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Our funder
Funding from the Mother Cabrini Health Foundation allows HANYS to 
expand its capacity to provide education, direct support, tools and data to 
our members in a strategic way. With this learning collaborative, we strive 
to effect lasting change in health equity at the local level by engaging 
providers and community stakeholders to address health disparities.

Our funder and partner 
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Our partner
DataGen develops custom analytics for 
participants to help them understand how and 
where communities are affected by health 
disparities so they can develop tailored 
interventions.

https://cabrinihealth.org/
https://datagen.info/who_we_serve/hospitals_and_health_systems/socialscape_in_partnership_with_socially_determined/


 © 2024 Healthcare Association of New York State, Inc. 5/20/2024 6

Presenter

Theresa Green, PhD, MBA
Director, Community Health Policy and Education, Center for 
Community Health and Prevention, University of Rochester 
Medical Center



Community Partnership
HANYS AHEI Presentation
Theresa Green, PhD, MBA

May 21, 2024



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



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



…improve the well-being of patients and 
communities by delivering the highest quality 
healthcare in a safe, compassionate environment 
enriched by education, science and technology. 

…provide compassionate patient care with 
seamless coordination and to advance 
medicine through unrivaled education, 
research, and outreach in the many diverse 
communities we serve.

…improving the health of our community and is 
dedicated to providing compassionate, 
comprehensive and innovative health care in a safe 
environment where the patient always comes first.

…to provide compassionate, high-value, quality care, improving 
health in Western New York and beyond, educating future 
health care leaders and discovering innovative ways to advance 
medicine.

We strive to provide patients with the most innovative and 
compassionate care by our incredible doctors, every 
single day. We seek to make the fundamental discoveries 
that underlie advances in medicine.

To heal, to teach, to discover and to 
advance the health of the communities we 
serve.



10%

30%

60%

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



•  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



In Health Systems

In COMMUNITY



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
• 5 Whys
• Failure Mode and Effects Analysis (FMEA)
• Scatter Diagram
• Affinity Diagram
• Fault Tree Analysis (FTA)



What is HEALTH EQUITY? (CDC)



Health Equity vs 
Health Care Equity

16

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

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.

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.



Collecting SOGI and REAL 
data and evaluating 
disaggregated health 
outcomes will identify 
disparities… 

Now what?



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.

https://carnegieelectiveclassifications.org/the-2024-elective-classification-for-community-engagement/


PLANNING IMPLEMENTATION DISSEMINATION

KEEPS PROJECT SCIENTIFICALLY SOUND AND ACADEMICALLY RELEVANT

KEEPS PROJECT RESPECTFUL, ACCESSIBLE, AND SOCIALLY RELEVANT

Meets community priorities
Assures community relevance and 

feasibility, grounds the project

Ensures effective recruitment that 
community members will get behind,

Ensures acceptable instruments
Level-set the results

Understandable messaging
Ownership to build sustainability
Assures conclusions are palpable

Infrastructure
Evidence Base for Interventions

Experience with funders and reporting

IRB for safe recruitment
Scientifically appropriate work
Academic rigor and processes

Build on theory
Publish findings in scientific journals

Create policy/leadership for sustainability



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
• Mutual benefit

• Mutual respect
• Shared findings
• Enhanced community capacity

• Shared responsibility

• Evidence-based

• Collaborative from start to finish

• Responsive to community 
priorities and perspectives

Developed by the University of Rochester 
Medical Center (URMC) Community Advisory 
Board, Approved September, 2008



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



Healthcare 
System

Identified 
Need

Community 
Partner

In all we do…

…as a system or a program

Community VOICE
On your boards

Leading your interventions
In your patient advisory groups
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Build trust by 
acknowledging 
the past 
mistakes, 
setting 
expectations 
and then be 
true to your 
word!



“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.”

https://www.health.state.mn.us/communities/practice/equityengage/community/advancingequity.html 

ADVANCE COMMUNITY ENGAGMENT: 
Engage community partners in 
leadership and decision making!

https://www.health.state.mn.us/communities/practice/equityengage/community/advancingequity.html


Outreach is not the same as engagement



Operationally…
1. Healthcare system + Identified 

Need: Seeking community 
partner

2. Healthcare system + 
community partner: Seeking 
shared needs

Healthcare 
System

Identified 
Need

Community 
Partner

Healthcare 
System

Identified 
Need

Community 
Partner



Seeking community partners

• Who is needed to make solutions successful?
• Who are the people already doing this work 

in the community?
• 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?

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

Healthcare 
System

Identified 
Need

Community 
Partner



Who is 
needed to 
make this 

successful?



Where is the 
community 
expertise for 
needed 
competencies?

• Ask the community! • 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!
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Be creative in identifying partners – Look for assets!
• Community organizations
• Faith based organizations
• Education
• Housing, transportation, food
• Government
• Public health
• Service organizations
• Local businesses
• Health care organizations

Great resource!! With examples



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

Working with:

AVOID DUPLICATION!



• 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



Slicer Dicer DASHBOARD of Social Drivers of Health (in epic) – Early in the collection of data

FOOD HOUSING Transportation



Hopelink at Shelter Cove
URMC Partnership with DePaul Community Services
TRANSITIONAL SUPPORTIVE HOUSING

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

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, a 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



Sanctuary House and Francis Center 

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

 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. 

CATHOLIC CHARITIES FAMILY & COMMUNITY SERVICES
SANCTUARY HOUSE AND FRANCIS CENTER

URMC PARTNERSHIP WITH CCFCS
TRANSITIONAL SUPPORTIVE HOUSING IN COMMUNITY SHELTER SETTINGS

Currently 25 beds



Community Partners

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

 Monroe County Department Human Services (DHS)

 City of Rochester

 Homeless Services Network (HSN)

 Partners Ending Homelessness (local Continuum of Care)

 Coordinated Entry

 Coordinated Care Services (CCSI)

 Providence Housing

 University of Rochester Medical Center (URMC)

 Regional Health Reach

 Office of Temporary Disability (OTDA)

 Monroe County Department of Public Health (DPH)

 Homeless Housing and Assistance Program (HHAP)

 Department of Corrections and Community Supervision 
(DOCCS)

 Local Community Based Organizations (CBO’s)

CATHOLIC CHARITIES FAMILY & COMMUNITY SERVICES 
URMC PARTNERSHIP WITH CCFCS
TRANSITIONAL SUPPORTIVE HOUSING IN COMMUNITY SHELTER SETTINGS

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



SANCTUARY HOUSE AND FRANCIS CENTER
URMC Partnership with CCFCS
TRANSITIONAL SUPPORTIVE HOUSING PROGRAM

Current Data: June 2021 through March 2024

Total 
Referrals

Discharged to  
Long Term 

Housing 

Average 
Length of Stay 

at CFC 
Shelters

Accepted 
Referrals 71%

13%

5%

11%

Discharge Outcomes

48 Days

414 71%

824

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



System Change: Food

The Department of Social Work and Patient & Family 
Services, the Health Equity Program Support Office (HEPSO), 
and Food and Nutrition have forged a partnership with 
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.



System Change: Food

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



Defining Shared Needs

Healthcare 
System

Identified 
Need

Community 
Partner

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



Community Health Improvement Workgroup

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

+ Several community-based organizations



Mission:  To improve the health and 
wellness of individuals and families of 
Monroe County by addressing prioritized 
needs and inequities through sustainable 
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

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.

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.



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.



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 
Module 6: Demonstrate impact – Tell the partnership story!



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





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



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?

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? 
When will the team know they have succeeded? 

• Each member should clearly see how their 
partnership contributes to the goal

SMARTIE GOAL

S – Specific What do you want to do?

M – Measurable How will you track your progress?

A – Attainable How will you do it?

R – Relevant How is this relevant to each partner’s mission?

T – Time-Bound When do you want to do it?

I – Inclusive What new perspectives could you bring into the project?

E - Equitable Can you change the goal to incorporate equity and inclusion



3. Consider the data



Population Health Data

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

US Census Bureau 
American Community Survey
CityHealth Dashboard
Healthy People 2030
County Health Rankings & Roadmaps
New York State Prevention Agenda Dashboards
Electronic Medical Record/RHIO
Community Health Needs Assessments

https://www.urmc.rochester.edu/community.aspx
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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
by the Urban Institute 

Four guiding principles:
1. Community engagement relies on establishing trust

• Be humble, listen, and act on feedback.
• Be transparent. 
• Partner with trusted community leaders and CBOs.

2. Community engagement requires sufficient and flexible funding and 
cross-sector support.

3. Community engagement must be continuous and sustained
4. Community engagement should pay explicit attention to eliminating 

structural racism.
• Hire from the community. 
• Address participation barriers. 
• Address racism inside and outside governments and organizations.



Be TRUSTWORTHY



10 Principals of Trustworthiness
1. The community is already educated; that’s why it doesn’t trust you.
2. You are not the only expert.
3. Without action, your organizational pledge is only performance.
4. An office of community engagement is insufficient.
5. It doesn’t start or end with a community advisory board. 
6. Diversity is more than skin-deep.
7. There’s more than one gay bar and “Black church” in your community.
8. Show your work.
9. 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:
• Identify 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
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Consider a formal 
commitment to 
sustain the 
partnership and 
the work ahead.
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Sustainability
New York State 
Health Foundation 
Sustainability Toolkit

Suggests choosing 
3-4 factors to 
sustain a project



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 
‘gains’ and their ‘pains’

Can tell the story before, during, and after the intervention!





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 (Ibero)
Seanelle Hawkins, EdD (President and CEO Urban League)
Kelly Mathews (National Center for Deaf Health Research)
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Don’t forget to 
evaluate the 

success of 
your 

partnerships!

Center for Healthcare Strategies: 
Partnership Assessment Tool for 
Health

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/
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Keep the flame alive
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 
is nourished.



Theresa_Green@URMC.Rochester.edu



Additional Resources
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Resources
1. New York State Prevention Agenda Dashboards

2. County Health Rankings and Roadmaps

3. AHA: Empowering Partnerships for Health Equity

4. ACHI Community Health Assessment Toolkit

5. AHA: A Practice-Based Framework for Working with Communities 

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

7. Center for Healthcare Strategies: Partnership Assessment Tool for Health

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

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

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/ 

https://equity.aha.org/


Community Engagement in Research and Population Health
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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. 

https://www.hanys.org/quality/clinical_operational_initiatives/ahei/learning_series/


 © 2024 Healthcare Association of New York State, Inc.

Questions?
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Morgan Black, MPA
mblack@hanys.org 

AHEI Team
ahei@hanys.org 

mailto:mblack@hanys.org
mailto:ahei@hanys.org
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