Over many years, a number of academic/community partnerships have worked independently to develop,
evaluate and bring to scale participant-centered, evidence-based self-management and health promotion
programs offered in community settings for older Americans. Many of the programs developed by these
partnerships have since become critical pieces of the infrastructure that supports older adults with chronic
health conditions. Indeed, community-based self-management support is an integral component of the
Chronic Care Model. This model presents elements that can improve health outcomes for people with chronic
conditions, highlighting the need for connections between healthcare and community resources, integrating
patient-centered, evidence-based services that empower patients. And while these programs have succeeded
in finding their place in this system working independently so far, the growth and maturation of the programs,
combined with the changing environment of healthcare, have prompted new collaboration among the
organizations that manage and disseminate these programs. Specifically, the creation of the Evidence-Based
Leadership Council (EBLC).
The Evidence-Based Leadership Council (EBLC) is currently a group of eleven individuals representing
a total of 19 evidence-based programs (Chronic Disease Self-Management suite of Programs, Matter of
Balance, EnhanceFitness, EnhanceWellness, Healthy IDEAS, PEARLS, Fit & Strong!, HomeMeds, and Healthy
MOVES) as well as five leaders from organizations providing multiple evidence-based programs (Florida
Health Networks, Tarrant County Area Agency on Aging (TX), Elder Services of the Merrimack Valley/Hebrew
Senior Life (MA), Fairhill Partners (OH), and Health Trust (CA)). EBLC members are employed by communitybased organizations, foundations, healthcare systems, universities and governmental entities and have been
directly involved for many years in the development, evaluation and
scaling of their individual programs as well as implementation through
community-based organizations. The individual program developers
met informally for several years and in 2012 formed the EBLC. In 2013,
community-based organization leaders responsible for implementing
multiple evidence-based programs were asked to join and be part of
the council.

All the programs represented by EBLC program developers meet the Administration for Community Living’s (ACL)
criteria for highest level of evidence.2 In addition to the ACL, the Centers for Disease Control and Prevention (CDC)
Arthritis Program,3 Substance Abuse and Mental Health Services Administration’s (SAMHSA) National Registry
of Evidence-Based Programs4 and the Agency for Healthcare Research and Quality Innovations Exchange5
recommend these programs and find them to be the strongest of evidence-based programs. The programs
represented by the EBLC are utilized by more than 2,000 agencies in the United States with nearly 400 agencies
using more than one program.
The mission of the EBLC is to increase delivery of evidence-based programs that improve the health and wellbeing of diverse populations. Together, the council represents more than 300 combined years of experience in
developing, evaluating, scaling, implementing and sustaining evidence-based self-management programs. All of
the programs have proven effectiveness in published scientific research and all programs have been brought to
scale. The EBLC is committed to the following values:
• Person Centeredness – individuals are actively involved in programs and making a difference
• Effectiveness – evidence-based programs focus on outcomes/results
• Collaboration – multi-sector, multi-organizational and interdisciplinary (belief that health is achieved in the
community, close to home and through broad-based collaborations)
• Equity and access – social justice, respect of diversity
• Sustainability
These values will guide the EBLC as it works towards it’s vision of
an ever increasing number of adults engaged in evidence-based
programs that inform, activate and empower them to measurably
improve their health and
maintain independence.

EBLC Contact: Serena Weisner, Operations Director
Email: eblc@eblcprograms.org
Phone Number: 747-239-0847
Website: www.EBLCprograms.org

Chronic Disease Self-Management Program

History
The Division of Family and Community Medicine in the School of Medicine at Stanford University received a
five-year research grant from the federal Agency for Health Care Research and Policy and the State of California
Tobacco-Related Diseases office. The purpose of the research was to develop and evaluate, through a randomized
controlled trial, a community-based self-management program that assists people with chronic illness. The study
was completed in 1996.
The Program was written by Dr. Kate Lorig, Virginia González, MPH, and Diana Laurent, MPH, all of the Stanford
Patient Education Research Center. Ms. González and Ms. Laurent also served as integral members of the research
team, along with Halsted Holman, MD, Stanford Professor of Medicine; David Sobel, MD, Regional Director of
Patient Education for the Northern California Kaiser Permanente Medical Care Program; Albert Bandura, PhD,
Stanford Professor of Psychology; and Byron Brown, Jr., PhD, Stanford Professor of Health Research and Policy.
The process of the program was based on the experience of the investigators and others with self-efficacy, the
confidence one has that he or she can master a new skill or affect one’s own health. The content of the workshop
was the result of focus groups with people with chronic disease, in which the participants discussed which content
areas were the most important for them.

Program Description
The Chronic Disease Self-Management Program (CDSMP) is a workshop given once a week, for six weeks, for
two and a half hours per session. Workshops take place in community settings such as senior centers, churches,
libraries and hospitals. Subjects covered include: 1) techniques to deal with problems such as frustration, fatigue,
pain and isolation, 2) appropriate exercise for maintaining and improving strength, flexibility, and endurance,
3) appropriate use of medications, 4) communicating effectively with family, friends, and health professionals,
5) nutrition, 6) decision making, and, 7) how to evaluate new treatments.
The process in which the program is taught is what makes it effective. Classes are highly participative, where
mutual support and success build the participants’ confidence in their ability to manage their health and maintain
active and fulfilling lives.
Workshops are facilitated by two highly-trained leaders, one or both of whom are non-health professionals with
chronic diseases themselves. These facilitators are often-times volunteers, and all have attend an intense
multi-day training that includes reviews of the entire course content and opportunities to practice teach parts of
the session.

People with a variety of different chronic health problems attend the workshops together. Each participant in the
workshop receives a copy of the companion book, Living a Healthy Life With Chronic Conditions, and an audio
relaxation CD, Relaxation for Mind and Body.

Program Outcomes
Original research (1) showed that the treatment group demonstrated significant improvement:

• In all four health behavior variables (P < 0.01)
• Number of minutes per week of stretching/strengthening and aerobic exercise
• Increased practice of cognitive symptom management
• Improved communication with their physician.
• In five of the health status variables (P < 0.02)

• Self-rated health
• Disability
• Social/role activities limitation
• Energy/fatigue
• Health distress.
The treatment group also had fewer hospitalizations (P < 0.05) and spent, on average, 0.8 fewer nights in the
hospital (P = 0.01).
6-month follow-up data show participants (1):
• Increased their aerobic exercise and use of coping strategies (P < 0.05).
• Decreased their disability and health distress while increasing their social and role activities (P < 0.05).
• Visits to physicians decreased by 0.98 (P < 0.05).
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Phone Number: (650) 723-7935
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Diabetes Self-Management Program

History
The original Diabetes Self-Management Program (DSMP) was developed in Spanish. After successful outcomes
were found with that program, the Stanford Patient Education Research Center received a grant from the California
HealthCare Foundation for the randomized, controlled study to test the workshop’s effectiveness for Englishspeakers. The study was completed in 2008.
The program does not conflict with existing programs or treatment. Treatment is not altered. For medical
questions, participants are referred to their physicians or diabetes educators. If the content of the workshop
conflicts with instructions they receive elsewhere, they are advised to follow their physicians’ orders and discuss
discrepancies with the physician.

Program Description
The Diabetes Self-Management Program (CDSMP) is a workshop given once a week, for six weeks, for two and a
half hours per session. Workshops take place in community settings such as senior centers, churches, libraries
and hospitals. Physicians, diabetes educators, dietitians, and other health professionals both at Stanford and in the
community have reviewed all materials in the workshop.
Subjects covered include: 1) techniques to deal with the symptoms of diabetes, fatigue, pain, hyper/hypoglycemia,
stress, and emotional problems such as depression, anger, fear and frustration; 2) appropriate exercise for
maintaining and improving strength and endurance; 3) healthy eating 4) appropriate use of medication; and
5) working more effectively with health care providers. Participants will make weekly action plans, share
experiences, and help each other solve problems they encounter in creating and carrying out their selfmanagement program. The process in which the program is taught is what makes it effective. Classes are highly
participative, where mutual support and success build the participants’ confidence in their ability to manage their
health and maintain active and fulfilling lives.
Workshops are facilitated by two highly-trained leaders, one or both of whom are non-health professionals with
diabetes themselves. These facilitators are often-times volunteers, and all have attend an intense multi-day
training that includes reviews of the entire course content and opportunities to practice teach parts of the session.
The leaders facilitate the workshop from a highly detailed manual.
Each participant in the workshop receives a copy of the companion book, Living a Healthy Life With Chronic

Conditions, and an audio relaxation CD.

Program Outcomes
Original research (1) shows that six months after the workshop, participants had significant improvements
in depression, symptoms of hypoglycemia, communication with physicians, healthy eating, and reading food
labels (P < .01).
They also had significant improvements in patient activation and self-efficacy. At 12 months, DSMP intervention
participants continued to demonstrate improvements in depression, communication with physicians, healthy
eating, patient activation, and self-efficacy (P < .01).
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Program

History
In 1994, researchers at the University of Washington Health Promotion Research Center (UW HPRC) and
Group Health Cooperative (a health maintenance organization) collaborated with Senior Services, a nonprofit community-based organization, to conduct a trial of a multicomponent disability prevention program.
One hundred older adults were recruited for a 6-month study at a State of Washington senior center.
Evaluative measures showed that the intervention group significantly improved on a number of fitness and
general health measures compared to the control group.
Following completion of the study, Senior Services was chosen to hold the license for the program
and oversee its dissemination to additional sites. Senior Services’ dissemination strategy has been to
license, train, and support community-based delivery sites that adopt EnhanceFitness. In 2013, Y of USA
was licensed as a national partner and in 2015, American Council on Exercise (ACE) collaborated with
EnhanceFitness in development of an online continuing education program focused on chronic disease
and safe exercise instruction for EnhanceFitness instructors. This strategy has been quite successful in
balancing the need to maintain fidelity to the program’s protocols with the mission to expand the program’s
reach in a sustainable way. (1)

Program Description
EnhanceFitness is an ongoing class, held three times per week in hourly sessions. Classes include the
exercises commonly used to maintain and build physical health in older adults – warm up, cardiovascular
workout, cool down, dynamic and static balance exercises, posture and strength training, and stretching.
Strength training focuses on upper and lower body muscles, using soft cuff wrist and ankle weights. Cardio
training can be anything from walking for 20 minutes to having 20 minutes of more intense exercises, with
(optional) music.
Classes are appropriate for near frail to more active adults with exercises adapted for those who are more
frail. For example, exercises can be completed while sitting rather than standing. The class is led by a
nationally certified fitness instructor who also completes a 12 hour training reviewing and conducting the
class exercises. Class sizes depend on available space but are never larger than 25. Typical class sizes range
from 10 to 15 participants.

Program Outcomes
The original research study (2) showed a:
• 13% improvement in social function;
• 52% improvement in depression;
• 35% improvement in physical functioning.
Members of the control group, who did not participate in the program, but who attended other senior center
activities, deteriorated in these measures over the same period (2).
A 2013 retrospective study (3) found that:
• EF participation was associated with an estimated total medical cost savings of $945 (95% CI: $1,480, $411)
p=.05. Specifically, participants in an unplanned inpatient setting saw savings of $545 (95%CI: $817, $272) and
those in a skilled nursing facility setting saved $139 (95% CI: $276, $3).
• EF participation helped decrease unplanned hospitalizations; one unplanned hospitalization was prevented
during the outcome period for every 20-25 participants.
• Participants saw a decreased mortality rate; 1.4% versus 2.9% among controls.
A 2015 study Group Health Research Institute Study (4) found that:
• In fully adjusted Cox proportional hazards models, consistent (hazard ratio [HR], 0.74; 95% confidence interval
[CI], 0.63–0.88) and intermittent (HR, 0.87; 95% CI, 0.8–0.94) EnhanceFitness participation were both
associated with a reduced risk of falls resulting in medical care. Consistent use of EF was associated with the
greatest reduction in risk of a medical fall, lowering risk by 20% to 30%.
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Program

History
In 1995, researchers from the Center for Health Studies, Group Health Cooperative of Puget Sound, began
an evaluation of the impact of a 1-year, senior center-based chronic illness self-management and disability
prevention program on health, functioning, and healthcare utilization in frail older adults. Evaluation of the
program, EnhanceWellness (formerly the Health Enhancement Program), followed 201 disabled adults, aged
70 and older, to track improvements in their performance of activities of daily life (ADL). The results, later
published in the Journal of the American Geriatrics Society (1), showed that the program led to improved
ADL functioning in those who were disabled and thereby offered a promising strategy for limiting or
reversing functional decline in disabled older adults.
Following completion of the study, Sound Generations (formerly Senior Services) was chosen to hold
the license for the program and oversee its dissemination to additional sites. Sound Generations’
dissemination strategy has been to license, train, and support community-based delivery sites that adopt
EnhanceWellness. It has a software program, WellWare™, to guide staff through the service process as well
as provide reports for the participant, staff and for funders.

Program Description
EnhanceWellness is a participant-centered motivational intervention. One or two professionals, typically social
workers and/or nurses, provide coaching and motivation to individuals as they work on their chosen heath
challenge, whether it is to become more physically active, cope with depression or eat better.
EnhanceWellness happens in three steps: screen, plan, and action:
• An EnhanceWellness screen identifies personal strengths and risks. Together the EnhanceWellness staff and the
participant review a detailed health questionnaire.
• The action plan focuses on areas the participant chooses to work on and is also shared with the participant’s
health care provider.
• The participant then moves into action with the support of a health professional and/or volunteer health
mentor, who offer ongoing encouragement, feedback, and monitoring. The team helps with problem solving,
health education, and referral to support groups and additional services, including individual and family
counseling, if indicated.

EnhanceWellness is a reliable complement to formal healthcare services for older adults. It has been modified to a
six-month program, unless the participant chooses to continue, selecting additional health challenges to work on.
EnhanceWellness is listed in The Substance Abuse and Mental Health Services Administration National Registry
of Evidence-based Programs and Practices (NREPP), a searchable online registry of interventions supporting
mental health promotion, substance abuse prevention, and mental health and substance abuse treatment.
EnhanceWellness is also on the US HHS Agency for Healthcare and Research Quality Health Care Innovations
Exchange website as an innovation that improves quality and reduces disparities.

Program Outcomes
The original randomized control trial (1) results showed:
• The total number of inpatient hospital days during the study year was significantly less in the intervention group
compared with controls (total days = 33 vs 116, P = .049), (i.e. 72% decrease in hospital days).
• The number of hospitalized participants increased by 69% among the controls and decreased by 38% in the
intervention group (P = .083).
• 35% decrease in psychoactive drugs
Further research (2) found, fewer participants were:
• Depressed (8.8% vs 15.9%)
• Physically inactive (15.8% vs 38.6%)
• High nutritional risk (24.3% vs 44.1%)
• Experiencing restricted activity days (35% vs 48%). (2)
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Program

History
Fit & Strong! was developed by researchers and exercise experts at the University of Illinois at Chicago
who found in previous work that osteoarthritis (OA) is the leading cause of disability among older adults.
People who have OA can have painful lower extremity joints; as a result, they often become sedentary and
de-conditioned. To reverse this trend, Fit & Strong! provides flexibility, aerobic conditioning, and strength
training for this population.
Fit & Strong! aims to help participants: 1) gain a clear understanding of what OA is and how an exercise
program that is tailored to their needs can help them manage arthritis symptoms; 2) learn to perform safe
stretching, balance, aerobic, and strengthening exercises which gradually increase in frequency, duration,
and intensity over time; and 3) develop individualized, tailored, multiple component physical activity routines
that are sustainable after the program ends. Fit & Strong! has been rigorously evaluated in an RCT with
200+ participants, in a long term effectiveness trial, and in a dissemination study. Significant findings are
presented in the Outcomes Section. The program is now licensed by the University of Illinois at Chicago
and is based in the University’s Center for Research on Health and Aging where staff work with providers to
disseminate the program across the United States, and more recently, globally.

Program Description
Fit & Strong! meets three times per week for eight weeks. Each session lasts for 90 minutes. The first 60 minutes
are devoted to exercise (flexibility, aerobic, and progressive lower extremity strength training), and the last
30 minutes are devoted to a structured health education/group problem-solving curriculum that motivates
participants to use physical activity to manage their symptoms in the future. In week six participants meet with
the instructor to negotiate individualized exercise adherence contracts that foster ongoing maintenance of a
balanced physical activity routine of their choice after the conclusion of the 8 week program.
Fit & Strong! classes are appropriate for older adults who have lower-extremity joint pain and stiffness related to
osteoarthritis or other lower extremity mobility/balance challenges. Classes are led by either nationally certified
exercise instructors or by persons who have served as successful instructors for other group evidence based
health promotion programs.

Program Outcomes
A randomized controlled trial (1) compared the effects of participation in Fit & Strong! (N = 115) to a control group
(N = 110) at baseline, two, six, and 12 months following randomization. Program participants showed statistically
significant improvements relative to the control group, at two months (end of formal program) in:
• confidence in their ability to exercise safely with arthritis (78% increase)
• participation in exercise (86% increase) and
• lower extremity stiffness (33% increase)
These benefits were maintained at six months, at which time participants experienced the additional significant benefits
of increased confidence in their ability to adhere to exercise over time, a significant decrease in lower extremity joint pain,
and a marginally significant increase in their confidence in their ability to manage arthritis pain (2).
At 12 months, significant benefits were maintained on confidence to exercise safely with arthritis and continued
exercise participation that were accompanied by marginally significant reductions in lower extremity stiffness and pain.
Effect sizes for the efficacy and physical activity engagement outcomes were strong at all time points.
A large effectiveness trial (3) with 534 participants also found a significant increase in physical activity over
baseline levels at two months that was maintained at 18 months, and accompanied by maintenance of significant
improvements over the same time period in:
• Lower extremity joint stiffness, pain, and function
• Lower extremity strength (timed-stands test)
• Mobility (6-minute distance walk)
• Anxiety and depression
Fit and Strong! is currently being evaluated for impact on medical care utilization as part of a Prospective Study that
is being conducted by CMMS. Study results are expected in 2016.
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Program

History
About 15-20% of US adults aged 65 and older experience depressive symptoms such as sadness, inactivity,
trouble concentrating or making decisions, and sleep problems. Not only does depression negatively affects the
quality of life of older adults, it can be life threatening. Home- and community-based service providers especially
care coordinators and case managers, typically serve the older adults at greatest risk of having undetected and
untreated depression: those who have multiple chronic health problems and functional disability, lack financial
resources, and are socially isolated. Responding to this public health need in 2002, the Healthy IDEAS program
was developed through an academic-community partnership led by interdisciplinary faculty at Baylor College of
Medicine and the Houston VA Health Services Research Center and leaders of Care for Elders community agencies.
The program aimed to:
• Reduce the severity of depressive symptoms in older clients of community agencies
• Reach frail, high-risk and diverse older adults, often overlooked and under-treated
• Train agency staff to provide and deliver an evidence-based intervention for depression to older adults in 			
their caseloads
• Improve linkages between community aging service providers and healthcare professionals through appropriate
referrals, better communication and effective partnerships.

Program Description
Healthy IDEAS (Identifying, Depression, Empowering Activities for Seniors) is an evidence-based program that
incorporates four evidence based components into the ongoing delivery of care-management or caregiver-support
services to older individuals in the home environment:
• Screening for symptoms of depression and assessing their severity
• Educating older adults and caregivers about depression
• Linking older adults to primary care and mental health providers
• Empowering older adults to manage their depression through a behavioral activation approach that encourages
involvement in meaningful activities
It is implemented over a 3-6-month period, through at least three face-to-face visits in the client’s home and at
least three telephone contacts. Healthy IDEAS ensures older adults get the help they need to manage symptoms
of depression and live full lives. Thus, clients with more severe depression symptoms may require more contacts
or attention beyond an initial intervention period. With support from his/her care manager, each client chooses
realistic goal(s) to obtain positive outcomes (e.g., pleasure, feelings of accomplishment) and to decrease negative
outcomes (e.g., feeling sad, tired, lonely).

Program Outcomes
Healthy IDEAS is a national model with measurable results and demonstrated benefits for older adults, service
providers and community mental/behavioral health practitioners. Evidence of effectiveness to decrease
functional disability associated with depression was demonstrated by the program evaluation.
Older Adults (at 6 months) (1):
• Significantly more participants knew how to get help for depression (68% versus 93%) (p=.0033)
• Reported increasing activity helped them feel better (72% versus 89%) (p=.0332)
• Reported reduced pain (16% versus 45%) (p=.003)
• Fewer symptoms of depression (p<.01)
• Better ability to recognize and self-treat symptoms (p=.0174)
• Improved well-being through achievement of personal goals (p=.0020)
Participating community agency providers completed anonymous surveys after program implementation and
reported the following (2):
• Service Providers experienced:

• Expanded capacity to address depression
• Better communication and stronger partnerships with mental health providers
• Opportunity to deliver a proven, successful program that addresses critical client needs
• Improved staff knowledge and confidence in helping clients
• Community Mental/Behavioral Health Partners experienced:

• Increased opportunity to work with diverse populations of older adults
• Strengthened connections to community agencies
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Healthy Moves Program

History
Physical activity for older adults has tremendous benefits and is recognized as one of the most powerful
health promotion interventions to improve seniors’ ability to function and remain independent in the face of
active health problems. Unfortunately, few, if any programs, have been developed and evaluated that apply
important research findings to in-home physical activity for older adults living in the community, especially
very frail seniors. Additionally, care management programs have generally not addressed physical activity as
part of their formal assessment and care planning. This is largely because there have been no clear and safe
prescriptions for the frail. Healthy Moves was developed for the geriatric care management setting because
in-home providers are natural vehicles for distributing health tools to the most high-risk seniors. With the
right training and tools, care managers can enhance their scope of work by teaching their clients the Healthy
Moves exercises at their visits.
Healthy Moves was created by Partners in Care Foundation, Inc., along with other community partners in
southern California, to help older frail adults maximize their independence by building strength, increasing
flexibility, and helping to reduce the risk of falls

Program Description
Healthy Moves is a simple and safe evidence-based physical activity program designed to enhance health
outcomes for frail, high-risk, and diverse older adults receiving services in the home. The program utilizes care
managers from community-based care management agencies to teach the program’s exercises to their older
clients in their home. At their regularly scheduled visits, Care Managers partner with volunteer motivational
coaches from the community and/or local universities to enroll clients into the program by assessing their ability
and readiness to participate safely and by using motivational interviewing techniques to engage each client in
setting a goal. Only a 15 minute session is needed with each client to encourage their identification of personal
goals needed to be motivated to incorporate the movements into their daily routines.
The Healthy Moves program is an integrated model consisting of two evidence-based components:
1. Physical Activity Component: modeled and adapted from the Senior Fitness Test work of Rikli and Jones (1999)
2. Behavior Change Component: lifestyle change counseling method called Brief Negotiation developed by
Prochaska and DiClemente (1983)

Guidelines concerning the number of repetitions per movement are distributed to all participating clients and they
are encouraged by their care managers and motivational phone coaches to do the movements three to five days
per week, multiple times per day. Trained motivational phone coaches contact the clients weekly or bi-weekly for a
three month period to reinforce new behavior change.
The program incorporates a pre-test and three month post-test using a physical fitness assessment and self-rated
health questions measuring changes in the level of pain, depression, fear of falling, number of falls, fall injuries, and
readiness to increase physical activity.

Program Outcomes
Implementation research conducted on Healthy Moves for Aging Well has shown:
• That participants (n = 338) had statistically significant declines in the number of falls and level of pain. These
declines were found among participants who improved their exercise performance (1)

• Pain was reduced from an average of 5.5 at pre-test to 5.1 at post-test (p=.04)
• Falls were significantly reduced (p<0.0001); 7% had more than one fall prior to baseline; 3% had more than
one fall at post-test; 5% improvement in the number with no falls at all.
• A 76% client retention rate
• Significant improvement in both arm curls and step-in-place (p<.05)
• Decrease in depression (from n=484 to n=371)
• 78% of those who completed the study said they were very or somewhat likely to continue exercising without a
motivational coach (2)
Results of a feasibility study showed most participants, including older adults, home care aides, and site directors
had a positive perception and high satisfaction with the program. One hundred percent of older adult participants
reported that they would recommend the program to others.
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Healthy Moves Program
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Program

History
Medication-related problems and errors endanger the lives and well-being of a high percentage of communitydwelling elders, leaving them with poorly controlled cardiac symptoms, or at risk for falls, dizziness, confusion,
or other side effects. Data show that almost 50% of nursing-home eligible Medicaid waiver clients have
potential medication problems, such as taking generic and brand name versions of the same drug or falls
related to psychoactive medications. HomeMeds is designed to enable community agencies to address this
important safety and quality of life issue.
• 1993-2003: The Visiting Nurses Association of LA (VNA/LA; now Partners in Care Foundation) was one
of the first home health agencies to employ a pharmacist to support patients and field nurses. Vanderbilt
University researchers later convened a national consensus panel of experts, led by Mark Beers, MD, to
formalize protocols for such pharmacist/staff collaboration. The program, originally called the Medication
Management Improvement System, was developed for elders receiving home health care and proven effective
in a randomized, controlled trial. (Funded by the John A. Hartford Foundation.)
• 2003-2007: Partners in Care Foundation (Partners) adapted HomeMeds for care management and
computerized the screening tool under AoA Evidence-Based Healthy Aging Program funding.
• 2006-2010: Disseminated statewide and then nationwide in care management programs for elders.
(Funded by the John A. Hartford Foundation.)

Program Description
HomeMeds is an evidence-based, technology-enabled intervention that addresses medication safety among older
adults by connecting home and community-based services to health care providers. The program addresses major
gaps in care that leave home-dwelling older adults at risk for adverse medication effects. HomeMeds has been
implemented by social workers and nurses in a variety of programs for older adults, including care transitions,
Meals on Wheels, and Medicaid waiver programs designed to help keep frail older adults safe at home.
The HomeMeds system addresses four types of medication-related problems:
1. Unnecessary therapeutic duplication (e.g., generic and brand name of same drug)
2. Falls, dizziness, or confusion possibly caused by inappropriate psychotropic drugs (e.g., tranquilizers,
antipsychotics, antidepressants, sleep aids, antihistamines)
3. Cardiovascular medication problems related to high blood pressure, dizziness, low blood pressure or low pulse.
4. Inappropriate use of non-steroidal anti-inflammatory drug (NSAIDs) in those with risk factors for peptic ulcer or
gastrointestinal bleeding.

HomeMeds was adapted from its original home health model to enable social workers and other non-medical
personnel to implement the system, which has contributed to dissemination efforts. Service coordination staff
members work with a consultant pharmacist to (1) verify the accuracy and appropriateness of the client’s current
medication list, (2) identify problems that warrant re-evaluation by the physician, and (3) follow through with
the client and physician to resolve identified problems. A computerized risk screening and alert process, using
the medication list and clinical indicators (vital signs, age, falls, dizziness and confusion) helps identify potential
medication-related problems.

Program Outcomes
The original randomized, control trial, conducted in 1993 by Vanderbilt University (1), found:
• Medication use improved in 50% of the intervention patients, compared to 38% of usual-care controls (p=.05)
when a pharmacist helped home health staff.
AoA-funded study (2) of three California Medicaid 1915(c) waiver sites found:
• Of 615 clients screened, 49 percent (N=299) had at least one potential medication problem.
• Record review and consultation with the client led the pharmacist to recommend either: (a) Continuing the
medications because they were necessary for pain or symptom control; (b) Collecting additional information
regarding vital signs and other clinical indicators; (c) Verifying the dose and frequency with which the client was
taking the medication and revising the medication list accordingly; or (d) Changing medications or dosage.
• It was determined that 29% of waiver clients had a medication problem serious enough for the pharmacist
to recommend a change in medications, including re-evaluation by the physician. For this intervention group
(N=118), 61% of recommended changes for all medication problems were implemented.

• Therapeutic Duplication 62% change
• Psychotropic with Falls or Confusion 54.2% change
• Cardiovascular Problems 45.8 % change
• NSAIDs 50% change

Program References
1. Brown, N. J., Griffin, M. R., Ray, W. A., Meredith, S., Beers, M. H., Marren, J., Robles, M., Stergachis, A., Wood, A. J.,
& Avorn, J. (1998). A model for improving medication use in home health care patients. Journal of the American
Pharmaceutical Association, 38 (6), 696-702.
2. Alkema GE1, Enguidanos SM, Wilber KH, Trufasiu M, Simmons WJ, Frey D. (2009) The role of consultant

pharmacists in reducing medication problems among older adults receiving Medicaid waiver services. The
Consultant Pharmacist, 24(2):121-33.
A summary of the HomeMeds system is posted on the AHRQ Innovations Exchange website with a strong
evidence rating. HomeMeds is also included

Program Contact: Amy Adams
Email: homemeds@picf.org
Phone Number: (818) 837-3775
Website: www.picf.org/homemeds

Program

History
A Matter of Balance: Managing Concerns About Falls is a program designed to reduce the fear of falling and
increase the activity levels of older adults who have this concern. It is based upon research conducted by the
Roybal Center for Enhancement of Late-Life Function at Boston University. In October 2003, Southern Maine
Agency on Aging, MaineHealth’s Partnership for Healthy Aging, Maine Medical Center Division of Geriatrics,
and the University of Southern Maine School of Social Work received funding from the US Administration for
Community Living (formerly the US Administration on Aging) to translate A Matter of Balance into a program
that uses volunteer lay leaders instead of healthcare professionals as facilitators. The new lay-led format would
serve as an innovative national model for addressing fall prevention.
The volunteer lay leader model utilizes trained lay people, called coaches, to conduct the class. The A Matter
of Balance Volunteer Lay Leader Model reduces the cost of the intervention. Thus, the program can be offered
more frequently and in a wider variety of settings, thereby reaching a significantly higher number of older adults.

Program Description
A Matter of Balance is a community-based, small-group (8-12 participants) program that helps older adults
reduce their fear of falling and increase activity levels. It is a train-the-trainer program with highly trained Master
Trainers training the Coaches (lay leaders). Coaches work in pairs to lead small group community classes
consisting of eight two-hour sessions. The program includes behavior change strategies, as well as practical
exercises. The behavior change curriculum addresses the fear of falling, helping participants to view falls and
the fear of falling as controllable. Exercises are introduced and performed in 6 of the 8 sessions. Participants are
involved in group discussion, problem-solving, skill-building, assertiveness training, sharing practical solutions,
and exercise training. Participants develop well-defined goals that address ongoing exercise, reducing risk factors,
and changing behaviors, all of which contribute to long-term reduction in the fear of falling.
A Matter of Balance was designed to benefit community-dwelling older adults who:
• Are concerned about falls
• Have sustained falls in the past
• Restrict activities because of concerns about falling
• Are interested in improving flexibility, balance and strength
• Are age 60 or older, ambulatory and able to problem solve

Program Outcomes
After completing A Matter of Balance:
• 97% of participants are more comfortable talking about fear of falling
• 97% feel comfortable increasing activity
• 99% plan to continue exercising
• 98% would recommend A Matter of Balance
Preliminary findings of the participant outcome evaluation indicate that there were significant improvements
for participants regarding their level of falls management (the degree of confidence participants perceive
concerning their ability to manage the risk of falls and of actual falls); falls control (the degree to which
participants perceive their ability to prevent falls); level of exercise; and social limitations with regard to concern
about falling. These measures indicate that the program has been successful to date in reducing the fear of
falling by increasing participants’ confidence that they can manage falls risk better and actual falls if they occur
and that they can take action to help reduce the risk of falling. In addition, participants indicated that their
concerns about falling are interfering less with their social activity, and they report that they have increased their
exercise levels (1).
A 2013 retrospective study by CMMS (2) of evidence-based programs found:
• Cost reductions in unplanned hospitalization, skilled nursing, and home health
• $938 decrease in total annual medical costs

Program References
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translating A Matter of Balance into a volunteer lay leader model. Journal of Applied Gerontology, 27(1): 34-51.
2. Report to Congress: The Center for Medicare and Medicaid Services’ Evaluation of Community-Based Wellness
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Program Contact: Patti League
Email: pfha@mainehealth.org
Phone Number: (207) 661-7120
Website: www.mainehealth.org/mob

Program

History
Between 1999 and 2003, University of Washington investigators at the Health Promotion Research Center (HPRC)
and community-based service providers conducted a randomized controlled trial funded by the CDC to test the
effectiveness of the Program to Encourage Active, Rewarding Lives (PEARLS) Program in older adults living in the
community. The main objective of this trial was to determine the effectiveness of the PEARLS Program to improve
how less severe forms of depression (minor depression or dysthymia) are recognized and treated in older adults
living with social isolation, multiple chronic medical problems and physical impairment.
The study evaluated the impact of PEARLS on participants’ levels of depression, quality of life and healthcare
utilization. One hundred thirty eight individuals took part in this study. All were 60 years or older, were relatively
housebound, had an average of five chronic medical conditions, and received care from community senior service
agencies in metropolitan Seattle. Those who were treated with PEARLS were three times as likely to reduce their
depressive symptoms as those not treated with PEARLS.

Program Description
PEARLS is designed to be part of existing community-based agencies that already deliver care and provide resources
to clients. The program is provided at home, which overcomes limitations in ambulation or transportation that are
common in the populations it serves. By providing “house calls” for depression, trained agency staff (called PEARLS
counselors or coaches) teaches participants skills to more effectively tackle the things in their lives that overwhelm
them, and to in turn, improve their depressive symptoms. PEARLS is delivered in 6 to 8 one-hour visits over the
course of a 4- to 5-month period, with sessions tapered from weekly to monthly to give participants an opportunity
to practice and learn the skills. PEARLS cases are reviewed regularly by a supervising psychiatrist who can also
address other causes of depression and, when necessary, work with the client’s primary care provider to begin or
adjust medication treatments. For individuals with major depression in particular, the initiation of antidepressant
medications can be an important treatment component of the PEARLS Program. PEARLS is currently being
disseminated by the Health Promotion Research Center.

The Three Key Components of PEARLS:
1. Problem solving treatment: Participants learn to recognize symptoms of depression, understand the link between
unsolved problems and depression, and apply a highly effective 7-step approach to solving their problems.
2. Social and physical activation: Participants develop a plan to engage in activities that interest them, since
involvement in social and physical activities improves quality of life and mood of people with depression.

3. Pleasant activity scheduling: Very often, depressed individuals find it difficult to initiate activities that are
enjoyable. PEARLS participants work with their counselor to identify and participate in activities they find
pleasurable, which helps them manage their depression.

Program Outcomes
The original research study (1) showed the following outcomes 6-months after PEARLS ended:
• 43% of PEARLS recipients had a 50% or greater reduction in depression symptoms (vs. 15% of the usual care
group).
• 36% of PEARLS recipients achieved complete remission from depression (vs. 12% of the usual care group).
• Significant health-related quality-of-life improvements in both functional and emotional well-being, for PEARLS
participants compared to usual care participants.
• This outcome demonstrated a trend toward lower hospitalization rates among those who received the PEARLS
Program (27%) compared to those who did not (35%).
A second randomized controlled trial study (2) was conducted in 2008-2010 with all-age adults (mean age
43) with epilepsy and co-morbid depression (70% had major depression). This study also found significant
improvements in depressive symptoms and emotional well-being for PEARLS participants compared to usual
care, up to one year after the intervention ended. The PEARLS group also significantly reduced their suicidal
thoughts. The Health Promotion Research Center continues to partner with community-based organizations and
PEARLS program participants to conduct research to improve PEARLS implementation and dissemination (3, 4).
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Program Contact: Lesley Steinman, MSW, MPH
Email: lesles@uw.edu
Phone Number: (206) 543-9837
Website: www.pearlsprogram.org

Program

Organization Description
The Area Agency on Aging of Tarrant County (AAATC), located in Fort Worth, TX, works with local organizations to
develop and provide services that benefit older adults, people with disabilities and caregivers. We are part of United
Way of Tarrant County and receive funding from the Texas Department of Aging and Disability Services. AAATC
provides Supportive Services, Benefits Counseling, Long-Term Care Ombudsmen, Nutrition Program, Caregiver
Services and an array of Evidence Based Programs.
We are committed to enhance the quality of life for our Community, and empower people to thrive independently by:
• Creating and implementing innovative, exemplary services.
• Advocating and connecting individuals and families to resources that focus on healthy living.
• Establishing and maintaining supports and partnerships for our communities.

History
For the past decade the Area Agency on Aging of Tarrant County has been a leader in the area of program innovation
and evidence-based program implementation. We recognize that there is a strong correlation with dependency
in activities of daily living and the increasing rates of chronic illnesses in older adults. Therefore, evidence based
interventions to address these problems are becoming increasingly important to improve the quality of life for our
population. Currently we provide seven Evidence Based Programs (EBPs) including:
• A Matter of Balance (MOB)
• Chronic Disease Self- Management and Diabetes Self-Management (CDSMP)
• HomeMeds
• Care Transitions (Coleman Model)
• Resources for Enhancing Alzheimer’s Caregiver Health II (REACH II)
• Program to Encourage Active, Rewarding Lives for Seniors (PEARLS)
• Stress-Busting Program for Family Caregivers

Partners and Funders
The AAATC receives Older Americans Act funding from the Texas Department of Aging and Disability Services, and
numerous competitive grant from the Administration for Community Living to implement EBPs. In addition, some
of the EBPs mentioned are also part of the Live Well initiative which is funded by United Way of Tarrant County.

We understand we could not do this work alone, therefore over the years AAATC has formed partnerships with key
organizations in our area including: Meals on Wheels of Tarrant County, Senior Citizen Services of Greater Tarrant
County, North Texas Chapter Alzheimer’s Association, James L. West, The Women’s Center of Tarrant County,
Tarrant County Public Health Department, 3 hospital systems and 4 academic institutions, and many more.

Successes
Since implementing these programs we have reached over 18,000 individuals and currently have the largest
implementation of HomeMeds in the nation and the largest A Matter of Balance Program in Texas. In addition:
• 9,070 homebound older adults have been screened for hazardous medication regimens using the evidencebased HomeMeds™ program. Over 1/3 have been referred to a pharmacists for intervention.
• 2,780 Alzheimer’s caregivers have received caregiver education through our REACH II program.
• 5,438 have graduated from A Matter of Balance and Chronic Disease Self- Management and Diabetes SelfManagement Programs.
• Over 800 individuals have participated in our Care Transitions Program and 94.7% were not get readmitted to
the hospital within 30 days of being discharged.

Lessons Learned
EBPs provided to homebound populations with increased functional impairment have demonstrated higher
reductions in health care utilization. CDC QOL instrument is being used across EBPs and providers and is sensitive
to change regardless of target population. Utilization of Collective Impact model across provider organizations that
share a common agenda and measurement systems is critical for scalability and long term success.

Recognition/References
United Way and the Area Agency on Aging was honored to receive and be part of all three US Administration on
Community Living discretionary grants in 2015 to expands our AMOB, CDSMP, HomeMeds, REACH II and StressBusting Program for Family Caregivers.
Other awards include:
• The Rosalyn Carter Institute for Caregiving chose the REACH II program as a national demonstration site.
• National Association of Area Agencies on Aging (N4A) top innovation prize for REACH II in 2015.
• HomeMeds was recently named one of 2016 N4A aging achievement award recipient.

Program Contact: Donald R. Smith
VP Community Development & Director, Area Agency on Aging
Email: don.smith@unitedwaytarrant.org
Phone Number: 1-888-730-2372
Website: unitedwaytarrant.org/aaatc/
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Organization Description
Partners in Care Foundation (Partners) is an NCQA-accredited 501(c)(3) not-for-profit think-tank and proving
ground with the mission to shape a new vision of health care by partnering with organizations, families and
community leaders in the work of changing health care systems, changing communities and changing lives.
Partners drives care redesign in payer and provider systems that improve quality of care, especially through linkages
with community Partners. In addition, we provide direct services to disabled and chronically ill adults that improve
health and quality of life, prevent inappropriate use of institutional care, and increase appropriate use of care.

History
HomeMeds is a medication management evidence-based program (EBP) developed by Partners to enable
non-nurse care managers and social workers to identify and resolve certain medication problems common
among frail elders living in the community. It includes a computerized risk assessment and alert process, plus
a pharmacist review and recommendation for improvement. The program was first developed and tested in the
1990s and first implemented in 2003.
Healthy Moves, an evidence-based physical activity program designed by Partners in 2002 to enhance health
outcomes for frail, high-risk and diverse older adults receiving care management services in the home. After
being tested as a pilot project in 2004, then replicated and evaluated, it was officially designated as an EBP by the
federal Administration on Aging and the National Council on Aging.
Additional EBPs offered by Partners include the suite of Stanford’s CDSME programs, Powerful Tools for
Caregivers, Matter of Balance, Arthritis Foundation Exercise Program and AE Walk with Ease, Savvy Caregiver and
the UCLA Memory Course.

Partners and Funders
• Contracted with a major managed care plan to offer their California members in-person, online, and self-study
toolkit EBSMPs.
• Developed and leads the Partners at Home Network (PAH Network), a collaborative comprised of 15 public and
private community-based organizations (CBO) in 16 California counties.
• Received state funding from 2006-2014 to spread CDSME throughout California.
• In 2015, received $684,000 from the US Department of Health and Human Services Administration for Community
Living to implement evidence-based falls prevention programs across California.
• Helped form the Los Angeles Alliance for Community Health & Aging (LAACHA), a regional collaborative comprised
of more than 90 organizations aiming to promote EBPs.
• Functions as the statewide evidence-based health promotion Technical Assistance Center for the California
Departments of Aging and Public Health.

Successes
• Since 2014, we have funded 775 workshops with 10,081 participants.

Lessons Learned
In building partnerships with health care payers and in developing a statewide Network of CBO providers,
Partners addressed a number of challenges new to non-profit social service organizations.
• Develop a business case statement and value proposition: These are attractive to health care payers that
demonstrated mission and ROI benefits.
• Data sharing and collaborative planning for metrics: The path to more contracts depends on an
organization’s or network’s ability to demonstrate results.
• Accreditation open doors for new contracts: Obtaining accreditation was a key step in winning and keeping
contracts.
• Activate all executive team and board members’ skills and field experience: Partners’ staff includes
executives with experience in healthcare (e.g. hospitals, skilled nursing, hospice)
• Payer-CBO collaboration is key to building referral volume: We identified a crucial need to have a strong
working relationship with buy-in to the benefit of the contract and dedication to CQI.
• A strong network delivers quality work and opens doors to new managed care contracts: Contracts with
health care payers often requires us to create new systems for program delivery.

Recognition/References
Awards:
• Healthy Moves and HomeMeds have been awarded the highest evidence level rating by the US Administration for
Community Living.
• HomeMeds is included with a strong evidence rating on the US AHRQ Innovation Exchange

Newsletters/Reports:
• Yan, T., Wilber, K., Wieckowski, J., Simmons, J. (2009). Results from the Healthy Moves for Aging Well Program:
Changes of the health outcomes, Home Health Care Services Quarterly. 28(2&3): 100-111
• Yan, T., Wilber, K., Simmons, J. (2011). Motivating high-risk older adults to exercise: Does coaching matter? Home
Health Care Services Quarterly, 30(2): 84-85. PMID: 20182959
• Alkema, G.E., Wilber, K.H., Simmons, W.J., Enguidanos, S.M., Frey, D. (2007) Prevalence of potential medication
problems among dually-eligible older adults in Medicaid waiver services. The Annals of Pharmacotherapy, 41(12):
1971-1978. PMID: 17986518
• Alkema, G.E., Wilber, K.H., Frey, D., Enguidanos, S.M., Simmons, W.J. (2008). Characteristics associated with four
potential medication problems among older adults in Medicaid waiver services. The Consultant Pharmacist,
23(5): 396-403
• Alkema, G.E., Enguidanos, S.M., Frey, D., Trufasiu, M., Wilber, K.H., Simmons, W.J., Frey D. (2009). The role of
consultant pharmacists in reducing medication problems among older adults in Medicaid waiver services. The
Consultant Pharmacist, 24(2): 121-133

Program Contact: June Simmons
Email: jsimmons@picf.org
Phone Number: (818) 837-3775 ext. 101
Website: www.picf.org
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Organization Description
Fairhill Partners is a 501(c)(3) nonprofit organization, owning 9.5 acres in the City of Cleveland, OH. Fairhill
Partners began operations in 1987, having grown out of the vision of a small group of organizations with
complementary missions of providing direct and ancillary services to older adults, their lay and professional
caregivers, and others who serve them. The group determined that like-minded agencies “living” together in a
professional community would encourage collaboration and make best use of available resources. Additional
space is available for expanding this concept. In addition to the multi-organization presence on the campus,
Fairhill provides a homeless shelter for first time homeless older persons, and a 55+ market rate residential
community that is focused on older relatives raising children. This “Social purpose real estate” approach today
includes 20+ organizations that call Fairhill home, 15 residential units and one 8-10 person homeless program.
Direct services and educational programs offered by Fairhill Partners address kinship care, adult family caregiving,
self-management workshops, fall prevention workshops, peer-led fitness and enrichment activities, safety and
security programming and much more. Access Your Benefits connects people with screening for, and assistance
in applying for, many public benefits, such as SNAP, Medicaid, energy assistance, and the Golden Buckeye card.
Fairhill Partners is governed by an independent Board of Directors.

History
Fairhill began implementing EBPs in 2006, starting with Matter of Balance. CDSMP was added next and today
Fairhill also offers Diabetes Self-Management; Pain Self-Management, Positive Self-Management, and Tomando
Control de Su Salud. CATCH Healthy Habits, offered though OASIS, connects older adult volunteers with children,
K-5, who participate in an afterschool, summer camp or Vacation Bible School program that address nutrition and
physical activity.
We chose Matter of Balance to implement first because falls are a highly visible challenge for Greater Cleveland’s
older persons and because once training is completed and the license is granted, there are currently no ongoing
license fees. The Stanford programs were chosen due to the extremely credible research results that demonstrate
the impact of the programs. The replicability of the template, six weeks, once a week for two and half hours
becomes familiar and comfortable for sites and leaders alike, increasing access.

Partners and Funders
Fairhill Partners currently has a contract with one managed care insurer to deliver A Matter of Balance workshops
as a pilot project. We are delivering A Matter of Balance, CDSMP, DSMP and Pain Management in partnership with
several health systems, but arrangements for ongoing financial support are highly varied and most are short term.
Foundation grants and contracts with the Area Agency on Aging for Title IIID services are the largest sources of
support for the EBPs.
As a subcontractor in a larger CDC grant, Fairhill Partners is also working to support “clinic to community”
relationships. We have pilot projects delivering CDSMP and DSMP with 2 multi-clinic hospital systems and a multiclinic neighborhood health practice.

Successes
We anticipate 150-225 Matter of Balance completers annually. About 270 persons annually complete one or more
of the Stanford self-management programs. Our goal is to reach 500 or more completers annually with one or
more evidence-based programs.
We’re proud that our Leaders and coaches are representative of our community; most of our workshops are truly
peer-led by effective, volunteer community members.

Lessons Learned
• Outside of securing payment per person or per workshop, the single greatest challenge working with health
systems and/or payors is how to increase “uptake” from referral to showing up at a workshop.
• A related issue is the system/providers frustration when they finally get 6 or 7 people to a workshop and you
have to tell them, sorry the minimum number of participants to start with session one is 10 (or 8 for MOB).
• Securing BAAs with health care providers/systems/payors can be tedious. Things get bogged down in the
respective legal departments. We have successfully executed three BAAs in the past year.
• In our experience, working with payors, it takes so long to get Medicare to approve any outreach/marketing
materials used for Medicare or dual eligibles that the entire pilot project could be over before approval is
granted. It can easily take 6 months to get a simple flyer approved.

Program Contact: Stephanie FallCreek, DSW
Email: SFallCreek@fairhillpartners.org
Phone Number: (216) 421-1350
Website: fairhillpartners.org
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Organization Description
Elder Services of the Merrimack Valley, Inc., a private non-profit agency, was incorporated in 1974 to serve
older residents living in the Merrimack Valley (Northeastern Massachusetts). Our mission is to insure that
choices of programs and services are available and accessible to meet the diverse needs and changing
lifestyles of older adults. We believe home based care, community services, and supportive living programs
maintain the dignity of human life by promoting self-determination and by encouraging the maximum
independence of the people they are designed to serve. We are respected as a leader in the field of elder
care and have demonstrated our commitment to older adults through our advocacy, education efforts and
innovative programs. Elder Services is staffed by 300 full and part-time professionals who specialize in
working with older adults, their families and community agencies, other non-profit/public agencies, and over
400 volunteers involved in various elder care services.

History
Elder Services began implementing evidence-based programs in 2006, starting with the Stanford Chronic
Disease Self-Management Program. We opted to being offering evidence-based programs primarily because of
the evidence demonstrating improved patient activation and improved health. It was also important that these
programs could be offered by trained lay leaders, including peers and volunteers, so that the programs could be
more easily sustained than programs requiring clinicians. Since 2006, we have added multiple other programs,
including but not limited to, Diabetes Self-Management, Pain Self-Management, Cancer Thriving and Surviving,
A Matter of Balance, Healthy IDEAS, and Enhanced Wellness.

Partners and Funders
Elder Services is the Aging Services Access Point (ASAP) under contract with the Executive Office of Elder Affairs
and the designated Area Agency on Aging for the Merrimack Valley. Our original implementation of programs was
funded primarily through subcontracts through the EoEA under federal grants, including Administration on Aging
and Administration for Community Living grants between 2009-present. In addition, Elder Services manages a
number of contracts/programs for Mass Health, private foundations (including the Tufts Health Plan Foundation
and Harvard Pilgrim Health Care Foundation), and public organizations. We are currently transitioning to a model
where more revenue is derived from contracts with health care partners (primarily health care plans) reimburse

ESMV for program completers and infrastructure costs. We directly manage and/or fund over forty (45) different
programs, contract with over 75 community agencies, and oversee 120 contracts chosen for quality and cost.

Successes
As a result of growth and spread since 2006, ESMV now oversees statewide training and implementation for
evidence-based programs. To facilitate this, ESMV has formed the Healthy Living Center of Excellence (HLCE),
a collaborative of 90 community based organizations across Massachusetts with a goal of integrating long-term
support services such as evidence-based programs into health care delivery systems. Among the documented
successes of the HLCE are: (1) Training of over 600 program leaders in evidence-based programs; (2) serving
as the Statewide Training and Technical Assistance Center for Chronic Disease Self-Management programs for
ten years; (3) Achievement of all deliverables under various Federal grants focused on healthy aging programs;
(4) Serving as the training and technical assistance arm of the Department of Public Health’s Prevention and
Wellness Trust Fund; (5) Exceeding reach targets under ARRA funding by more than 21%; (6) Becoming the first
collaborative in the nation accredited by American Association of Diabetes Educators for reimbursable diabetes
management offered by community health workers in community settings; (7) Selection of ESMV as one of the
first organizations to test new ways to improve care for people with Medicare as part the Community Based
Care Transitions Program; (8) Serving as the National Training Center for Healthy Eating, an evidence-informed
nutrition program; (9) Participation in community based self-management programs by over 4,000 older adults
since September 2012; (10) 2014 ACL Falls Grantee.

Lessons Learned
In assessing ongoing barriers and challenges, ESMV and its HLCE has developed the following key learnings:
• The HLCE programs and services are now accepted as a valuable resource to health care partners.
The challenge is that the traditional means of referring patients into such programs require reengineering
approaches since the primary care providers have little time and ability to integrate this into their practices.
Further work is necessary to refine referral processes;
• Additional work is necessary to reach health care partners not yet engaged and demonstrate the value
proposition of these programs;
• Significant opportunities outside of health care exist in expanding the training and technical assistance
capacity of the HLCE. These include partnering with self-insured or other large employers to offer programs as
workplace benefits.

Program Contact: Jennifer Raymond, JD, MBA
Email: jenniferraymond@hsl.harvard.edu
Phone Number: (617) 363-8319
Website: healthyliving4me.org
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Organization Description
Florida Health Networks (FHN) is an associated organization of Health Foundation of South Florida (HFSF)
that grew from the Foundation’s initial investment in the South Florida Regional Collaborative (HARC). In
2015 FHN was created for the purpose of providing administrative and business relations support to the 11
Planning and Service Areas in the State of Florida. Presently FHN partners with the 11 Aging and Disability
Resource Centers and their provider network in Florida. In collaboration with numerous partners, FHN
supports the delivery of a diverse menu of evidence-based programs proven to improve health outcomes
and to decrease health care cost. FHN networks have a total of eleven Health and Wellness Hubs with a
grand total of 54 satellite hubs offering a menu of evidence-based programs and building sustainable
partnerships in their communities.

History
FHN menu of services includes three categories of programs: 1) Stanford self-management education programs
in English, Spanish and Haitian Creole; 2) Falls prevention and balance/strength training including: Matter of
Balance: A Lay Leader Model (English, Spanish); Tai Chi for Arthritis and Falls Prevention; EnhanceFitness and
Walk with Ease (English, Spanish); and 3) Health coaching (one-on-one) self-management support including:
EnhanceWellness and PEARLS
HFSF began supporting a wide range of evidence-based programs in 2008. Its focus and partners were initially in
South Florida and in 2014 became Florida Health Networks with statewide partnerships.
The decision was made on the basis of the following factors:
• Epidemiological profile of older adults.
• Identified priority areas in epidemiological review: self-management; falls prevention and physical activation;
and depression management.
• Gap analysis in the geographical area showed desert of evidence-based health and prevention programs in
priority areas
• Explored evidence-based programs that would have the greatest impact in the health and wellbeing of older
adults in the community
• Decided on a menu of evidence-based programs that were available, had robust replication manuals, trainings
and support to take them to scale in the community.

Partners and Funders
The partnership with a network of community-based programs started in 2008 with Health Foundation’s
nationally recognized Healthy Aging strategic initiative and the Foundation’s investment of $7.5 million from
the Foundation’s Endowment. Since 2014 two ACL grants were awarded to build the statewide capacity to
deliver evidence-based CDSME and falls prevention programs. Presently FHN holds a contract with a Medicare
Advantage Group and have a second one under negotiation. FHN partners with Aging and Disability provider
networks and their network of community -based organizations.

Successes
Health Foundation contracted with an external evaluation team to track the successes of HARC. The local
evaluation team used the Re-Aim framework and following are highlights from their six year report:
The total number of workshop attendees from all programs over all six years was 40,365. Since individuals could
take and participate in multiple evidence-based programs yearly, a total participant (unduplicated) count was
29,817. On average, 30% of participants participated in two or more programs yearly.
HARC programs have been offered in 420 unduplicated sites throughout Broward, Miami-Dade, and Monroe
Counties. When examining the number of sites, LHP/TCS and MOB/ADE were offered in the most sites
throughout South Florida with 266 and 258 sites. Additionally, the most common site used was a public meeting
space such as a community center, park, or library. Across all programs, over the seven-year period of program
implementation, participants reported an increase from pre-test to post-test healthy behaviors and skills.
Participants in the self-management programs, LHP/TCS, DSMP-E/DSMP-S, reported significant increases in
being able to use self-management techniques. In EF, there were increases in participants’ strength and functional
mobility as measured with chair stands, arm curls with weights, and time to complete an eight-foot circuit. MOB/
ADE programs showed improvements in participants’ confidence to avoid fall-related injuries and exercise at
least three times a week. For HI, participants who received all components of the intervention showed decreased
depressive symptoms.

Lessons Learned
In assessing ongoing barriers and challenges, FHN has developed the following key learnings:
• Health plans are very complex organizations with complex decision making, so when they see a proposal to
deal with a chronic disease, they tend to fall back on their poor experience with disease management and, as
a complex organization, it is hard to get a fair hearing. Medicare Advantage Plans (MAPs) understand they
need to look for new models of service delivery in order to meet the CMS goals. This does not mean that MAPs
are ready to fully sign on to this new process, but it does mean that external factors are forcing them to begin
looking for solutions.
• Properly organized and managed, community based services have the potential to achieve what traditional
medical providers have not been willing to achieve. Working as a network has enabled Florida to brand the
work of ADRCs as Wellness Providers.

Program Contact: Carol N. Montoya
Email: mpelaez@flhealthnetworks.org
Phone Number: (305) 804-9767
Website: floridahealthnetworks.org

Program

Organization Description
Sound Generations (formerly Senior Services) is the most comprehensive non-profit multi-service organization
serving older adults in Washington State. Established in 1967, we promote positive aging for thousands of seniors
and their families each year through our integrated system of quality programs and senior centers. More than
3,400 volunteers, together with 260 employees, make our work possible and efficient. As an organization, undoing
institutional racism, removing barriers to service, and focusing on the underserved in King County’s refugee,
immigrant, and communities of color remain top priorities.

History
Sound Generations holds a unique place in evidence-based work. We are a multi-service organization delivering
a suite of EBLC programs in King County, WA, while simultaneously managing the research, implementation
and scaling of our Project Enhance programs internationally. Project Enhance’s Enhance®Fitness (EF) and
Enhance®Wellness (EW) are the heart of our Health & Wellness department. EF, a low-cost, evidence-based group
exercise program, helps older adults at all levels of fitness become more active, energized, and empowered to
sustain independent lives. EW, a participant-centered motivational intervention helps individuals navigate a wide
array of barriers. These award winning programs are currently implemented to support healthy living at over 65
sites locally and in 40+ states nationally. We also deliver complementary, evidence-based programs throughout
King County, including A Matter of Balance, PEARLS, Living Well with Chronic Conditions (CDSMP), Diabetes SelfManagement Program, Chronic Pain Self-Management Program and Powerful Tools for Caregiving.
Project Enhance has two decades of experience in data collection, data management, and analytics, specifically
for evidence-based programs. In 2011, we replaced our centralized paper-based data management process
with the launch of an online multi-tenant data entry system. This system now maintains a dataset for our
programs that goes back to 1997, including uniquely-identified demographic and program activity and outcomes
data for over 70,000 unduplicated participants. We currently support more than 500 licensed system users
at approximately 200 organizations nationwide who use these systems to manage and report on their own
implementations of EF and EW. Based on the success of these systems, Sound Generations has been contracted
to develop, manage, and support systems for sister evidence-based programs, including MaineHealth’s A Matter
of Balance, University of Washington’s PEARLS, and the suite of seven evidence-based falls prevention programs
offered nationally by 21 US Administration for Community Living grantees. Providing high-quality, user-friendly
data management and reporting tools for evidence-based programs is a major strategic focus of Project Enhance.

Partners and Funders
Sound Generations Health & Wellness enjoys strong partnerships with a diverse set of partners. We have experience
working with governmental and non-governmental organizations, locally and nationally. Some of our partners include:

•
•
•
•

CDC’s Arthritis Program
National Council on Aging
YMCA of USA
State government agencies

• University of Washington, Health Promotion Research Center
• Group Health Cooperative
• Silver and Fit

EnhanceFitness sites receive reimbursement as a Group Health Medicare Advantage Plan product offering in
Washington State. Group Health provides reimbursement for each plan participant class session attended. Similarly,
class sites nationally can sign up for the Silver and Fit program at no charge and receive direct reimbursement from
American Specialty Health for session attendance. Reimbursement offsets fitness instructor fees and provides
sustainability for affiliate organizations.

Successes
Since the years following the original study, from 1999 to today, EF has been offered in 41 states plus the District
of Columbia, at over 1,100 locations under almost 300 licensed organizations. In 2013, the Y of USA became a
national dissemination partner. In 2015, American Council on Exercise became a national continuing education
partner. As of July 2016, EF has served over 64,000 unduplicated participants. Since 1998, EW has been offered in
9 states at 77 sites under 25 licensed organizations. As of July 2016, EW has served over 7,000 participants. (Note:
Health outcome successes are detailed in our EBLC Program pages.)

Lessons Learned
• Desire for collaboration and partnership linking CBOs and clinical healthcare is strong
• Provider transition and referral processes need to be well understood and retooled to include external
program information/connections to CBOs
• Security of patient/participant information requires input of Legal and IT departments of both organizations to
integrate consent forms and systems

Recognition/References
In 2006, the US Health and Human Services’ Administration on Aging (AoA) included EF as one of the approved
programs for the Choices for Independence grants, placing it in the AoA’s highest tier of evidence-based
programs. In 2007, the CDC Arthritis Program (CDC-AP) reviewed and classified EF as “arthritis-friendly” and it
was adopted as a recommended intervention by the Arthritis Program. Sampling of Project Enhance national
awards include:
• International Council on Active Aging, 2006 Industry Innovators Award
• US DHHS Secretary’s 2005 Innovation in Prevention Award, Non-Profit Category
• US Administration on Aging, You Can! Program Champion, 2005
• NCOA/Health Promotion Institute, 2004 Best Practice Award
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