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Who We Are & What We Do

Mission GAVA organizes and mobilizes community power for health equity: We reduce
barriers to health while increasing institutional capacity to respond to the people most

impacted by historic inequities.

Vision We envision a future in which a person’s neighborhood, income, race, ethnicity,
primary language, and/or immigration status no longer serve as predictors of health

outcomes.

We seek to address systemic health inequities in the following ways:

« Increase access to physical activity and improved nutrition
e Build community power

. Foster permanency GAVA
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Our case statement in more detail

Increase access to physical activity and improved nutrition

Organize to build partnerships that provide healthy programming
Organize to connect neighborhood leaders to resources
Organize for a healthier built environment that supports improved nutrition and active lives

Build community power

Provide fraining, resources and support to develop strong community leaders

Engage them civically to change the programs, policies, and processes that impact their
communities’ health

Develop new and existing networks of community leaders and groups to address health
inequities

Foster permanency

ldentify specific policies, tools, and programs that can mitigate cost of living and pressures
from climate change that worsen displacement

Build codalitions with other groups impacted by displacement and/or working toward
solutions

Foster partnerships and initiatives that support residents’ economic mobility and

opportunifies to increase theirincomes. Gnvn

60! AUSTIN/VAMOS! RUSTIN



What's the scale, strategies and
core impact of your work?

GAVA is focused in three areas of Austin (Southeast, South and North-Central), where
rates of chronic disease and childhood obesity are highest.

Which ZIP codes have a high concentration of
Overweight and Obese AISD Middle School students? ‘ Onion Creek:
AISD 09-10 . . . Watershed Flood Risk Reduction’Project Areas,
students I 78729 728 Appendix A - Density Map of Property Locations for b
— 78650 Approved Demolition Permits, FYO8 to FY16 Onion Creek has an area of 344 square miles and its lower downstream portion runs through
southeast Austin. The lower Onion Creek area is currently the City’s highest priority for flood hazard
78750 mitigation. Williamson Creek’s lower portion also runs through the southern edge of Dove Springs.
7 and ion of natural ys has resulted in eroding stream banks and
o threatened property.
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A map created by Children’s Optimal Health overseeing which zip codes had a high
concentration of overweight/obesity among middle school students. (Source:
http://www.cohtx.org/)

These are also some of the areas most vulnerable to economic displacement (but still home
to many low-income people and diverse communities), as well as intensifying climate events. G nv n
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Climate Resilience & Flooding

* GAVA is focused in neighborhoods where rates of e Dot b o s i ey e "
chronic disease and childhood obesity are highest. In
Southeast Austin, they are also downstream.

e Because of structural inequities across race and class,
and decades of underinvestment in the built
environment, these are also some of the areas most
vulnerable to economic displacement (but still home
to many low-income people and diverse communities
with rich social cohesion), as well as intensifying
climate events.

GAVA
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Campaigns for prevention and
health care

*Health is a Right for All*

*Building Healthy Communities™*
*Education for Better Living*

*Prevent Rather than Suffer*
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COVID's Emergency Response

* Empathy

* Solidarity

* Vision

* Communication
* Taking Risks
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RADIO ONDA DE AMOR

Community and service
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“I just try to

do what I can
to make my
community

a better place.” \\*




Amplifying the Empirical-Base
Linking Community Power &
Health Equity

Hanh Cao Yu
Chief Learning Officer, TCE
Member of NAS Roundtable
Moderator of this Session


https://protect-us.mimecast.com/s/NNY5CYENMztpyPOCZAynS?domain=docs.google.com

1) Aditi Vaidya — USC Equity Research Institute

HOW DO WE DEFINE COMMUNITY

« The ability of communities most impacted by
structural inequities

« to develop, sustain, and grow an organized base
of people

« who act together through democratic structures

+ to set agendas, shift public discourse,
influence decision-makers, and cultivate
ongoing relationships of mutual
accountability

* to change systems and advance health equity.




ll. Ai-Jen Poo

{4
Whether we are talking about the future of health, the
future of care, or the future of our democracy in this country,

we have to put, at the forefront, the people our systems have
failed the longest. ....

They hold the solutions.
If they get power, it benefits ALL of us and
leads us toward the future we deserve.”



1. Tony Iton — From Technocratic to Democratic

Upstream of the Upstream:
'Social determinants of bealth — Power and Politics
i &) 1 ke
2 . neven power geometries as key
Conceptual shift from ""‘":“' /.0 determinant of bealth inequity.
context, social - influences. l | COWMIRY Critique of a-conflictual and
CimE M'Mﬂm pniuof value-free approaches to health
e veiion. to support individual well-being. SQUY. CORPNSNELY: POWer &8
S PR RERE T : primary point of intervention to
form dynamic responses (o
social problems and systems of
Social determinants of health - oppression through collective
upstream factors analysis and action.
Conceptual shift to macro social, political,

economic causes of inequity - structural
factors shaping community contexts. Policy

levers as primary point of intervention to

redistribute opportunities and resources.

Figure 3. Conceptual Scaffolding Supporting Community Power for Health Equity

VANDERBILT UNIVERSITY LANDSCATPE ANALYSIS: COMMUNITY POWER & HEALTH EQUITY ]



V. HAHRIE HAN reminds us:

As researchers & evaluators, we have the responsibility of WHO,
WHAT & HOW we shine the light and to what end.

How do we support community power groups?

* Goals:
* Sharpen practice
* Make visible the work they are doing to enable learning
* Push boundaries of strategic thinking

* Lessons
* Lesson #1: Focus on shared learning
* Lesson #2: Put power, race, and inequality at the center,

* to recognize the uncertain, dynamic contexts within which the
communities act.



Goal of Session

How does the evidence help us to make better policy and funding
decisions? It’s not a question of “/IF we should support community
power,” BUT “HOW do we better support community power building,
to achieve racial and health equity? And with humility!”

We know that research and theory that the link community power &
health equity (1) is nascent and (2) largely conceptual rather than
empirical.

In order build a sustainable, long-lasting power infrastructure,
funders need to invest more and partner better.

YET, there are still many skeptics out there.



Goal of Session

*To explore the empirical evidence-base that
links community power with health equity
outcomes

* Draw implications for knowledge & practice
*To support Community Power Building.



Our Panel — Why are you personally passionate about CP?

Paul Speer, Ph.D., Professor, CHALLENGES & TENSIONS IN THE EXERCISE OF

Vanderbilt University. COMMUNITY POWER: PRACTICE IMPLICATIONS FOR
RESEARCH

Tia Martinez, J.D., M.P.P,, is CEO TCE Building Healthy Communities:

of ForwardChange Key Lessons Learned, including the role of funders

Bill J. Wright, Ph.D., Director, BUILDING EVIDENCE FOR POWER & HEALTH
CORE @ Providence Health & Svc  THE BHC INITIATIVE AS A LEARNING ENGINE

Teresa Cutts, Ph.D. faculty at the Community Power and Health Equity: Memphis
Wake Forest School of Medicine Model’s Cardiac Disparity Case Study
Public Health Division

Laura Parajon, M.D., M.P.H., Community Empowerment and Health Equity:
Professor, U. of NM, Deputy Secrt Practicing community-based participatory research
of Health for the Dept. of Health (CBPR) in the time of COVID



CHALLENGES AND TENSIONS IN THE
EXERCISE OF COMMUNITY POWER:

PRACTICE IMPLICATIONS FOR RESEARCH

PAUL W. SPEER
VANDERBILT UNIVERSITY



HOW DO WE UNDERSTAND COMMUNITY POWER?

SOURCE NATURE INSTRUMENTS
WHAT IS THE BASIS WHAT IS THE VI:/AHEQIIAA&ESTMHSE
OR SOURCE OF THE UNDERSTANDING THROUGH WHICH

POWER THAT IS OF HOW POWER SOWER IS EXPRESSED?

EXERCISED? WORKS? '

MINIMALLY, COMMUNITY POWER REQUIRES DEVELOPING A SOURCE OF POWER, AN UNDERSTANDING
OF HOW POWER WORKS, AND STRATEGIES THROUGH WHICH TO EXERCISE IT.



HOW DO WE UNDERSTAND COMMUNITY CHANGE?
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A FOCUS ON POWER IS NOT SUFFICIENT, WE MUST ALSO ATTEND TO CHANGE PRODUCED



HOW DO WE ADVANCE HEALTH EQUITY?

SOCIAL DETERMINANTS
ACCEPT ‘RULES OF THE GAME’ - HEALTH INCREMENTAL
ADAPT TOSYSTEM BY DEVELOPING | ———® | DISPARITIES | ———* CHANGE
INTERVENTIONS THAT PRODUCE
GREATER EQUALITY

SYSTEMIC CHANGE

EXERCISE POWER TO ALTER | HEALTH
SYSTEMS THAT PRODUCE POOR EQUITY ' RESTRUCTURING

HEALTH

ADVANCING HEALTH EQUITY REQUIRES ALTERING THE DISTRIBUTION OF VALUED RESOURCES, AND
ALTERING THIS DISTRIBUTION REQUIRES EXERCISING COMMUNITY POWER



HOW DO WE UNDERSTAND POWER & CHANGE?

OO DIMENSIONS OF POWER
<
e@
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ORGANIZING GROUP EFFORTS COMBINED WITH UNDERSTANDINGS OF POWER AND FORMS OF
CHANGE ILLUMINATES THE COMPLEXITY AND NUANCE OF COMMUNITY INTERVENTIONS



CRITICAL FOR RESEARCHERS TO SHAPE STUDIES CAPTURING DIVERSE PRACTICES FOR

DEVELOPING COMMUNITY POWER TO LEARN WHAT 1S EFFECTIVE

DIMENSIONS DESCRIPTIONS / COMMON ALTERNATIVES DIMENSIONS DESCRIPTIONS / COMMON ALTERNATIVES
PROBLEMS ARISE FROM DEFICITS OF PEOPLE OR LACK OF SKILLS AND/OR MOTIVATION TARGET GEOGRAPHIC AREA
SOURCE OF
oROBLENG  PROBLEMS ARISE FROM CONDITIONS OF ENVIRONMENT BOUNDARY TARGET RELATIONAL COMMUNITIES
PROBLEMS ARISE FROM SYSTEMS OF EXPLOITATION AND THE POWERLESSNESS THEY PRODUCE DEFINITIONS  1ARGET IDENTITY-BASED ALIGNMENTS (GENDER, RACE, ABILITY, CLASS)
PEOPLE SOLVE THEIR OWN PROBLEMS RATHER THAN LOOKING TO INSTITUTIONS TO SOLVE THEIR TARGET EXISTING GROUP MEMBERSHIPS (SCHOOL, FAITH GROUP, WORKPLACE)
PROBLEMS FOR THEM
CHANGE ROLE OF TEACHER, CATALYST, BOOSTER, PROBLEM-SOLVER, BROKER, PLANNER, ANALYST, EXPERT, PROGRAM
STRATEGIES  cOMMUNITIES SEEK EXPERTS TO ADDRESS PROBLEMS; NEED FOR TECHNOCRATIC SOLUTIONS ORGANIZER IMPLEMENTER, ACTIVIST, ADVOCATE, AGITATOR, PARTISAN, NEGOTIATOR
PEOPLE FORM COLLECTIVE POWER AND DEMAND CHANGES POINT OF PRODUCTION - SITE OF EXPLOITATION (STRIKES, PICKETS, SLOW-DOWNS)
CONSENSUSBUILDING, BETTER COMMUNICATION, EDUCATE PEOPLE, SOCIAL MARKETING POINT OF CONSUMPTION - VISIBLE ENDPOINT OF EXPLOITATION (BOYCOTTS, DEMONSTRATIONS)
SEEK OTHERS - EXPERTS, ELECTED OFFICIALS, HIERARCHICAL FIGURES - AND THROUGH RESPECT, Locus OF POINT OF DESTRUCTION - WHERE THERE IS HARM (STRIP MINE, LAND FILL)
cHANGE KINDNESS, AND APPRECIATION RELINQUISH COMMUNITY RESPONSBILITIES TO ELITES INTERVENTION POINT OF DECISION - SITE WHERE ELITES DETERMINE POLICIES (BOARD MEETING, SLUMLORD
OFFICE)
TACTICS

ORIENTATION
TO POWER
STRUCTURE

CONFRONT THOSE WITH POWER ABOUT HYPOCRISY ON VALUES, STATED CLAIMS, DEMOCRATIC
PRINCIPLES; CONFLICT AND DIRECTION ACTION WHEN NECESSARY; NEGOTIATE WITH POWER TO
ACHIEVE OUTCOMES

COLLABORATORS AND PARTNERS IN COMMON GOALS
EMPLOYERS, SPONSORS, MERITORIOUS ELITES
ACTORS EXTERNAL TO COMMUNITY WITH DIVERGENT INTERESTS FROM RESIDENTS

OUTCOMES
VALUED

POINT OF ASSUMPTION - CHALLENGES UNREFLECTED UPON BELIEFS (OCCUPY - 1% HOLD MAJORITY
OF WEALTH)

EXPRESSIVE ACTION - FOCUS ON COMMUNICATING VALUES, CULTURE, OR EMOTIONS
INSTRUMENTAL ACTIONS - FOCUS ON TANGIBLE CHANGE AND ACHIEVING GOALS

ATTENDING TO CRITICAL DIFFERENCES IN TACTICS, LOCUS OF INTERVENTION, AND OTHER KEY
DIMENSIONS OF COMMUNITY-BASED PRACTICE MUST BE CONCEPTUALIZED AND MEASURED.



RESEARCH CAPTURING TENSIONS AND DILEMMAS IN DEVELOPING

POWER ATTEND TO DIALECTICS OF PRACTICE

DEVELOPMENTAL MOBILIZATION

STAFF-DRIVEN

ATTENTIVENESS TO
THE COMMUNITY
DYNAMICS DRIVING
STRATEGIC DECISIONS
IN POWER BUILDING IS
KEY FOR RESEARCH

ORGANIZER

ACTIVIST
EMERGENT

ORGANIZING STRATEGY



IMPLICATIONS FOR COMMUNITY POWER RESEARCH

MEASUREMENT OF A GREATER FOCUS ON RESEARCH METHODS
COMMUNITY POWER RELATIONAL QUALITIES THAT EXAMINE
BUILDING PROCESSES OF BOTH POWER LONGITUDINAL &

SHOULD BE A PRIORITY BUILDING AND MULTILEVEL

FOR RESEARCHERS COMMUNITY CHANGE RELATIONSHIPS IS KEY
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TCE Building Healthy Communities:
Key Lessons Learned
January 2021



Background on TCE’s Building Healthy Communities

Building Healthy Communities | Theory of Change

Drivers of Change 3 Campaigns Healthy People 2020
[Tramatommathe 12 SDOH Objectives

0
&0 99 A
happens



For 10 years, we’ve been writing a story together...

2010 -Big 4 2011 — Define 5 2013 - 2014 - Big 4 2015 — The
O Results and O Drivers of Change O Four Step OResuItS folded O 2020 Goals
10 Outcomes Theory of into 3
— Campaians P

3 Campaigns
[Transformative 12]

1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 o 1
H Narrative Change H
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1

XX,

-
HEALING INFORMED GRE: EastSalinas
SANCTUARY CITES in Sites: Santa Ana, Sac, Salinas, Richmond Medi-Cal for under 19

SCHOOL DISCIPLINE WORK in Statewide school discipline legislation; Prop 30 and Cali LCFF WORK in sites and statewide; Continued work on
Fresno, LA, Oakland, Statewide LAUSD School Climate Calls IVE school climate in sites and statewide

-*-
EMERGENCE OF HEALING WORK: Salinas, Oakland, Santa Ana, South LA, Fresno,

PROPOSITION 47 Statewide and Site Work;
Regional Narrative Work

BMOC PILOTSITES IN OAKLAND, FRESNO, AND LA SONS & BROTHERS LIFE COURSE STRATEGY

JUSTICE REINVESTMENT VIA AB 109 in Oakland, LA, Richmond




For 10 years, we’ve been writing a story together...

is that the building
of healthier
communities is
fundamentally a
game of power,
voice and advocacy.

2018 —
2016 - Mid 2017 —Develop Ecosystem + 3 2019 - Goal
O Point Review O and release O Bold Ideas O Papers
North Star Racial Justice ™%
@ Our top-line lesson (0als.and Board .
- Resolutions |

Three Bold Ideas

@ @ 1.People Power
= 2.Reimagining our
=3 @ @ Institutions
roes 3.Creating a 21
@ @ Century Health for
All System

Integration of Healing and Movement Building
HEAI.‘TH FOR.AL.L Site based efforts to close detention centers
statewide and in sites

Police out of Schools in Oakland, Sac, LA / DSC-CA MVP and Schools and Communities First
GIRLS & WOMEN OF COLOR Advancing Racial Equity (ARE)




Where We Landed: Centering Grassroots Power Building

While we need multiple approaches and

North Star Goal #1

methods, grassroots power building for racial
justice must be primary.

BUILDING
VOICE & POWER
FOR A HEALTHY AND

INCLUSIVE CALIFORNIA
“During the first half of BHC, an emphasis has been on

achieving health equity through professional advocacy
and communications efforts bolstered by community
voice and mobilization.... The health equity equation
should lead with community organizing, leadership
development, and grassroots advocacy—and then
bolster those efforts with professional advocacy and
communications.” (PERE 2018)




Role of Definition of

Community

Foundation’s

People Power

Role

Lesson 1: Evolving our definition of “People Power”

BHC Begins:

2009-2010

Early Implementation:
2011-2015

Mid-Point Review:
2016-2018

Transition Planning:
2019 - In Progress

Resident Engagement

Large numbers of residents give
input and bolster public debate
and influence policy decisions

“Residents give input” (bringing
people to events)

With results and outcomes pre-
set by TCE, residents give
feedback to shape the theory of
change to generate these results
and outcomes.

Resident Agency

Residents collaborate to shape

campaigns and programs that

cause policymakers and system
leaders to respond.

* “Residents & their
organizations possess agency”
(begin developing new change
proposals and programs).

* Foundation-created tables
bring together grassroots orgs,
service orgs, and system leaders
to collaboratively build
solutions.

Seeds of People Power

Community-led initiatives gain
traction, find their stride and begin
to flex their leadership to shape
their own issues and approaches.

e “Community organizations
launch new initiatives and new
vehicles” (new work in Healing
Justice).

e The BHC becomes anode for
resident-led formations to
connect, build relationships, and
get resources to grow.

Power-Building Ecosystem

Aligning diverse community-led

Initiatives toward greater
mutuality and
complementarity—with
grassroots organizing at the

~rontor

Each region and/or
area of work evolves
into a“powerbuilding

ecosystem,” with
grassrootsorganizing
for racial justice atthe
center.



Lesson 2: Building power requires more than strong
organizations—it requires an ecosystem

Organizing and base building groups are at the center —supported by allies and
partners from diverse disciplines A

A Power-Building Ecosystem < <

“Organizingand base building alone are p ~
insufficient to influence those who have

the authority, resources, and power to

make the kinds of decisions that will

A
>
\VQ

improve the lives of historically excluded
people and reduce inequities. A broader
ecosystem of organizations with diverse
capacities, skills, and expertise—and with
reach from the local to regional to the
state levels—is required to get to the big
goal of health and justice for all.”

Source: Health and Justice for All Power-building Landscape, 2018



Lesson 3: The crucial role of healing in movement work

While structural change through power
building is always imperative, removing or
reforming harmful structures will not
automatically undo the psychological,

spiritual, and physical damage done to our
bodies, souls, and minds over generations.
It will not address how we are wounded
internally by systems, history, and each
other

Rage can motivate us, but it can also
destroy us and if turned on our
colleagues and allies it can undermine a
movement.

proactively addressing their past and current internal wounds while
at the same time building the critical consciousness needed for them to interpret
the world and act to transform it.



Lesson 4: Putting narrative strategy in service of grassroots

power-building

TCE’srole in Inconsistent—in some places deep

narrative capacity building, at times bold and

strategy welcomed rapid response, other places
perceived to undercut or conflict with
messages from community partners.
Lacking formal mechanisms for engaging
community partners.

Capacity Transactional patchwork of

building communications firms/consultants

approach (sometimes lacking cultural competencies).

Accountability

Lack of clear definition or criteriafor what
it means to provide effective supports.

No formal mechanismsto ensure that
communications work is coordinated
with/supportive of power building goals.

Ensuring the work is led by community
partners and grounded in power-building goals.
Creating synergy between organizing and
culture/narrative change work.

Shared language and vision with our
community partners.

Developing an interconnected cadre of
powerful grassroots organizations, cultural
strategists and other narrative changers rooted
in historically marginalized communities.
Building a field around social justice
communications--networks of people who
connectand learn together over time.

Establishing narrative change as an essential
component of a community organizing / power
building approach.



Connecting the dots

Three faces of power

é )
POWER TO WIN _ Centering
DEMANDS People Power
@ ORGANIZING PEOPLE & as the engine
RESOURCES FOR DIRECT K )
POLITICAL ACTION
\ 4 Building power A
THREE POWER TO DRIVE ulillcy st
THE AGENDA requires more than strong
| FﬁgsstgF BUILDING MOVEMENT organizations—it requires
| / INFRASTRUCTURE 9 an ecosystem |
POWER TO SHAPE ™\

COMMON SENSE
MAKING MEANING ON THE
TERRAIN OF IDEOLOGY

& WORLDVIEW

Source: Grassroots Policy Project

Putting narrative strategy
in service of grassroots
power-building

& J




Lesson 5: Rethinking our role as funders

Relationship to
partners / grantees

Measuring grantee
success

Program manager
core competency

Telling / leading

Power "over”

Not transparent or consistent
(from too hands on to too hands
off)

“Shiny” policy wins, rapid
response

Leveraging the insider-track
Superficial “"numbers” (e.g.
“number of residents engaged”)

Strengthening individual
organizations

Let the movement lead

Power “with” (in right relationship with)
Feedback loop — listening & adjusting
Being involved at the level and in the ways
that grantees value

Systems transformation deeply rooted in
the most impacted communities
Generational change

Developing new metrics for authentic
power building

Learning how to cultivate a robust
movement ecosystem



BUILDING EVIDENCE FOR POWER & HEALTH

THE BHC INITIATIVE AS A LEARNING ENGINE

Bill ) Wright, PhD
Executive Director
Center for Outcomes Research & Education

Providence Health System

Bil.Wright@Providence.org

Co R E Center for Outcomes
Research and Education
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POWER AT THE CENTER -- THE BHC THEORY OF CHANGE

= Both the scope and nature of
BHC make it hard to “evaluate” in
a traditional sense.

Building Healthy Communities | Theory of Change

Health Status
Change
e gl 5 g i ¥ = Scope: It’s over 10,000 grants,
Sy | A A $1.8 billion, in 14 places but also

complementary statewide work.

= Nature: BHC works on a theory
of change that sees power
building as the key strategy for
addressing health equity.

Drivers of Change 3 Campaigns Healthy People 2020 m Th|S means it'S not a Single
[Transformative 12] SDOH DhjECti'JES
P9 program, but a framework.
health Related activities & strategies are

happens
North Star Goals & Indicators _ led by local partners, whose

approaches are not prescribed.



OUR USUAL SCIENTIFIC TOOLKIT ISN’T WELL SUITED TO THIS

Traditional evaluation tries to measure impact and attribute it empirically to a program or initiative’s work. A typical
approach might look something like this:

2010
BHC Launch 2015 2020

BHC Sites Al Typical DID Approach:

Compare Al1-Bl

. Compare A2-B2
Comparison . . .

Sites Bl bz Assess difference in differences
Pre BHC Post BHC

= Attribution of impact in evaluation is built on the fundamental idea of examining variation across boundaries —
something happened in place x but not place y, or at time x but not time y.

= The “negative” side of these boundaries establishes a counterfactual we compare trends against. We use a range of
empirical tools (DiD analysis, Interrupted Time Series designs, etc.) to make these comparisons.

= The problem? That’s all built around programmatic approaches to addressing health equity. When power building is
the core strategy, all those boundaries are permeable by design.
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PROGRAMMATIC VS. POWER BUILDING - A UNIQUE CHALLENGE

2010 In programmatic approaches,
BHC Launch 2015 2020
we usually know the who,
what, where, when, and how
much of interventions.

BHC Site 2 Al _ When power building is the
approach, all of that is up to

BHC Site 3 Al Al A2 _ the people on the ground doing
the work — by design, we don’t

control it.

BHC Site 1 Al

Relying on boundaries for attribution doesn’t work when those boundaries are permeable by design:

= Boundaries of place are permeable — power, policy & systems changes, etc. aren’t neatly contained.

= Boundaries of time are permeable — communities have been doing this work for a long time.

= Boundaries of who & what are permeable — the work is locally run & tailored to each community’s context.
= |nthe end, a typical “block comparison” approach is likely biased toward the null.



BUILDING A “CONTEXT RICH” APPROACH TO MAXIMIZE LEARNING

2010

BHC Launch 201 2020 = A “context rich” approach creates
scste1| Al more boundaries for us to use for
inference.
BHC Site 2 Al
=  We move beyond the simple
BHC Site 3 Al boundary [BHC vs. not] to think
more granularly about what
Comparison - - happened, where it happened,
Site 1 and who it happened with.
Corzpar;son B1 B2 Those are boundaries as well.
ite
cormpartson B1 B2 = This approach makes local
variation in the initiative a
We need to consider a more nuanced, context rich approach: potential strength -- a source of
= Al should look like B1 learning rather than a hindrance.

= A2 should look like B2
= A3 should look better than B2, but not as good as A4
= A4 should look uniformly better than B2



TRANSLATING THE DATA RICH APPROACH TO AN EMPIRICAL TOOLSET

= For any given outcome, we identify
what related activities happened and
index when they happened.

We can then translate the context rich approach to our more
traditional tools. For instance, a CITS [comparative interrupted time
series] design might look like this:

= Time becomes a set of fixed intervals
relative to those index dates.

b A slope Change = As we examine our outcomes over
§ T Level Changs time, we compare trends between
é BHC and comparison communities
L
S

relative to those index dates.

Statewide Trend

= Level change represents any
immediate effects of issue-specific
activities beginning in a BHC site.

, Slope change represents any

— Mde,‘;atel sustained long-term impacts on the

BHC Launch ssue-Specific trajectory of a given outcome.

Investments




INTEGRATED MIXED METHODS TO CREATE THE DATA RICH APPROACH

In a power building initiative, this essential context is only available to us if we
take an integrated mixed methods approach.

WHAT: Which activities related to a desired outcome were funded?

WHERE: Where were those activities targeted?

G NS0 AR WHEN: When did the activities happen?

ACTIVITIES WHO: What focus populations or groups were the activities targeting or supporting?
HOW MUCH: What was the magnitude of the investment or support?

ALIGNMENT: How well did BHC align with existing local priorities & efforts?

PERSONAL: Indicators of engagement & participation in various community settings.

POWER BUILDING ECOSYSTEM: Indicators of organizational capacity, networking, and power ecosystem.

POLICY & SYSTEMS LOCAL: What related local policy or systems changes occurred? When did they happen?
CHANGE REGIONAL & STATE: To what degree were wins connected to larger efforts?

OUTCOMES: Identified measures capturing desired long-term effects.
DISPARITIES: Measures of gaps or disparities in identified measures.

OUTCOMES

DATA SOURCES: A mix of existing surveys, administrative datasets, & narrative data (grant descriptions and
reports) that are coded & collapsed into discrete data elements for analysis.

Narrative data [grant
descriptions & reports] are
coded & collapsed into
discrete elements.

Survey and administrative
data are collected for all
relevant geographies and
subgroups across multiple
existing data sources.

All data elements are coded
& tagged using a universal
coding framework so they
can be linked together in the
context of the theory of
change to build models.



USING MIXED METHODS TO CREATE THE ESSENTIAL CONTEXT DATA

CHANGE FRAMEWORK

[e.g., 21 Cantury Health for All)

BHC CAMPAIGN

[e.g., Health Happens with Prevention)

TOPIC DOMAIN

le.g., Healthcare Access & Insurance Coverage)

ACTIVITY

{e.g., Health insurance enrollment)

Grant & activity descriptions
are coded and tagged to
~understand the who, what,

"~ where, when, and how much of
each activity and which
outcomes they might be
expected to help generate.

A universal coding
framework is applied to all
data to unify elements across
the theory of change.

All data elements are tagged
for attributes like place, time,
population, type of activity,
and so on.

Cammunity and Econemic Develepmaent (HHN)

Houslng access & affordability

Healtheare Access & Insurance Coverage (HHF)

Resident displacement

Health insurance enrollment

For any given question, this

*  Jobs, wages, & economic development =  Continuity of coverage
*  Social cohesion & community connections *  Increased healthcare access
GRANT +  Public transportation a”OWS us tO SE'ECt the mOSt
*  Community centers Student Health & Wellness [HHS) .
DESCRIPTION *  Physical health conditions a ppropr]ate data elements

Discrete data from surveys or
administrative sources are coded
and tagged to understand where
they fit within the theory of
change and which types of
activities they might be related to.

Healthy Youth Opportunities (HHN)

L]

-

-

Youth community centers
Youth career development
Youth mentarship

Restorative Justice (HHN)

- % " »

.ﬂ.'.'e_'uiu:!ing the prison-industrial complex
Pre-entry supports

Supporting incarcerated individuals
Re-entry & reconciliation supports
Safety & violence prevention
Trauma-informed practices

Immigration Reform [HHN)

Limit detention & deportation
Sanctuary cities

Pathwrays to citizenship

Mentalfemotional health

Sexual health

Healthy eating & nutrition

Active students B physical activity
School built environmeent

® & & & & @&

S I1IJ\'_'!I I'Jn.l'ul:":: I11'|IIE I'l centers

Helghberhood Wellness and Land Use [HHN)
*  Food ervdronments and systems

Active transportation

Physical activity & recreation

Ervironmental health and justice

Health code enforcement

Land use & city planning

Health i city policies

Disaster preparedness B relief

Parks & green space

® & & & & ® & @

across the theory of change,
identifying relevant BHC
investments & activities,
measures of power building,
policy or systems change, &
outcomes indicators.
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USING THIS APPROACH TO TEST THE THEORY OF CHANGE

= We can overlay this framework
on the BHC theory of change to
understand direct & indirect
effects of power building.

BHC ACTIVITIES A POWER BUILDING B PD“CJH&A:;?EMS C OUTCOMES

=  We can “work back” from any
F given outcome to identify & test
in context of the specific

FOR ANY GIVEN OUTCOME.... activities related to it.

A | Variation in power building measures associated with BHC investments/activities. = As we walk through the ToC,

B | Variation in adoption of related systems changes associated with related investmetns. things that are outcomes in one
€ | Variation in outcomes associated with adoption of related policy/systems changes. SiHEe [POIICV Changel can be

potential mediators in the next.

D | Variation in outcomes associated w power building but not via systems change.

E Variation in outcomes not associated with being a BHC site but not via power building. =  Qur ultimate goa| is to assess

F  External trends in outcomes happening in the larger environment. how much variation is

attributable to each pathway.



MOVING FROM PASS/FAIL EVALUATION TO A LEARNING SYSTEM

= This approach helps create a
learning architecture.

BHC ACTIVITIES A POWER BUILDING B POL'CJHKE?EMS C OUTCOMES

= By testing different effect
pathways across the theory of

D
= change, we can learn from
: the places where the data do
or do not support rejection of
. a null hypothesis.
Results of Testing Potential Conclusions & Lessons Learned yp
A+B+C upheld The BHC TOC outlines the primary pathway for reproducing these outcomes. =  We'll want to do this for a

variety of pathways &
contexts— there likely isn’t a
single uniform answer. There
may be many different &
nuanced stories to tell about

Power was built and mattered for improving outcomes, but BHC's investments may
not be the main reason why. Consider new strategies to support power building.

A fails, B+C upheld

Power building helped improve outcomes, but the effect did not necessarily flow
clearly through policy change. Examine alternate power effect pathways.

C fails, A+B+D upheld

Something about being in BHC helped move the needle, but not necessarily the BHC o )
strategy. Look more closely at the role of the BHC resources & how they were used. the role of power bU”dmg In
addressing health & equity.

E upheld, A+B+C fail



APPLYING THE FRAMEWORK: INVESTMENTS IN POWER & ORGANIZING

EXAMPLE: Were BHC investments in resident organizing associated with
more active, civically engaged communities over time?

[ Race/Ethnicity

Age Group
| Alignment I
: Y ¥

Voice and Power-related Y
{ ! L v }'41-[ Civic Engagement ]4—[ Voter Registration ]4-[ Voter Turnout J
investments A

A

- Woting-related policy wins
and systems changes

This is us exploring the first steps of the ToC logic model. It’s an essential
“stage one” of using the framework to trace any effects of power building
work through to improved health outcomes at the community level.

OUR APPROACH:

We coded all 10,615 grants using our
universal coding framework to capture the
who, what, where, when, and how much of
each.

We identified and tagged investments &
activities related to resident organizing, voting
rights, community voice, & representation in
positions of power.

We identified potential indicators of an
“engaged community” from various sources,
such as voting records & community surveys.

We used the inference framework to build a
series of multivariate models to test how
responsive these indicators were to the power
building work over time.



TESTING OUR FIRST INDICATOR: PARTICIPATION IN VOTING

HEIRARCHICAL LINEAR REGRESSION MODEL:

Voter Turnout Voter Turnout
B(SE) B(SE)

0.001 (0.000)*
Election 2012 primary (ref)

Investment per capita Investment per capita * Election

Outcome: Voter Turnout.

2012 primary (ref)
2014 primary
2016 primary
2018 primary
2012 general

0.319 (0.022)***
0.432 (0.023)***
0.193 (0.023)***

2014 primary
2016 primary
2018 primary
2012 general
2014 general

-0.001 (0.000)
-0.001 (0.000)*
-0.001 (0.000)
0.000 (0.000)
0.000 (0.000)

Proportion of registered voters who
voted in a given election, tracked by
election type across 9 elections just prior
to and during the BHC time period.

Independent Variable: Per capita investments

)

)

)
0.365 (0.008)***

)

)

)

2014 general 0.178 (0.022)*** 2016 general -0.000 (0.000) in th lected d . in the t
2016 general 0.075 (0.023)** 2018 general -0.000 (0.000) In €S€ e.c € om.alns In € two years
2018 general 0.517 (0.022)*** Unemployment Rate 0.003 (0.035) before a given election.

0.121 (0.018)***
>90t™" percentile Percent Minority -0.206 (0.025)***
>90 percentile Percent Non-English 0.088 (0.032)**

Intercept 0.115 (0.018)***
* p<0.05, ** p<0.01, *** p <0.001

Home Ownership Rate

Unit of analysis: Census tracts
Multi-level model with census tracts
nested within sites & multiple
observations nested within tracts

KEY FINDING: Overall, a S5 change in investments (per capita) was
associated with a 0.38 percentage point increase in voting participation.
The effect varied by election type but was always directionally consistent.

Other variables: Unemployment rate, home
ownership rate, race/ethnic composition, %
with limited English proficiency.



LEARNING SYSTEM - USING THE DATA TO BUILD STRATEGY

STRATEGY BUILDING

KEY FINDINGS

We can use these parameter estimates

Exam p|e: Long Beach in a very practical way to help build
strategy and inform the field about

@ % @ what it takes to move the needle.

$36 +0.4% $431,000 We are working to create “impact
e ”
Average per capita The estimated average The approximate total prOflleS that can help TCE & Others
investment in Long ; ; amount required to i 1
Beach, which conreopands effect of a $5 increase in mount. pgrcapim understand what to expect in light of a
t0 53.29M total P e buine investment by 55 during iven level of investment or activit
investments in the In power bu.ll_dlng_ on the two years prior to an 8 Y-
selected domains over an voting participation election

average two-year period

When done across an ecosystem of
connected outcomes, we can start to

build a value case for the work.
WHAT’S NEXT: Voting is just one indicator of more engaged communities.

Complete the picture by repeating this for other indicators of engaged and
active communities. Then connect this to an assessment of health impacts in
the same communities to test the BHC theory of change - and ultimately the
relationship between power building & health.



LEARNING SYSTEM - USING THE DATA TO TEST THE THEORY OF CHANGE

BHC ACTIVITIES A POWER BUILDING B PUL'CETHiz;iTEMS C OUTCOMES

D
E
F
I

DONE: We found that the kinds of resident NEXT: Is there an association NEXT: Is there an association
engagement activities supported by BHC were between improvements in between improvements in
associated with improvements in key indicators of those indicators & adoption those indicators & changes
community engagement & civic participation. of key policy changes? in key health indicators?

TESTING THE THEORY OF CHANGE

= Results like this also plug into our framework and help us test the theory of change, step by step.

= We can replicate this in a variety of contexts & outcomes. What does this look like in terms of BHC’s goals & outcomes in
its school campaign? Do we see the same patterns in youth-specific indicators & outcomes?



Building Healthy Communities | Theory of Change

MOVING FORWARD: INVESTING IN GENERATIONAL CHANGE

Health Status
Change
SR CUR FUHURE e
SOUR LiFE
BROUR AIR

Drivers of Change 3 Campaigns

Healthy People 2020

[Transformative 12) SDOH ObjECﬁUES
health
happens
North Star Goals & Indicators !
I 2010-2020 I

|— 2021 & BEYOND —=>»

The BHC Theory of Change represents a major
shift in how you address health — from
programmatic responses to power building.

Because of this, it’s critical we move beyond just
seeing if BHC had an impact on some outcomes.
We need to understand how that impact was
created so it can be sustained & expanded.

The more we take advantage of the rich
variation within and across BHC communities,
the more we can use BHC as a learning engine
for the field at large.

As we move forward, we can also embed this
context-rich learning system approach into the
day-to-day operations of TCE and its grantees,
ensuring easier access to a rich and vibrant
ecosystem of integrated data for future learning.



Community Power and Health Equity:
Memphis Model’s Cardiac Disparity
Case Study

Dr. Teresa Cutts
Research Asst. Professor
Wake Forest School of Medicine
Division of Public Health Science
Maya Angelou Center for Health Equity
Jan. 29, 2021

Stakeholder Health

Health Through Community Partnership



Signaling Power

Lessons Learned about working in the space between
community power and health equity

— Lens of the Congregational Health Network, specifically
a cardiac case study which decreased sudden cardiac
death rates in ~ 18 months

— Highlight practices “signaling” between community and
collaborating health system to mitigate the
asymmetrical power dynamics of partnership

Share thoughts on why establishing the evidentiary link
between community power and health equity is difficult



Memphis: Egregious Health Disparities

L.LNiMG ‘0l L.LNiMG ‘0l 30" Amwd.d

Egregious disparity: Income, Cardiovascular Disease,
Diabetes, Cancer, Suicide/Homicide, Infant Mortality



The Memphis Model or
Congregational Health Network
(CHN)

2006: Methodist Le Bonheur
Healthcare partners with
congregations & community
organizations to improve access
and health status for all.

Rev. Dr. Bobby Baker

Director of Faith &
Community
Partnerships



e Charges for CHN vs. controls matched on age, gender and DRGs were
SAM less in aggregate in first 25 months (cross-sectional)

e Decreased mortality rate for CHN vs. Non-CHN patients (statistically
significant)

e 69 days longer to readmission for CHN vs. Non-CHN patients for
all APR-DRGs, full quartile (statistically significant)

e Significantly more CHN members navigated to Hospice and Home
Health

e Wellness without Walls, targeted, place-based (zip code 38109)
population health management efforts in 2010-2012 yielded 8.9 %
decrease in charity care vs. 30.8 % increase from 2010 baseline

Barnes PB, Cutts TF, Dickinson SB, Hao G, Bowman S and Gunderson G. Methods for Managing and Analyzing Electronic Medical Records: A Formative Examination
of a Hospital-Congregation Based Intervention. Population Health Management, 2014 May 27. [Epub ahead of print]. PMID:24865595.

Cutts, Teresa. "The Memphis Congregational Health Network Model: Grounding ARHAP Theory " In When Religion and Health Align: Mobilizing Religious Health
Assets for Transformation, edited by James R. Cochrane, Barbara Schmid and Teresa Cutts. Pietermaritzburg: Cluster Publications, 2011.

Thompson, MP, , Podila, PSB, Clay, CBCC, Sharp, J, Bailey-DelLeeuw, S, Berkley, AJ, Baker, BG, Waters, TM. The American Journal of Managed Care, February
2018, Volume 24, Issue 2

Feb. 2018.
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The Methodist North and CHN Case Study: 2009

RWIF Aligning Forces for Quality EQUIC Project

Standardized R/E/L Data Collection

e Jan-2010: Standardized data
collection for race, ethnicity,

language introduced at Methodist
North

e Jan-2011: Process introduced at
Methodist South

e 2012: Process introduced at
Methodist Germantown and
University

* 2013: Process is system wide
Lesson learned:

In response to patient feedback, add
option for bi-racial/multi-racial



AF4Q Cardiac Data Makes Visible

Good News: MLH North met and surpassed ideal care goals for
Congestive Heart Failure (96%) and AMI (100%) cardiac
measures once patients made it to the hospital—top of the
competition.

Lessons Learned: Equity in clinical measures of ideal care can be reached by
focusing on processes that ensure consistent delivery of evidence-based care
measures for 100% of all patients regardless of race, ethnicity, or language
preferences. However, our data surfaced other egregious disparities

Bad News: African-Americans were dying of sudden cardiac
death at twice the rate inside the ED or on the way to the ED vs.
whites. Readmissions were lower than for whites. What was
accounting for this disparity?



Pre-hospital Sudden
Death

Methodist North Demographics

Inpatient AMI Volume

Other
2.2%

Mean
age:
66.5

ED Deaths

B Black @ White
N=116

Methodist North data, Jul-2009 to
Aug-2010 8




Chart1

		ED Deaths		ED Deaths



Black

White

64%

36%

74

42



Sheet1

				ED Deaths

		Black		74		0.5675675676

		White		42





Sheet1

		



Black

White

64%

36%



Sheet2

		





Sheet3

		






Community Led and Initiated

HUGE Disconnect initially between Health System Values and
Metrics and those of the Community

CHN Leaders and Faith Community Leaders Demanded Action
on the part of the Health System




Build Long-standing, Humble Relationships
(be a teachable HS)

Supported by the Humble Leadership of CEO Gary Shorb,
who allowed transparent sharing of all the data, even
“dirty laundry”

Series of meetings held, dialoguing about disparity
“elephants in the room”

CHN Liaison council allowed access to broader CHN liaison
group (N=75) to share data and discern why African
Americans were dying at higher rates enroute or in ED

10



Authentic Honoring of Community
Intelligence, Capacity and Agency

Listening with follow up actions based on feedback

Embedded, trusted researcher/evaluator/observer was
part of the integrated team

Offer resources truly valued by Community Partners
CHN pastors put on MLH Board
Covered up to 60% out of pocket health costs

Created CHN Academy (now 28 8-week classes strong), all
designed based on community input

11



CHN or Community Intelligence

Minority distrust of hospitals, so patients reluctant
to access services

Lack of healthcare coverage/funds
Hopelessness regarding future health status

Lively interactive and educational discussion from
community members about:

— Best practice medications that differ from white
(majority) populations studied in most large scale
research trials

— |Issues around medication side effects in male patients

— Differences in prodromal and presenting symptoms for
AMI in African American and Hispanic women

12



Be Thoughtful and Conversant in Multiple

“Languages” across Key Stakeholders

Language used can empower community or erode trust

* Translate traditional health system language in ways that
are respectful and build and/or maintain trust

“We all have an issue with our African American brothers and
sisters dying at twice the rate of White persons. How can you teach
us how to do better? How can we change this together?” vs. “Your
community members are dying faster than the white majority,” —
more bad news.

“Faith work in the congregations is saving lives” vs. “gross
mortality rate is halved due to network involvement”

“Boots and Brains on the ground” vs. just “Boots”
“Under-liberated” vs. “under-served’ communities

Conducted community health asset mapping for Hispanic health
seekers in their primary language

13



Partnership Work

Paula Jacobs and Quality Team shared information with

medical staff, especially about best practice medications
with minority patients

Primary community input integrated in work with CHN,
Case Management, Nursing Education, and other staff to,
create culturally sensitive, low literacy Teach Back Tools for
preventing Heart Failure and AMI, for use upon discharge
of patients

Changed our Chronic Disease and CHW courses to "“
incorporate these materials (co-branding); stress

need to go to the hospital sooner with acute Sxs




DID WE MAKE AN IMPACT?

Did our combined efforts make an impact
on survival odds for African-Americans in
Memphis at our Methodist North
Hospital? YES!!!

At baseline, African-Americans were
disproportionately likely to experience
sudden death outside of the hospital
relative to the racial demographics of our
patient population (MLN overall patient
demographics were White=50%;
Black=46%; Other=4%). This trend held
true 2009 until Jan. 2012, when African-

Americans dying at disproportionate rates

slowed....

Period Jul-2009 to Aug-2010

Period Jan-2012 to Jun-2012

Other
3%

15



Partnership Work Continued

e Changed System Bioethics Committee to become
“Ethics and Equity” Committee

e MLH Intensivist Dr. Sunny Anand and his team
explored similar trends in Hispanic infants and
children in the Methodist Le Bonheur

NICU and PICU and decreased the disparity

Anand, KIS, Sepanski, RJ, Giles, K, Shah, SH, Juarez, P. Pediatric Intensive Care Unit Mortality Among Latino Children Before and
After a Multilevel Health Care Delivery InterventionJAMA Pediatr. 2015;169(4):383-390. doi:10.1001/jamapediatrics.2014.3789
Published online February 23, 2015. Ak
Dr. Sunny Anand, Professor of
Pediatrics, Anesthesiology,
Perioperative & Pain Medicine at
Stanford



Measurement Assumptions

Social Complexity = Life exists within the
interconnected web of systems and

relationships that shape the social and physical

contexts in which we live, but, like Community
Power,

it is MESSY to
measure....




Evidence/Measurement

Dynamic, Interactive Process

. Traditional tools and metrics are not adequate; need creativity, mixed methods

. Iterative learning cycles and formative evaluation are key (e.g., Plan-Do-Study-Act cycles, other
models that help refine processes and programs)

. Non-extractive. Creating, building, measuring, analyzing, and feeding back data to community
partners’ for their interpretation continually. Community controls/crafts own data narrative.

. Building trust and the Integrity of the work/program is more important than rigor of design or
metrics

Aim for Metrics:

e Easily captured and used to make specific changes in program delivery in short learning cycles
e Lead to quicker policy changes

* Appeal to all stakeholders and are value added for ALL

Good health outcomes/decreases in health disparity are artifacts of community
power being deployed.
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Community Empowerment and Health Equity:
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Community-based

participatory research
(CBPR)

A map for health equity



CBPR Definition

Collaborative efforts between
multi-sector stakeholders who gather and
use research and data to build on the
strengths and priorities of the
community and use multi-level strategies
to improve health & social equity.

---Wallerstein, Duran, Oetzel, Minkler, 2018




Contexts

Social
& Structural

CBPR Conceptual Model

Adapted from Wallerstein et al, 2008 & Wallerstein et al, 2018:

Partnership Processes

Individual

Characteristics

Relationships

Partnership

Structures

hitps://cpr.unm.edulresearch-projects/cbpr-projecticbpr-model.html

Intervention Outcomes
& Research Intermediate
BT
Processes : Kb
Outputs * Sustalned Partnership
Integrate Culture- Empowerment
Community Centered Shared Power Relations in
Knowledge Interventions Research
Cultural Reinforcement
Empowering Partnership gd;:l:::” s
Processes Synergy . rch Prod

Community

Appropriate

Long-term
* Community

& Trust & Mistrust Involved in Research Transformation
Readiness Research Design * Social Justice
. 'hﬂﬂl/"ﬂl’lﬁmlt]' )
\ _ eee——"\fisual from amoshealth.org 2017
Contexts Partnership Processes Intervention & Research Outcomes
* Social-Structurak Sodlal- conomic | partnership Structures: Relationships: otermediate Svstem & Caoacity Outcomes

Status, Place, History, Enviranment,
Community Safety, Instautional
Racism, Culture, Role of Education
and Research Institutions

* Polrtical & Policy: National / Local
Governance/ Stewardship Approvals
of Research; Policy & Funding
Trends

* Health Issue: Percelved Severity by
Partners

* Collaberation: Historic
Trust/Mistrust between Partners

* Capacity: Community History of
Organizing / Academic Capacity/
Fartnership Capacity

* Diversity: Wha Is involved
* Complexity

* Formal Agreements

* Controd of Resources

* % Dofars to Community

* CBPR Principles

« Pantnership Values

* Bridging Social Capital

* Time in Fartnership

+ Matwvation to Participate

+ Cultural Identries/Humilny
* Personal Beliefs/Values
* Spirituality

* Reputation of P.I.

.

Safety / Respect / Trust
Influence / Volce

Flexibility

Dialogue and Ustering / Mutual
Learning

Conflict Management
Leadership

Self & Collective Reflection)
Reflexivity

Resource Management
Participatory Decsion- Making
Task Roles Recognized

Commitment to Collective
Empowerment

* Processes that hanor community
and cultural knowledge & voice, fit
local settings, and use both
academic & community language
lead to Culture-Centered
Interventions

* Empowering Co-Learning Processes
lead to Partnership Synergy

* Community Members Involved in
Research Activities leads to
Research/Evaluation Design that
Reflects Community Priorities

* Bidirectional Translation,
Implementation, Dissemination

= Policy Environment: University & Community
Changes

* Sustainable Partnerships and Projects

* Empowerment - Multi-Level

* Shared Power Relations in Research /.
Knowledge Democracy

* Cultural Reinforcement / Rewvitalization

* Growth in Individual Partner & Agency Capacities

* Research Productivity: Research Outcomes,
Papers, Grant Applications & Awards

* Comerunity / Sodal Transformation: Policies &
Conditions
* Improved Health / Health Equity




CBPR Model

Intervention Health/
Programs/ Social
Research/ Justice
Evaluation Outcomes

Partnership

A National Study of Community
and Academic Partnerships

Engage for Equity mm




Tools from Engage for Equity
https //engageforeqwty org




“Adialogue process in which passive subjects become
participatory actors.” (Freire, 1970).

Paulo Freire: Empowerment



CBPR Model

Intervention Health/
Programs/ Social
Research/ Justice
Evaluation Outcomes

Partnership




Practical Application of
CBPR

In the time of COVID



iy ST SETTING

Large Congregate Shelter for
People Experiencing Homelessness




Shelter Transportation and Dormitories




CORONA CRUSHERS:

» City of Albuquerque

- L= A , * Local and state health
f,‘ " u ' "-2\ -l H _ ")‘ departments
. o Denns Prummes CaCanier & “J‘O fotsa Cooaman T '* SA—— e University of NM: Students, Staff
-‘ / , | I pEw :: ’”—t; " * Medical Reserve Corps

y e Outreach teams and street
medicine providers (AHCH, FN)
2 e State and City EOC
Community-coalition-based COVID-19 prevention and response: * Healthcare providers

a "whole community response" * CHWs
¢ Shelter Staff (Heading Home)




Start with Identifying Outcomes for Health Equity

Results:
Partnering  Program/ Health

Practices Research Equity

Reduce the spread COVID 19 for People
experiencing homelessness who do not have
homes where they can self-isolate



OUTCOMES

What does the community we
are working with want to
achieve?

Intermediate and Long Term
Outcomes

Empowerment outcomes

Outcomes

Power sharing through
greater community power

Sustained Partnership

Policy change in universities
and community to foster
empowerment

Individual/Agency Capacity

Community Transformation
Improved health (i.e.
decreased COVID, etc.)
Health / Health Equity
(improved access, everyone
with COVID immunizations)



CONTEXT

Result:

Partnership Program

Health Equity

Exposed and at risk

DY ELISE KAPLAN / JOURNAL STAFF WRITER
Pubisred Saturday. March 149, 2020 at 10 18pw




Issue of Importance

Social/ Structural Policy and
Inequities Politics
Congregate Nature of _ Support for PEH,

Shelter Life: PEH: WEHC, AHCH
Can't self isolate Higher rates of Gateway Center
iliness,
_ _ co-morbidity
Capacity, Community History of Trust &
Strengths & Collaboration
Readiness to Partner: Working together
Capacity in City of ABQ, for 1 year with
MRC, bi-monthly mtgs

UNM, AHCH, FN,



COLLABORATION

Result:

Partnership Program Health Equity

3-way partnerships for
Sustainability

COMMUNITY
PEP, Shelters.
Care Providers

EXTERNAL

Support
UNM, MRC




Partnership Processes

Individual
Characteristics

PARTNERING
PROCESSES

Relationships

Partnership Matters

Partnership

Who we are matters. Structures

How we relate to one another

matters. Deliberate CBOs Agency

communication integrating Funders

community knowledge and

fostering trust : :
Community Academic

How our partnership is

structured matters. Government Health Care

Structures that facilitate equity

in in power.




Partnership Data Report

(&
% DOLLARS to COMMUNITY - PG 16 FINAL APPROVAL - PG 13

Community/Tribal IRB

Community Agency /
Community Advisory Board f
Local Government / Public

Health Agency

Individual / None

CONTROL of RESOURCES - PG 15

MostyAcademkc  Both  Mostly Community

Control of Resources: v




Emergency COVID19 Response: March 12th, 2020 - present
Deliberative Communication: LISTENING and PARTICIPATION

Daily Coordination meetings led by City of ABQ: partnerships
with Heading Home, AHCH, FN, UNM, Pres, DOH, County,
MRC

Daily Coordination of Medical team of healthcare for homeless
providers during COVID 19

Co-Development of medical pathways, volunteer call system and
medical coverage, testing sites, and isolation pods

e Fostered Trust, Built Community, Facilitate Equity, Power



Multiple agency
organizational chart

Facilitate EMPOWERMENT

Clear roles and responsibility
Leadership

Participatory Decision Making
Resources Management

Formal Agreements

Partnership values

Partnership structures that fostered
equity balanced with clarity of roles




PROGRAMS

HOW we do things is just as
important as WHAT we do

Our Teams worked alongside
shelter staff and CHWs

Empowering practices: How
are we building capacity?

How are we integrating local
knowledge and data to
improve practice?

Program

Processes Outputs

Valuing Greater
Community Community-
Knowledge Centered Programs

Co-learning :;:'gezmz

Empowering Community
Processes Decisions




5 Key Elements of COVID19 Collaborative Response for PEH
Screening and Testing:

® Screening (Temperature/Symptoms)
® Testing and Isolating Symptomatic People and Contacts of COVID +

Isolation:

e Hotels for Individual Isolation

Social Distancing:

® Decrease Density of Homeless Shelters (Wellness Hotel)
® ¢ frdistance or more (bed spacing, staggered mealtimes and social times) and face

coverings
Early Medical Care with Collaborative Medical Care Model

e Care and Support of COVID+: monitoring, signs of danger recognition

Partnership:

® Daily coordination calls, Clarity of roles, clear communication, effective dialogue, trust



https://www.cdc.gov/coronavirus/2019-ncov/community/homeless-shelters/screening-clients-respiratory-infection-symptoms.html
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Quarantine Pods General Pods




Co-Learning Processes:

Analyzing Community
Data on Barriers and Facilitators for Sheltering in Place
— Improved Program Reflecting Community Priorities

\ o
— as
Jack. Candelarn e s whal
Do whd i
ALl Yo o




lterative improvements: from shelters to wellness hotels
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Shelter Setting g%rg;rtuxgtayfenter Setting: Wellness Hotel




STAFF TR AINING: PPE

— WHAT PROTECTION DO YOU NEED? - — BLUE POD STAFF PROTOCOL —

Never get closer than 2 arm lengths (6 feet)
Residents and Regular Pod Handmade away from patients or other staff

Staff: e ‘
& W—.

Residents with Cough:  surgical Mask

Registration Staff: Surgical Mask Gloves You must wear:

Drivers for Blue Pod 1. Surgical Mask (changed once aday)
Daily Temperature Staff: § " e 2. Gloves (changed every shift)

BIue_Pod Staff: 3. Goggles (clean everyday and keep in brown
Medical Staff: Surgical Mask Gloves Goggles e
paper bag for next shift)
Medical Staff 1) " e
Doing COVID19 7
Tests: Gown N95 Mask Gloves Goggles

Remember to always keep a safe distance from other people!




Impact of Empowering Practices



Empowerment and CBPR

Context

¢ Structural, economic or racial
inequities within communities
® hierarchies
VS

* Emancipatory power based on
community strengths,
resiliencies, and history of
organizing

Partnering Processes Program Outcomes
addressing Power

Intermediate

¢ Power sharing through greater
community power

Processes Outputs

Individual Relational

Practices

Valuing

> Greater
Community Community- ¢ Knowledge democracy

Knowledge Centered Programs
Structural ° Community leadership
Practices <::>

<:> Policy changes within universities
* Deliberative communication and communities to foster
. . . _ . Programs
integrating Comm””'tY 1 Iearnlp g Reflecting Long-term
knowledge and fostering trust Empowering Community

Processes

Decisions

* Partnership structures that * Social justice
facilitate equity in power

* Health Equity

Wallsterstein, et. al. Power Dynamics in CBPR: A Multiple-Case Study Analysis of Partnering Contexts, Histories and Practices; Health

Educ and Behavior. 2019. Oct: 46;



IMPACT #1:
Reduce COVID Spread

Background rate of - : ’
COVID - -

Rate of COVID in Shelter




Impact #2: Alignment of Efforts Through CBPR

Issue of Importance

CcoviDI19
in PEH

Social / Structural

Higher People
lliness >60

>60

Can't

Shelter Toaiate
Partnership
Capacity
Skilled

Orgs
Hx of Trust

Collaboration

1Year
Working
Together

PARTNERS PROGRAM

And Community Leadership

OUTCOMES

Clinics SHARED GOAL
City state Medical Prevent Mit Rapid
igate Appropriste
Home Spread of COVID  clent
FCS DOH Clinics Model covip oltiresks D e
gloté MRe Westside Shelter- COVID Prevention -
Scoening  lsolatin rapid Timely Safe Identify
of all areas for oodat | tor Datafor  Sharing System pRia e to to hither
coviD+,  Shelter oy All (% at sach hotiing e
City State PUI Decisions  Med Data Gaps time period)
COAST  EOC Screening 250-300/day since March . R . ~ N
Quarantine of 800 People Since March COLLABORATIVE MEDICAL MODEL
Isolation and Quarantine Hotel tad Expansion g, oqited
roent  lsolation oLl vmn o OFERtY  ER/ hosp
e Hotel Systems Treatment Referrals
Sl.lpﬂ' Gateways
HGI Per  Saetemas
from ER
ead
i) AHCH
Over 1600 People quarantined I RN T
or isolated Changed  Shared il I::m Sustained
Policy Power Practices Capacity bl
R
COVID Prevention: Families,
People>60 and/or Co-Morbidities BEHAVIOR CHANGE AND ENVITL CHANGE to Prevent Spreac
Centro
Pres Savila
Hathcrm Wellness Social
Hotel Mask Dlitaice Sheltering Vaccination Reduce
Wearing >6ft in Place openass Density
Menitoring and Evaluation for Improvement
LONG TERM
UNM-HSC —_ HIPAA Timeline o % Seetie i
Insurance HEALTH
iteoras data oftecn” pi e Tampo  howkg  Dmm,  pekrew  HEALT




Impact #3: Develop of New Protocols Together —
Policy Change for Rapid Testing in Shelters




Impact #4: Build Capacity Together

Project

Impact

Barrier analysis survey on facilitators and barriers to
sheltering in place for seniors experiencing homelessness

Increased sheltering in place from 25% to 75%; action plans
for improving conditions for sheltering in place

Fundraising to provide items needed by seniors for
sheltering in place

Provision of supplies, snacks, essential care products, socks,
underwear for supporting sheltering in place for seniors

Development of graphics, Logo for Corona Crushers Team
Building

Corona Crushers t-shirts for all partners in COVID19 response
to build community

Shelter Staff Training: Training materials on COVID and PPE
for Shelter Staff

Development of COVID19 Training Materials for Shelter Staff
with Training of over 80 Shelter Staff

CHW Training Support: Graphics, Research on Topics,
Translation of Trainings from English to Spanish

Visually appealing training materials
Spanish Translation of Materials

Development of Protocols, Policies, and Trainings For
COVID

Policies for Jails; Expedited Referrals from ER; Call System

Development of Data Collection System for COVID Care

Data visulalization used to make policy decisions




1. ANALYZE CONTEXT



2. PARTNER WELL

Partnership




3. EMPOWERING PROGRAMS BUILT
ON STRENGTHS

Program

Partnership | intervention/
research




4. HEALTH EQUITY OUTCOMES

Social
Program Justice

Partnership | intervention/ Health
research Equity
Outcomes

=>.
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