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Introduction 
The Health & Wellness Alliance for Children (the Alliance) is an effort to collectively improve 
children’s health and wellness outcomes in the Dallas area. The Alliance strives to accomplish 
this by influencing factors both inside and outside the clinical care setting, including the social, 
behavioral, and environmental determinants of health. The Alliance is using a collective impact 
approach to align members of the community behind a clearly defined goal, coordinating their 
activity to achieve progress at scale.  The initial focus will be children’s asthma in Dallas County, 
though the Alliance plans to address other conditions in the future. While Children’s Medical 
Center is catalyzing this effort, the Alliance will be comprised of and led by a cross-section of 
Dallas community stakeholders committed to children’s health. 

This common agenda describes the problem of childhood asthma in Dallas County, the goals we 
have, and opportunity we have to address it. The Agenda describes the principles, framework, 
and structure we will use to make our vision a reality. 

Intent 
Despite cutting edge medical facilities and a community dedicated to its children, the current 
state children’s health and wellness in Dallas County is not in line with the community’s vision – 
according to the most recent statistics, 29% of our kids live in poverty; 18% don’t have health 
insurance; 28% have inadequate food and nutrition; 35% live in a single-parent home; and infant 
mortality has increased.i For any one organization, the challenge is too great; and for the entire 
community, the status quo is not acceptable  

Viewed from the lens of the community we serve, and guided by the voice of our at-risk children 
and their families, our goal is to organize and engage the community in a collective impact 
initiative that will bend trends and improve the overall health and wellbeing of all children. 
Collective impact efforts distinguish themselves from typical collaborations through greater 
attention to creating common community intent, alongside processes and supports for 
organizations to work effectively in achieving large scale population-level improvement.  

Why asthma? 
Asthma is one of the most common chronic conditions to affect children.  It is estimated that 9% 
of all children in Dallas County currently have asthma.ii  Asthma can lead to emergency room 
visits and hospitalizations, but at its most severe, asthma can result in death.  While there are 
many health issues that demand our community’s attention, it is important to focus on one area in 
order to affect measurable change at scale.  In addressing asthma, the Alliance will focus on a 
number of elements that are crucial to children’s health overall – from health literacy to access to 
insurance.  We can apply what we learn to other children’s health conditions in the future. We are 
also inspired by other communities nationwide who have taken a collaborative approach to 
addressing children’s asthma and achieved positive change at scale.  
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The Challenge 

Scope of Problem 
Nationally, childhood asthma is the most common chronic condition to affect children under 18 
years old.iii  Of Dallas County’s 650,000 children, approximately 60,000 of them, or 9%, have 
asthma.iv    

Too many of these children are restricted in their ability to live to their fullest potential because of 
asthma.  When poorly managed, even mild asthma can restrict a child’s ability to play, participate 
in school, and get adequate rest.  In Texas, 54% of children with asthma missed at least one 
school day per year due to their condition.v   When children cannot go to school due to asthma, 
parents miss work.  This may negatively impact the entire family, particularly for those who live 
paycheck to paycheck.  At the extreme, children can require a visit to the emergency room, be 
admitted to the hospital, or even die as a result of asthma.  In 2012, nearly 1500 children in Dallas 
County visited an emergency room or were admitted to a hospital due to asthma.vi 

Asthma can affect all children, but hospitalization rates in Dallas are higher than average for 
children under 10 years old and boys (see Appendix A).vii   Asthma hospitalization rates are 
characterized by striking and persistent racial disparities.    Between 2008 and 2010, asthma 
hospitalization rates for black children were 3 to 5 times higher than for white children (see 
Figure 1).viii    Those disparities reflect nationwide trends but are more pronounced in Dallas. 

Figure 1: Asthma Hospitalization Rates by Race in Dallas Countyix
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It is often said that health can depend as much on your zip code as your genetic code; this is true 
for childhood asthma in Dallas.  There is significant variability in asthma hospitalization rates 
across Dallas.  Many neighborhoods in Southern Dallas, for instance, have much higher rates of 
asthma hospitalizations than in neighborhoods in Northern Dallas (see Figure 2). 

Figure 2: Asthma Hospitalization Rates by Zip Codex

  

While there is not a well-established cause, nor cure, for asthma there are many evidence-based 
strategies available for effective asthma management. Families can learn to control asthma, 
rather than having it control them.  Despite this, an average of three children were hospitalized 
for asthma every single day in Dallas County in 2010. 

Unmanaged asthma not only takes a toll on child and family well-being, it also takes an economic 
toll on our health system.  A three day asthma-related hospitalization in Texas can cost up to 
$7,300.  This stands in contrast to the relatively modest cost of a primary care appointment, 
approximately $100, which might prevent an unnecessary hospitalization by equipping families 
with knowledge and medications to control asthma.xi  When the direct medical costs of asthma-
related medical care are added to the indirect cost on families, it is estimated that the economic 
toll of childhood asthma in Dallas County is a staggering $60M per year.xii  

Asthma Wellness Challenge 
The factors that determine whether a child with asthma suffers or thrives are multifaceted, as 
seen in Figure 3.  First, much of whether a child is able to successfully manage asthma depends 
on his or her family’s health knowledge, attitudes, behaviors, and support system.  Second, the 

Hospitalizations per 
10,000 children per 
year 
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severity of a child’s asthma can be affected by asthma triggers in the environments where the 
child lives, learns, and plays.  Finally, outcomes for children with asthma depend on medical 
management of the condition, which is influenced by doctors, nurses, and other health care 
professionals.   The asthma wellness equation below depicts the interplay of these three factors.  
In order for a child with asthma to thrive, they need to be anchored by a foundation for wellness 
that is supported by their family and community; they need asthma triggers in their environment 
alleviated by policy-makers, landlords and school leadership; and they need to have the clinical 
manifestations of their condition brought under control through a coordinated effort of their 
various medical providers. 

Figure 3: The Asthma Wellness Equation 

 

Unstable Foundation for Wellness 
At the center of the asthma wellness equation lies the child and family, whose ability manage 
childhood asthma depends on their foundation for wellness – that is, the health attitudes and 
behaviors that guide the family’s actions. The following are five major factors that contribute to a 
foundation for wellness.  In the absence of any one or combination of these building blocks, 
children and families will have more difficulty managing asthma:xiii 

A Balanced Outlook:  Without a balanced outlook, parents react to problems as they arise. It is 
easier and faster to take care of the symptoms rather than look for the root of the problem. For 
instance, parents may take their children to the emergency department rather than the primary 
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care doctor since they feel they can procure treatment quickly. Families with a reactive mindset 
also struggle to make long-term lifestyle changes to address root problems.  

On the other hand, parents with a proactive mindset are able see a longer-term horizon, and 
understand the implications of short-term decisions.  When they have a longer-term outlook for 
themselves and their family, they are able to plan and adjust.   

Connected Knowledge:  In order to manage asthma effectively, a family has to be able to access 
information about the condition from a variety of sources, interpret it, make meaning from it, and 
share that information with others. When knowledge is disconnected, there is confusion, lack of 
meaning, and misalignment - which can lead to mistrust of information and disengagement. 

Many parents cobble together health information from multiple sources, including personal 
experience, intuition, information passed on from friends and family, and information from the 
medical community.  Parents carry with them a set of beliefs and assumptions about children’s 
health, which influence how they receive and react to the information. When these assumptions 
are contradicted, parents may not trust the source or the information. 

Disconnected information is further complicated by poor care coordination. When a child has 
multiple care providers, they often work within silos, not communicating about treatment or care.  

Sense of Self:   Without a strong sense of self, children with chronic conditions see themselves 
as “different” from others. Children with asthma will focus on their inability to run as fast or as far 
others. In an attempt to be “normal”, many children will “test their limits.” Those that have pushed 
themselves too far (without the benefit of good management) and experienced a negative 
outcome - such as an asthma attack - see that as a very real limitation.  This can lead to 
resignation, where asthma defines who they are and what they are able to achieve. 

Personal Power:   Without a sense of personal power, parents adopt a protective mindset and 
attempt to limit exposure to stress. They withhold certain responsibilities and key information 
from their children in honor of childhood.  Parents in a protective mindset might also limit their 
children’s exposure to certain people, environments, or behaviors -- whether they are real or 
perceived threats. This leaves children with a limited understanding of their health or how to 
provide self-care. This mindset reduces children’s resilience and capacity. Ultimately, limiting a 
child’s sense of his or her own ability can perpetuate a culture of dependency or over-reliance on 
parents to guide health outcomes, stunting children’s own self-efficacy. 

System of Support: Parents depend on a diverse support system to provide care for their 
children, which may include school, after school programs, community centers, and other family 
members. Families with limited support are not only resource constrained, their children also lack 
access to role models, information, and safe spaces to explore healthy habits beyond the home.  
Children growing up in households with a limited support networks are often left alone, which 
can result in them adopting habits that aren’t conducive to their wellness.  A limited support 



7 
 
 

network also means children have limited exposure to other people and experiences, viewpoints, 
and behaviors. It creates an isolated perspective of life options and opportunities. 

Environments Containing Asthma Triggers 
Children’s asthma outcomes are worsened by the presence of allergens and other asthma 
triggers in their homes, schools, and in the air that they breathe. 

Home: Many Dallas children face significant asthma triggers in their own homes and homes of 
friends and family.  Common household environmental concerns for children with asthma in 
inner-city settings nationwide include cockroaches, wall-to-wall carpeting in a child’s bedroom, 
secondhand smoke, mice and rats and furry pets.xiv  These triggers may persist because of a lack 
of knowledge of the triggers, and inadequate information or financial constraints to address 
them. 

School: Children may also face asthma triggers in the school and daycare settings, such as 
classrooms or playgrounds.  Nationwide, the EPA has highlighted concerns about school-based 
environmental triggers for asthma including mold, dust mites and animal dander in carpeting.  
Chemicals used in cleaning products are also of concern.xv 

Air:  Children with asthma are especially susceptible to the effects of ozone pollution, and 
Dallas’s ozone levels exceed the EPA’s legal standard.  According to the American Lung 
Association’s 2013 State of the Air report, Dallas received an “F” grade for its high ozone levels.  
Even more concerning, while most cities in the US are trending toward fewer high ozone days, 
Dallas has seen increasing ozone problems between 2009 and 2011.  In addition to ozone, other 
air pollutants like second-hand smoke and school bus exhaust are concerns for children with 
asthma.  

Challenges in Medical Asthma Management 
Another challenge for children and families with asthma is inadequate clinical treatment of the 
condition.  Medical care providers who follow nationally-recognized treatment guidelines can 
help families mitigate the risk factors and treat the symptoms of asthma.  Clinical treatment of 
asthma may be hindered, however, if families have difficulty getting to or paying for medical care 
and medications.   The quality of a child’s medical management of asthma will also depend on 
whether the child’s health care providers are equipped to communicate effectively with the child 
and family, provide care in-line with best practices guidelines, and coordinate care with the 
child’s various health care providers. 

Affordability: Dallas has higher portions of uninsured children and children who rely on public 
benefit insurance than Texas or the US overall (see Figure 4).  In Dallas County, 18% of children 
are uninsured.  Lack of access to insurance poses a barrier for many families to afford the 
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preventive doctor’s appointment and medications they need to manage asthma.  Many of the 
children who visit Dallas’s emergency departments for asthma are uninsured (see Appendix A). 

Families enrolled in public benefit insurance programs such as CHIP and Medicaid also face 
difficulties finding providers who accept their insurance.  While 46% of Dallas children are 
covered by Medicaid and CHIP, it is estimated that 76% percent of Dallas physicians would not 
accept new Medicaid or CHIP patients. Attaining and maintaining health insurance under these 
public benefit programs can be difficult. The process for registering for Medicaid can be 
prohibitively complex or take too much time for many families, and re-enrollment is required 
every six months to maintain coverage. 

Figure 4: Insurance Coverage for All Children in Dallas Countyxvi 

 

Accessibility: Regardless of their ability to pay for health care, many families face other barriers 
in seeking medical care.  Some families struggle to get to a medical provider for primary or 
specialty care because there may not be clinic near their house, or transportation to the nearest 
clinic may be prohibitively costly or a logistical challenge.  These are likely greater barriers for 
families who live in Southern Dallas, which has comparatively fewer health care clinics that serve 
children than Northern Dallas (see Appendix A).   The clinics that a family would like to visit may 
have office hours that require parents to take time away from work, and the child from school, to 
be seen in a medical appointment. 
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Quality of Care:   Even a child who is able to pay for and get to a medical appointment may still 
face challenges with asthma management if they do not have a high-quality health care 
experience.  

Asthma management may be hindered by lack of effective, culturally-competent communication 
between patients and medical care providers about asthma management.   Primary care 
physicians who have limited time to speak with a patient may not adequately address the family’s 
questions and concerns about asthma management.  This may lead to families being not taking 
or discontinuing their medications.  Nationally, one of the largest gaps in quality care for children 
with asthma is the underuse of anti-inflammatory, long-acting control medications and the 
overuse of “rescue” medications.

xviii

xvii Multiple studies have shown that patients take as few as half 
of the recommended doses of controller medications. A 2013 national study of pediatric asthma 
patients found that 56% of patients did not refill their controller medication after the initial fill.  

Some providers may struggle to keep up to date on the best practice guidelines in the medical 
management of asthma.  Perhaps without knowing it, they may not be providing the best 
available medical advice to children and families.  National studies have shown that not all 
children receive appropriate asthma medications from their health care providers, and children 
with Medicaid are less likely than commercially insured patient to receive appropriate asthma 
medication.  In 2010, 88% of Medicaid patients were prescribed an appropriate asthma 
medication, compared to 93% of patients covered by commercial insurance plans.xix    

Care might not be coordinated between a child’s various health providers including primary care 
doctors, hospital and emergency room physicians, school nurses, pharmacists and specialists.  
Uncoordinated care may lead to families get inconsistent or even conflicting information from 
different providers.  For instance, if the child’s electronic medical record is not shared between 
the child’s primary care clinic and hospital, neither the clinic nor the hospital will have the most 
recent medical information to direct treatment.   
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The landscape of players 
The components of the Asthma Wellness Equation (a foundation for wellness, environmental 
asthma triggers, and medical management) are influenced by a 
number of actors in the Dallas community. We have an opportunity 
to build on the work of current organizations and coalitions, 
increasing their communication, coordination, and awareness of 
their role in addressing children’s asthma.   The Alliance is currently 
engaging actors across Dallas in creating this Common Agenda, and 
recognizes the need to reach out to many others to achieve 
community-wide change for children’s asthma. A full list of 
organizations identified as important to Children’s Health can be 
found in Appendix E. 

Collaborations 

The North Texas community has embraced the need for collaboration to solve challenges of 
community health and youth development. Existing collaboratives focus on asthma, children’s 
wellness, education, and other related topics.  Many have adopted bold approaches including 
working with partners across multiple sectors and committing to shared goals, metrics, and 
accountability to each other. Collaborative efforts that the Alliance can learn from and build on 
include the North Texas Asthma Consortium, The Center For Children’s Health – Cook Children’s, 
DFW Hospital Council, Commit! Dallas, and Children’s Medical Center’s Beyond ABC annual 
report on children’s health and wellness. 

Non-Profits/Faith-Based Community 

Many Dallas organizations are working to address children’s health and wellness beyond the 
clinical setting. Community health educators are going out in their neighborhoods to work with 
parents, schools, and children where they are. Faith-based organizations as well as secular 
groups have recognized a gap in access to care, particularly in low-income communities and 
among the uninsured or underinsured children and families. Mission East Dallas established a 
community clinic as an outgrowth of its church ministry. The Urban League, LULAC, and others 
have demonstrated a commitment to improve health and wellness among those with the greatest 
need in Dallas. 

Philanthropy 

Dallas also benefits from a strong philanthropic community that has increasingly focused on children’s 
health and wellness.  The United Way, Zero to Five Funders Collaborative,  Rees Jones Foundation, 
and the Junior League of Dallas among others have made significant investments in children and 
in health in Dallas. 

 

“The time is now for a 
collaborative effort in 
Dallas, we can’t afford to 
stay in these silos.”   

- Zachary S. Thompson 
Dallas County Health and 
Human Services 
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Government 

Public policies significantly influence the health, environmental, and other systems that impact 
asthma health and wellness in Dallas. Some areas of government have acknowledged a holistic 
approach to health that recognizes the various ways that policies beyond those related to clinical 
care impact children and families. The City Design studio, local U.S Environmental Protection 
Agency offices, and the Green Dallas initiative are all examples of government partnerships that 
work to create a healthy environment for the community. 

Business 

Dallas has among the highest concentration of Fortune 500 companies of any US community. 
Major employers as well as private health plans significantly influence healthcare coverage, 
access, and affordability in Dallas. The Dallas Regional Chamber and others in the business 
community are increasingly stepping up to support Dallas children and families. 

Clinical Care Providers 

Dallas boasts several hospital systems and individual practitioners that are national leaders in 
clinical care. Yet it is also clear that the highest quality care is not equally accessible across the 
community. Federally Qualified Health Clinics, private community clinics, school based clinics and 
many more are flourishing across the Dallas area to fill the current gap in access to care. This 
momentum to expand primary care provision for children is promising and essential to success in 
the work for children’s health and wellness.  

Schools 

Schools are where many Dallas children spend most of their time. In a system like DISD where 
more than 80% of students are eligible for free and reduced lunchxx, the schools may present the 
best opportunity for children to access healthy food, exercise, and quality medical treatment. 
Many Dallas area schools have embraced this opportunity through efforts such as school-based 
clinics, the Healthy Zone Schools program, and School Heath Advisory Council efforts. 

Children with Asthma and Their Families 

Asthma is a chronic disease for which most of the disease management happens at home, on the 
playground, and similar places where clinical care is not present.  Children with asthma and their 
families must play a proactive role in maintaining asthma wellness. The Alliance hopes to learn 
from those children with asthma and their families who thrive at school and home, as well as 
those who are struggling to manage their asthma. The Alliance partners believe that sustained 
change will only happen when best practices are reinforced in homes and in everyday social 
settings, not just delivered from top- down messaging or through service providers.  
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The goal 
 

Childhood asthma is complex problem.  The factors that determine whether a child with asthma 
will thrive, or be impeded in reaching their full potential, depend on a system of diverse 
stakeholders, policies, and practices that form the child’s individual asthma wellness equation.  
The Health and Wellness Alliance for Children endeavors to change that system with the 
following big goal: 

Every child with asthma achieves their fullest health, well-
being, and potential. 

 
In order to achieve this goal the Alliance seeks to reduce or 
eliminate the burden that asthma places on children, families, and 
the community by developing strategies that address each of the 
components of the asthma wellness equation. 

Potential indicators that the Alliance may use to track progress 
toward its goal are: 

x Decrease child hospitalizations and emergency department visits due to asthma 

x Decrease days of school  children miss due to asthma 

x Decrease days of work parents miss due to child’s asthma 

x Increase asthma control test score of children with asthma 

x Increase quality of life score of children with asthma 

The Alliance will seek to reduce disparity by race across these child asthma-related outcomes. 

The actual indicators and targets to be used will be determined during the early part of the 
implementation phase based on availability of data and the Alliance’s strategic priorities. A listing 
of these indicators can be found in Appendix B. 

  

“A healthy child isn’t just 
one that doesn’t go to 
the ER, but one that 
succeeds in school and 
can become a productive 
member of society.”   

- Alliance Co-Chair 
Eduardo Sanchez 
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Framework for change 
The Health and Wellness Alliance for Children seeks to bring stakeholders together across 
multiple sectors that influence social and environmental determinants, as well as clinical 
determinants of children’s health. The Alliance will establish the supporting conditions for change 
in the community, convene working groups of community partners to plan and implement 
strategies, and work towards achieving the goal of improved asthma-related children’s health 
outcomes. 

 

 

 

 

 

 

 

Convene Working Groups of community partners to plan and implement strategies  

 
 

Demonstrate progress in outcomes that lead to Alliance goal 

 

Establish the supporting conditions for change in our community 
1) Engage a cross-sector group of community stakeholders 

2) Ignite the community around children’s asthma issues to build awareness, will, and 
capacity for bold action 

3) Facilitate continuous communication, including data sharing and integrated 
information systems 

4) Compile and transparently report indicator data and progress toward goals 

5) Align public and private investments around Alliance goals 

 

 

Every child with asthma achieves their fullest health, well-being, and 
potential. 
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The Approach 

Collective impact offers an approach for transformative change 
Collective impact, a powerful approach used by a number of communities around the country, is 
the commitment of a group of cross-sector actors to a common agenda for solving a social 
problem through alignment and differentiation of efforts.  Such solutions depend on addressing a 
complex range of challenges that can only be improved through a systematic and coordinated 
approach owned by the cross-sector stakeholders themselves. Indeed, no single organization is 
responsible for any major social problem, nor can any single organization solve it.    

The five necessary conditions of collective impact, each of which will be central to the success of 
the efforts of the Health and Wellness Alliance for Children, are: 

x Common Agenda:  All participants have a shared vision for change including a common 
understanding of the problem and a joint approach to solving it through agreed upon 
actions. 

x Shared Measurement: Collecting data and measuring results consistently across all 
participants ensures efforts remain aligned and participants hold each other accountable. 

x Mutually Reinforcing Activities: Participant activities must be differentiated while still 
being coordinated through a mutually reinforcing plan of action. 

x Continuous Communication: Consistent and open communication is needed across the 
many players to build trust, assure mutual objectives, and appreciate common motivation. 

x Backbone Support: Creating and managing collective impact requires a separate 
organization with staff and a specific set of skills to serve as the backbone and coordinate 
participating organizations and agencies. 

Other communities guide the way 
Communities around the country are taking collaborative approaches to address childhood 
asthma.  In fact, research has shown that community-based coalitions are one of the most 
effective ways to address childhood asthma.xxi The Health and Wellness Alliance for Children will 
incorporate lessons learned from these initiatives, while remaining focused on the unique 
aspects of the Dallas County context. Nationally-recognized coalitions fighting child asthma 
include:  

Asthma Network of West Michigan (ANWM) serves over 80,000 people 
with asthma, 30% of whom are children. ANWM consists of medical 
professionals, social workers, public and private insurers.  ANWM’s goal is 
to educate those who care for individuals with asthma and provide 

intensive case management for low-income children and adults with asthma. 
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x Activities include asthma education, coordination with health care providers, development 
of asthma action plans, home environmental assessments, and social worker support.  
ANWM has successfully advocated for insurance coverage of case management. 

x Results: The ANWM’s case management program has led to a 63% decrease in asthma-
related hospitalizations, a 30% decrease in ER visits and a 78% decrease in schools days 
missed due to asthma.xxii 

The New York City Asthma Partnership (NYCAP) serves over 
1 million children and adults with a lifetime diagnosis of asthma, 
largely from minority and low-income populations.  The 

partnership includes over 400 organizations including community-based organizations, 
corporations, government agencies, academic institutions and medical centers. 

x Activities include improved reporting of asthma emergency room visits, daycare asthma 
management programs, and environmental interventions such as a no-bus idling policy. 

x Results:  The number of hospitalizations for asthma among NYC residents decreased by 
more than 8% between 2005 and 2008.  NYCAP has also successfully changed 
numerous city policies to improve air quality and asthma care.xxiii  

The Wisconsin Asthma Coalition, an affiliate of the Children’s 
Health Alliance of Wisconsin, is a coordinating body for state-
level efforts to address childhood asthma.  The Alliance’s advisory 
committee includes representation from hospitals, payers, public 
health officials and businesses. 

x Activities include asthma education, standardization of medical care practices, reduction 
of asthma triggers in homes and external environments, and surveillance.  

x Results: While the prevalence of asthma is Wisconsin has gone up in the past decade, the 
number of emergency room visits due to asthma has decreased.xxiv  
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Guiding principles 
In the context of the profound burden that children’s asthma places on our community and 
amidst a wave of promising momentum, our call to action is clear: we must dramatically reduce 
the burden that asthma inflicts on Dallas children, their families, and the community as a whole. 
Our approach to achieving this transformational change is rooted in a set of guiding principles 
and values about how systemic change happens and how we will work together.  

Guiding Principles for the Health and Wellness Alliance for Children 
1. Children’s Right to Care.  We believe that children deserve access to health, which 

includes access to medical care as well as the other opportunities and resources that 
support health. 

2. Value of Children’s Health. We believe that a child’s health has value, to his or her 
community, family, and self. 

3. Honor Children’s Role. We honor the role and opinions of a child in his or her own health 
and wellness.   

4. Respect and support the family. We believe that a family, regardless of how it is defined, 
is the guiding force for a child’s health knowledge, attitudes, and actions. We recognize 
that those family units need information, resources, and other supports to achieve the 
highest level of well-being for themselves and their children. 

5. Systemic Challenge. We believe that a child’s health is influenced by factors beyond 
those in his or her control, including society, environment, family, education, and health 
systems. 

6. Long-Term Commitment. We strive for long-term commitment of time, effort, and funds 
to the work of this Alliance and long-term solutions that engage the members of the 
community in achieving change for their children.  

7. Cross-Sector Collaboration. We respect the different perspectives, resources, and 
expertise of all our partners, recognizing that no one individual or organization can effect 
transformational change in the lives of children in the community. 

8. Honor Diversity. We believe in developing solutions that honor the diversity of the 
people in community, free of judgment and with appreciation for culture, language, and 
belief.  

9. Learning Orientation. We are a learning collaborative, using evidence to help us select 
among best practices, as well as measuring the effectiveness of our efforts in the 
community.  
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Structure 
The Alliance will be organized with a structure including governance (Steering Committee and 
Advisory Council), staff (backbone support) and connecting groups that maintain the necessary 
supporting conditions for change. Working Groups of cross-sector stakeholders will develop and 
execute strategies for change. Each entity will play an important role in a coordinated effort that 
will advance toward Alliance goals. The proposed Alliance organizing structure is shown in 
Figure 6. 

Figure 6: Health and Wellness Alliance for Children Structure  

 

In this depiction of the Alliance structure the Steering Committee, Advisory Council, backbone 
organization, working groups, and connecting groups all contribute to ensuring the necessary 
supporting conditions.  
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x Steering Committee: A cross-sector group of stakeholders with roles in the Dallas 
community who are relevant to children’s health and asthma. This group provides 
governance, guidance, and oversight to the Alliance. The Steering Committee ensures 
that multiple perspectives are considered and engaged in Alliance decisions.  

x Advisory Council: A group of leaders from business, government, foundation, and 
nonprofit sectors that provide ongoing input to strategy, help raise funds, and champion 
the effort in the community. The Advisory Council supports the Steering Committee to 
ensure adequate resources for the Alliance and provides an additional opportunity for 
cross-sector representation in governance. 

x Backbone organization: The staff who support alignment of activities across the Alliance, 
provide strategic direction, shared measurement, community engagement, policy 
advancement, and sustain financial support for Alliance efforts. 

x Data group: A group of stakeholders with relevant expertise in data collection, analysis, 
and reporting that include a representative from each working group and from Steering 
Committee. This group works alongside the backbone staff to identify/ support data 
needs and drive learning across the effort  

x Policy group: A group of stakeholders with relevant expertise in advocacy and policy 
work that may include a representative from each working group and from Steering 
Committee. The group works alongside the backbone staff to implement the policy 
agenda identified by working groups and the steering committee 

x Working groups: Groups that plan and implement strategies to support the overall goal. 
Working groups execute strategies in the following areas: 1) Asthma-Healthy Physical 
Environments 2) Improved Access to Health Care 3) High Quality Health Care 4) 
Equipping Children and Families for Asthma Wellness. The Alliance seeks to engage 
existing Dallas organizations and collaborations to participate in the working groups in 
order to build on and accelerate the momentum that exists in many arenas related to 
children’s health and wellness and asthma specifically. Members should represent an 
appropriate cross section of community stakeholders but maintain a lean size to ensure 
that the group can function efficiently as a team. More detail on Working Groups can be 
found in Appendix D. 

Experience in other communities indicates that the framework for change is well-executed, the 
work of these Alliance entities, participating partner organizations, and children’s health 
stakeholders (e.g., families, teachers, political leaders) outside of the formal Alliance structure will 
align, enabling Dallas to achieve success at scale. 
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Opportunity 

Momentum is growing 
The childhood asthma challenge has been 
noticed, and leaders from across the community 
are standing up to take action.  These leaders are 
committed to working collaboratively to find and 
implement solutions to improve children’s health, 
and reduce the impact of asthma on the lives of 
children in Dallas County.  Today, the Health and 
Wellness Alliance for Children is guided by a 
group of community leaders who represent health 
clinics and hospitals, neighborhood and 
community organizations, schools, government 
agencies, and the faith-based community (see 
Figure 5).  For a full of Steering Committee members, see Appendix C.  

Figure 5:  Members of the Health and Wellness Alliance Steering Committee 
Represent a Variety of Organizations across Dallas County 

 

These leaders have come together with a common interest, and are rethinking the future of 
children’s health in Dallas County.   As a group representing organizations from various sectors, 
they are collectively committed to using innovative approaches to address childhood asthma.   

“We’re going to rise high with this 
initiative.  We don’t know exactly what 
the outcomes are going to be or what 
the solutions will be.  By moving against 
the tide, against the common wisdom, 
we are going to come up with some 
things that might be small levers but will 
make big change.  I think that will be very 
exciting and very rewarding” 

- Alliance Co-Chair Peter Roberts 
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As launch pads to explore solutions, these leaders have asked the following questions: 

x How might we remove barriers and obtain legislative support for healthy and safe 
communities? 

x How might we create a sense of awareness and power among children and families? 
x How might we design interconnected community support systems? 
x How might we equip doctors with easy-to-use information to treat children with asthma; 

and equip parents with information and tools to easily understand and track child’s 
asthma? 

x How might we enable access to high-quality care through virtual community 
collaboration? 

x How might we use “health in all policies” as a guiding principle to achieve a clean 
environment and infrastructure, healthy air quality, clean and safe schools and 
workplaces, and payment system for health that move beyond the medical care system? 

 

The Alliance believes the Dallas community can answer these questions. 
 
No one entity can answer them alone, but rather an ever-growing circle of community members 
focused on the patient and his or her family.  Those patients and families themselves must be 
involved in creating sustainable solutions. 

  

Through the dedication of individuals and of organizations, the adherence to our guiding 
principles, and the commitment to work together through the framework for change we will 
achieve major gains for the health of our children, their families, and the Dallas community. 
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Appendix 

A. Additional Data 
Asthma Hospitalization Rates by Age and Gender in Dallas County 

 

Insurance Coverage of Children Who Visit the Emergency Room for Asthma 
in Dallas Countyxxv 
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Health Care Centers in Dallas County Serving Childrenxxvi 

  

Pediatric Health Care Facilities in Dallas Countyxxvii

   



23 
 
 

B. Key Indicator Detail 
The following indicators may be used to the track the Alliance’s progress in achieving its goals.  
The purpose of using these indicators is to accurately measure the outcomes of children with 
asthma in Dallas County.  The indicators are intended to capture the impact of asthma on a 
child’s life, and the lives of their family, along a spectrum of severity. 

Disparities 
For select metrics above disparities by 
race or income 

Hospitalizations 
readily available at 
population level 

Black children 3.8 
times more likely 
to be hospitalized 
relative to whites 

(2010)  

Indicator Definition Source Baseline 

Hospital 
Admissions 

The number of hospitalizations of children (0-
17) who live in Dallas County for which asthma 
is the primary or secondary cause of 
admission or age-adjusted rate of 
hospitalizations per 10,000 children 

Readily available 
at population level 
from the Dallas 
Fort Worth 
Hospital Council 

Number= 1,260 
Rate = 19  
(2010) xxviii 

Emergency 
Room Visits The number of emergency room visits by 

children (0-17) who live in Dallas County 
where asthma is the primary or secondary 
cause 

Readily available 
at population level 
from the Dallas 
Fort Worth 
Hospital Council 

TBD 

Asthma 
Control Test 
Score 

A score from 0-25 based on patients 
assessment of asthma symptoms, medication 
usage, and perception of control over last 
four weeks  

Limited data 
available from 
local surveys 

n/a 

Missed School 
Days Number of days of school missed per month 

due to asthma 
Limited data 
available from 
local surveys.   

n/a 

Missed Work  
Days Number of days of work missed by care-

givers due to childhood asthma 
Limited data 
available from 
local surveys 

n/a 

Quality of Life 
Score Age-specific survey for asthma symptoms, 

worry about asthma, ability to communicate 
about asthma issues 

Limited data 
available from 
local surveys 

n/a 

Se
v

er
it

y
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C. Steering Committee Participants 
Name Title Organization 

Julie Badgley President-Elect Junior League of Dallas 
Cheryl Boswell Vice President of Membership 

& Marketing  
YMCA of Metropolitan Dallas 

Brent Brown Director bcWorkshop 

Bill Dawkins Chief Financial Officer H.I.S. Bridge Builders 

Jennifer Edwards Performance Improvement 
Manager 

Dallas County Health & Human 
Services 

Rebecca Gruchalla, M.D. Professor of Medicine and 
Pediatrics and Division Director 

The University of Texas 
Southwestern, Allergy and 
Immunology 

Susan Hoff Chief Strategy Officer United Way of Metropolitan Dallas 

James E. Huckaby Administrative Officer – 
Operations/Risk Management 

Mesquite Independent School 
District 

Larry M. James President and CEO CitySquare 
Suzanne Kubelka  Director, Health Services Dallas Independent School District 
Tori Mannes President and CEO Child Care Group  
Leonor Marquez Chief Executive Officer Los Barrios Unidos Community 

Clinic 
John Martinez President Regional Hispanic Contractors 

Association 
Kim McGrew  Wellness Coordinator The Potter’s House 
Cynthia Mickens  Community Relations Liaison Methodist Health System 
Mike Pettitt Pastor North Mesquite Assembly of God 
Sue Pickens  Director, Population Medicine Parkland Health & Hospital System  

*Peter Roberts  Executive Vice President, 
Population Health & Network 
Development  

Children’s Medical Center of Dallas 

*Eduardo Sanchez, M.D. Deputy Chief Medical Officer American Heart Association 

Paula Selzer  Regional Coordinator, 
Children's Environmental 
Health 

U.S. Environmental Protection 
Agency, Region 6 

Joyce Tapley Chief Executive Officer The Martin Luther King, Jr. Family 
Clinic 

Anne Thomas  Executive Director AVANCE Dallas  
Candace M. Thompson  Community Outreach Manager  Jubilee Park & Community Center  
Larry Tubb Senior Vice President, System 

Planning 
Cook Children’s Medical Center 

Rhonda L. Walton, M.D. Pediatrician City Square Community Health 
Services 

*denotes Steering Committee co-chair  
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D. Working Groups 
 

Asthma-Healthy Physical Environments 

Goal Create safe places for children to live, learn and play free from asthma 
triggers. 

Description This working group will convene relevant parties and develop strategies to 
ensure all children with asthma have access to healthy private and public 
spaces, including an asthma-safe home and school and recreational spaces.  
Strategies might include: 

• Homes: Providing in-home environmental assessments (in 
collaboration with Improved Access to Health Care working group)  

• Schools: Increase use of EPA’s Tools for Schools program  
• Air Quality: Aligning research and policy positions on clean air policies 

Rationale A child’s asthma is worsened by the presence of asthma triggers in their 
environment.  This includes smog, pollen and ozone in the air they breathe as 
well an indoor triggers such as cockroach and other pest residue, pet dander, 
mold and dust.   Secondhand smoke is also a known irritant for children with 
asthma. 

Illustrative 
strategies  

• Conduct home environmental assessments and provide interventions 
such as roach hotels, exterminations, and encasements of mattress 
and springs 

• Understanding needs of children at risk of not having safe 
environments 

• Clean air policies (e.g., reduce auto usage, school bus idling, smoking) 
• Improve access to safe places to play 
• Advocate for policy changes to building codes 
• Improved public investment in low income neighborhoods 
• Improve recourse for people living in public housing  
• Invent and produce affordable devices that remove allergens from the 

indoor environment 
• See if 1115 waiver could be used to fund housing development 
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Improved Access to Health Care 

Goal Remove barriers for families to get the necessary care and medications they 
need to manage asthma. 

Description This working group will convene relevant parties and develop strategies to 
address the barriers to accessing and paying for care, including: 

• Accessibility: This may include making primary care more convenient 
or using creative ways to deliver primary care such as shared medical 
appointments and phone assistance programs 

• Affordability: This may include helping eligible families enroll and re-
enroll in Medicaid programs and ensuring that relevant medications 
are affordable for them 

This group will coordinate closely with the Asthma-Healthy Physical 
Environments working group on strategies including in-home case 
management. 

Rationale In Dallas County, 18% of children are uninsured.  Lack of access to insurance 
poses a barrier for many families to afford the preventive doctor’s 
appointment and medications they need to manage asthma.  Families enrolled 
in CHIP and Medicaid face difficulties finding providers who accept their 
insurance. Even for children who have insurance or may be eligible to receive 
low-cost or free care, accessing primary care can be tremendously 
challenging.  Non-financial barriers to primary care include lack of local clinics, 
limited clinic hours, transportation issues, and language differences. 

Illustrative 
strategies  

• Shared medical appointments for families held at schools 
• Create low-risk asthma clinics where families can walk in for minor 

issues 
• Open new clinics  
• Extend hours of primary care clinics to evenings and weekends 
• Improve transportation to/from clinic locations 
• Increase number of school health clinics or school nurses 
• Increase bi-lingual staff and reduce paperwork burden for patients 
• Promote use of/coverage for home health workers  
• Make Medicaid enrollment and re-enrollment process easier 
• Advocate for providers and health systems to accept Medicaid  
• Improve access to medicines and other services, especially for those 

not on Medicaid (e.g., restart Project Access Dallas) 
• Advocate for insurance coverage of asthma medications and services 
• Educate front-line workers in clinics about Medicaid enrollment 

process 
• Provide inhalers and medicines to families who can’t afford them 
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High-Quality Health Care 

Goal Ensure that medical care providers have accessible and consistent information 
about childhood asthma. 

Description This working group will convene relevant parties and develop strategies to:  
• Help providers develop a common understanding of asthma diagnosis 

and management 
• Equip providers with evidence-based information to treat childhood 

asthma and easy-to-use tools to share with others 
• Help providers understand options for referring patients for support 
• Understand why physicians aren’t following clinical guidelines through 

needs assessments 
• Support  effective communication and collaboration in medical care 

process 
This group will also inform work of other WGs that have clinical implications. 

Rationale The quality of medical care for children with asthma varies. Whether a child is 
appropriately diagnosed and managed depends on how well-informed their 
medical providers are about childhood asthma, how effectively their providers 
can communicate with the child and family, and how well coordinated the 
medical care is among various providers. 

Illustrative 
strategies  

• Translation of national guidelines for the diagnosis and management 
of asthma (EPR-3) into practice 

• Get primary care doctors certified in asthma education with the Blue 
Cross Bridge to Excellence Program 

• Education of physicians through professional societies or CME credits 
• Work through the Texas School nurses association to improve asthma 

training for school nurses 
• Create focus groups for school nurses to share ideas 
• Public reporting and recognition of physicians with high-quality asthma 

care 
• Develop a common language for medical providers to approach care 

beyond the patient 
• Convene care providers and social workers to discuss barriers to care, 

coordinate efforts and bring about a broad understanding of family 
needs 

• Universal access to child’s Asthma Action Plan in schools, faith 
organizations, after school programs and other settings outside the 
home 

• Shared electronic health records (EHRs) between schools and 
physicians 

• Train low-income neighbors to be community asthma educators 
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Equipping Children and Families for Asthma Wellness 

Goal Create awareness and sense of power among children and families regarding 
asthma management. 

Description This working group will convene relevant parties and develop strategies to 
ensure that children with asthma and their families are: 

• Aware of the condition  and have a knowledge base about asthma 
• Have access to usable information they need to manage asthma 

effectively  
• Are equipped, comfortable and confident enough to act on that 

information 

This group will use a variety of methods, including social and traditional media 
and working through affiliated organizations such as churches. 

Rationale A family’s foundation for wellness and ability to act to manage asthma is 
based upon children and their families having a strong sense of self, a 
balanced outlook, a sense of personal power, and connected knowledge 
about asthma. 

Illustrative 
strategies  

• Empower children to understand and take ownership of their own 
health 

• Engage kids in Asthma Action Plan development 
• Use peer groups to educate kids about asthma 
• Parent and child education about Asthma Action Plans, and shared 

accountability for owning the plan 
• Provide education programming through church and neighborhood 

groups 
• Use parental education or parent advocacy groups to address 

desensitization and complacency about asthma 
• Help parents understand value of primary care checkups 
• Create cell phone apps that educate kids and parents on asthma 

management 
• Increase enrollment in public benefit programs through dual-

enrollment 
• Provide food assistance for patients at medical encounter points 
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E. Dallas County Children’s Health and Wellness Stakeholders 

Note: this is not an exhaustive list of all stakeholders, but rather those identified through primary 
and secondary landscape research as being important influencers in children’s health. 
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