
Outside The Box: 
The Role of Non-
Healthcare 
Providers in 
Community 
Health

ASHLEY REYNOLDS 
MARSHALL, M.P.A.,  J.D.

EXECUTIVE DIRECTOR –
YWCA OF CENTRAL 

VIRGINIA

PH.D. CANDIDATE –
VIRGINIA TECH’S 

CENTER FOR PUBLIC 
ADMINISTRATION AND 

POLICY



Greetings
YWCA of Central Virginia 
◦ 1912
◦ Eliminate Racism, Empower Women
◦ Three Key Programs: Domestic Violence Prevention Program, Sexual 

Assault Response Program, Town Center Women’s Residential Housing
Other Work

qFormer United Way of Roanoke Valley team member – finance & health

qWorked in Mental Health 

qPh.D. Candidate – Virginia Tech

qLawyer – Don’t hold it against me

Presenter
Presentation Notes
SO I think that no presentation is complete with out a photo of an adorable animal, so here is how I slid one in here.  



Health – A multi-layered problem
• Health Behaviors (30%)

• Tobacco Use
• Diet & Exercise
• Alcohol & Drug Use
• Sexual Activity

• Clinical Care (20%)
• Access to Care
• Quality of Care

Source: 
https://www.countyhealthrankings.org/what-
works-strategies-improve-rural-health

• Social & Economic Factors (40%)
• Education
• Employment & Income
• Family & Social Support
• Community Safety

• Physical Environment (10%)
• Air & Water Quality
• Housing & Transit

Presenter
Presentation Notes
When we think of health, we all know that that is more than the “medical” health that is traditionally focused upon by our nation's clinics, doctors offices, and hospitals.  The County Health Rankings Model shown above illustrates that health outcomes are shaped by a range of factors that are heavily influenced by where we live.  When Rural providers consider the gaps in services or barriers in services that our clients face, it is clear that these factors certainly come into play. In 2019 the County Health Rankings focused on homes as its key factor.  Are our clients homes near quality schools and good jobs?  Do they live near grocery stores or other markets where nutritious food is available and affordable?  Can exercise occur within their home or neighborhood?  Are there things present in their home that can reduce health, or in some of our rural areas are there things not present in the home such as clean running water and electricity? Do our clients earn enough to truly take care of their health, afford their medications, and engage in the full treatment that we recommend?

https://www.countyhealthrankings.org/what-works-strategies-improve-rural-health


What is 
Collaboration 
to You?
HT TPS://WWW.POLLEVERYWHERE.CO
M/FREE_TEXT_POLLS/WY6IOXFZYINJL
VJ2JANAP?PREVIEW=TRUE&CONTROL
S=NONE

https://www.polleverywhere.com/free_text_polls/wy6ioxFZYINJlVj2JAnaP?preview=true&controls=none


How Do You Handoff?–
Another Poll
https://www.polleverywhere.com/multiple_choi
ce_polls/9lNHjVsYY7i6GTA3URlmU?preview=tru
e&controls=none

Presenter
Presentation Notes
So when we are thining about collaborative efforts – how do you hand off your clients to other service providers to have their full needs met?  Let’s take another poll. 

https://www.polleverywhere.com/multiple_choice_polls/9lNHjVsYY7i6GTA3URlmU?preview=true&controls=none


Health Equity & Inequity
Health equity means that everyone has a fair 
and just opportunity to be as healthy as 
possible.  This requires moving obstacles to 
health such as poverty, discrimination, and 
their consequences, including powerlessness 
and lack of access to good jobs with fair pay, 
quality education and housing, safe 
environments, and health care.  

What does health equity look like for our 
rural communities?

Presenter
Presentation Notes
In 2017, the Robert Wood Johnson Foundation published a report discussing Health Equity.  Their definition, displayed on the slide is that: Health equity means that everyone has a fair and just opportunity to be as healthy as possible.  This requires removing obstacles to health such as poverty, discrimination, and their consequences, including powerlessness and lack of access to good jobs with fair pay, quality education and housing, safe environments, and health care. For their part the American Public Health Association discusses the need to achieve health equity, and part of that work being to engage with other sectors to address the factors that influence health, including employment, housing, education, health care, public safety and food access.Health inequity, as defined by the American Public Health Association, refers to the “uneven distribution of social and economic resources that impact an individual's health.”   The APHA looks to issues of structural racism, historical disenfranchisement, and discrimination as sources of health inequity.  They discusses these issues with the lens of marginalized communities, but I want to take a moment and think through health inequity for our rural communities which do have marginalized populations within them – but may have some inequity that isn’t considered by major organizations.  So lets' talk about those – who has some sources of health inequity they see in their practice?



Social Determinates 
of Health

Source: Henry J. Kaiser Family Foundation https://www.kff.org/disparities-
policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-

promoting-health-and-health-equity/

Economic Stability
Neighborhood and Physical 
Environment
Education
Food
Community and Social Context
Healthcare System

Presenter
Presentation Notes
We can consider the thoughts of more holistic health considerations part of the concept of Health Equity as we just discussed – and part of that idea of health equity is looking at the total make up conditions that shape health. The Henry J. Kaiser Family Foundation defines Social Determinates of Health as “the conditions in which people are born, grow, live, work and age that shape health.”   These include factors such as socioeconomic status, education, neighborhood and physical environments, employment, and social support networks in ADDITION to access to health care.  The American Public Health Association also explicitly adds in the idea of Racism and discrimination as part of their social determinates of health and equity.   

https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/


Notes from the 
Field: How is 
Your Community 
Collaborating?
HT TPS://WWW.POLLEVERYWHERE.CO
M/DISCOURSES/A3UIXEE5DQ9XWNZI
0FMTC?PREVIEW=TRUE&CONTROLS=
NONE

Presenter
Presentation Notes
Kaiser notes that there are initiatives within and outside of the health care system looking to impact patient/client health outcomes through the social determinates lenses.  For example, there are initiatives looking to shape policies and practices that promote health and health equity outside the system like farm to school programs and the provision of early childhood education.  Further, within the system there are multi-payer federal and state initiatives as well as Medicaid-specific initiatives focused on addressing social needs such as the 2016 Center for Medicare and Medicaid Innovation “Accountable Health Communities” model that focused on making those connections  -- but that was only awarded to 32 grantees.  So I’d like to know if you are collaborating to achieve health equity – how are you doing that work?  If you are not doing that work – or if you have gaps or barriers, lets talk about them as well.  

https://www.polleverywhere.com/discourses/A3uIXee5dq9xWNzI0fMtC?preview=true&controls=none


Methodology for 
Collaboration

Collective Impact as an effective, data-driven collaborative model to improve health outcomes and increase health equity

Presenter
Presentation Notes
So one method of achieving the large-scale intentional collaboration to promote health equity and to continuously consider the full breadth and depth of the social determinates of health is through Collective Impact.  One of the polls we took earlier illustrated some ways that we in the room are already working together with community service providers outside of the health care system that [[did or did not]] discuss collective impact as a methodology.  While some of you in the room may be familiar with Collective Impact, I am going to discuss it briefly just so everyone is on the same page – so bear with me.



Collective 
Impact 
* “[T]he commitment of a group of 
important actors from different 
sectors to a common agenda for 
solving a specific social problem” –
Kania & Kramer

Education
◦ Strive Together (Ohio)

Environment
◦ Elizabeth River Project (Virginia)

Obesity
* Shape Up Sommerville 
(Massachusetts)



Case Studies --- What Can this Look Like?



Family Justice Centers
A CASE STUDY IN COLLECTIVE IMPACT & SOCIAL DETERMINATE OF 
HEALTH RECOGNITION



Multi-Agency Centers and Family Justice 
Centers
Multi-agency, multi-disciplinary co-located service centers that provide services to victims of 
inter-personal violence

Multi-Agency Centers (MAC has at least three (3) different co-located service providers from 
different disciplines working together under one roof to provide services for adults and 
children).  Partners may be onsite full or part-time, and service provides may or may not have a 
centralized intake and information sharing process.

Family Justice Centers must have a minimum of the following full-tie, co-located partners: 
domestic violence or sexual assault program staff, law enforcement investigators or detectives, a 
specialized prosecutor or prosecution unit and civil legal services.  They have a centralized intake 
and information sharing process that is HIPPA and VAWA compliant with their full-time co-
located partner agencies.

Source: https://www.familyjusticecenter.org

Presenter
Presentation Notes
When we talk about interpersonal violence, we are thinking about domestic violence, sexual assault, elder abuse, child abuse, and/or human trafficking.  The healing for these survivors is across the full spectrum of the social determinates of health and health equity – which includes the critical medical work and interventions that your organizations provide every day, working in tandem with the services that other community agencies may provide including judicial interventions, behavioral health interventions that include lay support groups or help from communities of faith, financial opportunity interventions, housing interventions and more. The partners that participate in family justice centers can include community-based rape crisis, domestic violence, and human trafficking advocates; medical personnel; Commonwealth’s Attorneys and city attorneys; social service agency staff; child welfare agency staff; county health department staff; and mental health professionals.  These co-located service centers are showing results.  Published outcomes include reduced homicides; increased victim safety; increased autonomy and empowerment for victims; reduced fear and anxiety for victims and their children; reduced recantation and minimization by victims when wrapped in services and support; increased efficiency in collaborative services to victims among service providers; and dramatically increased community support for services to victims and their children through the family justice center model – Data by Gwinn & Strack, 2006.  For those of us in the DV world – this has been identified as a best practice in the field by the DOJ and is a focus area under the 2005 iteration of the Violence Against Women’s Act.  



Norfolk Family Justice Center
First Center in the Commonwealth
Opened November 2019

Specializes in Domestic Violence and Sexual Assault victims but 
welcomes any crime victims

One stop shop style collaboration
Partnerships with Norfolk Police, Norfolk Commonwealth 
Attorney’s Offices, YWCA South Hampton Roads and others.  
Center has a area for forensic nurses to conduct rape kits and 
strangulation in a comfortable and safe area versus clinical 
setting.

Created by recognition of a gap in the system that is created by 
agency wait time and a requirement to go to multiple agencies 
after trauma. (Victims went to 4-6 places to receive appropriate 
services)

https://www.wavy.com/news/first-family-justice-center-in-the-state-opens-in-norfolk/


Healthy Roanoke Valley
A CASE STUDY IN THE COLLECTIVE IMPACT MODEL AND 
SUBSEQUENT PROGRAMS FROM THAT COMMUNITY 
COLLABORATION



Healthy Roanoke Valley
Partnership of move than 50 organizations

Built on a Collective Impact Framework 

Focuses on Social Determinates of Health
◦ Based on data – Community Health Assessment 

by Carilion Clinic

HRV programs include:
Fresh Foods RX
Pathways HUB partnership
SOURCE: www.uwrv.org ; 
https://www.healthaffairs.org/do/10.1377/hblog2
0190513.588162/full/

“Struggling individuals or families depend on 
our ability to form a strong and cohesive 
network of services and support to get them 
back on track.  This takes a tremendous 
investment of time and a lot of trust-building to 
introduce this new way of thinking and change 
the mindset on what that looks like.” 

– Abby Verdillio Hamilton, Interim CEO & 
President of United Way of Roanoke Valley

Presenter
Presentation Notes
Following the 2012 Community Health Assessment, the United Way of Roanoke Valley became the backbone organization for a collective impact to “foster collaborative community development between partners using the Strive Collective Impact Model.  The backbone of this collective impact model became known as Healthy Roanoke Valley – and it’s work is to be a champion of a variety initiatives.  One initiative is their Fresh Foods RX program that works with patients with diabetes in one of the medically underserved portions of the city.  The FFRX program offers weekly health education and coaching sessions with physicians, along with a prescription to purchase local fresh foods at the Local Environmental Agriculture Project or LEAP mobile market.  Further an urban farm was developed with support of Carilion Clinic in another medically underserved area to bring more access to health foods.  This initiative has resulted in an increase in nutritional awareness, reductions in blood sugar levels, body mass index and blood pressure.  Another program that the HRV Collective Impact has spearheaded is the launch of the Pathways HUB partnership in the Roanoke Valley to improve coordination of care.  



Pathways Community Hub Model
Focuses on the Comprehensive Identification and Reduction of 
Risk in a culturally connected pay-for-performance approach.

Implements community-based care coordination through 
Community Health Workers (CHWs) to reach those at greatest 
risk of poor health outcomes

CHW look at health, social, and behavioral health risk factors –
works collaboratively with social workers, medical professionals, 
and more – and creates a risk reduction plan of care

The HUB’s foundation is through the development of 
appropriate core pathways, the creation of a community hub, 
and the establishment of pathway payments for longevity.

Source: https://pchi-hub.com/hubmodeloverview

Presenter
Presentation Notes
So when we talk about collaboration and collective impact, another model that is being piloted here in the Commonwealth includes the Pathways Community HUB Model. The Pathways Community HUB model uses a comprehensive risk identification and reduction mechanism in combination with a centralized infrastructure to coordinate care across a network of agencies serving at-risk clients. This allows communities to use resources more efficiently and effectively to address risk and improve health outcomes.  The Pathways Community HUB does not replace, but rather supplements and supports, existing case managers, nurses, social workers, community health workers, care coordinators, etc. partnering with multi-sector community stakeholders.

https://pchi-hub.com/hubmodeloverview
https://youtu.be/4PBorC-8huU


Healthy Roanoke 
Valley Pathways 
Hub
Uses the “Strive Collective Impact 
Model”

Community Health Workers

Presenter
Presentation Notes
In Roanoke, under the United Way’s Health Roanoke Valley the Pathways Community HUB is a community-based care coordination system anchored by community health workers strategically at partner agencies including: Carilion Clinic, Bradley Free Clinic, Fralin Free Clinic, and New Horizons Healthcare.  The Roanoke HUB works to address social determines of health through a home-visiting model.  Community Health Works link clients and their families to resources and services. Currently the program focuses on uninsured adults who are high utilizers of the Carilion Clinic Roanoke Memorial Hospital Emergency Department and have a chronic disease diagnosis.  The focus is to reduce barriers to good health through this model.  The pathways for health are related to social determinates including education, employment, transportation, and affordable/sae housing.  The pathways may include everything from a prescription for healthy foods, to techniques to manage diabetes.  Since 2017 more than 244 community members have participated with 347 pathways defined, resulting in a 67% decrease in avoidable emergency department visits and a 73% decrease in subsequent avoidable inpatient admissions, plus an 87% decrease in length-of-stay days.  

https://youtu.be/SV2mYHodOLw
https://youtu.be/TB_SfFIwieA


So – Let’s Talk



Discussion 
Starters

Discussion
◦ What are some of the barriers you are facing 

to providing more health equity to your 
patients?

◦ What resources  are in your communities to 
build a more equitable view of health for 
your patients, what resources are lacking?

◦ How can we apply collective impact in our 
own communities?  Or if you already are tell 
us about your successes and challenges!

◦ How can we scale programs that were 
conceptualized for urban areas to our rural 
needs?
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