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Presentation Overview

■ My story, my inspiration
■ Setting the context
■ Key challenges …. and opportunities
■ Call to action

“The two most 
important days
in your life are the day 
you were
born and the day you 
find out why.”

-Mark Twain
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My hometown, my story

My inspiration

Helen Bruce, MD
1907-1994

• City of St. Louis Health Department 
(1947 – 1981)

• Health Commissioner 
(1972 – 1981)

Dr. Bruce’s 20th century public health legacy

Top three causes of death in 1900:
• Pneumonia
• Tuberculosis
• Diarrhea

Influenza Pandemic

U.S. Deaths From Infectious Disease 
1900-2000
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Epidemiologic Transition

1900
• Pneumonia

• Tuberculosis
• Diarrhea

2010
• Heart disease

• Cancer

• Stroke

Our 21st century public health problem

8

Spending more…Getting less

Low life expectancy at every age

•For both sexes, 
the US never 
ranks higher than 
15 out of 17 
countries before 
age 75.

Ranking of US Mortality Rates by Age Group vs. Peer 
Countries, 2006-2008

Source:  IOM Report, Shorter Lives, Poorer Health. 2013 
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Percentage of Local Health Departments 
involved in policy
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Health care and the 
Social Determinants of Health

80% report leadership commitment 
to systematically address social 
needs

Source: Deloitte Center for Health Solutions, 2017 Social Determinants of Health Hospitals Survey

14
14
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15
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Our opportunity….and our challenge

“I’m on the bus for population health; in 
fact, I’m driving the bus. But I need help 
shifting my core business—all of which 
focuses on sick care—to focus on creating 
health and well-being. I need a roadmap to 
help me know how to do that.”

Healthcare CEO, quoted in 
“Pathways to Population Health
www.pathways2pophealth.org

Understanding of ---- and actions on :

1. Social Determinants of Health 
2. Community engagement

3. Multi-sector relationships and organizations

Going Beyond Acute Needs by 
GOING DEEPER

Challenge today:

Understanding of ---- and actions on :

1. Social Determinants of Health 

Going Beyond Acute Needs by 
GOING DEEPER
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Population Health and Well-Being

Credit: ReThink Health
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Key Dimensions of Social Determinants of 
Health and Well-Being

URGENT          
NEEDS

VITAL 
CONDITIONS

Systems
Services

21

Creating Opportunities for Population 
Health and Well-Being

URGENT          
NEEDS

VITAL 
CONDITIONS

1. Education
2. Jobs, wages, wealth
3. Stable housing
4. Safety
5. Healthy food
6. Physical activity
7. Healthy environment
8. Public transportation
9. Tobacco, alcohol, drug 

prevention
10. Preventive health care

1. Acute care for illness 
or injury

2. Addiction treatment 
and recovery

3. Criminal justice, 
emergency response

4. Environmental 
cleanup

5. Unemployment, 
income assistance

6. Homeless services

Community

Family

Individual
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Guiding Principles

24

Community Cooks
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Urban Agriculture

26

Breaking Bread Café & Catering

27

Business Incubation
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Good Food Movement

29

Employment & Training
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Understanding of ---- and actions on :

2. Community engagement

Going Beyond Acute Needs by 
GOING DEEPER

Nothing about me…
…without me!

Effective Community Engagement

Credit: ReThink Health
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Effective Community Engagement

Belonging

TrustPower

Credit: ReThink Health

http://www.neighborhoodgrants.org/contact-us/

People Matter
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Systems Matter

Place Matters

Effective Community Engagement

Credit: ReThink Health



5/24/18

14

Understanding of ---- and actions on :

3.  Multi-sector relationships and organizations

Going Beyond Acute Needs by 
GOING DEEPER

41

Percentage of Local Health Departments 
with formal partnerships/collaborations

NACCHO National Profile of Local Health Departments, 2016

Percentage of Local Health Departments 
with formal government partnerships

42 NACCHO National Profile of Local Health Departments, 2016
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Problem:  We don’t walk the talk!

Most multi-sector community partnerships are:
• Young and fragile

• Highly influenced by market & policy environment

• Struggle with financial sustainability

• Lack formal governance structures

• Lacking senior leadership involvement

• Focused on projects rather than systems & policy change

• Are not connected to other community & economic 
development partnerships

Partnership Organizational Continuum 

• Networking:  exchanging information for mutual benefit

• Coordinating:  exchanging information and altering 
activities for mutual benefit and a common purpose

• Cooperating: exchanging information, altering activities 
and sharing resources for mutual benefit and a common 
purpose

• Collaborating: exchanging information, altering activities, 
sharing resources and enhancing the capacity of another 
for mutual benefit and a common purpose

From:  Arthur T. Himmelman , COLLABORATION FOR A CHANGE (revised January 2002). Definitions, Decision-making 
models, Roles, and Collaboration Process Guide.   Himmelman Consulting, Minneapolis, MN

From:  Arthur T. Himmelman , COLLABORATION FOR A CHANGE (revised January 2002). Definitions, Decision-making 
models, Roles, and Collaboration Process Guide.   Himmelman Consulting, Minneapolis, MN

 Networking Coordinating Cooperating Collaborating 
Organizational 
Relationships 

 
 Informal 

 
Formal 

 
Formal 

 
Formal 

 
 
 
Characteristics 

 
Minimal time 
commitments, 
limited levels 
of trust, and no 
necessity to 
share turf ; 
information 
exchange is the 
primary focus 
 

 
Moderate time 
commitments, 
moderate levels 
of trust, and no 
necessity to 
share turf; 
making access 
to services or 
resources 
more 
user-friendly is 
the primary 
focus 
 

 
Substantial 
time 
commitments, 
high levels of 
trust, and 
significant 
access to each 
other’s turf; 
sharing of 
resources to 
achieve a 
common 
purpose is the 
primary focus 
 

 
Extensive time 
commitments, 
very high levels 
of trust and 
extensive areas 
of common 
turf; enhancing 
each other’s 
capacity to 
achieve a 
common 
purpose is the 
primary focus 
 

Resources No mutual 
sharing of 
resources 
necessary 
 

No or minimal 
mutual sharing 
of resources 
necessary 
 

Moderate to 
extensive 
mutual sharing 
of resources 
and some 
sharing of risks, 
responsibilities, 
and rewards 
 

Full sharing of 
resources, and 
full sharing of 
risks, 
responsibilities, 
and rewards 
 

 

Partnership Organizational Continuum 
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Credit:  ReThink Health, Pathway for Transforming Regional Health
https://www.rethinkhealth.org/resources-list/pathway/

Partnership Development Pathway

47

• Population: 5.24 million residents

• City of Chicago: 77 community areas
• Cook County Suburbs: 130 municipalities/30 townships

• 6 certified local health departments,                                            
each completing individual CHA/CHIP 

• ~50 non-profit hospitals

Setting: Chicago & Cook County

Source: Cook County Department of Public Health

48

Vision and Values

1. We believe the highest level of health for all people can only be achieved through the pursuit of social justice 
and elimination of health disparities and inequities.

2. We value having a shared vision and goals with alignment of strategies to achieve greater collective impact 
while addressing the unique needs of our individual communities.

3. Honoring the diversity of our communities, we value and will strive to include all voices through meaningful 
community engagement and participatory action.
4. We are committed to emphasizing assets and strengths and ensuring a process that identifies and builds on 
existing community capacity and resources.

5. We are committed to data-driven decision making through implementation of evidence-based practices, 
measurement and evaluation, and using findings to inform resource allocation and quality improvement.

6. We are committed to building trust and transparency through fostering an atmosphere of open dialogue, 
compromise, and decision making. 

7. We are committed to high quality work to achieve the greatest impact possible.

Vision: Improved health equity, wellness, and quality of life across Cook County
Values:
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Community Input
• 5,000+ Community Residents Surveys
• 23 Focus Groups
• Stakeholder Advisory Teams
• Hospital’s Community Advisory 

Groups
• Action Teams 49

ACTION

We used the MAPP 
model to conduct 
CHNAs within Cook 
County, incorporating 
data from Healthy 
Chicago 2.0 and 
WePLAN

50

Unemployment 
Disparities

3 Regional Reports
Extensive Community Input

Data Analysis across Chicago 
and Suburban Cook County Focus on Health Equity

51

Focus Areas and Key Community Health Needs

Improving social, economic, and structural determinants of health while reducing social and economic inequities.

• Economic inequities and poverty

• Education inequities

• Healthy environment

• Housing and transportation

• Safety and violence

• Structural racism

Improving mental health & reducing 
substance use disorders. 

Preventing and reducing chronic 
disease.

Increasing access to care & community 
resources.

• Overall access to services and 
funding

• Integrative care

• Addressing stigma

• Trauma-informed work

• Violence and trauma, and ties to 
mental health

• Focus on risk factors - nutrition, 
physical activity, and tobacco 

• Healthy environment

• Cultural & linguistic competency/ 
humility

• Health literacy

• Access to healthcare and social 
services, and navigating the system, 
particularly for uninsured and 
underinsured

• Linkages between healthcare 
providers and community-based 
organizations for prevention

Note: Policy and data strategies are cross-cutting across all four focus areas.

2015-2016 Collaborative CHNA Priorities
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Improve population and community health by:
• Advancing health equity 
• Capacity building, shared learning, and connecting local initiatives
• Addressing social and structural determinants of health
• Developing broad city/county wide initiatives and creating systems
• Engaging community partners and working collaboratively with community leaders 
• Developing data systems for population health to support shared impact measurement and 

community assessment
• Collaborating on population health policy and advocacy

Collective Purpose, as of July 2017

52

52

■ Define health in the broadest 
possible terms.

■ Address both urgent needs and vital 
conditions

■ Build strategic systems changes and 
policy-oriented long-term solutions.

■ Put fair and just opportunity for 
health for all at the center of your 
work.

■ Harness  the collective power of 
community members, leaders at all 
levels, and partner organizations.

■ Secure and make the most of 
available resources.

■ Measure and share progress and 
results.

PHN leaders 
are going 
deeper:

1)SDOH
2)Community 
engagement
3)Collaborative 
organizations

“The best way to predict the future is 
to create it.”  -Peter Drucker
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Contact Info:

Paul Kuehnert 
Associate Vice President - Program
(609)-627-6319
pkuehnert@rwjf.org
Twitter: @PaulKuehnert

References and contacts

56

https://rwjf.ws/2prjD6X

mailto:pkuehnert@rwjf.org


5/24/18

20

Working Definitions

59

https://www.pathways2pophealth.org/index.html

https://www.pathways2pophealth.org/index.html
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Working Definitions

61

Working Definitions
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Laura Landy, President & CEO
Fannie E. Rippel Foundation
14 Maple Avenue, Suite 200
Morristown, NJ 07960

973 540 0101 ext. 301
973 540 0404 (fax)
www.rippelfoundation.org
llandy@rippelfoundation.org

https://na01.safelinks.protection.outlook.com/?url=http://www.rippelfoundation.org&data=02%7C01%7Cpkuehnert@rwjf.org%7C1bc95c0164ab4360553108d46beb83ac%7C1d48189a87724db8af5930e61f44b362%7C1%7C0%7C636252108282040460&sdata=3JwCX0F9MEx1Wqv4Tw4KB7KWk8KmX3rKANPcv22k4jA%3D&reserved=0
mailto:llandy@rippelfoundation.org
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Michelle Horovitz
Executive Director
Appetite For Change
1200 West Broadway Ave #180
Minneapolis, MN 55411
michelle@afcmn.org
612-588-7611(w)
612-655-6791(c)

mailto:michelle@afcmn.org
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Tom O'Brien
Program Director
Neighborhood Connections
216.361.9269
tobrien@neighborhoodgrants.org

www.neighborhoodgrants.org
www.neighborhood-voice.com

Current Hospital Members

mailto:tobrien@neighborhoodgrants.org
https://na01.safelinks.protection.outlook.com/?url=http://www.neighborhoodgrants.org&data=02%7C01%7Cpkuehnert@rwjf.org%7C62bf45841a04464fed7208d4d29ca7bd%7C1d48189a87724db8af5930e61f44b362%7C1%7C0%7C636365018497138844&sdata=/fwTav6bsXoM9p2wQZxSFDL8RxWQGvXPtIgjOjxDsiM%3D&reserved=0
https://na01.safelinks.protection.outlook.com/?url=http://www.neighborhood-voice.com&data=02%7C01%7Cpkuehnert@rwjf.org%7C62bf45841a04464fed7208d4d29ca7bd%7C1d48189a87724db8af5930e61f44b362%7C1%7C0%7C636365018497138844&sdata=d2HrvpkMiBUOcsRqj9mziYnCREvn7wGfHUMn6uWoKbE%3D&reserved=0


5/24/18

24

70

Capacity Building for Social 
Determinants of Health (SDOH)

“Capacity Building generally refers to a process 
to increase the skills, infrastructure, and resources 
of individuals, organizations and communities.”

CDC https://www.cdc.gov/hiv/programresources/capacitybuilding/

Aspen Institute, Measuring Community Capacity Building 
http://www.iaced.org/wp-
content/uploads/2016/05/Measuring_Community_Capactiy_Building.pdf

California Endowment “Drivers of Change” 
http://www.calendow.org/building-healthy-communities/

Communities in Action: Pathways to Health Equity
http://nationalacademies.org/hmd/reports/2017/communities-in-action-
pathways-to-health-equity.aspx

Community Toolbox http://ctb.ku.edu/en/table-of-
contents/overview/model-for-community-change-and-
improvement/building-capacity/main

European Union, Building Capacity for Health Equity 
http://eurohealthnet.eu/sites/eurohealthnet.eu/files/publications/Working-
Document-5-Capacity-Building.pdf

Stakeholder Health “Transformative Partnership” 
https://stakeholderhealth.org/the-movement/transformative-partnership/

Triple Aim for Health Equity http://www.astho.org/Health-Equity/2016-
Challenge/Ehlinger-Commentary-Article/

100 Million Healthier Lives “Equity, the price of admission” 
http://www.100mlives.org/approach-
priorities/#healthequityandprosperity

Capacity 
Building 

for SDOH 
and 

Health 
Equity

Asset-
Based 

Approach
es

Partnershi
p and 

Inclusive 
Decision-
Making

Culture 
and 

Attitudes

Knowledg
e and 
Skill-

Building

Organizati
onal/ 

Institutional 
Capacity

Measurin
g What 
Works

Leadershi
p 

Developm
ent

Jess Lynch
Illinois Public Health Institute
Jessica.Lynch@iphionline.org
312.850.4744

Note: The Health Impact Collaborative of Cook County recently 
merged with the Healthy Chicago Hospital Collaborative, and a 
new name for the combined collaborative is forthcoming.

https://www.cdc.gov/hiv/programresources/capacitybuilding/
http://www.iaced.org/wp-content/uploads/2016/05/Measuring_Community_Capactiy_Building.pdf
http://www.calendow.org/building-healthy-communities/
http://nationalacademies.org/hmd/reports/2017/communities-in-action-pathways-to-health-equity.aspx
http://ctb.ku.edu/en/table-of-contents/overview/model-for-community-change-and-improvement/building-capacity/main
http://eurohealthnet.eu/sites/eurohealthnet.eu/files/publications/Working-Document-5-Capacity-Building.pdf
https://stakeholderhealth.org/the-movement/transformative-partnership/
http://www.astho.org/Health-Equity/2016-Challenge/Ehlinger-Commentary-Article/
http://www.100mlives.org/approach-priorities/
mailto:Jessica.Lynch@iphionline.org

