United Way of Tarrant County
Healthy Aging and Independent Living Initiative
Evaluation Report
2014 Annual Report
July 1, 2013 – June 30, 2014

Community Research Center for Senior Health
Scott & White Healthcare
Texas A&M Health Science Center School of Public Health
Alan B. Stevens, PhD
Marcia G. Ory, PhD
Jinmyoung Cho, PhD
Jennifer L. Thorud, MPH

1

Executive Summary
In response to the United Way of Tarrant County’s 2020 Bold Goal, the Healthy Aging and Independent
Living (HAIL) initiative delineated specific strategies to address known health risks in Tarrant County. 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). This report summarizes the activities of the six
organizations who were commissioned to provide 10 health programs in Year 4 of the HAIL initiative.
Each of the HAIL programs is associated with a desired set of outcomes. Some outcomes were
specifically chosen to reflect the unique focus of the programs. Importantly, the HAIL initiative has also
mandated several assessment tools to be used in each project, creating a common set of outcome
measures across the interventions. Outcome indicators of greatest interest to United Way are presented
in the outcome data tables in Appendix A. The HAIL initiative established goals for the amount of service
delivery expected from each organization (defined as “outputs”). Organizations were also required to
assess the impact of services on the health and well-being of clients who were served (defined as
“outcome” measures). Since outcome measures are the most reflective of the health of those served,
UW set goals for the level of health improvement linked to each health program. UW’s health goals are
labeled “performance standards” as they reflect the performance (or impact) of the program on the
clients who received services. Data reported in tables address specific outputs, outcome measures and
performance standards set by UW.
A change in the reporting cycle occurred starting in HAIL Year 4. This will allow the greatest amount of
data to be available at the end of each funding year, given the length of the interventions and the
amount of time necessary for meaningful health outcome to be collected. Changes are as follows:
 A full 12 months of output data are reported at the end of the current funding year (i.e., Year 4
outputs will be reported in Year 4)
 Outcome and performance standard data from the first half of the year will be reported at the end
of the current funding year; outcome data from the second half of the year will be reported in the
next funding year (i.e., outcome data for clients enrolled July – December 2013 will be reported in
Year 4 and data from January – June 2014, including CDC Healthy Days data, will be reported in
Year 5)

Executive Summary Table 1 presents the target strategies, programs and organizations that define the
HAIL Bold Goal. Strategies suggest the need for a comprehensive set of health programs that targets
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. In Executive Summary Tables 2 and 3, we present the target outputs
set by UW and delineate the performance standards.
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Executive Summary Table 1: United Way Health Strategies and Programs
Strategy

Early management of
chronic disease

Program

Objective of Program

A Matter of Balance

Falls prevention

Better Choices,
Better Health
HomeMeds
HomeMeds
Community Health
Navigation

Chronic disease selfmanagement

Respite Care
Diabetes/Nutrition
Counseling

Patient activation and
engagement
Diabetes counseling and
education
Alzheimer’s caregiver
support
Alzheimer’s respite care
Diabetes/nutrition
counseling and education

Health Literacy

Health literacy

DiabetesSalud!
Evidence-based services
during transitions in
care and other periods
of high risk
System change in how
citizens of Tarrant
County receive health
services

Medication management

REACH II

Organization Providing
Program
Senior Citizen Services
Meals On Wheels
Senior Citizen Services
Meals On Wheels
North Texas Area
Community Health Center
Alzheimer’s Association
Easter Seals
Meals On Wheels
University of North Texas
Health Science Center

Executive Summary Table 2: Proposed Outputs for Year 4 by Strategy
Strategy

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

Output
500 persons will participate in AMOB workshops
400 persons will complete at least 6 of 8 AMOB workshops
1,300 individuals will be screened for diabetes and nutritional risk
414 consumers will participate in CDSMP classes
310 consumers will complete at least 4 of 6 CDSMP classes
2,000 persons will be enrolled in the MOW HomeMeds program
400 persons will be enrolled in the SCS HomeMeds program
250 persons will be enrolled in the patient activation/CHN project
450 persons will be enrolled in DiabetesSalud!
302 Alzheimer’s caregivers will be enrolled in REACH II
152 persons with dementia will be provided in-home respite
services
3,000 persons will be screened for diabetes and high nutritional risk
1,250 persons will receive diabetes and/or nutrition counseling
150 key stakeholders attend symposium
100 librarians trained
50 clinical organization representatives attend HLUP Toolkit training
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Executive Summary Table 3: Proposed Performance Standards for Year 4 by
Strategy
Strategy

Outcome

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

75% of AMOB graduates will improve their confidence in falls management
75% of CDSMP graduates will report greater confidence in dealing with health
issues
95% of HomeMeds participants taking potentially harmful medications will have
a review conducted by a pharmacist within 30 days
50% of PAM/CHN participants receiving health navigation services will report
greater confidence in dealing with their health issues
80% of DiabetesSalud! participants serviced will improve HgA1c by 10%
80% of REACH II and Respite Care recipients will still live in community six
months after service begins
75% of Diabetes/Nutrition Counseling participants seen by a dietitian will have
a 10% reduction in hospital or emergency room visits after 6 months of services
85% of Health Literacy library staff trained will demonstrate improved capacity
to engage patrons in accessing, obtaining and understanding health
information/resources

Executive Summary Table 4 presents a summary of achievements for Year 4. This report summarizes the
activities of the six organizations who have been commissioned to provide the 10 health interventions
for Year 4. Data presented in Executive Summary Table 4 suggest that in Year 4, HAIL is succeeding in
its strategy of enrolling individuals in programs that promote the early management of chronic
disease and evidence-based services during transitions in care and other periods of high risk. Programs
aimed at systems change are also having success.

Executive Summary Table 4: Summary of Achievements in Year 4 by Strategy
Strategy

Organization

Targets and Achievements

Target
Achieved?

Annual Target: 500 persons will participate in AMOB
workshops
Early
management
of chronic
disease

Senior
Citizen
Services

Expected To Date: 500
Achieved To Date: 500 (100%)
Performance Standard: 75% of AMOB graduates will improve their confidence
in falls management
Achievement: 51/78 = 65.4%
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Executive Summary Table 4: Summary of Achievements in Year 4 by Strategy
Strategy

Organization

Targets and Achievements

Target
Achieved?

Annual Target: 1,300 individuals will be screened for
diabetes and nutritional risk
Expected To Date: 1,300
Achieved To Date: 2,031 (156%)
Senior
Citizen
Services

Annual Target: 414 consumers will participate in
CDSMP classes
Expected To Date: 414
Achieved To Date: 485 (117%)
Performance Standard: 75% of CDSMP graduates will report greater confidence
in dealing with health issues
Achievement: 10/41 = 24.4%

Annual Target: 2,000 persons will be enrolled in the
MOW HomeMeds program
Expected To Date: 2,000
Meals On
Wheels

Achieved To Date: 2,021 (101%)
Performance Standard: 95% of HomeMeds participants taking potentially
harmful medications will have a review conducted by a pharmacist within 30
days
Achievement: 444/445 = 99.8%

Annual Target: 400 persons will be enrolled in the SCS
HomeMeds program
Senior
Citizen
Services

Expected To Date: 400
Achieved To Date: 406 (102%)
Performance Standard: 95% of HomeMeds participants taking potentially
harmful medications will have a review conducted by a pharmacist within 30
days
Achievement: 89/89 = 100%
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Executive Summary Table 4: Summary of Achievements in Year 4 by Strategy
Strategy

Organization

Targets and Achievements

Target
Achieved?

Annual Target: 250 persons will be enrolled in the
patient activation/CHN project
Meals On
Wheels

Expected To Date: 250
Achieved To Date: 315 (126%)
Performance Standard: 50% of CHN participants receiving health navigation
services will report greater confidence in dealing with their health issues
Achievement: 81/135 = 60.0%

North Texas
Area
Community
Health
Center

Annual Target: 450 persons will be enrolled in
DiabetesSalud!
Expected To Date: 450
Achieved To Date: 363 (81%)
Performance Standard: 80% of DiabetesSalud! participants serviced will
improve HgA1c by 10%
Achievement: Follow up 1: 48/112 = 72.7%; Follow up 2: 28/39 = 71.8%

Annual Target: 302 Alzheimer’s caregivers will be
enrolled in REACH II

Evidencebased
services
during
transitions in
care and
other
periods of
high risk

Alzheimer’s
Association

Expected
To Date:
3023: 125
Expected
in Year
Achieved To Date: 253 (84%)
Performance Standard: 80% of REACH II recipients will still live in community six
months after service begins
Achievement: 138/147 = 93.9%

Annual Target: 152 persons with dementia will be
provided in-home respite services
Expected
in Year
3: 125
Expected
To Date:
152
Easter Seals

Achieved
in Year
3: (100%)
199 (159%)
Achieved
To Date:
152
Performance Standard: 80% of Respite Care recipients will still live in
community six months after service begins
Achievement: 62/69 = 89.9%
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Executive Summary Table 4: Summary of Achievements in Year 4 by Strategy
Strategy

Organization

Targets and Achievements

Target
Achieved?

Annual Target: 3,000 persons will be screened for
diabetes and high nutritional risk
Expected To Date: 3,000
Achieved To Date: 3,614 (120%)

Meals On
Wheels

Annual Target: 1,250 persons will receive individualized
diabetes and/or nutritional counseling
Expected To Date: 1,250
Achieved To Date: 1,265 (101%)
Performance Standard: 75% of Diabetes/Nutrition Counseling participants seen
by a dietitian will have a 10% reduction in hospital or emergency room visits
after 6 months of services
Achievement: 21/32 = 65.6%

Annual Target: 100 librarians trained
Expected
Year100
3: 50
Expected
To in
Date:
System
change in
how citizens
of Tarrant
County
receive
health
services

To(87%)
Date: 102 (%)
Achieved Achieved
To Date: 87
University of
North Texas
Health
Science
Center

in Year 3: 51 (102%)

Annual Target: 50 clinical organization representatives
attend HLUP training
Expected To Date: 50
Achieved To Date: 51 (102%)

Performance Standard: 85% of Health Literacy library staff trained will
demonstrate improved capacity to engage patrons in accessing, obtaining and
understanding health information/resources
Achievement: 80/82 = 97.6%
* Performance Standard data is based on outcomes for clients enrolled July – December 2013.
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Dashboard
Each year, the HAIL Initiative as a whole is assigned a “traffic light” value to indicate whether
or not it appears to be headed in the right direction. Additionally, each strategy is assigned a
grade to assess performance on the following measures:
1. Reach: How well did HAIL reach their target populations?
2. Participant Impact: Who is better off? What is the impact of the United Way investment on
participants?
3. Collective Impact: To what extent has the United Way and HAIL partners engaged the community to
ensure success and sustainability?
4. System Change: Are we seeing system or culture change? Are they starting to do things differently
to effectively address underlying problems?

Is the HAIL Initiative on Target?
Strategy

Reach

Participant
Impact

Collective
Impact^

System
Change^

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
* Variability across the programs’ level of achievement in meeting output and performance standard
targets within this strategy needs to be reviewed and addressed by the HAIL Director and United Way
Health Council.
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I.

Background

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 health initiative’s Healthy Aging & Independent Living (HAIL) – 2020 Bold Goal is living
healthy at home. Strategies to improve health outcomes for adults over
the age of 35 who have chronic disabling
conditions have been established. The
following conditions are being targeted:
heart disease, stroke, respiratory diseases,
Revised Bold Goal:
Adults
with Improved
diabetes (including pre-diabetic
Health Status
populations), depression, Alzheimer’s
Revised Bold Goal:
disease, and physical and mental
Lives Touched
impairments due to chronic conditions. 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. In early 2014, Bold Goals were
revised to emphasize our dedication to not only serving a large number of adults but to also measure
the impact that our programs have on health status. Progress towards meeting Bold Goal Target by 2020
is presented in the Healthy Aging and Independent Living Initiative Bold Goal Attainment section.

17,000

63,000

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). Ten health programs make up the United Way’s
Healthy Aging and Independent Living (HAIL) initiative. These 10 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. Chronic illness poses a significant threat to US citizens with about 50%1 of the US population
having at least one chronic illness. Older adults are the most affected with 26%2 of the US population
having 2 or more chronic conditions. Management of chronic conditions rather than attempting a cure is
the main health strategy. Healthy communities support this strategy with self-management and diseasemanagement programs that empower citizens and engage family caregivers for those adults who suffer
from cognitive deficits. The HAIL initiative is a nationally recognized effort to create a healthy
community for the citizens of Tarrant County.

1

Ward BW, Schiller JS, Goodman RA. Multiple Chronic Conditions Among US Adults: A 2012 Update. Prev Chronic
Dis 2014;11:130389. DOI: http://dx.doi.org/10.5888/pcd11.130389
2
Ward BW, Schiller JS. Prevalence of Multiple Chronic Conditions Among US Adults: Estimates From the National
Health Interview Survey, 2010. Prev Chronic Dis 2013;10:120203. DOI: http://dx.doi.org/10.5888/pcd10.120203
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This report summarizes Year 4 activities of the six organizations who have been commissioned to
provide the 10 health programs. Reported data includes information on the number of individuals
enrolled (outputs) and outcomes. Tables provide data on specific output targets and outcomes
established by United Way of Tarrant County. When combined, output and outcome data are used to
measure progress towards the performance standards set by United Way. Accompanying text is
presented to summarize significant accomplishments of the partner organizations and provides insight
into the health programs and the impact of programs on the citizens of Tarrant County.

II.

Year 4 HAIL Strategies and Programs

Strategy: Early management of chronic disease
A Matter of Balance. 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.
Better Choices Better Health. The Better Choices Better Health program provides workshops that focus
on teaching participants how to better manage their chronic health problems, how to deal with pain and
isolation, proper use of medications, strategies for exercise and nutrition, and improved communication
with family and health professionals.
HomeMeds. The HomeMeds program provides clients a medication review to identify possible errors
and unnecessary duplications in their medication regimen. After reviewing a client’s medications a
program staff member consults with a licensed pharmacist to identify corrections to any alerts. Services
are provided in the community or in home. This program is meant to address medication safety to help
prevent falls, dizziness, confusion, and other medication-related problems for older adults.
Community Health Navigation. 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.
DiabetesSalud! 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.

71.8% of
DiabetesSalud!
participants
improved their
average blood sugar
levels

Strategy: Evidence-based services during transitions in care and other periods of high risk
REACH II. The Resources for Enhancing Alzheimer’s Caregiver Health (REACH II) is an evidence-based
intervention adapted to be provided in the community. The program provides tools, education and
12

counseling that can help Alzheimer’s and dementia caregivers reduce stress and depression, and
improve their capacity for self-care.
Respite Care. The Respite Care program provides in-home care services
by experienced providers to care recipients 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 care recipients being placed in nursing
homes.

92.5% REACH II
or Respite clients
are still living in
the community

Diabetes/Nutrition Counseling. 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 diabetes and
other chronic conditions to reduce preventable hospitalizations and emergency room visits.
Strategy: System change in how citizens of Tarrant County receive health services

97.6% of
librarian trainees
are better able to
engage patrons in
health-related
information

Health Literacy. The Health Literacy initiative is employing a threeprong approach (symposium, clinical engagement, and library
trainings) 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, all in an effort 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 HAIL initiative.
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HAIL Service Delivery Area by Strategy
The HAIL programs serve individuals throughout Tarrant County. The following maps show the
distribution of HAIL 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
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Strategy: Evidence-based services during transitions in care and other periods of high risk
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Strategy: System change in how citizens of Tarrant County receive health services

III.

Outputs from Year 4

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”.
Tables 1 and 2 outline the outputs and performance standards proposed for this grant year. Specific
data on the progress towards output targets for Year 4 are presented in Table 3.

Table 1: Proposed Outputs for Year 4 by Strategy
Strategy

Early management of chronic
disease

Output
500 persons will participate in AMOB workshops
400 persons will complete at least 6 of 8 AMOB workshops
1,300 individuals will be screened for diabetes and nutritional risk
414 consumers will participate in CDSMP classes
310 consumers will complete at least 4 of 6 CDSMP classes
2,000 persons will be enrolled in the MOW HomeMeds program
400 persons will be enrolled in the SCS HomeMeds program
250 persons will be enrolled in the patient activation/CHN project
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Table 1: Proposed Outputs for Year 4 by Strategy
Strategy

Output

Evidence-based services during
transitions in care and other
periods of high risk
System change in how citizens of
Tarrant County receive health
services

450 persons will be enrolled in DiabetesSalud!
302 Alzheimer’s caregivers will be enrolled in REACH II
152 persons with dementia will be provided in-home respite
services
3,000 persons will be screened for diabetes and high nutritional risk
1,250 persons will receive diabetes and/or nutrition counseling
150 key stakeholders attend symposium
100 librarians trained
50 clinical organization representatives attend HLUP Toolkit training

Table 2: Proposed Performance Standards for Year 4 by Strategy
Strategy

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

Outcome
75% of AMOB graduates will improve their confidence in falls management
75% of CDSMP graduates will report greater confidence in dealing with
health issues
95% of HomeMeds participants taking potentially harmful medications will
have a review conducted by a pharmacist within 30 days
50% of PAM/CHN participants receiving health navigation services will
report greater confidence in dealing with their health issues
80% of DiabetesSalud! participants serviced will improve HgA1c by 10%
80% of REACH II and Respite Care recipients will still live in community six
months after service begins
75% of Diabetes/Nutrition Counseling participants seen by a dietitian will
have a 10% reduction in hospital or emergency room visits after 6 months
of services
85% of Health Literacy library staff trained will demonstrate improved
capacity to engage patrons in accessing, obtaining and understanding
health information/resources
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Table 3: Quarterly and Annual Outputs- New Clients
Strategy

Organization

Senior Citizen
Services

Senior Citizen
Services
Early
management of
chronic disease

Meals On
Wheels
Senior Citizen
Services
Meals On
Wheels

North Texas
Area
Community
Health Center

Output Targets
500 persons will
participate in an 8-week
workshop to learn how to
overcome fear of falling
and to work on balance
and strength to reduce
falls
400 persons will complete
at least 4 of 6 A Matter of
Balance (AMOB)
workshops
1,300 individuals will be
screened for diabetes and
nutritional risk
414 consumers will
participate in the
evidence-based Stanford
Chronic Disease SelfManagement (CDSMP)
classes
310 consumers complete
at least 4 of 6 evidencebased Stanford Chronic
Disease Self-Management
(CDSMP) classes
2,000 persons will be
enrolled in the
HomeMeds program
400 persons will be
enrolled in the
HomeMeds program
250 persons will be
enrolled in the patient
activation/CHN project
450 persons will be
enrolled in the evidencebased DiabetesSalud!
Intervention (United Way
supports the first 3 visits
of the 12-month
intervention)

Quarter 4
Total

% of
Quarterly
Target

Year 4 Total

% of Annual
Target

157

126%

500

100%

131

131%

425

106%

481

148%

2,031

156%

152

146%

485

117%

122

156%

355

115%

682

136%

2021

101%

154

154%

406

102%

-

-

315

126%

84

74%

363

81%
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Table 3: Quarterly and Annual Outputs- New Clients
Strategy

Organization

Alzheimer’s
Association

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

Easter Seals

Meals On
Wheels

System change
in how citizens
of Tarrant
County receive
health services

University of
North Texas
Health
Science
Center

Output Targets
302 Alzheimer’s
caregivers will be enrolled
in the evidence-based
caregiver intervention,
REACH II
152 persons with
dementia who are at risk
of nursing home
placement and their
family caregivers will be
provided in-home respite
services (6 hours/week for
6 months)
3,000 persons will be
screened for diabetes and
high nutritional risk
1,250 persons will receive
individualized evidencebased diabetes and/or
nutrition counseling
150 key stakeholders
attend symposium
100 librarians trained
50 clinical organization
representatives attend
HLUP Toolkit training

Quarter 4
Total

% of
Quarterly
Target

Year 4 Total

% of Annual
Target

40

53%

253

84%

47

124%

152

100%

1,046

139%

3,614

120%

322

107%

1,265

101%

151

101%

151

101%

87

87%

87

87%

17

131%

51

102%
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Table 4: Annual Outcome Achievement
Strategy

Organization

Senior Citizen
Services

Senior Citizen
Services

Meals On
Wheels

Early
management of
chronic disease
Senior Citizen
Services

Meals On
Wheels

North Texas
Area
Community
Health Center
Evidence-based
services during
transitions in care
and other periods
of high risk

Alzheimer’s
Association

Easter Seals

Performance Standard
75% of AMOB graduates
will improve their
confidence in falls
management
75% of CDSMP graduates
will report greater
confidence in dealing
with health issues
95% of HomeMeds
participants taking
potentially harmful
medications will have a
review conducted by a
pharmacist within 30
days
95% of HomeMeds
participants taking
potentially harmful
medications will have a
review conducted by a
pharmacist within 30
days
50% of CHN participants
receiving health
navigation services will
report greater confidence
in dealing with their
health issues
80% of DiabetesSalud!
participants serviced will
improve HgA1c by 10%
80% of REACH II
recipients will still live in
community six months
after service begins
80% of Respite Care
recipients will still live in
community six months
after service begins

Year 4 Total

Year 4
Percent

51

65.4%

10

24.4%

444

99.8%

89

100%

81

60.0%

Follow up 1:
48
Follow up 2:
28

Follow up 1:
72.7%
Follow up 2:
71.8%

138

93.9%

62

89.9%
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Table 4: Annual Outcome Achievement
Strategy

Organization

Meals On
Wheels

System change in
how citizens of
Tarrant County
receive health
services

IV.

University of
North Texas
Health
Science
Center

Performance Standard

Year 4 Total

Year 4
Percent

21

65.6%

80

97.6%

75% of
Diabetes/Nutrition
Counseling participants
seen by a dietitian will
have a 10% reduction in
hospital or emergency
room visits after 6
months of services
85% of Health Literacy
library staff trained will
demonstrate improved
capacity to engage
patrons in accessing,
obtaining and
understanding health
information/resources

Demographic Characteristics of Clients Served by Partner Organizations

The following graphs provide demographic characteristics for each of the HAIL partner organizations.
They show the variation in the clients served in each program.

Mean Age
90
80
70
60
50
40
30
20
10
0

77

72.3

73.1

73.8

80.3

73.6

75.5

62.5
47.8

42.3

39.2

41.4
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Sex
Male

Female

100%
89.1%
83.7%
82.9%
90%
79.5%
79.4%
78.6%
74.7%
80%
71.8%
67.1%
63.8%
62.6%
70%
61.8%
60%
50%
38.2%
37.4%
36.2%
32.9%
40%
28.2%
25.3%
30% 21.4%
20.6%
20.5%
17.1%
16.3%
20%
10.9%
10%
0%
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Race/Ethnicity
Hispanic

White

African American

SCS-AMOB 4.3%
SCS-BCBH
14.0%
MOW-HomeMeds 9.4%
SCS-HomeMeds 11.9%
MOW-PAM 7.0%
NTACHC-DiabetesSalud!
AA-REACH II 12.3%
ES-Caregiver Respite 7.2%
MOW-Diabetes Counseling 7.7%
UNT-Health Literacy (Library)
19.8%
UNT-Health Literacy (Clinical Trainees) 4.7% 41.9%
UNT-Health Literacy (Symposium)
18.8%
Total HAIL Clients
US Census Total Population -Tarrant Co. TX 2011
US Census 50+ Population - Tarrant Co. TX 2011

V.

Others
84.8%

8.5%
2.4%

48.1%

34.8%

64.2%

3.0%

24.2% 2.0%

63.2%

20.9% 3.0%

70.6%

20.8%

1.6%

97.5%

1.7%
0.6%
0.3%

67.6%

18.2% 2.0%

65.1%

25.7%

68.5%

21.5% 2.2%
72.8%

14.0%

4.9%2.5%
39.5%

54.7%

14.7%

19.5%

62.2%

26.7%

7.0%

21.0% 2.1%

51.8%

13.3%

2.0%

14.5% 7.0%

69.3%

11.9% 5.5%

Healthy Aging and Independent Living Initiative Bold Goal Attainment

Bold Goal: Adults over age 35 who have chronic disabling conditions will be
healthy at home* by 2020.
Estimated adults with improved health status
TOTAL
915

Year 1

1,525

Year 2

1,660

Year 3

950**

1,865

1,915

1,955

2,015

Year 4

Year 5

Year 6

Year 7

Year 8

*Healthy at home: participant still living
in the community and reports reduced
number of hospitalizations or emergency
room visits and improved quality of life,
health status, confidence and
engagement in disease management and
caregiving skills.

2,070

2,130

Year 9

Year 10

17,000

714 (75% of Yr 4 Goal)
Adults with Improved Health Status
in first 6 months of HAIL Year 4
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**Year 4 was a transition year in reporting methodology. Adults with improved health status were based
on the 1st 6 months of data from Year 4 (July – December 2013). Beginning in Year 5, the numbers reflect
estimated adults with improved health status based on a revised reporting schedule which includes six
months from Year 4 (January - June) and six months of Year 5 (July – December). This reporting cycle will
continue for future funding years.

Intervention

Projected # of
adults with
improved health
status^
51
150
42
149
31
37
21
481

Actual # of
adults with
improved
health status
75
334
95
63
59
21
67
714

UW
Revenue~^

Cost per
actual
improved life

$328,000
$4,373
Reach II & Respite Care
$108,000
$323
Diabetes Screening/Counseling
$60,000
$632
Community Health Navigator
$60,000
$952
HomeMeds (SCS & MOW)
$45,000
$762
A Matter of Balance
$88,000
$4,190
Stanford CDSMP
$50,000
$746
Diabetes Salud!+
$739,000
Total
$1,035
Average cost per improved life
**Year 6 -10, # of adults with improved health status, estimates a 2.8% increase per year due to
improved efficiencies.
~Calculation assumes level funding.
^Projected number with improved health status and UW Revenue adjusted for 6 month timeframe.
+
Due to difficulties in data collection, NHIS utilization data was not able to be used for calculation of
attainment towards the Bold Goal for Lives Improved.

Estimated lives touched
TOTAL
5,873

Year 1

6,202

Year 2

6,579

Year 3

3,744*

6,397

6,540

6,685

6,850

6,987

7,150

Year 4

Year 5

Year 6

Year 7

Year 8

Year 9

Year 10

63,000

In Year 5, the numbers reflect estimated lives touched based on a revised reporting schedule which
includes six months from Year 4
(January - June) and six months of Year
5 (July – December).

3,870 (103% of Yr 4 Goal)

Lives Touched
in first 6 months of HAIL Year 4

*Year 4 is a transition year in reporting
methodology. Figures for lives touched
were based on the 1st 6 months of data
from Year 4 (July – December 2013).
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Intervention
Reach II & Respite
Care
MOW (Diabetes
counseling, CHN and
HomeMeds)
SCS (CDSMP,
HomeMeds and
AMOB)
Diabetes Salud!
Total

Projected # of
lives touched
227

Actual # of
lives touched^
226

2,625

2,078

1,100

1,459

225
4,177

107
3,870

**Year 6 -10, # of lives touched, estimates a 2% increase per year due to improved efficiencies.
~Calculation assumes level funding.
^Projected number of lives touched and UW Revenue adjusted for 6 month timeframe.

VI.

Critical Analysis and Summary of Year 4 Data by Partner Organizations

Early Management of chronic disease
Senior Citizen Services: A Matter of Balance
A Matter of Balance met their quarterly and annual targets, enrolling 157 clients in quarter 4 (126% of
the quarterly target) to meet their target of 500 clients for Year 4. In quarter 4, 131 clients (131% of the
quarterly target) completed the program by attending at least four workshops. This helped the program
exceed their annual target, with 425 clients completing (106% of the annual target).
A Matter of Balance has had great success this quarter. Twenty-nine UNT Health Science Center physical
therapy students were trained as certified AMOB coaches and completed 8 classes at community
locations with over 40 enrollees. The program will meet with UNT Health Science Center faculty,
including Dr. Bugnariu, to discuss this partnership for the next cohort of students. The goal of this
partnership is to improve provider awareness of falls and evidence-based interventions in community
settings. Physical therapy students build competencies in serving older adults and practical skills in fall
prevention strategies. SCS expands capacity to deliver the classes. Host sites and senior participants
enjoyed the enthusiasm and interest of students and faculty.
A milestone for the program was the completion of the first class of mostly Parkinson’s patients and
their caretakers and spouses. People with Parkinson’s are at an increased risk of falling due to symptoms
of the disease, including muscle stiffness, gait changes, and balance and posture changes. The challenge
with the Parkinson’s group was ensuring each participant was completing the exercises correctly and
safely. All of the participants showed great improvement in balance and flexibility.
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A Matter of Balance program staff met with Tarrant County Public Health (TCPH) to discuss
opportunities to partner under their approved 1115 Medicaid Waiver project starting in Quarter 3. This
partnership developed throughout the rest of Year 4 and resulted in sharing of program materials and
staff (an additional five lay Coaches were added to SCS’s capacity to provide classes in Tarrant County)
and a plan for data sharing.

Senior Citizen Services: Better Choices, Better Health
Better Choices, Better Health exceeded their output targets, screening 2,031 individuals (156% of the
annual target), 485 individuals enrolled in classes (117% of the annual goal), and 355 individuals
completed at least four classes (115% of the annual target). Quarterly targets were also exceeded, 481
individuals were screened (148% of the quarterly target), 152 individuals participated in classes (146% of
the quarterly target), and 122 individuals completed classes (156% of the quarterly target).
The program has many milestones; 100% of workshops completed in Quarter 4 involved volunteer
facilitators. Volunteers and partners contributed a total of 2,400 in-kind hours to the program this grant
year, which at an average value of $23.40 per volunteer hour (Independent Sector, 2013) represents
cost savings of $56,160. The graduation rate continues to be great for the program. This quarter, it was
73%. Factors include the use of volunteer peer leaders, providing the participant a book and CD,
volunteer leader support, and weekly phone call reminders to participants.
Other changes for the program include the promotion of Sharon Rowbottom to the position of Wellness
Coordinator. Sharon has her degree in Applied Gerontology, and is a CDSMP Master Trainer and AMOB
certified Coach. She replaces the previous Program Coordinator, Maria Gray, who moved out of state.
SCS CDSMP also met as a member of the THR CDSMP Advisory Council to apply a regional approach to
CDSMP implementation through THR’s health system.

Meals On Wheels: HomeMeds
Meals On Wheels HomeMeds exceeded their quarterly and annual targets, enrolling 682 individuals in
Quarter 4 (136% of the target) and 2,021 in Year 4 (101% of the annual target). In Year 4, the program
identified 1,197 clients with medication alerts. In total, 2,211 alerts were identified, an average of 1.85
alerts per client. These alerts were resolved within 30 days for 100% of clients as necessary and 84
clients were advised to discontinue harmful medications.

Senior Citizen Services: HomeMeds
Senior Citizen Services HomeMeds exceeded their output targets, enrolling 154 clients in Quarter 4 for a
total of 406 in Year 4 (154% of the quarterly target and 102% of the annual target). There were 233
clients with alerts identified and 100% were resolved within 30 days and clients were advised to
discontinue harmful medications.
A number of milestones were met by the HomeMeds program this quarter. The roll-out of the UNTHSC
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pharmacy student pilot project will begin in Fall 2014. Students will present educational topics to senior
centers as well as assist with medication reviews, especially at centers that have English as a second
language. CDSMP classes provide Homemeds as an adjunct service at a 7th session after workshop
graduation. This is a strong complement to the 5th session topic on personal responsibility for safe
medication use and homework on keeping an updated personal medication list.
The program has notified participants and partners of declined UW funding for HomeMeds in the next
fiscal year and continues to look for funds to adopt an appropriate level of HomeMeds activity for SCS
senior centers. Implementation in Year 4 identified the need to support safe medication use of active,
independent seniors in the senior centers as well as those served in CDSMP and AMOB workshops.

Meals On Wheels: Community Health Navigation
The Community Health Navigation program exceeded their annual output target, enrolling 315 clients
(126% of the annual target). All clients were enrolled by Quarter 3 and no additional clients were
enrolled in Quarter 4.
Improvements made this quarter include streamlining data entry and developing materials to facilitate
efficient data gathering for the CHNs and making adjustments to the database to be more “user
friendly” for the CHNs. These have improved the program processes and have been very beneficial.
The Community Health Navigation program presented at the Meals On Wheels Association of Texas
Conference in April 2014 and the N4A conference in July 2014, both in Dallas, TX. Additionally, they will
present at the Academy of Nutrition and Dietetics National Conference in Atlanta GA in October 2014.

North Texas Area Community Health Center: DiabetesSalud!
The DiabetesSalud! program enrolled 84 clients this quarter (84% of the quarterly target), 363 clients
were enrolled in Year 4 (81% of the annual target).
The program had a number of challenges in Quarter 4. There was a change in program management
leadership in April that left a void in the reporting capabilities with the day to day management until a
replacement was found toward the end of the funding year. A Referral Coordinator that managed
referrals to the program from providers left the organization in May causing a delay in referral
management/process in the Patient EMR until a replacement was found. Continued enrollment of
participants in the program (as outlined in program curriculum) from the past year caused challenges in
terms of appointment availability to conduct the program. Changes had to be made to facilitate more
access to the program. A large number of pre-diabetics are interested in the program, which causes a
challenge for appointment availability for high risk diabetic clients (hgA1c > 9).
One important milestone was the development of a warm-hand off process from Diabetes Champion
Provider to Diabetes Health Promoter. Additionally, the program was implemented at the new
Southeast Community Health Center location. The diabetes management office was equipped to
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conduct the program beginning in January which allowed us to reach to a larger segment of the
population in the Southeast. Changes made to the program include: the revision of the curriculum to
ensure better completion rates of 3 visits within 6 months, re-design of the referral process from
physician to program to ensure timely enrollment, and the addition of group classes for pre-diabetics.
Collection of outcome data according to the HAIL cross-site and program-specific outcomes continue to
be a challenge. We will work with DiabetesSalud! in the coming months to receive the necessary data to
support an addendum to the Year 4 Annual Report.

Evidence-based services during transitions in care and other periods of high risk
Alzheimer’s Association: REACH II
REACH II enrolled 30 caregivers in Quarter 4, 52% of the quarterly target, 253 caregivers were enrolled
in Year 4 (84% of the annual target).
In addition to the ongoing challenge presented by decreased number of referrals, the REACH II program
lost one full-time Dementia Care Specialist in May 2014. This reduction in manpower had a significant
impact on both recruitment and enrollment of new REACH participants. In order to ensure continuity of
care for active clients on the previous DCS caseload, the clients were divided among the remaining
REACH II staff, who were already managing full capacity caseloads. As a result, a former Dementia Care
Specialist was employed on a part-time basis to provide REACH services to program participants and a
new full-time Dementia Care Specialist was hired to fill the vacant position. The new Dementia Care
Specialist will begin employment starting in July.
A REACH client and the REACH supervisor participated in a United Way campaign video to promote
United Way community programs and partners. The REACH supervisor also had the opportunity to
present information and a program update to the Aging and Disability Resource Center Advisory Council
on May 28, 2014.

Easter Seals: Respite Care
The Respite Care program exceeded their quarterly target, enrolling 47 clients in Quarter 4 (124% of the
quarterly target) to serve a total of 152 clients in Year 4 (100% of the annual target).
Referrals from the Alzheimer’s Association REACH II program continued to be lower than usual this
quarter. Only 40% of the clients referred for HAIL respite were referred by the REACH II program this
quarter. The decrease in referrals from that source required the Home Care Services program to seek
out other sources for referrals.
The Easter Seals Director and Coordinator of Home Care services participated in Senior Synergy. This
offered Home Care Services the opportunity to reach out to over 500 senior citizens in the Metroplex
area. The Director of Home Care Services also attended a Fort Worth Area Personal Attendant Care
Issues Forum. Present at the meeting were care recipients, family and professional caregivers,
representatives of the Department of Aging and Disability Services and home care agencies. As a result,
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ESNT’s care providers are participating in a state-wide survey of care providers being conducted by
DADS.

Meals On Wheels: Diabetes/Nutrition Counseling
The Diabetes and Nutrition Counseling program exceeded their output targets, screening 1,046
individuals and enrolling 322 clients in Quarter 4 (139% and 107% of the quarterly targets, respectively).
In Year 4, they screened a total of 3,614 clients and enrolled 1,265 clients (120% and 101% of the annual
targets, respectively).

System change in how citizens of Tarrant County receive health services
University of North Texas Health Science Center: Health Literacy
The Health Literacy program exceeded the output targets for the symposium, with 151 individuals
attending (101% of the target). Librarian training trained 87 librarians, 87% of the annual target. In
Quarter 4, 17 clinical representatives were training on the Toolkit, 131% of the quarterly target for a
Year 4 total of 51 representatives trained (102% of the annual target).
Libraries and their staff who were interested in partnering with the health literacy team were more than
willing to provide a space for credible health resources. The 2014 symposium was a resounding success
with a format that was much more interactive than the inaugural event, and speakers who addressed
health literacy from a variety of perspectives. The clinical trainings hold promise and there are requests
from additional organizations to participate. The health literacy team was invited to address the
Diversity Action Team of Texas Health Resources in conjunction with the Senior Health and Wellness
Center, and HealthSouth Cityview is interested in additional training opportunities.

VII.

Client Experiences/Feedback

Senior Citizen Services: A Matter of Balance
Two participants shared their experiences after completed the class for a Parkinson’s support group:
•

•

A husband and wife, Mr. and Mrs. B, were thrilled to learn how to get up from a fall and practiced
together at home. Mr. B indicated, “This lesson really helped increase my confidence in my ability to
get up if a fall should occur…we weren’t aware just how difficult it is to get up!”
Another participant, Mr. H, insisted he did not like to exercise and liked “sit down work” instead, but
as the sessions progressed, he realized he is actually quite active completing vigorous yard and
house work daily. He experienced a change in perspective that exercising does not have to be a
regimented, structured, group endeavor, that any physical activity keeps one healthy, whatever you
choose to call it.

Senior Citizen Services: Better Choices, Better Health
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A female participant, age 64, attended the chronic disease self-management workshop indicating a
diagnosis of diabetes, COPD, and fibromyalgia. Risk factors included taking 9 or more medications. Her
pre-test scores for self-efficacy ranged from 6 to 7 on the scale of 1 to 10. She rated her health as
“good” on the particular day of survey.
Mrs. V. was a conscientious workshop participant who made a special effort to attend the workshop at
this location although she regularly attended another senior center. Her physician recommended that
she enroll in an educational program to manage her diabetes, which was recently diagnosed. She started
the workshop with a plan to reduce the number of cigarettes smoked per day. What could have been an
overly ambitious action plan for session one was actually achieved, and then surpassed by Mrs. V. She
reported that she smoked once or twice per day for three days, and became smoke-free on day four.
Post-test evaluation showed improvement in self-efficacy scores to 8 across all questions. Mrs. V.’s selfrated health improved to “very good.” She noted that she “quit smoking” as a result of the class, and
became more aware of portions and dietary choices. Mrs. V. also indicated that she increased
exercising.
On graduation day, Mrs. V. brought a letter written by her physician to the workshop. The letter
expressed the success she achieved in reaching her self-management goals, and described the workshop
as offering “invaluable lessons to improve both physical and emotional health, by using specific tools
and setting Action Plans each week.” It is noteworthy that action-planning and problem solving,
combined with group support were workshop elements that Mrs. V. liked most. Clearly these tools will
be helpful to her in achieving her self-management goals to remain smoke-free, and to make healthier
food choices in order to lose weight, and control her diabetes.

Senior Citizen Services: HomeMeds
A TCU student intern and UNT student intern met with a 77 year-old participant to complete a
medication review. According to interns’ report, the participant was very vague about the details of her
medications, using a list to relate what medications she had been taking. She specifically reported one of
her medications was hydrocodone, which she took one time a day, though she did not know the dosage.
Staff called the participant several times in an attempt to get the dosage of hydrocodone, explaining
that this medication was for pain and the importance of knowing how much she was taking since it
could cause drowsiness, dizziness, lightheadedness, and fuzzy thinking. Participant denied needing pain
medication. Staff encouraged her to call her doctor to confirm what she had been prescribed. Eventually
participant reported that she had gone to her pharmacist and was told the medication she should have
been dispensed was hydrochlorothiazide which is a diuretic that is used to treat high blood pressure and
edema. From what the participant indicated, the pharmacist had given her the wrong medication. The
error was fixed; the participant now has her hydrochlorothiazide.

Meals On Wheels: Community Health Navigation
Although Mrs. B has had two surgeries since she began the program; she has made some great progress.
She did not believe she could fill out paper work for food stamps etc. by herself and had lost some of her
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benefits because of this. I helped her through one set at her home and talked her through another over
the phone. She then went and filled out her Disability paperwork all on her own (with minor
encouragement from me.) She felt very empowered by this success. She has continued to keep up with
her section 8 housing claim and her Medicaid disability claim on her own by calling them. Sometimes
she asks me to sit with her while she does it, but I think that is mostly because she is lonely and in quite
a lot of pain. She is also keeping up with her plan to quit smoking and has cut down to less than two
packs a day (considering she was a chain smoker this is exceptional). She is taking the initiative to take
care of herself.
Mrs. S is mostly blind and her real love was reading. I worked to get her free audio books shipped to her
home. I had an old CD player at home that I set up with tactile cues (such as velcro tape) for each button
and taught her how to use it. She struggled a bit at first but with the help of her daughter she was able
to enjoy books again.
Mrs B. has quit smoking completely since I started working with her. She is back to walking on a regular
basis and is going to a support group for bipolar disorder (she found someone to drive her). She has
been getting in touch with friends instead of isolating and all around doing a much better job taking care
of herself.
Mr. C has started playing the guitar again after many decades, which seems to be a very positive thing
for his mood.

North Texas Area Community Health Center: DiabetesSalud!
MG started receiving care at the North Texas Area Community Health Center in November 2013. Her
A1c (average blood sugar for the last 3 months) was over 10 and had been at that level for over one
year. This means that her diabetes was not controlled and put her at increased risk for many problems
including kidney failure, stroke, and heart attack. The first thing her doctor did was start her on insulin.
This is a tough choice for many patients but can get blood sugars controlled quickly. MG was also
referred to DiabetesSalud! who was able to get her started and provided much needed diabetes
education. In addition to the clinical care MG received, the DiabetesSalud Health Promoter met with her
promptly and several times to check on her use of insulin, how her sugars were, and started discussing
with her dietary changes she could make that could help her with diabetes control.
Over the next few months, MG met with her physician on a regular basis. With adjustments in
medication and changes in her diet, her diabetes became controlled. Her HgbA1c is now a 6.2. In
addition, the clinical team and DiabetesSalud helped get her preventive health services delivered as well
as her comprehensive diabetes care. The doctor is also considering taking this patient off insulin. The
changes she has made with diet and exercise and the control she has now on her disease have made this
a consideration. “I guess she is the real hero of this story - we just helped along the way” – MG’s
doctor’s final thoughts on her experience at NTACHC and DiabetesSalud!.
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Alzheimer’s Association: REACH II
“I had been trying to care for my mother by myself when I joined REACH. The program helped me come
up with ideas and answers of how to care for my mom during a time that my mom’s Alzheimer’s
symptoms were hard to deal with. Thru the REACH program I was given the tools and support I needed
to care for my mother at home. She did not want to go to a care facility and by the grace of God, she
was able to stay at home until her death. If I hadn’t gotten the support from the REACH program I do
not feel I could have continued to care for her at home. As a caregiver, you often feel like no one knows
how to help you deal with the behaviors of Alzheimer’s patients. Having the tools to help a caregiver
improve the quality of life for a person with this dreadful disease is life-changing. My mom had very
great medical care, but as you know, there comes a time when nothing medically can be done for
Alzheimer’s patients. Thankfully, the support I got thru the REACH program came when “medicine” ran
out of answers. Because of the REACH program I felt like I had someone to talk to about my feelings as
well. I needed that kind of support to help my mother. Now that she has passed away, I can feel relieved
that I was able to continue on and care for her at home, as she wished. I don’t have to regret not being
“up to the task” of being her caregiver. I got the help I needed so that I could care for her until her dying
day. Thank you for being there for me and my mom!”

Easter Seals: Respite Care
Mr. E. is 72 years old. He has Alzheimer’s Disease and Cerebral Palsy. He is deaf for which he has
cochlear implants. His wife, who is his primary caregiver, is also deaf. Our provider has been able to
assist Mrs. E. with organizational needs in the household and other tasks with which she has difficulty.
Initially, Mr. E. watched TV and napped for much of the provider’s visit. Over time the provider and Mr.
E. have developed a good relationship and enjoy each other’s company. The provider takes him on
outings in the community allowing the wife time to take care of her needs. Mr. E. and the provider have
developed their own hand signals when communication is difficult.

Meals On Wheels: Diabetes/Nutrition Counseling
Client reports doctor has suggested insulin, but she is terrified of need for use. Discussion with RD/CDE
explored reasons for her fear (based on common insulin-related myths and misunderstanding). RD/CDE
was able to provide correct information to address misinformation and help client feel more
comfortable about the medication. Client states “If my doctor says it’s time for insulin, I’m ready!”

University of North Texas Health Science Center: Health Literacy
Libraries and their staff who were interested in partnering with the health literacy team were more than
willing to provide a space for credible health resources. The 2014 symposium was a resounding success
with a format that was much more interactive than the inaugural event, and speakers who addressed
health literacy from a variety of perspectives. The clinical trainings hold promise and there are requests
from additional organizations to participate. The health literacy team was invited to address the
Diversity Action Team of Texas Health Resources in conjunction with the Senior Health and Wellness
Center, and HealthSouth Cityview is interested in additional training opportunities.
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VIII. Activities and Recommendations of the Evaluation Team
The Evaluation Team met with Senior Citizen Services staff and Tarrant County Public Health to discuss
data sharing for A Matter of Balance programs. Surveys will be revised moving forward, and AMOB
classes led by SCS and TCPH will use the same survey tools. Tarrant County Public Health (TCPH) will also
conduct 30 day post evaluation surveys (in addition to graduation follow up) for both AMOB and CDSMP
programs. Data sharing protocol are being established.
The Evaluation Team met with Meals On Wheels and the Dallas Fort Worth Hospital Council to discuss a
project where Meals On Wheels will be able to share their data with the Hospital Council. This would
allow Meals On Wheels to be able to receive utilization data on clients seen in the DFW area hospitals
within the Hospital Council. The Evaluation Team would then receive de-identified data from Meals On
Wheels with the utilization data from the Hospital Council for analysis.
In April, the Evaluation Team provided a revised analysis and report to MOW for their Vision grant. This
update accounted for the final data collected on the clients who enrolled at the end of the funding
period. Vision grant data was presented by Alan Stevens at the N4A conference in July 2014 in Dallas,
TX. This data will also be presented at the MOWAA national conference in August 2014.
Additionally, HAIL Year 3 results were presented by Jinmyoung Cho at the Meals On Wheels Association
of Texas Conference in April 2014 in Dallas, TX.
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Appendix A
Summary of Outcome Data by Organization and Intervention
Description of Cross Site Outcome Measures
EQ-5D
The EQ-5D is a brief, standardized, generic measure of health outcomes that provides a profile of patient
function and a global health state rating. EQ-5D includes single item measures of five health dimensions:
mobility, self-care, usual activities, pain/discomfort, and anxiety/depression. Each item has three
possible response options that allows patients to rate their current state with respect to each of the five
domains on an ordinal scale (no problems/some or moderate problems/extreme problems). Together,
these five domains represent a unique health state from which an index score is calculated. The index
score ranges from -0.11 to 1.00, higher scores indicate better health.
Additionally, the EQ-5D includes a visual analog scale (VAS) score. This score is rated on a scale of 0 to
100, higher scores indicate better health.
2008 NHIS Questionnaire- Health Status and Functional Limitations
Health status is measured by the self-rated general health expressed on a five point scale: “excellent”,
“very good”, “good”, “fair”, and “poor”, higher scores indicate better health.
Perceived Competence Scale for Health
Perceived competence scale for health is measured by how confident participants feel in managing their
own health problems. These measures include participant’s ability to manage own health, to handle
health problems, to do routine health care, to meet challenge of own health. The composite measure
ranges from 4 to 28, higher scores indicate greater competence.
2011 NHIS Questionnaire-Family Access to Health Care & Utilization
Access to health care utilization is measured by four questions that assess utilization in the past six
months: any hospital stays, number of hospital stays, number of nights in the hospital, and number of
emergency room visits.
CDC Healthy Days
The Healthy Days Measure is one of the core assessments used to evaluate health-rated quality of life. It
consists of four questions pertaining to general health, physical health, mental health, and usual
activities. Higher general health scores or number of days indicate poorer health.
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Description of Program-Specific Outcome Measures
Falls Efficacy Scale
The Falls Efficacy Scale is a 10-item assessment that measures the client’s perceived confidence in
completing a number of common activities (i.e., take a bath or shower). The score ranges from 10 to
100; a higher score indicates less confidence.
Matter of Balance Survey- Falls Efficacy Scale Modified
The Falls Efficacy Scale Modified is a five-item assessment that measures the client’s perceived ability to
manage falls. The score ranges from 1 to 5; a higher score indicates a greater perceived ability to control
falls.
Matter of Balance Survey- PACE Modified Activity Scale
The PACE Modified Activity Scale uses one question, a higher score indicates a higher level of exercise
ranging from 1 to 6.
Stanford Self-Efficacy for Managing Chronic Disease
The Stanford Self-Efficacy for Managing Chronic Disease is six-item scale covers several domains that are
common across many chronic diseases, symptom control, role function, emotional functioning and
communicating with physicians. The score ranges from 1 to 10; higher score indicates a higher selfefficacy.
Stanford Communication with Physicians Measure
The Stanford Communication with Physicians Measure is a three-item assessment that assesses key
behaviors concerning communicating with health care providers. The score ranges from 0 to 5; a higher
score indicates better communication with physicians.
Morisky’s Measure of Medication Taking Behavior/Self-Efficacy in Medication Adherence
The Morisky Medication Adherence Questionnaire is an eight-item assessment that measures the
client’s adherence to a medication regimen. The score ranges from 0 to 8; a higher score indicates less
medication adherence.
Patient Activation Measure
The Patient Activation Measure is a 13-item assessment that measures the knowledge, skills and
confidence essential to managing one's own health and healthcare. The score ranges from 0 to 100; a
higher score indicates a higher level of activation.
Diabetes Knowledge Assessment
The Diabetes Knowledge Assessment includes 11 items that measures the client’s knowledge about
their diabetes. The score ranges from 0 to 11, higher scores indicate greater client knowledge.
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Diabetes Quality of Life
The Diabetes Quality of Life assesses dissatisfaction with diabetes management, how diabetes has
affected quality of life and concerns regarding care and diabetes. It is a 22-item assessment ranging
from 22-110, higher scores indicate less dissatisfaction.
REACH II Risk Assessment Measure
The RAM is a 16-item assessment that is used to identify the areas of greatest need for the caregiver.
This information is used to guide the development of a family profile and the therapeutic sessions of the
intervention. It ranges from 0 to 38; higher scores indicate a higher risk caregiver.
REACH II Quality of Life
The Quality of Life consists of five domains: depression, caregiver burden, social support, self-care, and
care recipient problem behaviors. The five assessments used include: CES-D depression scale, Zarit
Caregiver Burden Interview, REACH II Social Support and Self-Care Composites, and questions from the
Revised Memory Behavior Problem Checklist. The CES-D is a 10-item assessment that ranges from 0 to
30; higher scores indicate greater depressive symptoms. The Zarit Caregiver Burden Interview is a 12item assessment that ranges from 0 to 44, higher scores indicate greater burden. The REACH II Social
Support Composite is a 10-item assessment that ranges from 0 to 34; higher scores indicate increased
levels of social support. The REACH II Self-Care Composite is a 15-item assessment that ranges from 0 to
15; higher scores indicate greater attention given to one’s health and well-being. There are three
questions assessing domains of the Revised Memory Behavior Problem Checklist which ranges from 0 to
3, higher scores indicate greater attention given to one’s health and well-being.

Criteria Used to Determine Positive Change in Outcome Measures
Table 1: Criteria Used to Determine Improvement in Outcome Measures
Outcome

Measures Used

Criteria for positive change from
baseline to 6 month followup/graduation

Cross-Site
Utilization

Health Status

NHIS: Times Overnight
Hospital Stay

Decrease in number of times
overnight hospital stay

NHIS:ER visits

Change from ‘Yes’ to ‘No’

NHIS: General Health

A higher self-reported health level

EQ-5D Health State VAS

Quality of Life

EQ-5D Health State Index

Confidence, Efficacy,
Activation, Goal
Setting

Health Competence

Larger change than +0.5 standard
deviation (SD) of baseline score
Larger change than +0.5 standard
deviation (SD) of baseline score
Larger change than +0.5 standard
deviation (SD) of baseline score
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Table 1: Criteria Used to Determine Improvement in Outcome Measures
Outcome

Measures Used

Criteria for positive change from
baseline to 6 month followup/graduation

Program-Specific
SCS-AMOB

Falls Efficacy Scale (Modified)

SCS-BCBH

Goal Attainment

MOW-HomeMeds
SCS-HomeMeds
MOW-PAM
NTACHCDiabetesSalud!
AA- REACH II

ES- Caregiver Respite
MOW-Diabetes
Counseling

Morisky’s Medication
Adherence Score
Morisky’s Medication
Adherence Score
Patient Activation Measure
 Diabetes Quality of Life
 Diabetes Knowledge
Assessment
REACH II Quality of Life
 Burden
 Depression
REACH II Quality of Life
 Burden
(only if CG is not AA client)
Goal Attainment

Larger change than +0.5 standard
deviation (SD) of baseline score
Self-managed goal met 100%/all of
the time at 6 month follow up
Larger change than +0.5 standard
deviation (SD) of baseline score
Larger change than +0.5 standard
deviation (SD) of baseline score
Larger change than +0.5 standard
deviation (SD) of baseline score
Larger changes than +0.5 standard
deviation (SD) of baseline scores
Larger changes than -0.5 standard
deviation (SD) of baseline scores
Larger changes than +0.5 standard
deviation (SD) of baseline scores
Self-managed goal met 100%/all of
the time at 6 month follow up

A positive change occurs when the difference in scores (follow up score compared to baseline score)
is larger than +0.5 standard deviation (SD) compared to the baseline score. Standard
deviation shows the amount of variation from the average for a set of data. Technically, a half of a
standard deviation would be equal to 50% of average difference from the mean in the set of data. This
criteria was used for the EQ-5D Health State VAS, EQ-5D Health State Index, Health Competence, and
program specific measures. 0.5 SD is commonly used as an indicator of improvement for a minimally
important change in health-related measurements and in clinical settings.

United Way of Tarrant County HAIL Initiative Outcomes
Each of the HAIL initiative interventions is associated with a desired set of outcomes. Some outcomes
were specifically chosen to reflect the unique focus of the interventions. Importantly, the HAIL initiative
has also mandated several assessment tools to be used in each project, creating a common set of
outcome measures across the interventions. Assessment tools are used to document the beginning or
baseline status of individuals served and again at specific follow up assessment points to document the
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impact of the health interventions. The follow-up assessment occurring at six months after baseline is
the outcome point of greatest interest to the United Way. These data tables are also intended to
delineate the variables that are being assessed. Please note that due to the change in reporting, only
data from the first six months of HAIL Year 4 has been presented below and used to assess attainment
of Year 4 Bold Goals.

Outcome Measures by Strategy and Organization
Early management of chronic disease
Table 2: Baseline, Graduation, and 6 Month Follow Up Data on A Matter
of Balance Clients Served by Senior Citizen Services
Outcome

Health Status
(EQ-5D)

Health State
Index

General Health

2011 NHIS:
Family Access
to Health Care
& Utilization

Hospitalized
Overnight (N, %)
Times Overnight
Hospital Stay
Nights in
Hospital
ER Visits
(N, %)

Falls Efficacy Scale

Client

0.80
(N=223)
76.57
(N=221)

Client

3.39 (N=232)

3.56 (N=158)

3.57
(N=70)

25/10.8%
(N=231)

14/8.9%
(N=157)

9/11.5%
(N=78)

1.67 (N=24)

1.58 (N=12)

1.11 (N=9)

4.40 (N=25)

4.14 (N=14)

4.67 (N=9)

45/20.2%
(N=223)
21.99
(N=226)

32/20.9%
(N=153)
18.14
(N=148)

10/13.0%
(N=77)
14.05
(N=75)
3.23
(N=78)
5.28
(N=79)

0.82 (N=152)
80.00
(N=152)

Client

Client

Falls Efficacy
2.62 (N=235) 3.26 (N=169)
Scale Modified
Client
PACE Modified
4.32 (N=234) 4.98 (N=168)
Activity scale
+
This project does not complete the Perceived Competence Scale for Health assessment
Matter of
Balance
Survey

6 Month
Follow Up
Mean (N)
0.85
(N=42)
80.73
(N=52)

Individual

Health State VAS

2008 NHIS:
Family Health
Status &
Limitations

Graduation
Follow Up
Mean (N)

Baseline
Mean (N)
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Table 3: Baseline, Graduation, and 6 Month Follow Up Data on Better
Choices, Better Health Clients Served by Senior Citizen Services
Outcome

Health Status
(EQ-5D)

Health State
Index
Health State VAS

Individual

Baseline
Mean (N)

Graduation
Follow Up
Mean (N)

0.77 (N=220)

NA

72.04 (N=233)

NA

Client

2008 NHIS:
Family Health
3.36
General Health
Client
3.16 (N=233)
Status &
(N=140)
Limitations
Health Competence (Perceived
25.13
Client
22.29 (N=231)
Competence Scale for Health)
(N=148)
Hospitalized
28/12.1%
NA
Overnight
(N,
%)
(N=232)
2011 NHIS:
Family Access Times Overnight
1.07 (N=28)
NA
Hospital Stay
to Health
Client
Care &
Nights in Hospital
9.57 (N=28)
NA
Utilization
ER Visits
51/22.0%
NA
(N, %)
(N=232)
Goal attainment
Client
^
^
(N/%, Met goal 100% of the time)
^
Goal Attainment set at Graduation and measured at 6 Month Follow Up

6 Month
Follow Up
Mean (N)
0.78
(N=35)
76.62
(N=37)
3.53
(N=38)
23.42
(N=38)
5/13.1%
(N=38)
1.20 (N=5)
4.40 (N=5)
7/18.4%
(N=38)
5/13.2%
(N=38)

Table 4: Baseline and 6 Month Follow Up Data on HomeMeds Clients Served
by Meals On Wheels
Outcome

Individual

Baseline
Mean (N)

6 Month Follow
Up Mean (N)

Morisky’s Measure of Medication
Taking Behavior/Self-Efficacy in
Client
2.16 (N=203)
1.32 (N=117)
Medication Adherence
+
The EQ-5D, 2008 NHIS: Family Health Status & Limitations, Perceived Competence Scale for Health, and
2011 NHIS: Family Access to Health Care & Utilization assessments are completed annually by Meals On
Wheels Case Manager
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Table 5: Baseline and 6 Month Follow Up Data on HomeMeds Clients
Served by Senior Citizen Services
Outcome

Individual

Health State Index

Health Status
(EQ-5D)

Health State VAS

2008 NHIS: Family
Health Status &
Limitations

General Health

Client

Client

Baseline
Mean (N)

6 Month Follow
Up Mean (N)

0.77 (N=75)

0.79 (N=9)

74.95 (N=88)

80.56 (N=9)

3.25 (N=130)

3.29 (N=31)

Hospitalized
22/16.1%
4/12.9%
Overnight (N, %)
(N=137)
(N=31)
Times Overnight
2011 NHIS: Family
1.68 (N=22)
2.75 (N=4)
Hospital Stay
Access to Health Care &
Client
Utilization
Nights in Hospital
3.55 (N=22)
9.75 (N=4)
ER Visits
21/16.3%
4/13.3%
(N, %)
(N=127)
(N=30)
Morisky’s Measure of Medication Taking
Behavior/Self-Efficacy in Medication
Client
3.13 (N=123)
2.58 (N=24)
Adherence
+
This project does not complete the Perceived Competence Scale for Health assessment

Table 6: Baseline and 6 Month Follow Up Data on Community Health
Navigation Clients Served by Meals On Wheels
Outcome
Health Status
(EQ-5D)

Health State Index
Health State VAS

2008 NHIS:
Family Health
General Health
Status &
Limitations
Health Competence (Perceived
Competence Scale for Health)
Hospitalized
Overnight (N, %)
2011 NHIS:
Times Overnight
Family Access to
Hospital Stay
Health Care &
Nights in Hospital
Utilization
ER Visits
(N, %)
Patient Activation Measure

Baseline
Mean (N)

6 Month Follow
Up Mean (N)

0.53 (N=192)

0.59 (N=123)

61.03 (N=191)

64.24 (N=124)

Client

2.59 (N=192)

2.59 (N=124)

Client

19.66 (N=192)

19.78 (N=124)

63/33.2%
(N=190)

40/32.3%
(N=124)

1.85 (N=61)

1.95 (N=38)

9.97 (N=61)
77/42.1%
(N=183)

6.53 (N=38)
45/37.8%
(N=119)

58.36 (N=199)

64.34 (N=136)

Individual
Client

Client

Client
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Table 7: Baseline and Follow Up Data on DiabetesSalud! Clients Served
by North Texas Area Community Health Center
Outcome

Health Status
(EQ-5D)

Health State
Index
Health State
VAS

2008 NHIS:
Family Health
General
Status &
Health
Limitations
Health Competence (Perceived
Competence Scale for Health)
Hospitalized
Overnight^
(N, %)
Times
2011 NHIS:
Overnight
Family Access to
Hospital Stay
Health Care &
Utilization
Nights in
Hospital
ER Visits^
(N, %)
Diabetes Knowledge Assessment
(range: 0-11)
Diabetes Quality of Life Measure
(range: 22-110)

Baseline
Mean (N)

1st Follow Up
Mean (N)*

2nd Follow Up
Mean (N)*

0.53 (N=85)

1.00 (N=2)

0

70.99
(N=176)

83.89 (N=36)

0

Client

2.57 (N=178)

2.92 (N=66)

3.00 (N=1)

Client

18.66
(N=177)

22.84 (N=69)

0

34/9.1%
(N=373)

2/4.2%
(N=48)

0

-

-

-

-

-

-

81/21.7%
(N=373)

14/29.2%
(N=48)

0

Client

7.86 (N=177)

9.87 (N=71)

0

Client

89.89
(N=178)

91.23 (N=70)

0

Individual

Client

Client

* Due to delays in clients returning for follow up appointments, follow up data is categorized by rounds
of follow up. For the first set of follow up (N=67), the average length to follow up was 150.96 days,
standard deviation of 43.58, range (102-303); days to follow up 2 (N=40): average length to follow up
was not available due to lack of data.
^ Due to data collection difficulties, NHIS utilization data is for all Year 4 clients and only Hospitalized
Overnight and ER Visits were available.
HgA1c Status after Enrollment
A critical outcome variable for the DiabetesSalud! intervention is the amount of glycated hemoglobin
(Hga1c) in the blood. The HgA1c test measures the average level of blood sugar over the past three
months, an important indicator of blood sugar control for diabetics. For this population, clients at low
risk have an HgA1c level of 7.9 or lower, medium risk is between 8.0 and 10.9, and high risk is over 11.0.
The goal set by UW is that 80% of the participants improve their HgA1c by 10% six months after
intervention services. The figures below present the breakdown of average HgA1c levels at each time
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point for participants who are enrolled in the program and for participants enrolled in the program who
are also seen at the clinic.

North Texas Area Community Health Center
Average HgA1c Levels
12.00

High Risk: >11.0

10.00

Medium Risk:
8.0 – 10.9

8.12
8.00
6.60

6.42

1st Follow Up

2nd Follow Up

Low Risk: ≤ 7.9

6.00

4.00

2.00

0.00
Initial

Evidence-based services during transitions in care and other periods of high risk
Table 8: Baseline and 6 Month Follow Up Data on REACH II Clients
Served by Alzheimer’s Association
Outcome
Health Status
Health State VAS
(EQ-5D)
2008 NHIS:
Family Health
General Health
Status &
Limitations
Health Competence (Perceived
Competence Scale for Health)

Individual

Baseline Mean
(N)

6 Month Follow
Up Mean (N)

CG

72.37 (N=147)

77.81 (N=72)

CG

3.05 (N=147)

3.29 (N=70)

CG

24.97 (N=147)

24.79 (N=72)
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Table 8: Baseline and 6 Month Follow Up Data on REACH II Clients
Served by Alzheimer’s Association
Outcome
Hospitalized
Overnight
(N, %)
2011 NHIS:
Times Overnight
Family Access to
Hospital Stay
Health Care &
Utilization
Nights in Hospital
ER Visits
(N, %)
Risk Assessment Measure
(range: 0-38)

Individual

CG

CG

Baseline Mean
(N)

6 Month Follow
Up Mean (N)

13/2.9%
(N=146)

9/12.9
(N=70)

1.54 (N=13)

1.50 (N=8)

4.62 (N=13)
27/18.5%
(N=146)

14.33 (N=9)
15/21.4%
(N=70)

15.61 (N=147)

^

Depression:
10.39 (N=132)
Burden: 19.83
(N=132)
REACH II Quality of Life Measure
Soc. Support:
(ranges: Depression: 0-30; Burden: 0-44;
CG
18.59 (N=132)
Soc. Support: 0-34; Self-Care: 0-15;
Self-Care: 5.44
Prob. Behaviors: 0-3)
(N=132)
Prob.
Behaviors:
0.73 (N=131)
+
This project does not complete the EQ-5D Health State Index assessment
^
Risk Assessment Measure only completed at baseline

Depression:
7.75 (N=71)
Burden: 16.85
(N=71)
Soc. Support:
19.94 (N=71)
Self-Care: 5.86
(N=71)
Prob. Behaviors:
0.88 (N=69)

Table 9: Baseline and 6 Month Follow Up Data on Respite Care Clients
Served by Easter Seals
Outcome
Health State
Index
Health Status
(EQ-5D)

CR*

Health State VAS
Health State
Index
Health State VAS

2008 NHIS: Family
Health Status &
Limitations

Individual

General Health
General Health

Health Competence (Perceived

CG (only if
not AA
Client)
CR*
CG (only if
not AA client)
CR*

Baseline
Mean (N)

6 Month Follow
Up Mean (N)

0.50 (N=68)

0.54 (N=34)

53.50 (N=68)

54.71 (N=34)

0.81 (N=21)

0.79 (N=11)

80.48 (N=21)

77.45 (N=11)

2.35 (N=68)

2.21 (N=34)

3.62 (N=21)

3.36 (N=11)

7.04 (N=68)

7.21 (N=34)
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Table 9: Baseline and 6 Month Follow Up Data on Respite Care Clients
Served by Easter Seals
Outcome

Individual

Baseline
Mean (N)

6 Month Follow
Up Mean (N)

Competence Scale for Health)

CG (only if
not AA client)

24.67 (N=21)

24.73 (N=11)

28/41.2%
(N=68)

8/23.5%
(N= 34)

1.46 (N=28)

1.25 (N=8)

7.89 (N=28)
19/27.9%
(N=68)

3.13 (N=8)
11/32.4%
(N=34)

2/9.5%
(N=21)

0/0.0%
(N=11)

1.00 (N=2)

0

2.50 (N=2)
5/23.8%
(N=21)

0
0/0.0%
(N=11)

2011 NHIS: Family
Access to Health
Care & Utilization

Hospitalized
Overnight
(N, %)
Times Overnight
Hospital Stay
Nights in Hospital
ER Visits
(N, %)
Hospitalized
Overnight
(N, %)
Times Overnight
Hospital Stay
Nights in Hospital
ER Visits
(N, %)

CR*

CG (only if
not AA client)

CG (only if
not AA
34.52 (N=21)
Client)
*
Proxy report completed by caregiver (CG) for care recipient with dementia (CR)
Zarit Caregiver Burden Interview
(range: 0-44)

28.91 (N=11)

Table 10: Baseline and 6 Month Follow Up Data on Diabetes/Nutrition
Counseling Clients Served by Meals on Wheels
Outcome
Health Status
(EQ-5D)

Baseline Mean
(N)

6 Month Follow
Up Mean (N)

0.56 (N=608)

0.72 (N=238)

66.63 (N=560)

66.07 (N=208)

Client

2.57 (N=594)

2.70 (N=233)

Client

21.18 (N=479)

20.05 (N=206)

Client

242/38.1%
(N=635)

38/15.6%
(N=242)

Individual

Health State Index
Client
Health State VAS

2008 NHIS: Family
Health Status &
General Health
Limitations
Health Competence (Perceived
Competence Scale for Health)
2011 NHIS: Family
Hospitalized
Access to Health
Overnight (N, %)
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Table 10: Baseline and 6 Month Follow Up Data on Diabetes/Nutrition
Counseling Clients Served by Meals on Wheels
Outcome

Individual

Baseline Mean
(N)

Care & Utilization

Times Overnight
1.65 (N=240)
Hospital Stay
Nights in Hospital
11.61 (N=235)
ER Visits
257/40.9%
(N, %)
(N=629)
DADS (Determine) Nutrition Risk
Client
7.88 (N=587)
Screening Tool
^
Assessment completed annually by Meals On Wheels Case Manager

6 Month Follow
Up Mean (N)
1.50 (N=38)
8.88 (N=34)
28/11.6%
(N=242)
^

System change in how citizens of Tarrant County receive health services
Table 11: Baseline and 6 Month Follow Up Data on Health Literacy
Clients Served by University of North Texas Health Science Center
Outcome

Health Literacy Knowledge & Impacts

Individual
Symposium
Participants
Library Training
Participants
(Range: 8-40)
Toolkit Training
Participants
(Range: 6-30)
Symposium
Participants

Pre-Test
Mean (N)

Post-Test
Mean (N)

25.4
(N=131)

32.6
(N=97)

25.4
(N=84)

35.9
(N=85)

19.8
(N=43)

25.2
(N=41)

50% Symposium Participants Willing
54/42.2%
74/82.2%
to Refer to UW Partner Organizations
(N=128)
(N=90)
30% Symposium Participants Report
Symposium
62.6%
Plans to Implement Health Literacy
Participants
(N=89)
Programming
Library Training Sites that Report
Library Training
Maintenance or Attainment of ≥3%
2* (N=11)
2* (N=11)
Sites
Health-Related Circulation Statistics
* Health-Related Circulation Statistics presented for Year 3 libraries. Only Baseline information was
available for Year 4 libraries and 0/3 libraries reporting data were ≥3%. Libraries pulled baseline and
follow up data for different time periods. The first library pulled baseline data from 10/1/12 – 5/17/13
and from 10/1/12 – 9/30/3 for follow up data. The second library pulled baseline data from 6/24/13 –
6/28/13 and from 7/1/13 – 6/30/14 for follow up data.
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