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Presentation Overview

m My story, my inspiration

m Setting the context

m Key challenges .... and opportunities
m 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

5/24/18




5/24/18

My hometown, my story

My inspiration

City of St. Louis Health Department
(1947 — 1981)

* Health Commissioner
(1972 - 1981)

Helen Bruce, MD
1907-1994

Dr. Bruce’s 20" century public health legacy

U.S. Deaths From Infectious Disease
1900-2000

<— Influenza Pandemic

Top three causes of death in 1900:
* Pneumonia
+ Tuberculosis
+ Diarrhea
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Our 215t century public health problem

1 900 . Non-Communicable Disease 201 0

Pneumonia * Heart disease

* Tuberculosis « Cancer

Diarrhea « Stroke

Mortality Rate

\
Infectious Disease

Epidemiologic Transition

Spending more...Getting less

Life Expectancy

Low life expectancy at every age

Ranking of US Mortality Rates by Age Group vs. Peer
Countries, 2006-2008
VP
1 *For both sexes,
: g the US never
s ranks higher than
’ 15 out of 17
I countries before
u age 75.
"
15
17+ T T T
R R R R
Asg:ur:e: 10M Report, Shorter Lives, Poorer Health, 2013
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We can't solve problems
by using the same kind
of thinking we used
when we created them.

SOCIAL DETERMINANTS OF HEALTH

The social determinants of health are the conditions in which we are born, we grow and age, and
in which we live and work. The factors below impact on our health and wellbeing.

$v BB © @&

Childhood Housing Education Social support
experiences

< it

Family income Employment Our communities Access to health
services

Source: NHS Health Scotland

Percent of LHDs involved in policy area

34%
Education
23%
Safe and healthy housing
19%,
17%
Land use
15%
1% Affordabls housing
Criminal justice system
- 9%
= 2%
e . L
2013 2016
n=1936 n=1872
o 4 o County and Git Healts Offcis NACGH Profie of Local Healt D




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

5/24/18

Figure 2. Social needs activities are more common in the inpatient and high-utilizer populations

Screening and directing resources in any capacity

0% geq
86% 83% 700
79% 78% 77% 7%
% 69%
II II II ]
Inpatient High utilizers Care management Outpatient Community
M Screening M Directing

ed social needs, such as access to healt

s or services or ms offered, to p

Figure 6. Hospitals are more likely to develop for specific

Availability of different capabilities to address social needs by functionality level

Formal relationship

Awell-defined Away to measure
process for outcomes or results with community-based
connecting people from social needs providers
and social needs activities
resources

Percent of hospitals reporting that a given capabilty is

M Not available
W Available (to some extent/for a subset of the target population)
W Fully functional/available for the entire target population

15 Gource:Deloitte Center for Health Solutons' 2017 Sodial eterminants of Healt Hospital Survey




Our opportunity....and our challenge

Challenge today:
Going Beyond Acute Needs by
GOING DEEPER

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

Understanding of ---- and actions on :

1. Social Determinants of Health
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Population Health and Well-Being

1]
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Facifltation Graphics %
Credit: ReThink Health —4
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Key Dimensions of Social Determinants of
Health and Well-Being

VITAL
CONDITIONS

20 %

Creating Opportunities for Population

Health and Well-Being

CONDITIONS WELL-BEING

&

’

Education

Jobs, wages, wealth
Stable housing

Safety

Healthy food

Physical activity
Healthy environment
Public transportation
Tobacco, alcohol, drug
prevention

10. Preventive health care

OENonhLN

21

C)

. Acute care for illness

or injury

. Addiction treatment

and recovery

. Criminal justice,

emergency response

. Environmental

cleanup

. Unemployment,

income assistance

. Homeless services

L
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Using Food as a Tool to Build Health, Wealth and Social Change

Guiding Principles

Grassroots

» Collaboration

»  Community Organizing

* Youth Leadership

Community Cooks
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Urban Agriculture

tn

Breaking Bread Café & Catering

Business Incubation




Good Food Movement

Employment & Training

= Y T "Ry

-

The Inspiring Story Behind the Viral Video of

Black Kids Rapping About Farming

“Grow Foad" 4 more thanasocel madia el
These Black Kids Rapping
About Farming Is The Dopest
Thing You'll See All Week

L
North Mpls.-made YouTube video
on healthy eating goes viral

North Minneapolis nonprofit's youth arm proves that it
can put it all on the table.

5/24/18
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Going Beyond Acute Needs by
GOING DEEPER

Understanding of ---- and actions on :

2. Community engagement

Nothing about me...
...without me!

Effective Community Engagement

Transforming a region’s system for health requires the
balance between practices across all three outcomes.

. A N N
@es\de"t Warep, e‘:;back and '"Dug Pct“’e Res'dent

. e, :
and pav?lcnpatiOnss ¥e grom Resnde,,ts \_eadership
2

o 000 .0/

Credit: ReThink Health §Z
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Effective Community Engagement

Belonging

A

Power Trust

Credit: ReThink Health

People Matter
-

12



Systems Matter
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Place Matters

Effective Community Engagement

Transforming a region’s system for health requires the
balance between practices across all three outcomes.

3 t Awar, pack and j, 3 Resi

siden LWareng, ed! nd Inp, ctive Residg
?“ea“d PartlclpatiohsS ©erom Resident, ut o \eadershj,
Y
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Credit: ReThink Health
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Going Beyond Acute Needs by
GOING DEEPER

Understanding of ---- and actions on :

3. Multi-sector relationships and organizations

Percentage of Local Health Departments
with formal partnerships/collaborations

41

Health care partrers Community-based partners
Emergency _g1se
responders -

K12 schools
Hospials o570

Physiian practices’
medical groups

2008 2016
-7 o248

NACCHO National Profile of Local Health Departments, 2016
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Percentage of Local Health Departments

with formal government partnerships

N 26%
Local planning
Criminal 19%
justice system
Parks and recreation 7%
14%
Economic and 1% 10%
community 9%
development Transportation
7%
2008 2016

NACCHO National Profile of Local Health Departments, 2016 §Z
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oblem: 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

Partnership Organizational Continuum

Networking Coordinati C i C
Organizational
i i Informal Formal Formal Formal
Minimal time Moderate time Substantial Extensive time
commitments, | commitments, | time commitments,
Characteristics | limited levels moderate levels | commitments, very high levels
oftrust,andno | of trust,andno | high levels of | of trust and
necessity to necessity to trust, and extensive areas
share turf ; share turf; significant of common
information making access | access toeach | turf; enhancing
exchange is the | to services or other’s turf; each other’s
primary focus | resources sharing of capacity to
more resources to achieve a
user-friendly is achieve a common
the primary common purpose is the
focus purpose is the primary focus
primary focus
Resources No mutual No or minimal Moderate to Full sharing of
sharing of mutual sharing | extensive resources, and
resources of resources mutual sharing | full sharing of
necessary necessary of resources risks,
and some responsibilities,
sharing of risks, | and rewards
responsibilitics,
and rewards

5/24/18

15



5/24/18

Partnership Development Pathway

CAMPAIGN  ENGAGE AUGN REDESIGN  INTEGRATE

WPROVING —

-~

— MOMENTUM BUILDERS
—FALS

Credit: ReThmk Health, Pathway for Transformmg Regional Health

htps:/A
Health Impact Collaborative
of Cook County
he i
Seﬂlng Chlcqgo & Cook County b4 =
* Population: 5.24 million residents & i mi
Eain = 5 = b
in <
* City of Chicago: 77 community areas
* Cook County Suburbs: 130 municipalities/30 townships s o
* 6 certified local health departments, & C
each completing individual CHA/CHIP T a2
* ~50 non-profit hospitals o -
e s 5
- e
Logend Grairan
HEALTHY ook County - B oGty A B o)
CHICAGO Public Health R vt oy
D o o
7 Unicorporsted NEX. M
et J;W.m
Source: Cook County Department of Public Health
a7
Vision and Values li‘m" —
Vision: Improved health equity, wellness, and quality of life across Cook County ke

Values:
1 We beheve the highest level of health for all people can only be achieved through the pursuit of social justice
ion of health ies and

2. We value having a shared vision and goals with alignment of strategles to achieve greater collective impact
while ing the unique needs of our

3. Hononng the diversity of our communities, we value and will strive to include all voices through meaningful
and participatory action.

[4 We are committed to emphasizing assets and strengths and ensuring a process that identifies and builds on }

existing capacity and

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.
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Community Input Addifional Assessments
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of Cook County wmm’:} V|
h R forSuccess | evelcpmen: | \
A i \at —
We used the MAPP 65 four o asssmens |85 tckohol
model to conduet 138 s |
CHNAs within Cook 'x‘; \ ‘»;"

County, incorporating
data from Healthy

T 2
Chicago 2.0 and e \
WePLAN It it N
Community Input Collaborative Focus Areas

Improving social. economic, and sirucural
deferminans of health while reducing social ond
conomic inequities

* 5,000+ Community Residents Surveys

* 23 Focus Groups

* Stakeholder Advisory Teams

* Hospital’s Community Advisory
Groups

* Action Teams

Increasing

3 Regional Reports

Extensive Community Input

et
bstumee]

Zaui | . il
Health Impact Collaborative S

of Cook Coun
y I Analysis across Chicago

Community Health Needs A '
and Suburban Co?k County Focus on Health Equity

Health and SocialInequty are
Intercomnected

Unemployment
Disparires
S — e [

oo [ <

50
gCook oy 2015-2016 Collaborative CHNA Priorities
e
»
LFo:us Areas and Key Community Health Needs J
Improving social, economic, and structural determinants of health while reducing social and economic ineqt
*  Economic inequities and poverty *  Housing and transportation
o Education inequities e Safety and violence
2 Haalthy anvirnnmant . Structural racism
Improving mental health & reducing ) Preventing and reducing chronic Increasing access to care & community.
substance use disorders. i . resources.
o Overall access to services and o Focus on risk factors - nutrition,  |e  Cultural & linguistic competency/
funding physical activity, and tobacco humility
o Integrative care o Healthy environment o Health literacy
o Addressing stigma o Access to healthcare and social
o Trauma-informed work services, and navigating the system,

particularly for uninsured and

©  Violence and trauma, and ties to :
underinsured

mental health
o Linkages between healthcare
providers and community-based
for prevention

[Note: Policy and data strategies are cross-cutting across all four focus areas.
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Collective Purpose, as of July 2017 *Mq HEALTHY
osPITAL ColBoRHTvE

Improve population and community health by:

*  Advancing health equity o

«  Capacity building, shared learning, and connecting local initiatives

. ing social and il of health

+  Developing broad city/county wide initiatives and creating systems

+  Engaging community partners and working collaboratively with community leaders

D data systems for ion health to support shared impact measurement and
community assessment

+  Collaborating on population health policy and advocacy

o ,. o ©°%°@® @
.’ 2535 hospitals .
6 local health department® | Collaborative Action

Initiatives s

100+ community & regional
stakeholders

@PHI as backbone organization

m Define health in the broadest
possible terms.

m Address both urgent needs and vital
conditions

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

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

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

m Secure and make the most of
available resources.

m Measure and share progress and
results.

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

18
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Contact Info:

Paul Kuehnert
Associate Vice President - Program
(609)-627-6319

Twitter: @PaulKuehnert

References and contacts

CATALYSTS
FOR CHANGE

https://rwjf.ws/2priD6X
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POPULATION FOCUS INDIVIDUAL / FAMILY INTENSIVE
(Community Health ~ s SUPPORT AND EDUCATION s INTERVENTION
Improvement Strategy) (Comprehensive Patient Support) (Intensive Patient Support)

Community Health
Improvement
Strategy

Primary Care
Linked

% Population
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Jnvestments to Assure Vital Conditions Services to Address Urgent Needs
vent threots o wellbeing. restore well-being
Education aliteracy from % | Acute Care for | Effots o deliver acute ang
earlychlohood through high lliness or njury | post-acute care for physicaland
Ae et s
- B acute hospitalization, wauma-
informes care)
Tobs, Wages, | Efforts o Toste economic “Addiction Behavoral heath e,
Wealth deveiopment, access o well- & Recovery | substance abuse treatment,
paying o, and community Services recovery from chemical
wealth (.. lving wage polices, aependency or acdiction e.2.,
employment programs, worker SBIRT,
tives, puslic wransi) Recovery Homes)
— Stable Efforts o assure permanent o Efforts to dentity, saucIcte,
F s | rousing and enforce violations of the

aw (e.5, court, fail, prison,
parole); first respondersina
erisis (e 8. fire, ambulance, 911,
avoid genuification) suicige hotiine, poison control,

emergency operations)
Environmental | Efforts 1o cean up azardsin
Cleanup ai, water, 5o, homes,
workplaces, and communities
(23, lead sbtement)

Safe Efforts to design and ke
Neighborhoods | neignborhoods and homes safe o=
& Homes from crime, njury, and violence
(ie.community-police >
parterships, youtn development,
fire safety, lighting, greenspace,

gy
= o
\\# Food atorgabe, nurious 003 (e . andineome | inemplovedor dsabie:
oot food aeing e | upporsfor dsstvancages

tanstas bens, fuit/veg discounts, (e TANF, energy assistance,
farmto-work programs) ehilgeare assistancel; efforts to

reduce hunger, food insecurity,
ang malnutriton (e g, SNAP,
VI, food ban

RéThink
e ®

QuAraYs [Leam | 2 | mprove |

An Invitation

to Health Care Change Agents

Join The Movement

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

Investments to Assure Vital Conditions Services to Address Urgent Needs
~Properties of piaces ond institutions that o people need Services thot anyone under odversity moy need

Physical Effors o ensble routine physical | —— Homeless Short-term housing for the
Activity activity (e after school " Services homeless e.g. emergency

rY) shelters)

school, land use planning, active
transport, bike share programs)

Healthy Efforts o protect dan av, water,
Environment | soil and o avoid extrame heat,
flocing, wind, radation (2.,

emisson imits,carbon tax txic
use bans, building codes)

Public Efforts o EStabIEh pUBIC
W Transportation | transportation that assures access

) 10]obs, active transport, ang

avoids environmentalhazards
(e, compiete streets, ght i,
reduce air polutin)

Tobacco, Efforts o prevent substance
Alcohol, Drug | abuse,either by preventing
Prevention | initiation or enhancing cessation

of tobacco, aiconol, and other
orugs

Routine Care | Efforts o dever routine

for Physical | preventive services and chronic
™ cisease management (e,

preventive heaith care)

Hote: needs.

Working Definitions

Strategies to Build Civic Muscle
Strength to overcome inertio or the status quo, for all

stigm, discrimination, and oppression; counter ISMs; foster social connection; and Gevelop inclusive leadership (.2, human

Strategies to assure equity and social justice; democratic povier to shape programs, policies, and common cuture; eliminate
rignts, civil ights, 1 | leadership, tran: governance,

measurement)

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
landy@rippelfoundation.org

=) ReThink
s ®

« StarTribune MPRNEWS sesosv teriesy tirev

Minneapolis nonprofit focuses on food to train,
heal

Jared Hemming

BEST DISHES COUNTDOWN #68: DRY RUB
CHICKEN AT BREAKING BREAD

CITH PAG Es WESTBROADWAY'S BREAKING BREAD FEEDS Features

'THE SOUL OF NORTH MINNEAPOLIS
Breaking Bread Cafe

Stephanie March

Serving up fast-casual dining with an extra bit of goodness.

5/24/18
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mailto:llandy@rippelfoundation.org

Let’'s Connect

VISIT US AT
appetiteforchangemn.org
breakingbreadfoods.com

ADDRESS
1200 West Broadway Avenue

PHONE
612-588-7611

EMAIL
info@afcmn.org

appetiteforchange

appetiteforchange

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)
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New Connections Spark ENTREPRENEURIAL ACTION §,

o WTERegy inging people together in NUp spaces from it fercht worlds leads fo new realitiest
-, * Sranmaking ’
ome of these ations aplied or and
baveideas w reat the veseved Neiahborhaod Conneetions
ot funding oo e

MUTURL SELF INTERgg,

community members
Hodiscove their watoal sefnorests. Tris powerful mix
\-) sparksideas that lead o lleetive ation and
Nelghbor Up nstitoionaland systowiechange.
Memb
ebers - MONTHLY NETWORK NIGHTS
These conmunity meetinas povide an acsessble & halthy Neighbor Up
enviromment o arfureconneetion makina with wtual o
‘support and aceess to good information. Nights are \embers
e reater ity Gl ko oS
Glonill and M. Pleasant neghborhoods.
VAIEEE anda few of ber " ettt EPNA owns a daneestudin She necded
: i Rs anew floorina hurry -shehada
Neighbor s g p.Inthe
thatreulted, andstarteda < ahhor Up Netw
Neighbor Night in her  NEIGHBOR UP ACTION cLINIC Night,she asked i anyone new
e

‘and support towards a speified goal. Aetion liies are held
at Harvey Rice Library and the Neighbor Up offies.

MICHAEL from Clevelands mear west
side, wet a few folks starting a garden
o Clevelands east side, at a Neighbor
Up Network Nig. Through the

Afte ining the Niahbor Up wetwork, TAWN
asked the question - how do | bettor get fo know

Neiahbor Up warketplace, Michael and

=

@ qarden n thei weighborhood. @

New Connections Spark PERSONAL CHANGE H

aing peaple together in NUp spaces from different worlds leads to new realities!

Q
A MONTHLY NETWORK NIGHTS
These community meetinasprovide am aceessbe
 to nurture connection waking
with motual suppor *
Through the Neighbor
" I
of the commanity that- - . S aro kb st
‘eed. Ing a part of the wetwork has ereated
T * or deepened relationships with folks from
* e ifrentbskarouds aw i
“heali P
Locations vary for these gatherings.
My spose ot wochon g n
“Neighbor Up changed me but at Network Nights he foond a
by creaing 3 spce wher ressue free i atmesgher tha
Tean b open ad ramparent, 0 reqie o f arteipate inways he
liwingwe o niteforever wasntcontortale. e ssotund 3 pace
mi‘h\ml l:lﬂl ‘and offer their volees, a place where his.
v oo penio. o sreens,
“partipated na Negbor Uy ok cost oy o oot systew s wonderol
University raning on e Story of Self- “Seingport of Neghtor Uy Vilgecspasially duriv this
people from some.
iy member o tiutons I fow o “Siee attcwingNetwork it b s o s surch
of a repair faking place deep inside me. Greater Cleveland. Throush these ‘e aroup in his neighborhood, meither he would have done

commanity gatherings and actioncan e
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Neighbor Up NETWORK MAP

Bringing people together in NUp spaces from differewt worlds leads o new realities!

MONTHLY NEIGHBOR UP ACTION CLINIC  GRANTMAKING

appliedfor and reccived

aceess togond infamalvnh aatherings. Harvey Rice Library and initatives.
the Neighbor Up o fces.

D
wm Park) ‘ ""’
Neighbor
um 0

smkyam

i

C
Neighbor lehl
ioht

WEALTH COLLECTIVE employment oppor tonities ed Thou wh h m\-

Community members with ‘topartnerships with local i our communities led
businesses & jobs for 1o the formation

rative efforts University Hospital is ‘::’z!’!“::‘l:ﬂ.u:;fl:n
i i 3

Tom O'Brien

Program Director
Neighborhood Connections
216.361.9269

tobrien@neighborhoodgrants.org

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

5/24/18

Current Hospital Members

\) it H Lurie s _
oA e I Ingalls EMERCY

= Advocate Health Care M ot

\MITA s

Presence Health (8] Covnan Hopil

BLoreto RML e iRy of
Hospital o Z CHICAGO
P —— MEDICINE

LovoLa

HoGross MEDICINE { RUSH d th e
HEALTHY
HICAGO
WOSPIAL CLLABORATYE
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Capacity Building for Social
Determinants of Health (SDOH)
Asset-

Based
Approach
es

‘Aspen Insttute, Measuring Community Capaciy Bullding
http:/ /s aced org/wp-

Leadershi CTEEy Community Capaty Budnand

! Calforna Endowment “Drvrs of Change”
Inclusive »of Cheng

Communities in Action: Pathways fo Helth Equity.
bt/ /s

pathways-to-health-equity.aspx
Community Toolbox hitp://ctb.ku.edu/en/table-of-

Measurin Culture ¥, -for-
and improvement/building-capacity /main
Attitudes

European Union, Building Capascity for Health Equity
hitp:/, "

Document-5-Capacity-Building.pdf

Stakeholder Health “Transformative Parinership”
hitps:/, /

Institutional i
Capacity Trple Aim for Health Equity bito://sxww.astho.ora/Health Equiy/2016-

Challenge /Enlinger-Commentary-Aicle/

Health Impact Collab®

5/24/18

of Cook County HEALTHY 100 Millon Healthier Lives “Equity, the price of admission”
http:/ /w1 0Omlivesorg /approach-
a‘ CHICAGO <
1P HOSPITAL COLLABORATIVE riories/#healthequityandprosperit
70
QuBLIG

%
»

et

Jessica.Lynch@iphionline.org

éLLIANCE Hospitals and Communities
..EH EALTH Improving Health Across

EQU ITY | Chicago and Cook County
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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

