but thanks to the ESNT provider, has some of his wife back.  

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. 

“worked miracles….have 
some of my wife back” 

A1C changed from 13.4 to 
6.3 after program 
completion. 
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Conclusion 

 

Evaluation Team Accomplishments & Recommendations 

I. Accomplishments 

The Evaluation team has worked with the Live Well partners on original research manuscripts on Live 

Well program implementations (See Appendix VI. Working Manuscripts by Evaluation Team).  

 MOW 

o J. Cho et al. A Model Home-Delivered Meals Program to Support Transitions from 

Hospital to Home. J Nutr Gerontol Geriatr. 2015;34(2):207-217  

o J. Cho et al.  Frequency of Hospital Use Before and After Home-Delivery Meal by Meals 

on Wheels, Inc. J Nutr Health Aging. in press.  

 AA & ES: A. B. Stevens & J. Cho. Impact of REACH-TX and In-home Respite on Family Caregiver 

Quality of Life. Under review.  

 UWTC: Live Well Overview (drafted) 

II. Future Priorities 

Responding to the Needs of Special Populations 

Ongoing discussions within the Live Well initiative regarding collective impact and systems change 

suggest the need to not only continue current services funded by Live Well but to also identify other 

community needs.  

 Effective use of proven dementia care interventions for people with the condition and their 

family caregivers: Recently, the need to support older adults and their family caregivers has 

increased. Currently, the Alzheimer’s Association and Easter Seals chapters serving Tarrant 

County are coordinating their respective services for this special population. Narrowing the 

focus of the Live Well initiative and expanding support to programs providing services (e.g., 

 

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 (AMOB, 

CDSMP, REACH II, HomeMeds, MOW Nutrition and Diabetes Screening, Diabetes Salud!). 

 The Lives Touched Bold Goal and the Lives Improved Bold Goal have been met.  

 Live Well programs have touched 7,924 lives and have improved 3,426 lives in 2016. For 7 

years, 48,485 cumulative lives touched, indicating 77.0 % of the Lives Touched Bold Goal; 

13,171 cumulative lives maintained and improved health, indicating 77.5% Lives Improved 

Bold Goal. 

 Moving toward the final years, it is time to address how to move forward with disseminating 

the success of the Live Well initiative for the organizations, community, and population.   
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REACH II, Respite Care, Savvy Caregiver Program), might be part of future direction. Supporting 

effective interventions for people with dementia and their family caregivers would be beneficial 

to reduce use of nursing homes and improve quality of life for older adults and their family 

caregivers. 

 Supporting effective interventions for people with falls: Falls among older adults are among 

the most significant public health problems in the United States. As the severity of falls and 

related consequences among the older adult population have been addressed, preventive 

strategies are needed to reduce the incidence of falls among older adults. In addition to current 

falls prevention program for older adults (SCS: AMOB), expanding support to programs 

providing various services (e.g., Stepping-on, Otago) would be beneficial to reduce costs for 

falls-related hospitalizations.  

 Enhancing medication management for older adults: Changes on body with age can increase 

the chances of side effects when taking medications. Older people often have more health 

problems and take more medications than younger people. Because of this, older adults are more 

likely to experience harmful interactions between different medications. One in six adults age 65 

or older will likely have one or more harmful reactions to a medication or medications. Providing 

medication management for older adults would be helpful to improve medication safety and 

avoid hospital readmission  

Post-funding plans 

As the Live Well initiative is nearing the end, partners need to start thinking about post-funding plans 

and how to move forward with disseminating the success of Live Well findings in the community in 

order to apply for additional funding and sustain their programs. Some initial steps could include 

disseminating the reports in the community and making them community friendly. In addition, archiving 

of Live Well Initiative data for all years would be beneficial in order to demonstrate the impact of the 

entire Live Well Initiative from all years combined.  
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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 13 
(2.1%) 

36  
(13.1%) 

453 
(14.0%) 

382  
(84.7%) 

104  
(40.3%) 

3 
(2.2%) 

49 
(35.5%) 

175 
(12.8%) 

82  
(70.1%) 

   60-74 227  
(38.4%) 

140  
(51.1%) 

1104  
(34.1%) 

57  
(12.6%) 

92  
(35.7%) 

18 
(13.04%) 

53 
(38.4%) 

440  
(32.3%) 

13  
(11.1%) 

   75-84 249 
(42.1%) 

71  
(25.9%) 

900  
(27.8%) 

7  
(1.6%) 

50  
(19.4%) 

64  
(46.4%) 

28  
(20.3%) 

415  
(30.4%) 

0 

   85+ 102  
(17.3%) 

26  
(9.5%) 

778  
(24.0%) 

0 
12  

(4.7%) 
53  

(38.4%) 
8  

(5.8%) 
335  

(24.6%) 
0 

Sex          
   Male 133 

(22.5%) 
66  

(24.1%) 
1144 

(35.4%) 
114  

(25.3%) 
54 

(20.9%) 
53 

(38.4%) 
33  

(23.9%) 
506  

(37.1%) 
7 

(6.0%) 
   Female 458 

(77.5%) 
208  

(75.9%) 
2,090 

(64.6%) 
337 

(74.7%) 
204 

(79.1%) 
85  

(61.6%) 
105  

(76.1%) 
859 

(63.0%) 
108  

(92.3%) 
Race/Ethnicity          
   African 

American 
125  

(21.2%) 
62  

(22.6%) 
809  

(25.0%) 
0  
 

36 
(14.0%) 

34  
(24.6%) 

35 
(25.4%) 

332 
(24.3%) 

15  
(12.8%) 

   Asian  
13  

(2.2%) 
8  

(2.9%) 
9  

(0.3%) 
0 

2  
(0.77%) 

2  
(1.4%) 

1 
(0.7%)  

 

3 
(0.2%) 

8  
(6.8%) 

   Caucasian  411  171  2075 3 178 78 84 906  70  
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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 (%) 

(70.0%) (62.4%) (64.1%) (0.7%) (69.0%) (56.5%) (60.9%) (66.4%) (59.8%) 

   Hispanic/ 
Latino 

35 
(5.9%) 

30  
(10.9%) 

264 
(8.2%) 

448 
(99.3%) 

40 
(15.5%) 

24  
(17.4%) 

18  
(13.04%) 

115  
(8.4%) 

18  
(15.4%) 

   Native 
American 

4  
(0.7%) 

3  
(1.1%) 

4  
(0.12%) 

0 
2 

(0.77%) 
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 

107 
(18.1%) 

50 
(18.5%) 

639 
(19.8%) 

137 
(30.4%) 

39 
(15.0%) 

18  
(13.0%) 

19  
(13.8%) 

267 
(19.6%) 

NA# 

Northeast 200 
(33.9%) 

44 
(16.2%) 

847 
(26.2%) 

70 (15.5%) 
55 

(21.2%) 
39 

(28.3%) 
40  

(29.0%) 
345 

(25.3%) 
Southeast 132 

(22.4%) 
59 

(21.8%) 
853 

(26.4%) 
116 

(25.7%) 
65 

(25.0%) 
49  

(35.5%) 
47  

(34.1%) 
367 

(26.9%) 
Southwest 138 

(23.4%) 
103 

(38.0%) 
858 

(26.5%) 
102 

(22.6%) 
72 

(27.7%) 
34  

(24.6%) 
31 

(22.5%) 
363 

(26.6%) 
Outside of 

Tarrant County 
13 

(2.2%) 
15 

(5.5%) 
38 

(1.2%) 
26  

(5.8%) 
29 

(11.2%) 
0 
 

3  
(2.2%) 

23 
(1.7%) 

*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. 

 



 
 

26 
 

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.  

III. Clients Served Since Live Well Initiative Inception by Program 

Clients Served Since Live Well Initiative Inception by Program 

Strategy Organization Program 
Number of Clients 

Served* 

Early management of chronic 
disease 

Senior Citizen 
Services 

A Matter of Balance 2,717 

Senior Citizen 
Services 

Better Choices, 
Better Health 

2,888 

Meals On Wheels HomeMeds 10,470 

Senior Citizen 
Services 

HomeMeds 753 

Meals On Wheels 
Community Health 

Navigation 
930 
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Clients Served Since Live Well Initiative Inception by Program 

Strategy Organization Program 
Number of Clients 

Served* 

North Texas Area 
Community 

Health Center 
DiabetesSalud! 2,143 

Evidence-based services 
during transitions in care and 

other periods of high risk 

Alzheimer’s 
Association 

REACH II 1,918 

Easter Seals Respite Care 1,075 

Meals On Wheels 
Diabetes/Nutrition 

Counseling 
7,276 

System change in how 
citizens of Tarrant County 

receive health services 

University of 
North Texas 

Health Science 
Center 

Health Literacy 1,050 

Estimated Number Served by Initiative  31,220 

* The current evaluation team was unable to detect the data on the touched lives and improved lives for 
first 2 years. Numbers including Year 1 and Year 2 above were provided by United Way staff. 

IV. Dashboard Grading Criteria & Scale 

Dashboard Grading Calculations/Criteria 

Category Calculation/Criteria for Grading Example Calculation 

Reach  

Program Grade Percentage Achievement of Output Target 258/191= 135%; 
138/142= 97%; 
1364/1374= 99% 

Strategy Grade Average of Program’s Percentage 
Achievement 

(135+97+99)/3 = 110% 
 A+ 

Participant Impact 

Program Grade  Average of Percentage Achievement of 
Performance Standard Target 

47.4/65= 73%;  
58/65= 89%; 
91.9/80=115% 

Strategy Grade Average of Program’s Percentage 
Achievement 

(73+89+115)/3= 92%  
 A 

System Change/ Collective Impact 

Initiative  Common agenda 

 Shared measurement system 

 Accountability 

 Ongoing communications 

 Mutually reinforcing activities 

Qualitative assessment 

Bold Goal 

Initiative  Percentage Achievement of Lives 
Touched 

 7,924/7,144=111% 
 

 3,424/3,177=108% 
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 Percentage Achievement of Maintained 
or Improved Health Status 

Average of Initiative’s Percentage 
Achievement 

(111+108)/2=110%  A+ 

 

Dashboard Grading Scale 

Percentage Grade 

Above 100 A+ 

90-100  A 

80-89 B 

70-79 C 

60-69  D 

Below 60  F 

 

V. Outcome Measures by Strategy and Program 

Strategy: Early management of chronic disease 

Baseline, Graduation, and 30 Day Follow Up Data on A Matter of Balance Clients 
Served by Senior Citizen Services 

Outcome Individual 
Baseline 

Mean 
(N/%) 

End of 
Service 

Mean (N/%) 

Final Mean 
(N/%) 

Falls Efficacy Scale Client 
2.73 

(N=570) 
3.22 

(N=426) 
- 

Healthy Days 
Core Module 

General Health 

Client 

2.86 
(N=570) 

2.69 
(N=419) 

2.65 
(N=209) 

Physical Health 
Not Good 

2.78 
(N=558) 

6.99 (N=98) 
2.34  

(N=206) 

Mental Health 
Not Good 

1.82 
(N=560) 

6.81 (N=98) 
1.03  

(N=208) 

Physical/Mental 
Health Keep 
From Usual 

Activities 

10.34 
(N=96) 

6.19 (N=58) 
3.21  

(N=63) 

2011 NHIS: 
Family Access 
to Health Care 
& Utilization 

Hospitalized 
Overnight (N, %) 

Client 

18 (3.1%) 11 (2.7%) 8 (4.1%) 

Times Overnight 
Hospital Stay 

1.33 (N=18) .91 (N=11) 1.00 (N=8) 

Nights in 
Hospital 

2.94 (N=18) 1.27 (N=11) 1.50 (N=8) 

ER Visits (N, %) 59 (10.2%) 37 (9.1%) 12 (6.3%) 
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Baseline, Graduation, and 30 Day Follow Up Data on Better Choices, Better Health 
Clients Served by Senior Citizen Services 

Outcome Individual 
Baseline 

Mean (N/%) 

End of 
Service 

Mean (N/%) 

Final Mean 
(N/%) 

Healthy Days 
Core Module 

General Health 

Client 

3.10 (N=292) 
2.93 

(N=178) 
2.88 

(N=111) 

Physical Health 
Not Good 

6.16 (N=263) 
5.47 

(N=178) 
4.68 

(N=111) 

Mental Health 
Not Good 

5.59 (N=264) 
4.21 

(N=176) 
3.50 

(N=111) 

Physical/Mental 
Health Keep 
From Usual 

Activities 

6.68 (N=164) 
5.32 

(N=123) 
3.53 

(N=88) 

Self-Efficacy Scale Client 7.17 (N=269) 
8.18 

(N=181) 
- 

2011 NHIS: 
Family Access 

to Health 
Care & 

Utilization 

Hospitalized 
Overnight (N, %) 

Client 

21 (7.7%) 10 (5.6%) 6 (5.4%) 

Times Overnight 
Hospital Stay 

1.14 (N=21) 1.70 (N=10) 1.00 (N=6) 

Nights in Hospital 2.62 (N=21) 3.60 (N=10) 4.83 (N=6) 

ER Visits (N, %) 48 (17.6%) 30 (16.9%) 10 (9.0%) 

 

Baseline and 75-90 Day Follow Up Data on HomeMeds Clients Served by Meals On 
Wheels 

Outcome Individual 
Baseline Mean 

(N) 
75-90 Days (Final) 

Mean (N/%) 

Client Used or Plans to Use 
Medication List 

Client NA 1,510 (81.8%) 

Healthy 
Days Core 

Module 

General Health 

Client 

3.81 (N=2,699) 3.60 (N=1,834) 

Physical Health 
Not Good 

14.74 (N=2,671) 10.59 (N=1,834) 

Mental Health 
Not Good 

10.11 (N=2,666) 7.51 (N=1,828) 

Physical/Mental 
Health Keep From 

Usual Activities 
13.28 (N=2,679) 9.31 (N=1,824) 

 

Baseline and 6 Month Follow Up Data on Community Health Navigation Clients 
Served by Meals On Wheels 

Outcome Individual 
Baseline 
Mean (N) 

6 Months 
(Final) Mean (N) 

General Health Client NA* NA* 
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Baseline and 6 Month Follow Up Data on Community Health Navigation Clients 
Served by Meals On Wheels 

Outcome Individual 
Baseline 
Mean (N) 

6 Months 
(Final) Mean (N) 

Healthy Days 
Core Module 

Physical Health 
Not Good 

Mental Health 
Not Good 

Physical/Mental 
Health Keep From 

Usual Activities 

Patient Activation Measure Client NA* NA* 

2011 NHIS: 
Family Access to 

Health Care & 
Utilization 

Hospitalized 
Overnight (N, %) 

Client NA* NA* 
Times Overnight 

Hospital Stay 

Nights in Hospital 

ER Visits (N, %) 

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

Well Funding Year 7 (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.  

 

Baseline and 6 Month Follow Up Data on DiabetesSalud! Clients Served by North 
Texas Area Community Health Center 

Outcome Individual 
Baseline Mean 

(N) 
6 Months (Final) 

Mean (N) 

Healthy Days 
Core Module 

General Health 

Client 

3.49 (N=448) 2.78 (N=338) 

Physical Health 
Not Good 

0.34 (N=448) 0.45 (N=339) 

Mental Health 
Not Good 

0.77 (N=447) 0.42 (N=339) 

Physical/Mental 
Health Keep 
From Usual 

Activities 

0.20 (N=447) 0.14 (N=339) 

HgA1c Client 9.47 (N=449) 7.33 (N=343) 

2011 NHIS: 
Family Access 
to Health Care 
& Utilization 

Hospitalized 
Overnight (N, %) 

Client 

30 (6.7%) 11 (3.2%) 

Times Overnight 
Hospital Stay 

1.13 (N=30) 1.00 (N=11) 

Nights in Hospital 2.93 (N=30) 2.18 (N=11) 

ER Visits (N, %) 164 (36.5%) 101 (29.8%) 
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Strategy: Evidence-based services during transitions in care and other periods of high 

risk 

Baseline and 6 Month Follow Up Data on REACH II Clients Served by Alzheimer’s 
Association 

Outcome Individual 
Baseline Mean 

(N) 

6 Months 
(Final) Mean 

(N) 

Healthy Days 
Core Module 

General Health 

CG 

2.86 (N=250) 2.68 (N=161) 

Physical Health Not 
Good 

5.63 (N=241) 3.03 (N=157) 

Mental Health Not 
Good 

9.95 (N=240) 4.52 (N=157) 

Physical/Mental 
Health Keep From 

Usual Activities 
5.79 (N=244) 2.67 (N=153) 

Zarit Burden Interview (range: 0-44) CG 20.3 (N=230) 15.5 (N=135) 

2011 NHIS: 
Family Access to 

Health Care & 
Utilization* 

Hospitalized 
Overnight (N, %) 

CG 

19 (7.9%) 9 (5.7%) 

Times Overnight 
Hospital Stay 

1.32 (N=19) 1.78 (N=9) 

Nights in Hospital 10.05 (N=19) 4.89 (N=9) 

ER Visits (N, %) 57 (24.2%) 12 (7.6%) 

 

Baseline and 6 Month Follow Up Data on Respite Care Clients Served by Easter 
Seals 

Outcome Individual Baseline 
Mean (N) 

6 Months (Final) 
Mean (N/%) 

Nursing Home Placement Rate CR N/A 12 (8.7%) 

Healthy Days Core 
Module 

General Health 

CR* 

3.78 (N=138) 3.92 (N=84) 

Physical Health 
Not Good 

10.75 
(N=138) 

11.98 (N=84) 

Mental Health 
Not Good 

16.41 
(N=138) 

14.46 (N=84) 

Physical/Mental 
Health Keep 
From Usual 

Activities 

19.33 
(N=138) 

20.31 (N=84) 

General Health 

CG (only if 
not AA client) 

2.93 (N=92) 3.00 (N=54) 

Physical Health 
Not Good 

5.23 (N=91) 4.22 (N=54) 

Mental Health 
Not Good 

7.34 (N=92) 5.41 (N=54) 
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Baseline and 6 Month Follow Up Data on Respite Care Clients Served by Easter 
Seals 

Outcome Individual Baseline 
Mean (N) 

6 Months (Final) 
Mean (N/%) 

Physical/Mental 
Health Keep 
From Usual 

Activities 

3.22 (N=91) 1.78 (N=54) 

2011 NHIS: Family 
Access to Health 

Care & Utilization 

Hospitalized 
Overnight (N, %) 

CR* 

58 (42.0%) 20 (23.8%) 

Times Overnight 
Hospital Stay 

1.41 (N=58) 1.05 (N=20) 

Nights in Hospital 6.12 (N=58) 2.40 (N=20) 

ER Visits (N, %) 58 (42.0%) 18 (21.4%) 

Hospitalized 
Overnight (N, %) 

CG (only if 
not AA client) 

6 (6.5%) 3 (5.6%) 

Times Overnight 
Hospital Stay 

1.17 (N=6) 1.67 (N=3) 

Nights in Hospital 3.50 (N=6) 5.00 (N=3) 

ER Visits (N, %) 11 (12.0%) 5 (9.3%) 

Zarit Caregiver Burden Interview 
(range: 12-60) 

CG (only if 
not AA 
Client) 

36.01 (N=92) 33.48 (N=54) 

* Proxy report completed by caregiver (CG) for care recipient with dementia (CR) 

 

Baseline and 6 Month Follow Up Data on Diabetes/Nutrition Counseling Clients 
Served by Meals on Wheels 

Outcome Individual 
Baseline Mean 

(N) 
6 Months (Final) 

Mean (N) 

Healthy Days Core 
Module 

General Health 

Client 

3.78 (N=1,337) 3.42 (N=656) 

Physical Health Not 
Good 

14.10 
(N=1,308) 

8.15 (N=643) 

Mental Health Not 
Good 

9.81 (N=1,299) 5.01 (N=627) 

Physical/Mental 
Health Keep From 

Usual Activities 

12.56 
(N=1,302) 

6.74 (N=638) 

2011 NHIS: Family 
Access to Health 

Care & Utilization 

Hospitalized 
Overnight (N, %) 

Client 

438 (32.3%) 98 (14.8%) 

Times Overnight 
Hospital Stay 

1.65 (N=432) 1.61 (N=97) 

Nights in Hospital 9.47 (N=417) 7.38 (N=91) 

ER Visits (N, %) 507 (37.5%) 161 (24.4%) 
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Strategy: System change in how citizens of Tarrant County receive health services 

Baseline, Post-Test, and 3 Month Follow Up Data on Health Literacy Clients Served by 
University of North Texas Health Science Center 

Outcome Individual 
Baseline (Pre-Test) 

Mean (N) 
Post-Test Mean 

(N) 

Improved Capacity to Meet 
Health Literacy Needs of their 

Clients 

Symposium 
Participants 

3.76 (N=115) 4.35 (N=114) 

VI. Working Manuscripts by Evaluation Team 

Manuscript Objectives 

LIVE WELL Overview  Describe Live Well Initiative  
o Goals & outcomes 
o Impact of Live Well Initiative: reach, outputs, 

outcomes, collective impact & systems changes 

 Values of Live Well Initiative 
o Challenges & success 
o Collaboration among sites 
o Lessons learned 

MOW Nutrition-
Counseling program: 
Introduction 

 Document history of MOW nutrition counseling program 

 Describe key components of program and 
process/structure/design of program implementation 

 Highlight MOW efforts to support homebound older adults 
living in the community 

MOW meal services and 
healthcare services 
utilization 

 Profile meal delivery and type of meals 

 Profile chronic conditions of clients 

 Examine the impact of the meal delivery on healthcare 
utilization 

MOW Nutrition 
Counseling program 
with Diabetes patients  

 To compare program effectiveness in healthcare utilization 
among diabetes patients using DFWHC claims data 

o Group 1: meal service  
o Group 2: meal + nutrition/counseling program 

MOW Nutrition 
Counseling program and 
Healthcare Utilization & 
Quality of Life  

 To compare program effectiveness in healthcare utilization 
and quality of life among Live Well initiative clients 

o Group 1: meal service  
o Group 2: meal + nutrition/counseling program 

 

 


	year 7 final report Live Well
	HAIL_Y7_annual report Final 081517

