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Our funder and partner

\

= Mother Cabrini

&: HEALTH FOUNDATION

N

'

Gen

Insights for Healthcare®

Our funder Our partner

Funding from the Mother Cabrini Health Foundation allows HANYS to DataGen develops custom analytics for
expand its capacity to provide education, direct support, tools and data to participants to help them understand how and
our members in a strategic way. With this learning collaborative, we strive where communities are affected by health

to effect lasting change in health equity at the local level by engaging disparities so they can develop tailored
providers and community stakeholders to address health disparities. interventions.
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Key takeaways

1. Community engagement is critical for health equity and for the
long-term success of any intervention

2. There are many ways to partner with the community. Find the
ways that work for you and commit to advancing your efforts

3. Community engagement should be intentional, meaning there
should be a plan, a new process for intervention, and an
evaluation or reflection of the partnership
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ommunity engagement is critical for
health equity and for the long-term
success of any intervention



...improve the well-being of patients and ...improving the health of our community and is
communities by delivering the highest quality dedicated to providing compassionate,

healthcare in a safe, compassionate environment comprehensive and-i~=~—gtive health care in a safe
enriched by education, science and technology. . al mental, lent always comes first.

cay,
comp‘ete phvS‘ the absence

and not mere\v natient care with
nﬂrm\W ) ation and to advance
medicine through unrivaled education,
research, and outreach in the many diverse
communities we serve.

We strive to provide
compassionate care
single day. We seek t¢
that underlie advance

ase O f‘

To heal, to teach, to discover and to ...to provide compassionate, high-value, quality care, improving
advance the health of the communities we health in Western New York and beyond, educating future
serve. health care leaders and discovering innovative ways to advance

medicine.



Contributions to Longevity. Kaplan & Milstein, 2019 May;17(3):267-272. doi: 10.1370/afm.2362
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Quality measures, hational mandates...

* Patient-reported outcomes
» Patient’s health status, quality of life, health behavior, or experience of care

 Effectiveness measures
» Patients receiving recommended hospital care for specific condition
* Re-admission rates
* Infection rates

* Cost containment

-.all dependent on
social circumstances
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Consider Root Causes

Ask yourself WHY this is the way it is! Keep digging!

Engage all levels of stakeholders in this conversation.

Use tools from quality improvement
* The Ishikawa Fishbone Diagram (IFD)
* Pareto Chart
* 5Whys
e Failure Mode and Effects Analysis (FMEA)
* Scatter Diagram
e Affinity Diagram
e Fault Tree Analysis (FTA)




What is HEALTH EQUITY? (CDC)

Health equity is the state in which everyone has a fair and just opportunity to attain their highest level of health.

Achieving

this requires focused and ongoing societal efforts to address historical and contemporary injustices; overcome economic,

social, and otherobstacles to health and healthcare; and eliminate preventable health disparities.’?

Achieving health equity requires valuing everyone equally with focused and ongoing societal efforts to address avoidable

inequalities, historical and contemporary injustices, and the elimination of health and healthcare disparities.

Achieving health equity also requires addressing social determinants of health and health disparities. It involves

affected by HIV, viral hepatitis, sexually transmitted diseases, tuberculosis, and other related conditions.

acknowledging and addressing racism as a threat to public health and the history of unethical practices in public health that
lead to inequitable health outcomes. The CDC prioritizes reducing health disparities among populations disproportionately




Health Equity vs
Health Care Equity

HEALTH EQUITY = The state in
which everyone has a fair and
just opportunity to obtain their
highest level of health

Addressing health equity can lead to improved patient
satisfaction and trust in the healthcare system, which can
have positive effects on patient engagement, adherence to
treatment plans, and overall health outcomes.

HEALTH CARE EQUITY = fairness in
accessing and engaging with the
healthcare system and its entities. All
patients should have equal access,
receive unbiased care, and encounter
equitable experiences

SOCIAL EQUITY = lack of social,
economic, and/or environmental
disadvantage. Often there are inequities
based on social disadvantage, racial or
ethnic differences, or gender inequities.



Collecting SOGI and REAL

data and evaluating
disaggregated health
outcomes will identify
disparities...

Now what?
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Community engagement is essential in addressing
health equity and is defined as collaboration between
institutions and the larger communities (local,
regional/state, national, global) for the

mutually beneficial exchange of knowledge and
resources in a context of partnership and reciprocity.

Carnegie Foundation for the Advancement of Teaching. The 2024 Elective Classification for Community Engagement.
https://carnegieelectiveclassifications.org/the-2024-elective-classification-for-community-engagement/. Published n.d.
Accessed March 16, 2022.
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Cormmunity

KEEPS PROJECT RESPECTFUL, ACCESSIBLE, AND SOCIALLY RELEVANT

Meets community priorities Ensures effective recruitment that Understandable messaging
Assures community relevance and community members will get behind, Ownership to build sustainability
feasibility, grounds the project Ensures acceptable instruments Assures conclusions are palpable
\ Level-setihe results /
PLANNING IMPLEMENTATION DISSEMINATION

* Focus of inquiry * Recruit participants * Draw conclusions
* Define the problem * * Activate the plan * * Share findings

e Study design * Collect, analyze data e Sustainability
Infrastructure IRB for safe recruitment Build on theory
Evidence Base for Interventions Scientifically appropriate work Publish findings in scientific journals
Experience with funders and reporting Academic rigor and processes Create policy/leadership for sustainability

KEEPS PROJECT SCIENTIFICALLY SOUND AND ACADEMICALLY RELEVANT




PRINCIPLES OF

COMMUNITY ENGAGEMENT

SECOND EDITION

] j

Clinical and Translational Scie nce Awards Consortium

Community Engageme nt Key Function Committee Task

Force on the Principles of Community Engagement

Why Community
Engagement?

“In general, the goals of
community engagement are to
build trust, enlist new
resources and allies, create
better communication, and
improve overall health
outcomes as successful
projects evolve into lasting
collaborations” (CDC, 1997;
Shore, 2006; Wallerstein, 2002)



Guiding Principles of
Community-Engaged Research

* Long term engagement * Evidence-based

* Mutual benefit * Collaborative from start to finish

* Mutual respect . .
* Responsive to community

* Shared findings priorities and perspectives

* Enhanced community capacity

* Shared responsibility

Developed by the University of Rochester
Medical Center (URMC) Community Advisory
Board, Approved September, 2008
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the community. Find the ways that
work for you and commit to
advancing your efforts.



In all we do...

Healthcare
System

Community
Partner

|dent|f|ed Community VOICE
N d On your boards
ee Leading your interventions
In your patient advisory groups

...as a system or a program



|IAP2 Spectrum of Public Participation

IAP2’s Spectrum of Public Participation was designed to assist with the selection of the level of participation that defines the
public’s role in any public participation process. The Spectrum is used internationally, and it is found in public participation
plans around the world.

PUBLIC PARTICIPATION GOAL
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© IAPZ international Federation 2018. All rights reserved. 20181112_v1

INCREASING IMPACT ON THE DECISION

- 9
I intemational association
for public participation

INFORM CONSULT INVOLVE COLLABORATE EMPOWER
To provide the public To obtain public To work directly with To partner with the To place final decision
with balanced and feedback on analysis, the public throughout | public in each aspect making in the hands of
objective information alternatives and/or the process to ensure | of the decision the public.
to assist them in decisions. that public concerns including the
understanding the and aspirations are development of

problem, alternatives,
opportunities and/or
solutions.

consistently
understood and
considered.

alternatives and the
identification of the
preferred solution.

We will keep you
informed.

We will keep you
informed, listen to and
acknowledge concerns
and aspirations, and
provide feedback on
how public input
influenced the
decision.

We will work with you
to ensure that your
concerns and
aspirations are
directly reflected in
the alternatives
developed and provide
feedback on how
public input influenced
the decision.

We will look to you for
advice and innovation
in formulating
solutions and
incorporate your
advice and
recommendations into
the decisions to the
maximum extent
possible.

We will implement
what you decide.

Build trust by
acknowledging
the past
mistakes,
setting
expectations
and then be
true to your
word!

5/20/2024

24



“To advance health equity, health systems must explicitly include
and engage with those in poverty, communities of color, American
Indians, immigrant communities, and others experiencing health
inequities. Efforts to advance health equity will be more successful

if they are designed with (not simply for) communities
experiencing health disparities.” .
. SHARED
LEADERSHIP
COLLABORATE
. Form partner- Form strong
ADVANCE COMMUNITY ENGAGMENT: INVOLVE SEBETE HHE partnership
Engage community partners in QD Invite community on structures
leadership and decision making! community each aspect of among
ConsuLT participationon a projectfrom participating
Get specific issues development entities
® information or to completion
OutreacH  feedback from
Provide the community
information
and
services

(Source: Clinical and Translational Sciences Awards Consortium Community Engagement
Key Functions Committee Task Force on the Principles of Community Engagement, 2011.)

https://www.health.state.mn.us/communities/practice/equityengage/community/advancingequity.html
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Outreach is not the same as engagement

STAKEHOLDER OUTREACH VERSUS COMMUNITY ENGAGEMENT

Stakeholder Outreach

® Convening focus groups, surveys and town halls
to gauge community concerns

® Developing initiatives to solve problems identified
by the community

® Supporting community members’ involvement,

such as by providing child care and food at
community meetings

® |mplementing short-term solutions to address
health disparities, such as initiatives to reduce the
prevalence of diseases among certain subgroups
in the community

Community Engagement

@ Collaborating with and sharing power with
communities to identify their priorities and solutions

@® |Investing in commmunity-led initiatives to develop and
iImplement solutions; governments and organizations
can provide funding, training and other resources and
facilitate connections

@® Making sustained, ongoing investments that
facilitate shared powver, such as by hiring and
adequately compensating community members to
serve as community health workers, researchers
or governance members

@® Engaging in long-term capacity building, leadership
development and trust building to address underlying
social determinants of health and reduce long-standing

inequities; evaluating the effectiveness of such efforts

Sources: Shavon Arline-Bradley (founding principal, R.E.A.C.H. Beyond Solutions), presentation given December 2019, and key stakeholder interviews.



Operationally...

1. Healthcare system + Identified
Need: Seeking community
partner

Community
Partner

Healthcare
System

Identified
Need

2. Healthcare system +
community partner: Seeking
shared needs

Community
Partner

Healthcare
System

|dentified
Need



Seeking community partners

* Who is needed to make solutions successful?

Community
Partner

* Who are the people already doing this work
in the community?

Healthcare

System
* Do your homework:

 Who in your institute is already working with this
partner, and can they introduce you?

 What is the history of working with this partner?

Identified
Need

* Reach out with a low-risk, high-reward
proposition



I I I I MEET WITH YOUR PARTNER 2. GET ALIGNED!

Competency/Capacity Matrix

PARTNER PARTNER PARTNER
f R [

COMPETENCY/CAPACITY \N h O S
1' needed to
2.

o
3 make this
P
. successful?
[ ]

5.
6.
7.
8.

Sample Partnership Capacities

Reference materials Expanded staff and volunteers Brand value/reach Political connections \\\

Subject matter expertise Meeting and event space Linguistic competence Access to neutral/

Lived experience Data sharing, collection and analysis  Leadership support thlrd_—part\,f famhtators TY

Clinical expertise Project management expertise Cultural competencies Social media followers/ HOSPITAL COMMUNI

reputational reach

) ) , Service delivery capacity including
Funding Business connections staffing, expertise and availability

COLLABORATIVE

Empowering Partnerships for Health Equity

Grant-making expertise Cultural understanding Relationships with communities
IT and technical support




Where is the
community
expertise for
needed
competencies?

* Ask the community!

We're here. 24/7.
We're listening.
—_—

Explore community coalitions

Check community resources

Ask community members — community advisory groups
Ask the local public health department

Review CHNA/CHIP

Don’t assume there is an existing coalition!



Ii POSSIBLE ASSETS INCLUDE —I

| | e e Be creative in identifying partners — Look for assets!
Subject matter expertise Tra;zg::.;ttl;:s{‘n;?:ing Grant-writing assistance . Community organizations
2 * Faith based organizations
e Education
* Housing, transportation, food
* Government
e Public health
* Service organizations
* Local businesses
* Health care organizations

Data sharing,
collection and analysis

A Playbook for FOSte ring
Hospital-Community
Partnerships tBuida

Culture of

Health

Meeting and event space Cultural understanding

Brand value/reach Linguistic competence

1? 49

HRET £ Bz,




AVOID DUPLICATION!

g

Home

®AAMC | Center For Health Justice

About Us v

Our Work v Get Involved v Resources v Career Development v News

NEWS

Getting the House in Order

March 1, 2022

The Health Equity Inventory: A New Way to Work Together for Community
Health Equity

Imagine that your neighborhood has few options

for residents to purchase fresh, healthy foods.

Now imagine that you run a food bank, and your

clients and staff want to start a community

garden to expand those options. What would you

need to know to get started? The names of

organizations in your community that have

funding to support work on food justice would be

a good place to start. You could find out about

The URMC was selected to pilot the
Health Equity Inventory Tool to
begin to take community
engagement to the next level.

Working with:

Eastern Virginia Medical School

Oregon Health & Science University

University of California, San Francisco

University of Rochester

Vanderbilt University Medical Center
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Health Equity Inventory

Please complete the survey below.

Thank you!

Initiatives

Initiative Name

* must provide value

Initiative Domain

* must provide value

Initiative Type

* must provide value

Broad Focus Area (primary)

* must provide value

Broad Focus Areas (secondary) [optional]:

(Check all that apply)

Bl ROCHESTER

MEDICAL CENTER

AAA
=

Community Collaboration

Do you collaborate in any capacity with external community organizations for this activity?

* must provide value

® ves O No O NotSure

How many community organizations do you meaningfully partner with for this activity?

~

Please provide the contact information of your key community partners.

Select your most active partners (up to five). If your partner is not listed, please enter 'other’ and use the box below to describe.

Agency Agency Contact Name Em

[ 1199 training fund
2-1-1 lifeline

H goodwill vision enterprises

action for a better community

H allendale columbia school
anthony jordan

| | ark of jesus ministries

asbury first methodist church

baby love

| beechwood neighborhood coalition

Reports of initiatives for
URMC and partners

Transparency and data
sharing for all

Opportunities to identify
partnerships and synergies

Opportunities to identify
underserved populations
and geographies

Better coordination
internally and with partners

Build on existing
partnerships to deepen
engagement



Examples: Addressing Health-Related Social Needs

=2.UR |STRONG

7/

MEDICINE MEMORIAL HOSPITAL

MEDICINE of THE HIGHEST ORDER

# Urmc Sdoh Mychart Screening

Question

Within the past 12 months, you worried that your food
would run out before you got the maoney to buy more.
Within the past 12 months, the food you bought just didn't
last and you didn't have money to get more.

In the past 12 months, has lack of transportation kept you
from medical appointments or from getting medications?
In the past 12 months, has lack of transportation kept you
from meetings, work, or from getting things neaded for
daily living?

In the last 12 months, was there a time when you were not
able to pay the mortgage or rent on time?

In the last 12 months, how many places have you lived?
(range: at least 0)

In the last 12 months, was there a time when you did not
have a steady place to sleep or slept in a shelter {including
now)?

TH8/2022 2:05 PM
EDT - Filed by Patient
Mever true

Mever true

Mo

Mo

Mo
1

Mo



Slicer Dicer DASHBOARD of Social Drivers of Health (in epic) — Early in the collection of data
" HOUSING

f| Food Insecuity by Race

FOOD

& Transportation Insecuirty by Race

Transportation

it Housing Insecurity by Race

) s _1.?5‘:
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Focid Inemctiriby Present gh How k Unmet Transport Meed

Race Baseline

HEALTH E UITY &
ANTI-RACISM
TECHNOLOGY PROGRAM

9.9%

‘White or Caucasian Black or African Ameri... Unknown

Dashboard Usage

2%

0.278% 0.147% 0.049%

Multiracial

Patient Refused American Indian or Al..  Native Hawaiian or Ot..

RS TR

MEDICAL CENTER




Hopelink at Shelter Cove EUR |STRONG

URMC Partnership with DePaul Community Services 2/ MEDICINE |  MEMORIAL HOSPITAL
TRANSITIONAL SUPPORTIVE HOUSING MEDIGINE of THE HIGHEST ORDER

Our Story

Hopelink at Shelter Cove opened in January 2016
as a non-licensed transitional supportive setting

% Goal was to develop a transitional supportive housing model
for inpatient individuals unhoused or experiencing housing
instability.

% In 2015,2 community partner, DePaul Community Services,
was identified and a partnership was secured in 2016.

% Our partner had housing expertise and available property;

there was secured hospital funding and partnership with our
URM Home Care to provide a transition from hospital to

community.

Currently 10 beds

University of Rochester Medical Center Social Work and Patient & Family Services



CATHOLIC CHARITIES FAMILY & COMMUNITY SERVICES

SANCTUARY HOUSE AND FRANCIS CENTER

URMC PARTNERSHIP WITH CCFCS
TRANSITIONAL SUPPORTIVE HOUSING IN COMMUNITY SHELTER SETTINGS

Sanctuary House and Francis Center

Catholic Family Center

Services are provided at two existing community shelters: the
Francis Center and Sanctuary House. Francis Center serves men,
and Sanctuary House serves women, families, transgender and
non-binary individuals.

Transitional supportive housing programs emphasize acceptance
and support.

Both facilities are handicap accessible and are located within the
City of Rochester with access to public transportation and/or
assistance with medical taxis.

The facilities are staffed 24 hours a day, 365 days a year.As part of
the program, patients receive three nutritious meals a day. On-site
case management is provided to assist with referrals to
community-based services, medical appointments, transportation,
etc.

Currently 25 beds

University of Rochester Medical Center Social Work and Patient & Family Services



CATHOLIC CHARITIES FAMILY & COMMUNITY SERVICES

URMC PARTNERSHIP WITH CCFCS
TRANSITIONAL SUPPORTIVE HOUSING IN COMMUNITY SHELTER SETTINGS

Community Partners

We cannot do this work alone. Below is a partial list of the community partners we work alongside to benefit those we serve.

% Monroe County Department Human Services (DHS) % University of Rochester Medical Center (URMC)

% City of Rochester % Regional Health Reach

% Homeless Services Network (HSN) % Office of Temporary Disability (OTDA)

% Partners Ending Homelessness (local Continuum of Care) % Monroe County Department of Public Health (DPH)

% Coordinated Entry % Homeless Housing and Assistance Program (HHAP)

% Coordinated Care Services (CCSI) % Department of Corrections and Community Supervision
. (DOCCS)

% Providence Housing
% Local Community Based Organizations (CBO’)

University of Rochester Medical Center Social Work and Patient & Family Services



URMC Partnership with CCFCS
TRANSITIONAL SUPPORTIVE HOUSING PROGRAM

SANCTUARY HOUSE AND FRANCIS CENTER

Current Data: June 2021 through March 2024

Average
Length of Stay
at CFC
Shelters

Total
Referrals

® Discharge to Long-Term
Housing (Family, ALF,
Housing, 5SA Housing)

Discharge Outcomes

Discharge to Higher Level of

824 48 Days o ° Care (Hospital Re-admission,

MNeed for higher level of care)

m Discharge to Shelter’Motel/]ail

Discharged to

Accepted

Long Term
Housing

Referrals

m Unknown

414 71%

University of Rochester Medical Center Social Work and Patient & Family Services



We had the ability to screen for food insecurity, but we were missing a
community partnership and workflow to help us immediately connect
patients in urgent need to nutritious and affordable food options on-site.

e
=

._li‘i

....D 11

'COMMUN‘ITY

Foodlmk UHIC Annour c

Foodling

The Department of Social Work and Patient & Family
o Services, the Health Equity Program Support Office (HEPSO),
s and Food and Nutrition have forged a partnership with
FOOdIInk \ ©) / UR FoodLink to operationalize food pantry pilots. The
partnership includes piloting a referral-based, emergency

food pantry for patients identified as food insecure at an
appointment or during their hospital stay.

NOURISHING LIVES

MEDICINE




Provider Screens for Food

Insecurity during visit and
creates a referral orderin

.~ . the Electronic Medical Patient receives a printed
’ Record voucher

*?%\4‘ o

Patients here for a
Primary Care Visit

Patient goes to patient

Patient discharge to pick up their
survey bag(s)
included in
bags

Financing has expanded through grants and now several food pantry sites across our network.



Defining Shared Needs

“We have an amazing partnership,
how to we create meaningful work?”

Healthcare
System

Community
Partner

Identified
Need



Community Health Improvement Workgroup

ROCHESTER

REGIONAL HEALTH

Rochester General Hospital

Strong Memorial Hospital

Highland Hospital Unity Hospital

Monroe County Department of Pu‘blic Health

+ Several community-based organizations

Meeting monthly since 2000, for the CHNA/CHIP process
but little discussion about governance or mission.



W

COMMUNITY HEALTH

Mission: To improve the health and
wellness of individuals and families of
Monroe County by addressing prioritized
needs and inequities through sustainable
IMPROVEMENT WORKGRoUP ~ Systems change built on collaboration and

supported by shared resources.

Communication Strategy:

Meetings 90 minutes monthly, agenda ahead of time
Continue virtually with occasional in-person

Minutes to participants and senior leadership
Newsletter to anyone interested distributed monthly

Funding Strategy:

Annual budget proposed by the leadership team and
approved by core members. Hospitals are invoiced
reflective of their percent of hospital discharges in the
county.

Leadership Team:
Chair, Theresa Green, PhD, MBA
Coordinator, Sarah Verna, MPH

Core Members:
One representative from each of 4 hospitals
One representative from dept of Public Health

Advisory Members:
City Government, Medical Society, AA and
Latino Health Coalitions, United Way, FQHC,
Several CBOs, regional planning agency,
RHIO, etc.
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Community engagement should be
intentional: there should be a plan, a
process, and an evaluation or
reflection for the partnership



Partnership for Solutions

You might have a specific area of concern that is driving your
community outreach, or you might be trying to decide what the priority
problem is...

...Either way, the rules and processes are the same.




-+ INNOVATION

About Discover Engage Explore Center Programs

N

Hospital Community Collaborative Curriculum

U ) Ll

HCC

This interactive model is designed to provide the flexibility of an asynchronous program, while maintaining the
opportunity for ongoing peer-to-peer learning.

Whether you're part of a hospital, health system, public health department or community-focused organization, the HCC
is here to provide the tools, resources, exercises and network needed to take your collaborative efforts to the next level.

The HCC offers six modules featuring video narratives from a network of leading community health experts, as well as
readings and resources highlighting the leading practices for effectively managing community health partnerships.
Focusing on different topics and themes, each module provides the building blocks necessary to master the process of
collaboratively developing solutions with your community health partners.

Module 1: Get to know your partner

Module 2: Assure achievability of shared goals
Module 3: Consider the data

Module 4: Strengthen community engagement
Module 5: Business case and sustainability

O
Q
HOSPITAL COMMUNITY
COLLABORATIVE
Enroll
About
Curriculum

Virtual Coaching Sessions

Teams

G=

—

American Hospital
Association™

. . Resources
Module 6: Demonstrate impact — Tell the partnership story! 'Advanmg Hoalth in Armorics



1. Get to know your partner

Be clear on your
individual/agency
purpose, mission, goals

Share that partner profile
with the community
agency to learn about
each other before starting
collective work

Consider past experiences
with this partner —who
else has partnered with

them, what was that
experience like?

Together set a time and
place that meets both
your needs

At the meeting — align
capacities and needs, and
define the purpose of the

partnership

Determine roles,
governance, decision-
making process, funding




GET STARTED

Develop Your Partner Profile

Before you meet, each partner should take stock of their own organization’s purpose, goals,
operating practices, culture, and vocabulary. These are the key building blocks of your partnership
alignment and ability to collaborate effectively. Take a look at the questions and prompts below with

the goal of being able to provide a high-level response to each question.

You can jot down your responses if you'd like, and keep your answers to a few sentences or
bullets per question. You can also share a link with one other.

-

WHOM DO YOU SERVE?

® What's your role/mission?
® Where do you operate?

® Whom do you serve?
{sociceconomically, demographically,
by health status, social need, payer)

.

-

-

WHAT DO YOU DO?

@ Purpose?
® Timeframe?

-

WHY DO YOU DO IT?

® VWhat need are you fulfilling?

® How does it support your
organization's strategic goals?

HOW DO YOU DO IT?

® Deliver services?
@ Operating/leadership structure?

® Key operational tarms
and definitions?

WHAT ARE THE UNIQUE

CONTRIBUTIONS YOU BRING
TO THIS PARTNERSHIP?

® Technical?

@ Relational?

@ Clinical?

@ Other?

WHY ARE YOU PURSUING
THIS PARTNERSHIP?

® What need are you fulfilling?

® How do you know this is a need?

® How does this partnership
goal support your organization’s
strategic priorities?

® What are the revenue/funding
opportunities that factor into
this partnership?

15-MINUTE
ACTIVITY

W

HOSPITAL COMMUNITY
COLLABORATIVE

Empowering Partnerships for Health Equity



Plan for engagement of external partners

Add a partner to the internal team

 Reach out to potential partners and explain your request including why
you selected them to join you

* Be flexible and accommodating

* Collaborate on the agenda and outline clear expectations for all

Join an existing coalition

 Reach out to the leadership to describe your needs and discuss
options, be humble and accommodating
Create a new coalition

* Kick off meeting with new partners, maybe in the community
* Retreat or synergy meeting option



Maternal Child
Health
Advisory

Group

An advisory group of content experts for the CHIW

Primary goal: enhance collaboration with other programs,
providers, agencies, and community members to address
key social drivers that impact the health of women, infants,
children, and families across the life course.

Since its inception in 2020, the group has grown to over
100 members from more than 34 organizations or
departments across Monroe County. The MCH-AG has met
quarterly for the past five years via Zoom. To encourage
transparency and inclusiveness, meetings are open to all.

Each meeting starts with 15-minute break-out discussions
in groups of 5-10 to get to know each other

Members of the group are invited to present for 15
minutes on their agency or current work



Maternal Child Health Advisory Group
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2. Assure achievability of shared goals

Develop a TEAM CHARTER

* HOW will you agree on your goals, expectations and values?

 How will you deal with challenging situations?

* What is the goal of the partnership? TEAM CHARTER CANVAS $E

ENERGY SOURCE

https://designabetterbusiness.com/2017/08/24/team-charter-canvas/



https://designabetterbusiness.com/2017/08/24/team-charter-canvas/
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* What is the goal that the team wants to reach?
TEAM GOALS When will the team know they have succeeded?

WWhat is tha ::.:'l-:| thi tEam

o= want o roach? When s the * Each member should clearly see how their
partnership contributes to the goal

efhor & sucoaas

SMARTIE GOAL

S — Specific What do you want to do?
— . M — Measurable How will you track your progress?
ENERGY SOURCE A — Attainable How will you do it?
Wt gensrates snargy in R — Relevant How is this relevant to each partner’s mission?
ey T - Time-Bound When do you want to do it?
| — Inclusive What new perspectives could you bring into the project?
E - Equitable Can you change the goal to incorporate equity and inclusion
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HCC Data-Use Road Map

USING DATA TO DRIVE CHANGE

v

1. BENCHMARK

FOOD
INSECURIT ¥

[TFI ANSPOR TA'I'IGH?]

4

SUBSTANCE
ABUSE

WHAT PROBLEM ARE YOU
SOLVING IN YOUR POPULATION?

PERCENTAGE OF
RESIDENT 5 WHO HAVE
FOOD INSECURIT Y7

V'

C0eoe
WHAT IS YOUR BASELINE FOR HANGE?

000

AMERICAN
COMMUNIT ¥
SURVEY?

WHERE CAN YOU FIND THESE DATA?

2. EVALUATE

&R =

WHAT WILL YOUR KEY
PERFORMANCE INDICATORS BE?

HOME OWNERSHIP
IN TARGET ZIP CODES?

fav¥all
OO0

PERCENTAGE OF O
HOUSING UNITS THAT

ARE OWNER OCCUPIED ? OO0
N O

WHAT DATA SOURCES WILL
DEMONSTRATE YOUR KPIs?

] 9 [

C O
-0

HOW OFTEN WILL YOU MEASURE?

3. Consider the data

3. COMMUNICATE

E UP{]N PARTMERSHIP ]

G'DAL COMPLETION?

[AT KEY INTER VA.LS?:J

7AN

WHAT DOES SUCCESS LOOK LIKE?
DESCRIBEIT.

WHAT ARE THE PROGRESS
MEASURES AND OUTCOMES
THAT WILL DEMONSTRATE
THIS IMPACT STORY?

Q

S

HOSPITAL COMMUNITY
COLLABORATIVE

Empowering Partnerships for Health Equity




Population Health Data

2022-2024
Monroe County Joint

Community Health Needs Assessment U S Ce NSus B ureau

A collaborative report from
The Community Health Improvement Workgroup which is managed by

L] L]
American Community Survey
the Centelr for Communit_y Health & Prevention ang‘ :'nc-’udels several .
community partners. Th;se;?ffgespzr;ems;:zfoﬂowmg hospitals and C I ty H e a It h D a S h b O a rd

BUR ROCHESTER Healthy People 2030

MEDICINE . REGIONAL HEALTH

e @ <o | County Health Rankings & Roadmaps

Highland Hospital

New York State Prevention Agenda Dashboards
Electronic Medical Record/RHIO

Prepared Jointly with: Common Ground Health

Health

Common Ground 5 Community Health Needs Assessments

https://www.urmc.rochester.edu/community.aspx



https://www.urmc.rochester.edu/community.aspx

Most important health concern that county should focus
on for adults (Monroe County)

Substance abuse emotional health
nutr|t|on

Suburbs l
Access to care || Diet / nutrition Cost of care

Mental /
D|et/ nutrition || Substance abuse | | amotional health
County

Overall

Mental /

Access to care

Rochester

Substance
abuse

Mental /
emotional health

Access to care Cost of care

0% 5% 10% 15% 20% 25%

Percent of population identifying each issue

Source: My Health Story survey 2018; Analysis by Common Ground Health incorporates weighting to reflect demographic of Finger Lakes region



4. Strengthen Community Engagement

Move beyond data to learn what is really going on in your community

Leveraging Community Expertise to Advance Health Equity 2
EEEEEEEEEEEEEEEEEEEE by the Urban Institute

Four guiding principles:
1. Community engagement relies on establishing trust
* Be humble, listen, and act on feedback.
* Be transparent.
e Partner with trusted community leaders and CBOs.
2. Community engagement requires sufficient and flexible funding and

Leveraging Community Expertise to cross-sector support.
Advance Health Equity 3. Community engagement must be continuous and sustained
4. Community engagement should pay explicit attention to eliminating

structural racism.
e Hire from the community.
URBAN & e Address participation barriers.
* Address racism inside and outside governments and organizations.




g

Be TRUSTWORTHY :'AAMC | Center For Health Justice

ome News Our Work Get Involved ~ Resources ~ Career Development ~ About Us ~

Home / Trustworthiness / The Principles of Trustworthiness

3 T — The Principles of Trustworthiness

Since 2015, the AAMC has produced an annual

The Principles of Trustworthiness Toolkit series of Community Engagement Toolkits in

This toolkit of materials is for organizations to download and use to facilitate discussions within their collaboration with our members and their

communities, develop relationships with a broad coalition, and track lessons learned. It includes the
kinds of guestions, discussions, and activities that will help an organization and its community to
unpack the Principles of Trustworthiness, explore how they come to life locally, and determine what
local actions might be taken to demonstrate trustworthiness.

communities. These toolkits provide unvarnished
community perspectives on crucial issues and
views about how our members can be better
partners.

These resources can be used 1o help build vaccine confidence as part of the AAMC's cooperative
agreement with the Centers for Disease Control and Prevention (CDC). Learn more about this effort
at VaccineVoices.org. @

The AAMC Collaborative for Health Equity: Act, Research, Generate Evidence (CHARGE) — the AAMC's
national collaborative of health equity scholars, practitioners, and community partners — gathered
perspectives from a diverse set of 30 community members from across
trust, COVID-19, and clinical trial participation.

e Toolkit at a Glance: 10 Principles of Trustworthiness (PDF)

e Video Guide: 10 Principles of Trustworthiness (PDF),

e The Principles of Trusiworthiness Community Video 8

e The Principles of Trustworthiness Community Video (Spanish Subtitles) These 10 Principles of Trustworthiness integrate local perspectives with

e The Principles of Trustworthiness Orientation Video® community engagement® to guide health care, public health, and other |

e |nteractive Discussion Guide (Word) demonstrate they are worthy of trust. The AAMC Center for Health Justic

¢ Discover Your Community via Appreciative Inquiry (PDF) support organizations right now and in the future as they partner with co

» Community Engagement Action Guide (Word) sectors that serve them to develop ways to shift our society toward heall

Community Engagement Reflection Guide (PDF)




10 Principals of Trustworthiness

The community is already educated; that’s why it doesn’t trust you.
You are not the only expert.

Without action, your organizational pledge is only performance.

An office of community engagement is insufficient.

It doesn’t start or end with a community advisory board.

Diversity is more than skin-deep.

There’s more than one gay bar and “Black church” in your community.
Show your work.

© 0 N O U A WDhPE

If you’re gonna do it, take your time, and do it right.
10. The project may be over, but the work is not.



5. Business Case and Sustainability

Sustainability Factors to consider:

* |dentify key internal experts and influencers to further your cause
* Find external “partners of the future”

 Discover new funding sources and recurring revenue

* Gain leadership and board support for the efforts

HOSPITAL COMMUNITY
COLLABORATIVE



»

HOSPITAL COMMUNITY
COLLABORATIVE
Empowering Partnerships for Health Equity

PARTNER PLEDGE

We, (organization names), are working together to (state your intervention goal) in (state your community) by (set a
timeline and deadline).

To fulfill our goals within the timeline established and to ensure the sustainability of our intervention, we commit to the following:

1) Meeting (frequency) 4) ldentifying ongoing sources of funding

2) Bringing new partners to the table, including those &) Gaining management recognition and support from
from our respective organizations and communities our respective organizations
who will help advance our goals 6) Other

J) Defining, tracking and reporting metrice to our
management, champions, funders, advocates and
community (frequency)

Scgnatare Scguature

Name, Organization 1 Name, Organization 2

Consider a formal
commitment to
sustain the
partnership and
the work ahead.

5/20/2024
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Sustainability

New York State
Health Foundation
Sustainability Toolkit o |

When new ways
of working and
improved outcomes
become the norm.

Suggests choosing
3-4 factors to
sustain a project

Susminobiity: Model ond Guide. Mationd
Healf Serce Insitute for lnovoticn and Im-
provement. [2007]. Mote: When our work in
susminakility began, the Susminakility: Model
and Guide was publicy cvaloble online
Aiccmss i now limiled io those working in the
Uribed Kingdom

PAGE 1 of 1

APPENDIX A
SUSTAINABILITY FACTORS:

DEFINIMIOMNS AND EXAMPLES

PERCEIVED VALUE - ccknowledged value by those aftected by the new
ways of working and improved outcomes. Examples include project acivities
being considered pofentially beneficial by clients, service providers, or
community members.

MONITORING AND FEEDBACK - monitaring is conducted an a regular

basis and teedback is shared in easy to undersiand formats. Examples include
information-gathering calls to monitor the project, and teedbock provided o
key staff using easyicrunderstand formats (e.g., graphs).

LEADERSHIP - the degree io which leaders (including decision-makers and
champions| continue to be actively engoged beyond the implementation stage.
Examples include ongoing attendance at meetings focused on the new ways
of working and ongeing monitoring of cutcomes.

STAFF - siaff has the skills, confidence, and interest in confinuing the new
ways of working and improved outcomes. Examples include staff being able
to use a new referral system capably or thinking that a new cumiculum is more
effective in achieving betier outcomes.

SHARED MODELS - coniinued use of a shored model among those involved
in the new ways of working. Examples include the Chronic Care Madel, the
AD Developmental Assets, the 5As, or Plan-Do-Study-Act (PDSA).

ORGANIZATIONAL INFRASTRUCTURE - degree to which organizationa
operafions support the new ways of working and improved outcomes. Examples
include rewriting job descriptions fo support the project acdliviies and channeling
resources ko project activifies through the organization’s business plan.

ORGANIZATIONAL FIT = degree io which the new ways of working and im-
proved oulkcomes malch the organization's overall goal and operafions. Examples
include project activilies becoming part of the orgonization’s shategic plan.

COMMUNITY FIT - degree fo which the new ways of working and improved
outcomes maich community interests, needs, and abilifies. Exomples include an
expressed desire for new or improved services and outcomes.

PARTNERS - involvement of pariners who actively support nesw ways of working
and improved outcomes. Examples include pariners who confinue to contribute
staff or resources after the implementation phase.

SPREAD - expansion of new ways of working and improved outcomes 1o
additional locafiens. Examples include expanding activities planned for one
community agency or depariment to new ogencies or ceparmenis.

FUNDING - funding beyond criginal project period. Examples include
extensions of original grant funding or funding fo expand project activities
to additional populations or communities.

GOVERNMENT POLICIES - degree to which new ways of working and
improved outcomes are supported by government policies. Examples include
reimbursement for @ new service or incorporating culcome measures into
surveillance systems.

SUSTAINING
IMPROVED
OUTCOMES:

homas, PhD
Zahn, MPH

64



6. Demonstrate impact & tell the partnership story

@ Tell the story of your partnership and how it aims to make a
difference in the communities you serve.

= Consider the perspective of your audience — what are their potential
508 ‘gains’ and their ‘pains’

||:E|| Can tell the story before, during, and after the intervention!



About URCTSI News & Events Funding Services and Support  Education and Career

Clinical & Translational Science Institute / Education and Career / Health Equity Education

Health Equity Education Initiative

The Health Equity Education Initiative helps program leaders and educators of all student levels incorporate health equity into their curricula and build equitable
clinical and research learning environments. As part of the URMC Equity and Anti-Racism Action Plan, the program provides resources, guidance, tools, and

consistency for educators across all URMC departments and schools.

For Educators

Get Help

Knowledge, Empathy
& Equity Curriculum

This curriculum helps educators infuse health
equity into existing curricula. Based on
national health equity standards for health
education from the American Association of
Medical Colleges, Accreditation Council for
Graduate Medical Education, and American
Association of Colleges of Nurses, the

framework and tools are applicable to medical,

nursing, and graduate students, and more.

Access the KEE Curriculum

Learners at the University of Rochester are a vital part of the Rochester community withg

KEE Curriculum Assessment

The Knowledge, Empathy, and Equity (KEE)
Curriculum self-assessment helps education
program leaders evaluate their health equity

curricula against national standards and
competencies. If you are interested in doing a
self-assessment, contact initiative director
Theresa Green, PhD, MBA.

Contact Us

i >

f—'rir_ﬁi‘orb\’/irig Pqpula't“ion' Health

in Rochester, NY. .-

VERS




Video Interviews with...

Linda Clark (Physician, Common Ground Health, Black Physicians Network)
Wade Norwood (CEO Common Ground Health, resident, pastor)
Telva Olivares (Physician, lead of Health Equity Task Force)

Michael Mendoza (Physician, Commissioner MCDPH)

Adrienne Morgan (VP Office of Equity and Inclusion, EARAP)

Andy Carey (Social Worker with URMC Street Outreach and REACH)
Mitch Gruber (Foodlink)

Shawn Nelms (Superintendent at EAST, Warner)

Jodi Cook (Teacher in science health pathway at EAST) !
Malik Evans (Mayor Elect Rochester)

Luis Rosario-McCabe (School of Nursing, LGBTQ)

Angelica Perez (lbero)

Seanelle Hawkins, EdD (President and CEO Urban League)

Kelly Mathews (National Center for Deaf Health Research)



, Partnership Assessment Tool for Health
D O n t fO rg et tO Welcome to the Partnership Assessment Tool for Health (PATH). This resource is intended for community-based

organizations (CBOs) that provide human services and healthcare organizations currently engaged in a partnership. For the

purposes of this tool, we define partnership as a structured arrangement between a healthcare organization (e.g. health
eva I u a te t h e system, hospital, provider, insurer, state or local public health department) and nonprofit or for-profit community-based
organization (e.g. housing organization, workforce development agency, food bank, early childhood education provider) to
provide services to low-income and/or vulnerable populations.

S u C C e S S Of The objective of the PATH is to help partnering organizations work together more effectively to maximize the impact of
the partnership. As your partnership continues serving the community, open and honest dialogue around strengths, gaps,
challenges, and opportunities is essential for partners to stay aligned, focus communications, prioritize changes, leverage

yO U r opportunities, identify needs, and more. These types of conversations require dedicated time and can be challenging. The
tool provides an approachable format to understand progress toward benchmarks characteristic of effective partnerships, to
identify areas for further development, and guide strategic conversation between partners.

partnerships!

Developed by Partnership for Healthy Outcomes
Bridging Community-Based Human Services and Healthcare

@ ST
A collaboration of \V Nonprofit QHCS F-:'N IEKA,IJ!QD&E

. and Communities
Finance Fund Health Care Strategics, Inc.

Whiees Moiey Mests Missa

L

Ce nte r fo r H €d Ith care St rateg 1eS: Support for this project was provided by the Robert Wood Johnson Foundation. Robert Wood Johnson Foundation

Pa rt ners h | p ASS essme nt TOO I fO r The views expressed here do not necessarily reflect the views of the Foundation.
Health

© 2017 Nonprofit Finance Fund®, Center for Health Care Strategies, Alliance for Strong Families and Communities
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https://www.chcs.org/resource/partnership-assessment-tool-health/
https://www.chcs.org/resource/partnership-assessment-tool-health/
https://www.chcs.org/resource/partnership-assessment-tool-health/

The wise coalition leader will make the coalition a happy place to be.
He or she will build in some fun - sometimes to relax, push all work
to one side, and simply enjoy one another's company.

Find regular reasons to celebrate!

Members stay involved not just because of
the work, but because they feel affirmed as
full human beings because their human spirit N

is nourished. v

5/20/2024 69



Theresa_Green@URMC.Rochester.edu
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Additional Resources

UNIVERS

@ ROCHESTER




Resources

New York State Prevention Agenda Dashboards

County Health Rankings and Roadmaps

AHA: Empowering Partnerships for Health Equity

ACHI Community Health Assessment Toolkit

AHA: A Practice-Based Framework for Working with Communities

Five Tools for Helping Turn Big Ideas into Action: an Integrator’s Toolkit

Center for Healthcare Strategies: Partnership Assessment Tool for Health

© N O U bk W NP

Community Tool Box, Center for Community Health and Development, University of Kansas:
Maintaining a Coalition

5/20/2024 72


https://webbi1.health.ny.gov/SASStoredProcess/guest?_program=/EBI/PHIG/apps/dashboard/pa_dashboard&p=sh
https://www.countyhealthrankings.org/
https://www.aha.org/center/hcc/curriculum
https://www.healthycommunities.org/resources/community-health-assessment-toolkit
https://www.aha.org/system/files/media/file/2020/01/A-Practice-Based-Framework-for-Working-with-Communities.pdf
https://www.movinghealthcareupstream.org/wp-content/uploads/2021/10/AnIntegratorsToolkit_FINAL.pdf
https://www.chcs.org/resource/partnership-assessment-tool-health/
https://ctb.ku.edu/en/table-of-contents/assessment/promotion-strategies/maintain-a-coalition/main
https://ctb.ku.edu/en/table-of-contents/assessment/promotion-strategies/maintain-a-coalition/main

STEP 2 STEP 3 STEFP 4
Build Relationships Develop Community [PIncrease Equity With
COMMUNITY Profile Data
HEALTH
AS-IS—CE)gf:gIIE—NT STEP 5 STEP 6 STEP 7 STEP 8 STEPS Eg:.sg E =.°.==..=..=
Prioritize Needs and | Document and Plan Equity Strategy | Develop Action Plan | Evaluate Progress ea”ed #2700 "2 o
Assets Communicate R RN R
Results 805°°°03"2° 331° o3el ses 37° 020720
Community Health Assessment Toolkit it .; b o s
Welcome to the American Hospital Association’s : §:.=:°:= 3:5:.::. ..:.:..°.° ::::.;
Community Health Assessment Toolkit. As in earlier (2] p ""°§°35°':§::.5:"= 5 R '35:
releases, this updated toolkit provides a nine-step guide Evaluse e @ So3t te  $920el o aet o® 2
RUIESE ees 30 %' o o8 "0a"ee®i
for hospitals and health systems to collaborate with their Build
. ) x&x Relationships
communities and strategic partners to conduct a °gfj (3 )
. Dg\telo;_)“
commun!ty health assessment (CHA) and meet Action Pla COMMUNITY )
community health needs assessment (CHNA) HEALTH kns
requirements. ASSESSMENT . Profile
Given the unequivocal call to accelerate health equity for g
all communities, this toolkit reflects the understanding that
while CHNA reporting may be required only for nonprofit Document and
hospitals and health systems, the CHA process is one “99“"56 NPEdt:d

that all hospitals can undertake.

View CHA Resources

«»ACHI

AHA Community Health Improvement



Five Tools for Helping Metworks Turn Big Ideas into Action: An Integrator's Toolkit

Big Ideas & Supporting Tools

This toolkit is organized around five big ideas, each with o supporting tool.

IDEA #1: Networks are strengthened when integrative activities are naomed, supported, and
A prioritized. Integrotive activities are the governance, management, and administrative
B functions that enable population health networks to carry out tosks ond strategies
i related to the network’'s shared population health goals.
» Tool #1 Integrative Activities Inventory - Assesses the degree to which integrative
activities are in place within the networlk.

IDEA #2: Networks are strengthenad when they regularly take stock of which integrative activities
re in need of more attention to help them go further, faster.

« Tool #2 Aligning Integrative Activities with Network Strategic Plans - Aligns
and prioritizes integrative activities with existing strategic plans of the networks, to
accelerate network progress.

IDEA #3: Networks are strengthened when responsibility and occountability for integrative
activities are shared among multiple network members, preventing one or a select few
fram shuuldenng the burden of respunsmlllrf

Tool #3 Distributed Accountability - identifies opportunities to distribute
accou ntc:l:rllltyr for integrative activities among a greater number of network partners.

IDEA #4: Networks are strﬂngthenad when the organizational representatives at the table are
‘present with purpose”- the organization's contribution of time, people-power, funding,
and/or other resources is a deliberate part of the organization’s own strategies.
» Tool #4: Being Present with Purpose - Supports partner organizations in clarifying
their participation in the network, planning resources to be allocated to the network,
and articulating how/where network participation aligns with organizational goals.

IDEA #5: Networks are strengthened when members share commeon values and agree about the
importance of ensuring the network’'s actions reflect its values.

« Tool #5: Network Values - Assesses the degree to which guiding values and
principles are shared among network members.

Five Tools for Helping Turn Big ldeas
into Action: An Integrator’s Toolkit

September 2021

A NEMOURS
CHILDREN'S HEALTH

Five Tools for Helping Turn Big Ideas into Action:

an Integrator’s Toolkit

5/20/2024 74


https://www.movinghealthcareupstream.org/wp-content/uploads/2021/10/AnIntegratorsToolkit_FINAL.pdf
https://www.movinghealthcareupstream.org/wp-content/uploads/2021/10/AnIntegratorsToolkit_FINAL.pdf

AHA Health Equity Roadmap:
https://equity.aha.org/

The Six Levers of Transformation

Research and experience show that leading health equity strategies cut across six levers of transformation within health care gro=nizatinnal ctructiurae. Evnlara and l

learn what's needed to build internal capacity to improve performance and advance on the equity |

( Download Our Literature Review )

Culturally Appropriate
Patient Care

Equitable and Inclusive
Organizational Policies

Diverse Representation in
Leadership and Governance

Community Collaboration for
Solutions

Collect

Systemic and Shared

IFDHE

J- AHA Institute for Diversity
~ and Health Equity The Health Equity
Roadmap

— Back to All Levers

Community Collaboration for
Solutions

Advancing health equity and fostering healthy

communities by investing in strong hospital-community

partnerships.

Register / Log In Search...

® search this site O Search all of AHA

The Six Levers of
Transformation

About ~

Advaneg Hewi i Amessa

Take the

Glossal
w/ Assessment

The Community Collaboration for Solutions Lever Includes:

Understanding
Your Community

Explore More

Strengthening
Community
Partnerships

Explore More

Investing in Your
Community

Explore More

Accountability



https://equity.aha.org/

Community Engagement in Research and Population Health

Browse > Health > Public Health

Community Engagement in Research

and Population Health

% ‘-*-) Theresa Green
.

Enroll for Free
Starts Sep 8

Financial aid available

About  Instructors  Syllabus  Enrollment Options  FAQ

About this Course

Welcome to the Community Engagement in Population Health course! As you
The current system is not sustainable with escalating costs, mediocre health o
discuss the current system, including definitions of population health and soci
countries on the triple aim -lower cost, better care, and a healthier population
and evidence-based public health interventions. Now more than ever, hospits
spending, community health improvement planning, and problem-based rese
community engagement in practical terms with a discussion of benefits and bi
an effective way to engage the community in developing solutions to address
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representation of population health outcomes. We will also discuss some of the ways this data is collected by reviewing public health surveys and common data collection tools.
Improving the health system often involves implementing interventions, and just like in medicine, public health interventions should be evidence-based. We will review some
resources for evidence-based community health interventions and discuss ways to evaluated and disseminate results that are useful to community members.

@ 8 videos (Total 41 min), 10 readings, 3 quizzes SeeAll

@ 4 hours to complete

COMMUNITY ENGAGED HEALTH SYSTEMS

Engaging the community is important in changing the paradigm and working to improve the US health system as a whole. In this sectien, we will explore ways in which health care
delivery systems are engaging community and addressing community health. This community engagement is federally mandated for non-profit hospitals and health systems
through community benefit reperting and community health needs assessments and improvement plans. In addition, the movement towards value based medicine has really
motivated health systems to think beyond the walls of the hospital to explore the population’s health.

@ 4 videos (Total 22 min), 7 readings, 1 quiz  See All

@ 6 hours to complete

EFFECTIVE COMMUNITY ENGAGEMENT

In this section, we will define community-engaged research and apply the principles of effective community engagement to research as well as interventions. Community
Engagement takes many forms, some much more reciprocal and collaborative than others. In this interactive discussion, our speakers will discuss the benefits of effective
community engagement as well as barriers that are common, and suggestions for alleviating those challenges.

@ g videos (Total 82 min), 7 readings, 4 quizzes SeeAll



,’“\\ Y, ADVANCING HEALTHCARE -
’\(@." EXCELLENCE AND INCLUSION ‘iHANYS

Always There for Healthcare

Upcoming session

Tuesday, May 28 | 11 a.m. to noon.

Patient and family engagement

Our final session covers best practices for engaging patients and families in their care.

This will be the final session of the spring series.

Register here.
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