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2019 All In National Meeting Agenda 
 

October 15, 2019 

8:00AM-5:00PM Registration (Promenade) 

1:00PM-2:00PM Welcome and Opening Session (International ABCF) 
- Peter Eckart, Data Across Sectors for Health 
- Jessica Solomon Fisher, Public Health National Center for Innovations 
- Hilary Heishman, Robert Wood Johnson Foundation 

 
Join us as we kick-off the 3rd Annual All In National Meeting! In this interactive opening plenary, 
engage with more than 350 attendees who share a common vision of building capacity to address the 
social determinants of health through multi-sector data sharing collaborations. We will get to know 
each other, learn what the meeting has in store for you, and begin discussions that will carry you 
through the next three days of learning and sharing. Hear from our funding partner at the Robert 
Wood Johnson Foundation, All In program leaders, and each other!   
 
Throughout the meeting, we will be using crowdsourcing to garner feedback and input from 
attendees in real time. 

2:00PM-2:15PM Break 

2:15PM-5:15PM Deep Dive Workshops 

Beyond Rhetoric of Community Empowerment: From Developing Programs to Shifting Power (Carroll) 
- Ron Dwyer-Voss, Pacific Community Solutions, Inc. 
- Vincent Thurman, LINC UP 

 
This session will focus on how institutions and agencies can catalyze and facilitate community power and support in order 
towards social justice within communities. This interactive workshop will promote skills and knowledge on how to shift 
power and promote social equity. 

Network Leadership in Miniature: A Condensed Version of our Training Academy Workshop (EA Poe) 
- Danielle Varda and Jonathan Mischke, Visible Network Labs 
- Darrin Hicks, University of Denver 

 
Condensing a two-day workshop into a three-hour format introduces participants to the essentials of network leadership. 
Working across sectors often means engaging different styles of leadership with diverse community partners and 
collaborations for a common goal. Participants will share their experiences, while learning a range of new skills and 
strategies.  

Mapping and Leveraging Your Civic Data Ecosystem (Hopkins) 
- Elizabeth Monk, University of Pittsburgh Center for Social and Urban Research - Western Pennsylvania Regional Data Center 
- Marcella Lambrecht, Substance Abuse Prevention Coalition of Ontario County, NY 

 
In this session, participants will learn different techniques for mapping local civic data ecosystem. From identifying the 
people and organizations connected with data in a local region to recognizing the infrastructure that supports it, 
participants will learn how to use their map to strengthen their data-informed projects. 

Engaging State Leadership to Support Community-based Multi-sector Data Sharing (International E) 
- Jessica Kahn, Alex Luterek, and Seema Parmar, McKinsey & Company 

 
This session centers on applying a step-by-step approach engage state leadership in multi-sector data sharing using the 
All In Policy Roadmap. Bring your idea, plan or challenge engaging your state leadership, and learn how to identify 
opportunities, overcome pain points, build constructive relationships and develop actionable plans. Designed for 
community teams. 

Making Equity Personal Through Effective Engagement (Mencken) 
- Alisha Fehrenbacher and Reyneth Reyes Morales, Elevate Health  
- Johnna Lowe, Corporation for Supportive Housing 
- Joseph Moore, The Chicago Housing Initiative 

 
This session teaches practical ways to foster authentic community engagement and cross-sector partnerships for health 
and equity. Community partners, including people with lived experience, share stories from Chicago to Washington state 
on success and challenge in their work. Learn practical ways to take action addressing equity in innovative and 
sustainable ways.  
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Shipwrecked No More! Evidence-based Practices for Creating and Sustaining High-Performing Collaborations & 
Teams (Pratt A) 

- Dylan Mroszczyk-McDonlad and Sangita Chari, National Park Service 

 

of collaborative coalitions and networks. Through small team-based scenario exercises, case studies, and real-life 
examples, participants will be able to identify the skills that build, develop, and maintain high-performing collaborative 
teams and networks.  

Moving the Needle: Complex Problems, Collaborative Outcomes, and Demonstrated Contributions (Pratt B) 
- Paige Backlund Jarquin, Visible Network Labs 

 
Complex problems require collaborative solutions, but documenting success is difficult. This session introduces 
contribution analysis, a method to understand and document how your collaboration improves community health. Using 
story books to illustrate how evaluating work is worth the challenge, this session provides an entertaining way of learning 
to measure impact.  

5:30PM-7:00PM Networking Reception (Promenade) 

 

October 16, 2019 

7:00AM-8:00AM Breakfast and Registration (Promenade) 

8:00AM-8:30AM Welcome, Check-in, and Networking (International ABCF) 

8:30AM-9:45AM The Safety Net-Work: An Anti-Racist Imperative for the Data-driven World (International ABCF) 
- Rhea W. Boyd, MD, MPH, FAAP 

Commonwealth Fund Mongan Minority Health Policy Fellow, Harvard School of Public Health 

 
As the health and human services sector becomes increasingly more digitalized, connecting agencies 
and clients through data-sharing, opportunities for increased access and increased vulnerability 
abound. The central question remains: How do large-

-racism, this plenary will explore the ethical implications of 
public data-sharing and its impacts on power, vulnerability, accountability, and racial inequality. 

9:45AM-10:00AM Break 

10:00AM-11:00AM Breakout Sessions 

How Mothers, Women, and Families are Leading the Charge toward Improved Infant and Child Health (Carroll) 
- Nimisha Patel, Private Diagnostic Clinic at Duke Health 
- Sarah Kennedy, Generate Health 
- Paul Sorenson, St. Louis Regional Data Alliance 
- Nneka Hall, Boston Community Action Network 

 
Across the country, black women and children continue to experience higher rates of infant mortality, premature birth, 
low birthweight, and poor childhood development outcomes. To reduce infant mortality rates and inequities, presenters 
from Boston and St. Louis will share their community strategies. Using community-based participatory research and 
human design principles, Health Leads, the Boston Healthy Start Initiative Community Action Network, and community 
residents came together to improve preconception health for black and Latina women. Community members identified 
health priorities and co-designed recommendations and strategies to promote equity. FLOURISH works to eliminate racial 
disparities in St. Louis where black infants are four times more likely to experience a sleep-related death than white infants 
in the region. Focusing on safe sleep, the Infant Health Action Team engages mom champions to align and coordinate 
partners around a portable crib network through bi-annual safe sleep summits and other outreach efforts. FLOURISH 
engages funders, service providers and other community agencies to identify standard safe sleep metrics and track and 
monitor key data. Participants will engage in activities to brainstorm how to partner with community members and learn 
about tools to facilitate standardized data collection. 

Insights from Two Approaches to Connect Clients to Benefits Enrollment: Leveraging Community Health Workers 
and Health Information Exchange (EA Poe) 

- Bill Marella, HealthShare Exchange 
- Elisa Zygmunt, Benefits Data Trust 
- Michelle Zambrano, Health Leads 

 
Community Health Workers (CHWs) frequently navigate fragmented health systems and encounter discriminatory 
policies when supporting patients. Despite their front-line experience and valuable insights, CHWs are often excluded 
from quality improvement efforts within the health systems in which they work. Using CHW and patient-centered data, 
NYC Health + Hospitals uncovered systemic barriers patients face in accessing and enrolling in the Special Supplemental 
Nutrition Program for Women, Infants and Children (WIC). Presenters will share how CHW expertise helped to address 
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operational barriers within the health system and local WIC offices and developed recommendations to streamline 
enrollment processes statewide. They will also discuss how they harnessed data to drive quality improvement and where 
there are opportunities to leverage electronic data. Health Share Exchange (HSX), an HIE, and Benefits Data Trust will 
discuss lessons generated from their Electronic Referral Service for the Community Assistance Program. By leveraging the 
Admission, Discharge, and Transfer feeds from providers, the team is working to identify uninsured and underinsured 
older adults in Southeastern Pennsylvania and connect them with community assistance programs. Presenters will discuss 
the value of leveraging HIE data to streamline processes for benefit enrollment and challenges to engaging multiple 
stakeholders, including Mercy Health System and the Pennsylvania Department of Aging's Pharmaceutical Assistance 
Contract for the Elderly Program. 

Transforming Neighborhoods: Advancing Health Equity through Community Voice (Hopkins) 
- Jodi Cunningham, The Community Builders 
- Maggie Grieve, NeighborWorks America 

 
Transforming neighborhoods to allow for equitable access to resources requires cross-sector collaboration, strong 

ith Cincinnati 

develop and implement policies, environmental changes and new organizational systems that support mothers with 
young children.  She will share how Health Champions, a cadre of trained community leaders that coach mothers in TCB 
buildings to adopt healthy behaviors such as early literacy promotion and preschool enrollment for their children.  Next, 
the presenter from Success Measures, an evaluation resource group at NeighborWorks America, will describe how a 
diverse set of nonprofit housing and community development organizations used participatory approaches to evaluate 
outcomes of their programs that address the social determinants of health by using accessible and culturally aware data 
collection tools and methods.  She will highlight how organizations used their enhanced evaluation capacity to generate 

am effectiveness, reached out build new 
relationships with health partners and scaled their efforts.  Presenters will share strategies for building multi-sector 
relationships, leading with community voice and using engagement approaches to evaluate results. 

Care Across the Lifespan: Supporting Healthy Aging (Mencken) 
- Kyla Mor, Louisiana Public Health Institute 
- Sontra Carmouche, New Orleans Council on Aging 
- Sue Lachenmayr and Leigh Ann Eagle, Maryland Living Well Center of Excellence - MAC, Inc. 

 
Many older adults experience complex social barriers that make it difficult for them to manage their health and age in 
place. Though aging service providers are uniquely positioned to support seniors living in the community, they face 
numerous challenges when trying to grow multi-sector partnerships and improve coordination. Louisiana Public Health 
Institute and the New Orleans Council on Aging will discuss their efforts with a local collaborative of aging and social 
services providers seeking to partner with healthcare to support vulnerable seniors. They will also describe how the 
Greater New Orleans Health Information Exchange is working to facilitate secure data exchange to support collaboration 
between aging services and healthcare organizations, and how they are working to assess organizational assets and 
capacity, design a data-sharing framework, and understand legal considerations. Additionally, the Maryland Living Well 
Center of Excellence at MAC, Inc. Area Agency on Aging, Peninsula Regional Health System, and Maryland's Health 
Information Exchange - Chesapeake Regional Information System (CRISP), are tracking hospitalizations across primary 
care providers and community-based organizations. MAC will describe how the HIE is being leveraged to provide data on 
hospital and emergency department utilization, social determinants of health, and referrals so that community partners 
can target nonclinical services. They will also describe how the HIE is being used to demonstrate the value/return on 
investment of nonclinical services. 

Exploring the Balance between Protecting Privacy and Sharing Data: Leading Practices from Two Communities  
(Pratt A) 

- Meghana Menon and Blair Harvey, Public Health Institute of Metropolitan Chicago 
- Jeff Jaynes, Restore Hope Ministries 
- Aaron Bean, Asemio 

 
Health, education and other sectors often operate in silos with limited collaboration and data sharing, confounded by the 
risks and restrictions on sharing personal data and adherence to regulations such as HIPAA and FERPA. Public Health 
Institute of Metropolitan Chicago (PHIMC) is leveraging its expertise in collective impact approaches to convene a multi-
sector School Health Access Collaborative aiming to improve the school health system by providing access to 
comprehensive and quality healthcare for Chicago students. Currently, health providers have difficulties determining 
which students would benefit from their health services, and Chicago Public Schools cannot access data on health 
conditions impacting the student population. PHIMC identified innovative health and education data-sharing models, 
engaged health providers and other stakeholders, and developed a centralized data-sharing model and roadmap. In Tulsa, 
OK, Restore Hope Ministries is working with communities on data-sharing that does not expose personally identifiable 
information. They have used secure multi-party computation technology to help service providers explore barriers 

-  
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Integrating and Analyzing County and State-level Data to Impact Policy to Reduce Overdose Deaths (Pratt B) 
- Mary Kate Mohlman, Blueprint for Health, Department of Vermont Health Access 
- Eric Hulsey, Allegheny County Department of Human Services 

 
This session will explore the power of data-sharing to address the opioid epidemic through partnerships involving criminal 
justice, public health, and other sectors. Speakers from the Allegheny (PA) County Department of Human Services and 
Department for Vermont Health Access will share how integrated data is being used to identify intervention opportunities 
to reduce overdose deaths and address related community health needs. Speakers will present use cases for collaboration 
between public health, Medicaid, and the criminal justice systems and share different approaches to using data to impact 
policy and outcomes. They will also facilitate a discussion on challenges to and lessons learned from state and local 

nd Spoke system of care. Recommendations will be 
made on how cross-sector data from sources such as Vital Stats, corrections, child welfare, homelessness, and Medicaid 
can support improvements to these initiatives. Speakers will conclude by demonstrating an interactive online data 
dashboard. 

11:15AM-12:00PM Shallow Dive Sessions 

Sharing Data and Sharing Power: Keys to a Successful Collaboration (Carroll) 
- Chris Kirk, NORWESCAP 

 
Cross-sector data sharing has been lauded for its ability to motivate and support increased collaboration and coordination 
for greater impact. Behind this notion is the concept that data are a resource that provide the owner with a certain 
amount of power. As data collaborations are developed and maintained, a mature discussion on the concept of power 
should be considered. Each organization coming to the table must weigh their desire to share their power alongside the 
benefits of receiving power from others. Equitable policies must be put in place on how data are controlled, who has 
access and how the data are used. Without overt discussion on this topic, cross-sector collaborations may exacerbate 
some of the disparities they are attempting to address by maintaining systems of power that mirror those in the larger 
culture. Using a case study of a large regional cross-sector collaborative, this session will explore these concepts and 
present tools to use in considering how data power should be addressed within emerging and existing entities. The format 
will include ample opportunity for group discussion and sharing additional best practices utilizing creative small group 
and large group facilitation. 

Building the Bridge between Clinic and Community: Using Results-based Accountability to Help Improve Birth 
Outcomes (EA Poe) 

- Emma Olson, North Carolina Center for Health and Wellness 
- Maggie Adams, Mountain Area Health Education Center 
- Wakina Norris, SistasCaring4Sistas 

 
This session will provide an overview of how the Results-based Accountability (RBA) planning and evaluation framework 
was used to support the Mothering Asheville Movement over three years. The presenters will discuss and model the ways 
that RBA has helped advance Mothering Asheville efforts to plan strategically, evaluate impact, align community 
measures across partners, and communicate results effectively. Presenters will show how performance measures 
reflecting the work of community-based d

they can apply to their own work. 

Strategies for Sustainability: Transforming Health and Well-being through Regional Stewardship (Hopkins) 
- Katy Evans Pritchard, The Rippel Foundation 
- Ernest Morganstern, Trenton Health Team 

 
We know that transforming health and well-being will require that sectors and institutions in a region commit to 
unprecedented collaboration  effectively working together, strategizing, and making decisions about what is important, 
and financing collective aspirations. This session explores strategies for doing that work well. Speakers will share key 

 

The Nexus between Energy Efficiency, Housing, and Health in Low-income Households (International E) 
- Liz Curry, Vermont Energy Investment Corporation (VEIC) 
- Dr. Bruce Tonn, Threecubed, Inc. 

 
VEIC is a nonprofit organization that administers energy efficiency programs for Vermont, Washington D.C., and American 
Municipal Power members in Ohio and Delaware, and operates an energy efficiency consulting division with government, 
nonprofit, industry and foundation clients. VEIC staff are collaborating with multiple partners to research, implement and 
document the nexus between low-income energy efficiency and improved health outcomes. VEIC and Threecubed, Inc. 
will facilitate a discussion about documenting improved health outcomes from healthy homes approaches that include 
weatherization and energy efficiency upgrades. Research and program design case studies featured will showcase cross-
sector collaborations between the energy efficiency and health sectors, and how regulatory frameworks for both sectors 
present opportunities to leverage resources. Discussion will engage participants in level of knowledge about healthy 
homes. With RWJ and JPB Foundation support, Threecubed, Inc. is standardizing methods and databases to document 
health outcomes following weatherization of low-
Efficiency Vermont has pilot projects underway involving collaboration with rural hospitals and federal weatherization 
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assistance programs. Healthcare providers refer patients with chronic respiratory illnesses for weatherization and efficient 

assessments, and outcomes. Presenters will engage participants in the synergy between energy efficiency and health for 
improving housing conditions as a social determinant of health, using energy efficiency as a key driver. Presenters will 
share case studies of how partners are building collaborations to meet mutual goals; tracking, documenting and sharing 
cross-sector data; and navigating legal, data privacy, workforce training issues, and overcoming cross-sector language 
barriers. Foundation support for some of this work includes Robert Wood Johnson Foundation, Pew Charitable Trust, JPB 
Foundation, and E4TheFuture.  

Making the Business Case for Medical-Legal Partnerships (Mencken) 
-  

 
Medical-Legal Partnerships (MLPs) use the power of legal interventions to address health inequities, offering needed 
services and concrete solutions to patients and communities. Despite their important work, funding and financing remain 
barriers to sustainability and replication. Many MLPs have been unable to secure investment from stakeholders that may 
financially benefit from MLP services, including healthcare systems and healthcare payers. This session explores the 
positive healthcare outcomes and cost avoidance (also known as preventative or soft savings) MLPs likely provide to 
health system payers, including managed care organizations (MCO). Healthy Together, an MLP in Washington, DC, is used 
as a case study to make the business case for investment by healthcare payers. A toolkit will be shared with findings of 
pre/post analysis of MCO claims data documenting the cost avoidance for MCOs, and lessons learned in creating 
innovative data-sharing agreements. The session will conclude with a discussion on outcomes-based funding options, 
including data-sharing concerns within outcome-based funding structures. Perspectives from various stakeholders will be 
represented. 

Data Visualization, Geo- Can Be Done! (Pratt A) 
- Joseph Conte and Anyi Chen, Staten Island Performing Provider System 

 
The Staten Island Performing Provider System leads the health transformation work for Staten Island, NY, funded by 
Medicaid. This session will focus on describing the path the organization took to achieve a mature state of data-sharing 
among 75 partners, including hospitals, FQHCs, private practices, behavioral health providers, EMS, law enforcement, and 
managed care plans, supplemented by a regional health information exchange. The presentation will include a discussion 
of using information effectively in population health initiatives with several use cases and data sources being illustrated. 
Presenters will demonstrate live data visualization, hot-spotting, geo-mapping and condition-specific searches illustrating 
how use cases are created, refined and utilized. Presenters will conclude by sharing tips to overcome data-sharing 
barriers, navigate consent, understand 42 CFR Part2, and utilize additional tools to capture social determinants of health 
data in real-time. 

Evaluation Matchmaking (Pratt B) 
- Scott P. Hays, School of Social Work at the University of Illinois 
- Christine Weston, Johns Hopkins Bloomberg School of Public Health 

 
Evidence for Action (E4A), a national funding program of the Robert Wood Johnson Foundation, has introduced a new 
matching service to improve the rigor of evaluation proposals submitted by community applicants. The primary aim of the 
matching service is to pair organizations working on important and innovative programs with researchers to design a 
collaborative, rigorous research project for potential funding by E4A. The matching service, provided by Accelerating 
Collaborations for Evaluation (ACE), is staffed by a team of faculty and staff at Johns Hopkins University who are experts 
in community-engaged research and program evaluation. Potential outcomes of the partnerships include 1) the design of 
rigorous research proposals, including securing access to data appropriate to develop such proposals, 2) funding by E4A 
or other funders, and 3) the development of long-term mutually beneficial collaborations between the partners. An E4A 
applicant who has participated in the ACE Matching Service will describe the development of the partnership, how they 
approached revising their evaluation plan, and how the partnership helped advance the objective of the project  
including how they identified, obtained, and analyzed necessary data. This case example will stimulate a rich discussion 
about opportunities to foster data sharing and collaboration between community-based organizations and the 
academic/research sector. 

12:00PM-1:00PM Lunch and Networking (Pick up your meal in the Promenade and enjoy in International ABCF) 
 
Aligning Systems for Health: Building a Learning System (International E) 
Invitation-only luncheon hosted by the Georgia Health Policy Center. 

1:00PM-2:00PM Breakout Sessions 

Cross-sector Collaboration and Innovative Data Sharing in Minneapolis (Carroll) 
- Kelly Zelenka, Minneapolis Housing Authority  
- Mary McGovern, Minneapolis Highrise Representative Council 
- Ingrid Attleson and Elyse Forbes, Hennepin Healthcare 

 
Hennepin County, MN is at the nexus of many multi-sector, data-sharing initiatives working to improve community health 
outcomes. Hennepin County utilizes a shared electronic health record for care across a county government-affiliated 
hospital and health system, county-operated clinics, public health sites, federally qualified health centers, and a health 
plan. Hennepin Health is a Medicaid-accountable care organization and shared financial risk arrangement between these 
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groups that includes a common data warehouse with merged cross-sector data. Presenters from Hennepin Healthcare will 
share how they integrated a housing instability indicator into the electronic health record and analyzed data from 
healthcare, human services, criminal justice, and housing to understand complex relationships and cross-sector utilization. 
In Minneapolis, the public housing authority is developing a resident-informed health strategy, developing knowledge and 
skills around cross-sector data sharing, and exploring innovative funding sources. An example of this work is a partnership 
with Volunteers of America-MN, a community-health worker program embedded in high-rise public housing that seeks to 
address challenges in linking to primary care systems and becoming financially sustainable to reduce health outcome 
disparities faced by residents. 

Deepening Partnerships with Community-based Organizations: Connecting Social and Clinical Data to Best Meet 
Community Needs (EA Poe) 

- Amelia Kelly and Lori Petersen, Alliance for Better Health 
- Natalie Terens, Trenton Health Team 

 
Lack of shared data and referrals across systems is a major barrier to cross-sector collaboration in healthcare. Trenton 
Health Team (THT), a nonprofit community health improvement collaborative, engaged a variety of community-based 
organizations (CBOs) in a citywide effort to improve data-sharing and coordination between health and non-health 
sectors. THT will share their experience in developing a standardized social needs screening tool and hosting the 
integration of the Trenton HIE and NowPow, a community resource directory and shared referral platform, which 
empowers users to make data-driven social referrals, close the loop on care with partners and view results and referrals 
alongside clinical data in a holistic patient record. They will also discuss co-designing the NowPow/HIE implementation 
process with CBOs. In addition, Alliance for Better Health, a New York Performing Provider System and Independent 
Practice Association, will discuss its partnership with UniteUs, an electronic referral platform that allows bi-directional 
electronic referrals from one organization to another and links the population to both social and clinical providers. In the 
first year of implementation of UniteUs, 217 sites are using the system and over 2,400 referrals have been made for social 
services to nearly 1,500 people. Results have included quantifying community need, expediting resolution of referrals for 
social needs, executing bidirectional communication between social care providers and healthcare providers, and 
improving efficiency for documentation-burdened community partners. 

Screening for Social Determinants: What's in a Tool? (Hopkins) 
- Cindy Fiester, Linn County Public Health 
- Chasity Smith and Skye Dunn, Island Senior Resources 

 
As communities work to address social determinants of health, screening tools are becoming more and more prevalent. 
Linn County Public Health, Iowa and Island County Public Health will share their efforts to create, test and implement a 
social determinants of health screening tool and care coordination efforts, with an emphasis on doing this work in rural 
communities. Island County Human Services and Public Health, Island Senior Resources, and WhidbeyHealth are all 
participating partners in the North Sound 
Transformation effort. They developed cross-sector collaboration aimed to address service gaps, barriers, and risk factors 
in order to improve health equity in Island County. Linn County will share lessons learned as their community coalition laid 
the ground work to create the Social Triage Assessment and Response (STAR) tool, which allows for client evaluation and 
engagement as service providers work with clients to address social determinants of health. 

Data and Tools for Addressing Food Insecurity (Mencken) 
- Yuri Cartier, UCSF/SIREN 
- Deena Pourshaban, Elevation Health Partners 
- Nadine Romero, JWCH Institute, Inc.  

 
Based on the recognition that food insecurity is associated with poor health across the life course, organizations are 
actively exploring ways to assess patients and increase access to food resources. In this session, SIREN will share results 
from two recent reviews of the research literature on healthcare-based food insecurity screening and interventions. A 
growing body of literature explores healthcare-based food insecurity screening and interventions. The scoping review of 
food security screening found a range of research spanning screening tool validation studies, patient and clinician 
acceptability studies in a range of clinical settings, and some studies on interventions to increase screening. When it 
comes to food insecurity interventions, the systematic review finds that most studies to date are low in quality and few 
examine health or healthcare outcomes, limiting inferences about their impacts. To better understand the role of the 
healthcare sector in addressing food insecurity we need more rigorous evaluations of food insecurity interventions that 
include health and utilization outcomes. In addition, Elevation Health Partners will share the real-world experience of three 
Federally Qualified Health Centers in Los Angeles County that have implemented a food insecurity screening tool in the 
primary care setting. They will share the Food Insecurity Toolkit created through the work of the Los Angeles Practice 
Transformation Network, which includes trainings, workflows, and scripts to guide care teams in implementing food 
insecurity screenings in the primary care setting.  

Using Open Source to Engage Community and Drive Health (Pratt A) 
- Heather Murray, Flathead City-County Health Department 
- Shelley Argabrite, Garrett County Health Department 
- Kathleen Koster, 55 VLP   

 
This session highlights building community capacity that enables authentic community engagement, including shared 
leadership and decision making, to launch an open-source platform that empowers others to contribute to the planning 
decisions that affect them. Participants might already have heard about the Garrett County Planning Tool found at 
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mygarrettcounty.com, and the innovative open source project called the Universal Community Planning Tool (UCPT) that 
has already been successfully diffused in five health departments. However, this presentation will move beyond that to 
showcase how a community volunteer launched the UCPT and inspired government to get more involved. The session will 
also spotlight Flathead City- eplication of the UCPT including information on Flathead Forward; wins and 
struggles; realistic time frames; capacity and growth expectations; technology capacity and website management; 
community outreach, and more. Flathead will describe the process of creating community metrics and gathering hyper-
local data and making that data public facing, as well as their efforts towards their CHIP priority: Housing as Healthcare. 

Using Data to Combat Opioids and Disease (Pratt B) 
- Jane Crowe, Knox County Health Department 
- Sara Alese, Tennessee Recovery Alliance 
- Kayla Donohue, Chittenden County Opioid Alliance/Burlington Police Department 
- Cam Lauf, Turning Point Center of Chittenden County, VT 

 
From Central Appalachia to New England and beyond, the opioid epidemic has led to new partnerships and use of data to 
create programming to combat the effects of these drugs on health status and communities. In Knox County, TN, the 
health department, as part of a multi-sector collaboration, launched the first hepatitis C testing and linkage to care 
program, serving over 18,000 patients and leading to a statewide Viral Hepatitis Navigation program. Presenters will share 
how data can be used by public health and community groups to tackle complex issues, and how communities can use 
data to share lived experiences. The Chittenden County Opioid Alliance (CCOA), co-located with the Burlington (VT) 
Police Department, has worked to enhance collaboration among public health, medical and social services providers, and 
criminal justice sectors. Using results-based accountability and collective impact, CCOA provides technical support aid in 
data sharing for decision-making to combat opioids. They will discuss how such partnership with the Turning Point Center 
of Chittenden County and the University of Vermont Medical Center has led to a new program where imbedded peer 
recovery coaches in the emergency department and immediate access to medication-assisted recovery can bridge the 
gap between the medical community and people using drugs through judgement-free, personalized approaches to 
recovery. 

2:00PM-2:30PM Break 

2:30PM-3:15PM Unconference Sessions 
Do you want to discuss a topic that is not on the agenda? Are you interested in hearing more from the 
plenary speakers? This unconference time is your chance to do so! A blank agenda will be displayed, 
and attendees can suggest topics for an unconference session. During lunch on Day 2, attendees will 
vote for their top 7 sessions and the final agenda will be made available by 1:15PM on Day 2. 

3:15PM-3:30PM Break 

3:30PM-4:30PM Roundtable Discussions (Tables 1-4 are in Carroll, Tables 5-7 are in EA Poe, Tables 8-17 are in 
International ABCF, and Tables 18-20 are in Mencken) 

1. Interplay between Data Sharing and Funding at The Wellness Center (Carroll) 
- Janina Morrison, The Wellness Center at the Historic General Hospital 

 
-net medical 

center that aims to meet the needs of clients by offering community-based services for health and wellness that 
supplement clinical care. TWC is structured as an umbrella organization to 23 onsite community-based organizations that 
offer services such as acupuncture, legal services, cooking classes, healthcare enrollment, and more, and staffed by 
Wellness Navigators who engage with patients and facilitate referrals. Two emerging challenges include how to share 
data and how to secure sustainable funding. Presenters will share examples of the interplay between data sharing and 
funding, where one drives the other, and will walk participants through an activity to consider their own cross-sector 
collaboration. 

2. Improving Access in Your Community through Transportation Partnerships (Carroll) 
- Alexandra King, Community Transportation Association of America 

 
Addressing transportation has become a priority for stakeholders looking to improve both access to healthcare services 
and health-related social needs such as housing, food access, and workforce support. The Community Transportation 
Association of America (CTAA) assists communities in building transportation partnerships to address these needs and 
shares lessons learned from these experiences. Participants will engage in a discussion of how to work with transportation 
partners, focusing specifically on the importance of defining what success would look like in a partnership-based 
transportation project and determining ways to measure that success. Participants will have a chance to talk through their 
own partnerships and discuss challenges and opportunities in building cross-sector programs with transportation to 
improve community health. Relevant resources from CTAA and the National Center for Mobility Management will also be 
available for participants. 
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3. To Have a BAA, or Not, That is the Question (Carroll) 
- Chance Kinnison, Methodist Healthcare Ministries 

 

-figure budgets to hire 
established healthcare analytics consulting firms, the BAA can be a barrier to entry into data-driven decision-making and 
quality improvement initiatives. The analytic partners were fully onboard with complying with the terms of the BAA, but 
their parent institution (a large university) was not willing to sign the agreement. In their view, the dollar amount of the 
analytics contract was not high enough to justify the risk and expense of initiating a new realm of regulatory compliance. 
The team had a choice: stop work and find a different statistical partner, or to create safe harbor by removing all personal 
health information and render it geographically unidentifiable. This presentation will share how the team examined the 

 BAA. 
Presenters will describe a masking and de-identification process creating a contextual database and show results from 
statistical models based on a subset of patients. Participants will also learn how to cast a wider net for analytics 
consultants in data science while following safe harbor protocols. Participants who are limited in the number of qualified 
proposals for data inquiries will find this session helpful for determining the necessity of a BAA for their project. 

4. Transformational Change through Community-based Data Sharing (Carroll) 
- Angela Lumenello and Bobbie Bagley, City of Nashua Division of Public Health and Community Services 

 
The City of Nashua Division of Public Health and Community Services (DPHCS) underwent transformational change with 
an Emerging Leaders in Public Health grant. One of the goals was to strengthen data collection and analysis throughout 
the public health region. DPHCS worked closely with the Public Health Advisory Council to 1) strengthen data-sharing 
among community-based organizations, 2) collect appropriate internal, community-based organization, state-wide, and 
national data on a consistent basis and utilize this data to drive Community Health Assessment and Community Health 
Improvement Plan (CHIP) development and implementation, and 3) utilize community-based organization and state-wide 
data to identify CHIP initiatives and inform public health programming. To achieve these goals and strengthen data 
collection and analysis across community organizations, DPHCS needed to generate buy-in from community-based 
organizations, utilize a data collection timeline and protocol to ensure that community-based organizations and the state 
were providing DPHCS with consistent, useful data, and analyze community-based organization, statewide, and internal 
data on a consistent basis. Participants will discuss how to use this data transformational process in a way that it can be 
replicated in their region. The challenges associated with generating buy-in, ensuring consistent access to data, and 
conducting consistent data analysis will be explored, along with the solutions that DPHCS utilized. 

5. Using Data to Drive Action from the County Health Rankings & Roadmaps (EA Poe) 
- Joe Hinton, County Health Rankings & Roadmaps 

 
A combination of many foundational pieces are critical in order to successfully create communities where everyone has a 
fair and just opportunity for good health. Understanding and using data to drive action is one of these foundational 
elements that can support the efforts of health practitioners and members of community partnerships working to improve 
health and equity. Although many are working towards better health for all, they are all at different points in the journey. 
This interactive session will give participants tools and resources that can be used to familiarize community members with 
a data-
Guides, which blend guidance, tools, hands-on practice, and reflection activities on select topic areas to build the 
foundational knowledge and skills that will move users to their next stage of work in that area. In the skill-building 
workshop, practitioners can learn how to apply the tools and resources in their communities. Session participants will also 
have the opportunity to explore the guides online and discuss how these guides and their content could be used in their 
communities. 

6. Climate Change and Finding Hard-to-Find Data (EA Poe) 
- Ben Spoer, City Health Dashboard Project, NYU School of Medicine 

 
The City Health Dashboard is a resource to put granular data about health and its determinants into the hands of city and 
community leaders who need it. Speakers have spent the past two years researching climate change measures, reviewing 

Energy Low-income Energy Affordability Data Tool, and have evaluated numerous potential metrics, including 20-year 
excessive heat temperature projections, extreme weather events, and vehicle greenhouse gas emissions. Though the 
Dashboard team is still working to identify a suitable metric, the process has produced a number of important insights 
about challenges associated with climate change metrics, including the lack of available data, differential impact of 
climate change across geographies, and finding actionable climate change metrics at the city level. This discussion group 
will review lessons learned regarding the process of identifying and obtaining sources of climate change data and how 
those can be applied to other granular, locally-
can organizations identify sources for hard-to-

 

7. A Multi-disciplinary Approach to Addressing Maternal Morbidity (EA Poe) 
- Saanie Sulley, Alliance for Innovation on Maternal Health  

 
This session will describe the impact of a multi-disciplinary or multi-specialty approach to addressing healthcare and 
medical issues that directly affect communities. Presenters will share experiences learned from years of engaging with 
professionals from such diverse sectors as public health officials at the state level, healthcare systems, providers and 
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social workers in hospital settings, and researchers at educational institutions. The session also aims to show the 
importance of active utilization of data in tailoring decision-making processes at the hospital level, state and nationally. 

-disciplinary approach of working with over 20 organizations with varying engagement across the country has 
proven to be effective and reliable in addressing the issue of severe maternal morbidity (SMM). The utilization of the 
PDSA strategy along with active engagement of multi-disciplinary providers ensure continuous evaluation and readiness 
to address obstetric complications. Most importantly it continues to aid in developing a culture of safety through quality 
improvement and continuous evaluation of process, structure and outcome measure. AIM continues to develop strategies 
and to engage mothers and the community through its partnership on Mothers Voices Driving Birth Equity initiative and 
the Community Work Group. 

8. Making Data Available to Address Equity (International ABCF) 
- Madeline Johnson and David Frazer, Center for Urban Population Health 

 
Participants will learn about Health Compass Milwaukee (HCM), which provides current and comprehensive health data 
sources, comparative analytics, and health improvement planning tools for healthcare providers and public health 
departments and serves as a benefit to the broader community, including academic, philanthropic and government 
sectors. HCM highlights the importance and availability of ongoing community health status information to support 
research, planning, and community-wide health improvement and seeks to improve the data available to those who are 
working to address health and health inequities. In addition to understanding the situation, users can also employ HCM to 
create data dashboards for specific groups to monitor changes over time. Participants will engage in discussions about 
bridging the gaps between sectors, how to add measurable indicators, and challenges other groups may have 
encountered. 

9. A Roadmap to Create a CIE (International ABCF) 
- Beth Johnson, 2-1-1 San Diego 

 
A community information exchange (CIE) is part of a nationwide movement to promote local and regional health, 
healthcare, and social service collaborations that use technology to share data with a focus on delivering person-centered 
care and enhancing population health. This session will present 2-1-
six-part roadmap is a planning tool that highlights key factors, questions, and corresponding activities that will guide 
communities in spearheading initial conversations with partners around making the case for a CIE and establishing an 
action plan for success. Participants will strategize and discuss what their community or organization will need to build a 
CIE. 

10. The Nuts and Bolts of Increasing Data Capacity to Address Equity (International ABCF) 
- Dana Angello, Jersey City Health and Human Services 

 
Many think of data as objective numbers in a spreadsheet, but the truth is that it is subject to biased interpretations and a 
long history of discrimination that has led to current inequalities. It is important to think of data as a tool to implement 
equitable practices. To train staff in this approach, Jersey City Health and Human Services developed a series of four 
workshops that seek to increase data capacity through the lens of equity. This roundtable will help participants design 
workshops to teach equity and data as a tool to implement equitable practices. Highlights will include lessons learned 
regarding assumptions ma
between participants and the facilitator; and data usage in general. Finally, group activities and dynamics will be 
discussed. Participants will leave with tools such as inclusive practices for workshop planning; the elements of equity, 
diversity, and inclusion to discuss during a workshop about data usage; and workshop activity ideas to keep participants 
engaged. 

11. Authentically Listening to Community Voice to Understand Health (International ABCF) 
- Adam Perzynski, Case Western Reserve University and MetroHealth 
- Maria DeRenzo, MetroHealth 

 
Striving to understand through partnerships how to measure health at the level of a single urban neighborhood has led to 
the identification of a number of ethical and practical challenges. For example, during qualitative interviews some 
community members are uncomfortable or reluctant when highlighting features, events or concerns about the health and 
condition of the neighborhood that might lead outsiders to think differently about, stereotype, or misunderstand the very 
real circumstances and challenges in the community. As one participant stated, "When some folks come to our 
community, they see broken glass or problems with our housing. I just see so much potential." Similarly, some residents 
stated while public health experts had labeled their neighborhood as a "food desert" many years ago, they did not 
necessarily agree that a particular label like "food desert" was helpful in building a stronger, healthier community. In this 
session participants will have an open discussion on learning from, rather than about, community residents. Additionally, 
participants will engage in a discussion to examine the challenges, ethics and opportunities that have risen in discussions 
about how to measure health in a neighborhood. 

12. Using Neighborhood Health Rankings to Identify Geographic Patterns and Develop Neighborhood-based 
Interventions (International ABCF) 

- Jana Hirsch, Urban Health Collaborative, Dornsife School of Public Health, Drexel University 
- Jessica Whitley, Philadelphia Department of Public Health  

 
Compared to the health of other major U.S. cities, Philadelphia continues to have high rates of premature death, infant and 
child mortality, cardiovascular disease, hypertension, homicides, and more. Identifying geographic patterns within the city 
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may benchmark existing conditions, explain poor health, and point toward potential solutions. Working collaboratively, 
Drexel University Urban Health Collaborative and Philadelphia Department of Public Health have leveraged new national 
publicly available data sets (500 Cities) with newly compiled local data, to create a Neighborhood Health Ranking. 
Modeled after the national County Health Rankings, Neighborhood Health Rankings provide the necessary synthesis of 
data to support place-based interventions to improve the health of Philadelphians. This roundtable will highlight the 
creation of the composite rankings with an emphasis on replicability of this methodology to other collaborations across 
different U.S. cities. 

13. Building a HIE to Address Not Just Care Coordination and Delivery, but Equity (International ABCF) 
- Tekisha Dawn Everette, Health Equity Solutions 
- Alan Fontes, UCONN AIMS 

 
Health information exchanges in their inception focused on care delivery and care coordination. In recent years, the focus 
on HIE organizations has broadened its lens to leverage data platforms and analytics on improving health equity with the 
collection and integration of social determinants of health data. Though existing HIEs were not specifically designed to 
address health equity, the newly formed Connecticut HIE (CT HIE) is building a HIE to address equity as part of its 

Technology Officer (HITO) to reach this decision, including engaging various stakeholders, assessing the landscape of 
how other HIEs are addressing equity, how consumers perceive the utility, potential data sources, and developing 
potential use cases on measuring and addressing health equity. 

14. Utilizing the Data Integration Toolkit to Support Non-Education Data Integration into ECIDS (International ABCF) 
- Paige Bussanich, Association of Maternal & Child Health Programs 

 
(AMCHP) State Public Health Autism Resource Center 

conducted a national environmental scan of state developmental and autism screening activities. This scan revealed 
pressing challenges that programs face, such as incomplete data on the numbers, functional level, and location of children 
and youth with autism and other developmental disabilities. This is a barrier for states in developing a comprehensive 
assessment of this population and assessing the quality and availability of services for these children and families. States 
have many early childhood programs, services, and data systems. Those systems that bring together multiple data 
sources around programs and services through collection, integration, maintenance, storage, and reporting are called 
Early 
including data from IDEA, Head Start/Early Head Start, state preschool, and childcare data. While the data are useful, they 
do not provide a holistic picture of children, families, or the comprehensive early childhood system. Through data 
integration, public health is moving from compliance-driven to improvement-driven cultures and coordinating services to 
ensure optimal health outcomes for children and families. In 2017, AMCHP released a data integration toolkit for Title V 
programs. AMCHP is currently launching a pilot training with a small group of states as they implement intensive data 
integration action plans using the toolkit as a resource. The roundtable will introduce the toolkit as a way to assist states 
in integrating Title V and other public health data into ECIDS, drawing on real-life examples from the pilot states. 
Participants will discuss best practices for data integration to identify needs and tailor programs aimed at improving 
maternal, child, and infant health in their states, counties, urban areas, tribal regions, or other population-based areas. 

15. Facilitating the Exchange of Mental Health Screening Assessment Data between Primary and Mental Healthcare 
Providers (International ABCF) 

- Emily Hartmann, Paso del Norte Health Information Exchange (PHIX) 

 
El Paso Behavioral Health Consortium will share lessons learned from their experience facilitating the exchange of clinical 
and mental health data through a health information exchange, focusing on their experience exchanging mental health 
screening assessments as a step toward the community's broader goal to improve the integration of primary and mental 
healthcare. Presenters will share information on their process, approach to integrate mental health screening results, 
building the technical infrastructure, developing a training plan and materials, evaluating the project, and next steps. 
Participants will engage in a discussion around how their communities are using mental health screening data, the 
challenges and successes to facilitating data exchange between partners, approaches to training, and more. 

16. Understanding Patient Perceptions of Social Needs Screenings (International ABCF) 
- Yuri Cartier, UCSF/SIREN 

 
Despite recent growth in healthcare-based social risk screening, little is known about patient perspectives on these 
activities. This roundtable will describe a study that evaluated patient acceptability of screening. Participants will gather 
results and discuss findings and implications, including how asking about social conditions in a patient-centered way may 
build trust and strengthen relationships between patients and healthcare teams. 

17. Operationalizing Health in All Policies for Childhood Lead Poisoning Prevention (International ABCF) 
- Gabriell Gassaway, Louisville Metro Department of Public Health and Wellness 

 
This roundtable will describe how the Childhood Lead Poisoning Prevention Program at Louisville Metro Department of 
Public Health and Wellness was able to use catalytic funding to operationalize Health in All Policies work and equity. As 
part of this funding the program was able to kick off several initiatives, including establishing testing in pregnant women, 
enhancing capacity for social service referral data sharing, developing community nutrition classes, enhancing internal 
data collection practices, and developing a collaborative of internal and external community partners. Through the 
collaborative, new partnerships and a shared vision around impacting lead exposure and other healthy homes issues have 
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been created. Work is underway to share data with additional partners and sectors. The long-term goals of these 
collaborative data-sharing opportunities include identifying high impact work that needs to be done in order to positively 
affect health outcomes in the most vulnerable communities. 

18. Colorado  (Mencken) 
- Carrie Paykoc, Office of eHealth Innovation 
- Melissa McClung, Denver Public Health - Denver Health and Hospitals Authority, Inc 

 
This roundtable is focused on providing specific examples of multi-sector data sharing efforts in Colorado as part of 
Colorado's Health IT Roadmap. This strategic plan was developed by the Office of eHealth Innovation and eHealth 
Commission with input from the majority of counties in Colorado and over 1000 individuals. One of the key initiatives is to 
advance and harmonize health information sharing across Colorado's communities. To date there are several key projects 
focused on both community and state agency needs to leverage data and information for care coordination, case 
management, and research purposes. In addition to the overview, attendees will learn about specific projects and the 
challenges and opportunities that exist. 

19. Aligning Healthcare, Public Health, and Social Services to Improve Equity and Outcomes (Mencken) 
- Glenn Landers, Georgia Health Policy Center 

 
Over the last decade, there has been a growing recognition that health is impacted by the intersection of healthcare, 
public health, and social services, and leaders in each sector have begun to explore how they might align goals and 
resources to improve health. At the same time, there has been a growing awareness of the importance of health equity in 

th Policy Center and 
has two near term goals: building a stronger evidence base on the conditions that support alignment and increasing 

zing 
recent research, describe a research and action agenda to move the field of alignment forward, and suggest how an 
equity lens can be employed as the field advances. 

20. -Sector Partnerships (Mencken) 
- Anna Fogel and Emily McKelvey, Social Finance Inc.  

 
Pay for Success (PFS) has gained increasing attention as an innovative financing model for improving program outcomes 
while leveraging private investment to implement or scale-up evidence-based interventions. Two of the defining principles 
of PFS strategies are to make data-driven decisions and to engage in uncommon, cross-sector partnerships. In this 
session, we will cover: What is the state of knowledge on the feasibility and implementation of PFS approaches? What are 
promising ways to incorporate this financing strategy and the lessons learned to date? What are potential limitations?   

4:45PM-6:00PM Networking Event: All In Affinity Groups (International E) 
Join us as we officially launch the All In Affinity Groups! These affinity groups will be your opportunity 
to deepen the conversation with your peers on popular topics both during the meeting and through 
continued programming afterwards. All are encouraged to attend this networking event  those who 
are part of an existing affinity group and those who would like to learn more! During the event, 
attendees will engage in discussion around selected topics, and will also have an opportunity to 

d curate specific sets of content for All In, 
to meet peers with similar interests and to learn how to continue the conversation after the National 
Meeting ends. Light refreshments will be served. Selected topics include: 

- Health and Housing 
- Network for Public Health Law 
- Approaches to Screening for Social Needs and Measuring Outcomes 
- Collective Impact and Data Sharing for Cradle to Career (Health + Education Approaches) 
- Community-engaged Multi-sector Indicator Platforms & Dashboards 
- Other  Propose New Topics! 
- Meet Up: The DASH Mentorship Program 
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October 17, 2019 

7:00AM-8:00AM Breakfast and Registration (Promenade) 

8:00AM-8:30AM Welcome, Check-in, and Networking (International ABCF) 

8:30AM-9:45AM Strategies for the Win-Win in Accessing Data: Stories from the Field (International ABCF) 
- Jessica Kahn, MPH, and Seema Parmar, PhD 

Senior Experts, McKinsey & Company 
- Mike Fried, MS 

Chief Information Officer, Baltimore City Health Department 
- Justin Loose  

Chief Information Officer, Berks County, PA 
- Dr. Ed Michalik, PsyD 

Administrator, Berks County Mental Health/Developmental Disabilities 
- Donna Ramos-Johnson, MS 

Chief Technology Officer, DC Primary Care Association 

 
A fair amount of tension exists across state agencies in governance and data sharing, often without an 
orientation toward the needs at the local levels. Success has been found when local jurisdictions 
understand the drivers and needs at the state level and can find a connection to their needs locally. 
Identifying the value proposition and mutual benefit to improved data sharing can help to advance 
population health. This plenary explores the hook to getting state level data, locally. 

9:45AM-10:00AM Break 

10:00AM-11:00AM Breakout Sessions 

Creating a System of Care: The Movement toward Community Information Exchanges (Carroll) 
- Camey Christenson, 2-1-1 San Diego 
- Ben Cooper, Community Innovation and Action Center, University of Missouri at St. Louis 
- Regina Greer, United Way of Greater St. Louis 

 
Despite the availability of many social services, communities struggle to find comprehensive strategies to move 
individuals from crisis to stability. Working across sectors and through the development of Community Information 
Exchanges (CIEs), residents in St. Louis and San Diego now have the opportunity to leverage community assets and 
services to best meet their needs. This session sheds light on how multi-system data integration can enhance 
understanding of social determinants of health and how they can be addressed through CIEs, with a focus on the core 
components and the benefits and key considerations to inform the development and cultivation of successful 
implementation. 

Coordinating Housing and Other Services through Data Sharing (EA Poe) 
- Marla Sutherland, Homeward Alliance 
- Gabriel Schuster, Corporation for Supportive Housing 
- Jene Ray and Molly Merkle, The Zone Project 

 
The Zone Project, a collective impact initiative in Spokane, WA, is developing an asset-based approach to empower 
families who are experiencing health disparities and education, race and economic inequalities. Using community health 
workers, the Zone Project employs results-based accountability and is developing a data-
Homeless Management Information System (HMIS) to assess children and parent mental, physical and social-emotional 
outcomes in families who are participating in a variety of housing, education, health and economic activities and services. 
The Corporation for Supportive Housing (CSH) works with Homeward Alliance and the Fort Collins Frequent Utilizer 
System Engagement Project (FUSE) to implement an open source data tool that supports integration of homeless 
services, jail, and other related data sets into their HMIS. CSH will highlight a unique data sharing tool developed for 
homelessness response which matches data sets across various sources (jail, emergency room, 911 calls, etc.) to flag 
frequent utilizers for targeted, supportive interventions. Homeward Alliance and Homeward 2020 have also developed an 
online interactive data dashboard. Presenters will share experiences in implementation of the tool and linking the data to 
the community-wide FUSE project, homelessness solutions, and health equity discussions in Fort Collins. Attendees will be 
able to ask questions and share ideas on data-driven prioritization. 

Engaging Community, Promoting Health, and Resilience in Believeland (Hopkins) 
- Adam Perzynski, Case Western Reserve University 
- Maria DeRenzo, MetroHealth 
- Heather McMahon and Amber Jones, Old Brooklyn Community Development Corporation 

 
Through partnerships with community and economic development, community-based organizations, and healthcare, two 
initiatives in Cleveland, Ohio are working to engage community residents and use data to improve sustainable urban 
development and access to healthy food. Participants will learn about EcoDistrict, an initiative of a county-owned, 
academic healthcare system. Through intentional community collaboration, EcoDistrict is deepening its understanding of 
community health, measuring its efficacy and developing techniques and technologies to successfully target local 
populations and tailor messages that resonate and inspire. Participants will also learn how Old Brooklyn Community 
Development Corporation is using Community Health Needs Assessment data to address the top priority, food access, 
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through partnership and community engagement to strengthen social connectivity, engagement, and cultural inclusion 
while building community and improving health. 

Health Departments as Conveners: Data Sharing for Impact (Mencken) 
- Stacey Flanagan, City of Jersey City 
- Maryanne Kelleher, Jersey City Department of Health & Human Services 
- Dr. Eileen Eisen-Cohen, Maricopa County Department of Public Health 

 
Maricopa County Department of Public Health is collaborating with researchers at Arizona State University, along with 
social service agencies, criminal justice, and behavioral health providers, to facilitate data-driven policy decision-making, 
in order to strengthen the behavioral healthcare delivery system in Phoenix. Stakeholders collaborated with researchers to 
collect and integrate data sets, navigate political and organizational barriers, and develop and use data visualizations to 
collectively problem-solve. The Partnership for a Healthier Jersey City, led by JC Health and Human Services, plans to 
improve and enhance the utilization of neighborhood-based data to inform health interventions. These new capabilities to 
share and analyze data will deepen the community impact of the Partnership, resulting in optimal health interventions that 
address persistent health disparities and promote a culture of health citywide. Presenters will share the tools they used to 
share and analyze data. 

Using Data Sharing Platforms to Address Homelessness and Poverty (Pratt A) 
- Kallol Mahata, Patient Care Intervention Center 
- Donaji Stelzig, University of Houston 
- Dr. Robert Fike, RiverStar 
- Dr. Mike Klinkman, Great Lakes Research Into Practice Network 

 
Care coordination and multi-sector partnerships can leverage software platforms to integrate and analyze medical, 
behavioral health and social services data. Data sharing platforms allow partners to create a more comprehensive client 
profile; identify client service utilization patterns across the community; discover unidentified client needs and resource 
gaps; and identify providers delivering care to the same client. Patient Care Intervention Center, Star of Hope, Harris 
Health System and The Houston Recovery Center, are testing this type of data-driven collaborative framework to unify 
care coordination efforts for homeless clients in Texas. In Michigan, The Social Determinant Solutions platform developed 
by RiverStar, for clinical and community settings, integrates social determinant assessments and referrals with behavioral 
health and substance abuse screening tools to provide a comprehensive assessment of non-medical needs that integrate 
into billable pathways to ensure long-term sustainability. Presenters will share lessons from implementing their social 
determinant assessment and referral initiatives at 3rd New Hope Baptist Church in Detroit, and the State Innovation Model 
in Jackson, Michigan. The faith-based program at 3rd New Hope goes beyond SDOH referral and assessment using an 
emerging standard of care that addresses the needs symptoms of an underlying medical condition of poverty, a diagnosis 
that is amenable to standardized intervention and treatment. 

Data Governance Framework to Support Public Health, Healthcare, and Other Sector Partnerships (Pratt B) 
- Shana Scott, Georgia Department of Public Health 
- Carlene Mayfield, UNC Charlotte, Academy for Population Health Innovation 
- Justin Lane, UNC Charlotte, Institute for Social Capital 

 
Data sharing across health systems, public health and other sectors can facilitate data-driven innovative and tailored 
efforts within communities to address disparities and inequities. Integrating key social and health data within a single data 
system can address issues of economic mobility, health disparities, and social determinants of health in the community. 
The Academy for Population Health Innovation (APHI), a collaboration between the University of North Carolina at 
Charlotte and Mecklenburg County Public Health, developed a data governance model that facilitates integration of 
health data into an existing integrated database housing social services data from over 40 organizations. APHI also 
supports an innovative workforce development system using a student-supported data stewardship pipeline. Presenters 
will highlight system design using open-source technology, including live demonstrations, data stewardship, workforce 
development, and applications to the CHA use case. The Georgia Department of Public Health (DPH) designed the 
CATAPULT framework creating a standardized and systematic approach for sharing data across health systems and 
improving the control and management of chronic disease data. Health systems use the data to select a project related to 
either hypertension or diabetes. DPH will share details around the components of the framework, including the 
assessment phase required of the health systems and how health systems engaged their internal workforce and processes 
in these efforts. 

11:15AM-12:00PM Shallow Dive Sessions 

Alignment for Collective Impact through Data Sharing towards a More Equitable Future (Carroll) 
- Dorian Seamster, Health Improvement Partnership of Santa Cruz County 
- Maria Cadenas, Salud Para la Gente  

 
DataShare Santa Cruz County (SCC) is a newly launched data-sharing platform with the mission of providing an 
accessible, comprehensive, and reliable resource for local, regional, and national data available to everyone. CORE 
(Collective of Results and Evidence-Based) Investments is a Santa Cruz California movement that includes key principles 
of placing a priority on equity, focusing on program and system strategies, and using data to continuously learn, adapt, 
and improve. DataShare SCC and CORE share the same vision and values and are working in partnership to ensure that 
the community can access data and information to align around the eight CORE conditions: Health and Wellness; Lifelong 
Learning and Education; Economic Security and Mobility; Thriving Families; Stable, Affordable Housing and Shelter; Safe 
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and Just Community; Community Connectedness; and Healthy Environments. Presenters will discuss how the two 
initiatives began the journey towards alignment and will demonstrate how DataShare SCC provides the data infrastructure 
for implementing CORE and supports collective impact. Discussions will include bringing diverse partners to the table to 
support data-sharing systems; achieving sustainability through alignment; maintaining a focus on equity in every aspect of 
data sharing and collective impact; and expanding community impact. 

Cooperative Solutions to the Resource Directory Problem (EA Poe) 
- Greg Bloom, Open Referral 
- Julie Wang, Health Leads 

 
A key piece of the care coordination puzzle is access to reliable information about the human services that can help meet 

-clinical needs. Yet a great deal of labor goes into keeping such community resource directory information 
up-to-date. Despite a wave of innovation in care coordination tools and practices, this problem remains unsolved. All too 
often, different organizations in the same community end up struggling to maintain redundant, siloed, even competitive 
resource databases. Through cooperative partnerships, new opportunities now exist to solve this problem. The Open 
Referral Initiative has developed open protocols for resource data exchange, which have recently been endorsed as 
industry standards by the Alliance of Information and Referral Systems. In this session, the Open Referral Initiative will 
describe its approach to resource directory data accessibility through interoperability. Presenters will describe several 
models through which community resource directory data can be provisioned as a public good, freely accessible through 
any number of tools and applications, and will explore ongoing experiments that are testing these models. Health Leads 
will share recommendations for establishing partnerships that enable resource data to be sustainably leveraged and 
effectively used to improve care coordination across a diverse institutional and technological landscape. 

(Hopkins) 
- Marcella Maguire, Corporation for Supportive Housing 
- Sarah Glasheen, United Healthcare  
- Steve Lucas, Council of Large Public Housing Authorities 

 
Presenters will discuss the Aligning Health & Housing Systems Project, a multi-sector collaboration to improve the health 
outcomes of Medicaid beneficiaries served through managed healthcare and living in publicly-assisted housing. The 
project is a collaboration between Corporation for Supportive Housing, the Council of Large Public Housing Authorities 
(CLPHA), and UnitedHealthcare Community & State (United Healthcare) and is supported by the Robert Wood Johnson 
Foundation. The project goals are to design and implement systems of care and interventions that align health and 
housing resources at the person, program, and population level. AHHS team partners believe that Managed Care and 
Public Housing Authorities are ideal partners and that data sharing is the foundation of that partnership. CSH, CLPHA and 
United Healthcare identified 25 communities in 13 states where CLPHA had public housing authority (PHA) members and 
United Healthcare was a Medicaid managed care plan. Five communities Columbus and Akron, Ohio; Houston and Austin, 
Texas; and Seattle/King County, Washington were selected. The insights from data analytics have been used to identify 
population health trends and improve health for individuals who are public housing residents and health plan members. In 

develop community health intervention pilots. 

Integrating Data to Truly Understand Community Needs (International E) 
- Sarah Bartelmann, Center for Outcomes Research & Education (CORE) 

 
The Community Connections Initiative, a cross-sector data-sharing initiative among partners of the Healthy Living 
Collaborative of Southwest Washington State, seeks to better understand the needs and outcomes of the population of 
individuals who receive services from multiple sectors. With a more in-depth understanding of their client needs, partners 
can better collaborate on programs and policies that improve sector-specific outcomes, such as improved health, reduced 
housing instability, reduced recidivism, and increased school attendance. Data-sharing agreements across three sectors 
(health, education and housing) have been established and presenters will share what they have learned to date, including 
analytic results and how integrated data has been used to inform policy decisions for the housing partner, interplay 
between federal and state regulations, and more. Participants will discuss how research use cases can support cross-
sector data sharing, when state regulations hinder data sharing, best practices for matching individuals in administrative 
data, and iterative validation with partners. 

Breaking the Mold in Organizational Development for Maximum Impact (Mencken) 
- Nathan Pai Schmitt, The HadaNou Collective 

 
This session will explore a case study of The HadaNou Collective (a multi-sector social justice organization) to understand 
a new model of organizational development that surfaces and supports the growth of community-based social impact 
leaders. Because this model is truly unique, it doesn't fit nicely into other models of organizational development (e.g., 
"Collabora
joining forces under a single strategic, legal, and operational structure. This session will explore the following aspects of 
this new approach to multi-sector impact: (1) a high level overview of how the model works, (2) what motivates leaders of 
social impact organizations to join, (3) the importance of, and how to build, the organizational culture and deep 
relationships that are necessary for effective implementation of the model, and (4) how HNC uses data for the purposes 
of continuous improvement within this model. 
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How Local Trust Builders Create Care Connections and Community Supports (Pratt A) 
- Darryl Rutherford, Reinvent South Stockton Coalition 
- Maria Alcazar, Stocktonians Taking Action to Neutralize Drugs (STAND) 
- Cheron Ames, STAND Affordable Housing 

 
The Reinvent South Stockton Coalition has catalyzed the development of South Stockton's Community Trust Building 
program by capturing funds to provide sub grants to local CBOs with a deep investment within specific neighborhoods in 

improve community safety and social supports by addressing the most vulnerable families. The strategy is to hire and 
train community Trust Builders to be first contact specifically for families coping with significant stressors. The Trust 
Builders, identified by local organizations, are local community leaders who were already active in making change within 
their neighborhoods and who were hired in the interest of strengthening dialogue with the neighborhoods they serve. 
Trust Builders engage and triage families who are the most frequent users of emergency services, such as police, fire, and 
emergency room visits, to assist them in finding supportive services that will help them stabilize their lives and trust their 
neighbors and the systems meant to serve them. Trust-building organizations develop relationships with law enforcement, 
local government, social service institutions, community-based organizations and services, and elected officials. With this 

ropriate services and 
assist with follow up to ensure that families get those services.   

Sharing Substance Use Disorder Data to Increase Care Coordination (Pratt B) 
- Katie Sendze, HealthInfoNet 
- Kelsey Matheson, HealthInfoNet 

 
After SAMHSA updated its 42 CFR Part 2 data-sharing guidance, HealthInfoNet was awarded a grant by 
MeHAF/Betterment Foundation in Maine to convene stakeholders across the state and develop a plan for sharing 
substance use disorder (SUD) data between relevant stakeholders. The goal of this data-sharing project is to improve 
population health outcomes, increase care coordination capabilities for SUD providers, and address the growing opioid 
epidemic across the state. HealthInfoNet is convening health systems, behavioral health providers, the recovery 
community, state leaders, and many others to discuss this issue and bring to light what is possible/not possible from a 
legal and technical perspective. The goal at the end of 2019 is to propose a plan to the state of Maine for where to go next 
with SUD data-sharing. Presenters will share findings from the convening and discuss progress and lessons learned. 

12:00PM-12:45PM Lunch and Networking (Pick up your meal in the Promenade and enjoy in International ABCF) 

12:45PM-1:45PM Peer-to-Peer Consulting Sessions 
All In believes that the wisdom is in the room  someone out there has a fresh take on something 

 
Throughout the 
help with and which topic area that would relate to.  also be collecting topics on the 
unconference sticky wall and in the online discussion group - feel free to post your challenge there as 
well! -to-peer consulting work based on the topics 

clear. You will want to bring whatever you need that will help you take notes as quickly as possible. 

1:45PM-2:00PM Break 

2:00PM-3:00PM Closing Session (International ABCF) 
-

ha moments, from your favorite speakers, and leave feeling inspired and connected.   

 
 
All In: Data for Community Health is a dynamic and continually evolving partnership of national and regional programs that 

have joined forces to coordinate technical assistance and facilitate peer-to-peer learning activities for those tackling 
common challenges. Thank you to our partners, funders, and participants for contributing to the success of the meeting! 

 
 

 

https://allin.healthdoers.org/groups/2019all-in-national-meeting-group/forum/

