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			Praise for 

			Changing Missions, Changing Lives

			“Davis and Ostrowsky have demonstrated how visionary healthcare leadership at health systems can address historical injustices such as structural racism and poverty by leveraging the economic engine of the hospital to provide economic revitalization in disinvested neighborhoods. Davis and Ostrowsky have brought many of the ideas built out of their efforts in Newark to the national Healthcare Anchor Network where they are recognized as national leaders of this growing movement.”

			—David A. Ansell, MD, MPH

			Senior Vice President for Community Health Equity, 
Rush University Medical Center Associate Provost for 
Community Affairs, Rush University

			“Ostrowsky and Davis have delivered an honest, behind-the-scenes look at RWJBarnabas Health’s journey from an organization in the community to an organization of the community. Packed with insights, lessons learned, and practical advice from a host of leaders who have been in the trenches doing the hard work of transforming aspiration into action, Changing Missions, Changing Lives is a must-read for change agents looking for inspiration and real-world examples of how they too can create more just, equitable, and empowered communities.”

			—Jason Gromley

			Director of Government Relations and Advocacy, 
Share Our Strength

			“Our time demands intentional and focused leadership for transformative change. Efforts to address the social determinants of health are more effective and sustainable when we go beyond service creation or coordination as the main goals for impact. We must also, and perhaps primarily, address policy and systems change. This must be done by intentionally considering the intersection and interdependence between our policies and practices in areas like humane housing, meaningful jobs, equitable education, social and cultural connectedness, thriving and nourishing natural ecosystems, and more. Clinical strategies alone won’t lead to healthier outcomes. It is critically important to address the root causes of health problems and eliminate health inequities. Ostrowsky and Davis understand this intrinsically, morally, and practically. Their leadership at RWJBarnabas Health reflects a commitment to creating the pathways for a better tomorrow where all of our neighbors can thrive. We all might take heed and learn from the efforts, examples, and knowledge they share in this comprehensive book. When we embrace, share, and adopt these kinds of strategies, we can help to co-create a living legacy for generations to come.”

			—Brian Rahmer

			 VP, Health & Housing, Enterprise Community Partners

			“This is an important read at a critical moment in time. If ever there was a time to build a framework—from the ground up in our communities—that systemically addresses the social determinants of health, that time is now. Through partnerships with social and racial justice organizations like mine, RWJBarnabas Health is doing just that by making deep investments in empowering healthy, equitable, and vibrant communities. New Jersey will be better because of these investments.”

			—Ryan Haygood

			President and CEO, New Jersey Institute for Social Justice

			“Ostrowsky and Davis have produced a movingly compelling account of how major health care organizations can positively impact their home communities. Their heartfelt and substantively detailed account of RWJBarnabas Health’s on-the-ground, collaborative work in Newark, NJ, not only serves as a cutting-edge guidebook for tackling the social determinants of health headon but one that generalizes to the role that all anchor institutions can play in effecting community well-being, prosperity, and opportunity. If only we had more such courageous leaders and organizational change agents!”

			—Nancy Cantor

			Chancellor, Rutgers University-Newark

			“Changing Missions, Changing Lives answers the questions, ‘Should health care institutions invest in their communities?’ and ‘Can community leaders help shape that work?’ with a resounding ‘Yes!’ and ‘Yes!’ Ostrowsky and Davis detail the challenges and opportunities that anchor institutions like RWJBarnabas Health face in this work, as they blaze a trail for other anchor institutions and public leaders to follow when addressing social determinants of health. Their commitment, passion, and dedication is evident. We are grateful that they are moving the needle and bringing together communities, health care institutions, practitioners, and policy makers to improve the quality of life for all of our residents.”

			—Staci Berger

			President and CEO, Housing and 
Community Development Network of New Jersey
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			We dedicate this to those in our communities who have gone before and those who are yet to come. We want to create a world that is devoid of the systems and structures that prevent you from being your 
healthiest selves. 
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Introduction



			Barry H. Ostrowsky, President 
and Chief executive officer

			“Why would a healthcare organization involve itself in a social change effort?”

			That’s the question I hear most often when I talk about the work we’re doing in our communities. My enthusiasm for and commitment to this effort, and to making our institutions into true anchor institutions in their respective communities, stems from the fact that I’ve always seen the business we are in as a social service business. Our major product line has historically been conventional clinical services, but that’s just a piece of what I’ve understood to be our true mission. Even as an undergraduate studying urban planning, I felt that those in healthcare should have a greater role in their respective communities, beyond the conventional clinical platform that we’ve developed.

			In a way, that attitude is in my DNA: certainly, I got my sense of the individual’s responsibility to the community from my father through hearing him talk about his values and seeing them in action. Our family owned a paint store that supplied both retail customers and painting contractors, and my father was one of the first in our area to offer credit to minority painters. There came a point at which some of the builders putting up big buildings were required to use a percentage of minority contractors on their construction projects. A building was going up in our area, and one of our minority customers who had a small residential painting business came to see my dad. He said, “I have a chance to get this big painting job—but I don’t know how to go about submitting a bid.”

			I happened to be working in the store that day, and my father took me along with the painter to look at the site. After we walked around it, we came back to the store, and Dad figured out what the bid ought to look like. The painter submitted that bid and got the job—and that success gave him the opportunity to transform his small residential painting business into a certifiable commercial painting business. That experience showed me there are things that we as individuals can do to help provide greater equity to those folks who deserve the opportunity but typically don’t get it. Incredibly, that same building is the one in which we now have our corporate headquarters, decades later.

			When you have a family business like the one we had, it tends to dominate dinner table conversation. Our customer base was quite diverse, ranging from the very wealthy to the working class. My dad made it clear to us that everyone was to be treated with the same care and courtesy, regardless of who they were or how they looked. That was drilled into my siblings and me from early childhood, and it’s an attitude we’ve all carried with us throughout our lives. What I learned from my father, combined with what I learned in college about approaches to improving our urban areas, dovetailed with my work in healthcare management, where I was given the opportunity to expand the mission from conventional clinical care to the health of our community.

			I saw the potential to enthusiastically embrace this kind of social determinant work when I was a practicing lawyer representing healthcare clients. When I took up the reins as a healthcare administrator, our organization was operating successfully and accumulating resources, but I had begun to do my own research about what impact we were making in our communities, particularly vulnerable communities. The information I was gathering certainly suggested that while what we were doing was helpful, it only had a minor effect on the community’s health. And while about 10 percent of a community’s health is based on genetics, and perhaps 20 percent on what we do as clinicians, the other 70 percent is about social determinants. Couldn’t we—shouldn’t we—be making a more meaningful and consequential contribution?

			With this in mind, I asked Michellene to come in one day and said, “We currently have what’s effectively a five-pillar strategy. I want to create a sixth pillar for the organization.” I laid out what I had concluded through my less-than-fully-academic research; within our service area, which covers around five million people in our state, we had a number of vulnerable communities in which we had big institutions. We needed to develop a piece of our strategy that addressed that 70 percent impact on the health of the community. I wanted to take that idea to our board and convince them to formally change the mission of the organization from healthcare to health, because while we were certainly providing healthcare, we weren’t doing all we could to ensure healthy communities.

			Michellene did a great job of building the case for that effort—gathering the data, doing the study, evaluating our vulnerable communities from a number of perspectives—culminating in a presentation we jointly made to the board of trustees about nine months after our initial meeting in which we explained, “This is what we think our mission ought to be—and here is how we would execute it.” We made it clear that this effort was not going to enhance the bottom line of the organization. The dividend would be that future generations would not be relegated to unhappy, unhealthy lives, because we’d make our communities better places to live. Our board enthusiastically embraced it and encouraged us to go forward.

			Over the five or so years since then, we’ve been building the internal infrastructure to execute on that plan, and I’m happy to report that the programs we’ve introduced have gained traction and gotten good results. It’s a work in progress, but the progress is real and quantifiable. If it were up to us, we’d eradicate poverty, but that’s not possible. Even so, we can and have stepped beyond the boundaries of what healthcare systems typically do, and if we can help one person at a time, ten people at a time, or one hundred people at a time, that is progress in the right direction.

			If you’re in the healthcare field, either in or leading a healthcare system, the first thing you have to do is acknowledge that no matter how terrific the clinical services you offer are, those alone won’t make the community healthier. Typically, we in healthcare are great believers in what we do, and rightfully so—but the limitations of our impact on the community is also something we have to concede. Once you acknowledge that making a real difference means you have to supplement clinical programs with appropriately developed social programs around these social determinants, then you’re on your way.

			I know this because as president and chief executive officer of the largest academic medical center system in the state of New Jersey in a vastly changing industry, I realize that our institutional commitment to going beyond the traditional nonprofit hospital system community benefit makes us an institutional change agent at RWJBarnabas Health. This book chronicles our experience in implementing a massive mission shift in my organization of an affiliated forty-four thousand employees, including nine thousand doctors, an effort more like turning an ocean liner than a rowboat. But turn it we have, going outside of our hospital walls and reaching into the communities, especially out to the populations that face the most challenges, to more fully embrace our anchor institution mission: to step up, lean in, and adopt a true commitment to social impact and community investment.

			For me, it’s more than a mission; it’s personal. I look back at my formative years growing up in Newark with a sense of pride but also with a sense of calling. I fondly recall spending time in my grandparents’ house there, as I do my own on Shepard Avenue in the city’s South Ward. I had no idea then, attending Maple Avenue School and taking library classes in the same neighborhood, that I would later lead an organization that owned and operated the hospital in which I was born. Having acquired an undergraduate degree in urban planning before going on to law school, I never envisioned myself running a system of hospitals. Yet, under our new mission, my background came full circle as we now find ourselves in discussions and partnerships with community development agencies and housing developers and nontraditional healthcare partner organizations around how we can create healthy homes and healthy families and reinvigorate retail corridors in regions which the renaissance of economic redevelopment has not yet reached.

			One of the frustrations, of course, is that progress doesn’t happen overnight. You have to be patient. When you build a clinical program, you can recruit a couple of clinicians who come with great reputations and begin to start doing whatever it is that they do, and you can see the results quickly. If you’re going to start teaching folks about better nutrition and lifestyle choices, those efforts may show immediate positive returns for the individual but take a lot longer to pay off in measurable ways—and for the most part, no one’s reimbursing you for these social programs. The fact is, this work requires an allocation of resources for which the ROI isn’t something you’ll see on the operating statement. But the returns are no less real or meaningful for us, having redefined our position as an anchor institution in our communities. It’s our hope that this book can serve as a kind of map for change agents who want to turn their ships in the same direction.

			Michellene Davis, Esq., Executive Vice President and Chief Corporate Affairs Officer

			What does it take to change the world, or at least the piece of it you’re standing on?

			Over the past twenty years, we’ve seen a paradigmatic shift in the view of corporate engagement in social change as more corporations look beyond their core business to find ways to engage with consumers and stakeholders as change agents, whether it’s to promote economic development in historically underserved communities, to source fair trade products, or to promote human rights and social justice. We find ourselves at an interesting point in history, one at which more individuals and corporations are stepping up to say, “Asking the questions isn’t enough: we need to be part of the answer.” Organizations in all fields and across varied industries are seeing that consumers have an expectation that businesses need to engage with challenges presented in their communities. Consumers and communities have heightened expectations that businesses will lean in to fill gaps in societal needs that government and independent individual efforts either cannot or have not addressed.

			It’s no longer enough to do well; we must also do good. Why? First, because it’s the right and responsible thing to do—and also because it helps us build bridges to our patients, communities, and stakeholders, bridges that strengthen both the communities in which we operate and our own organizations.

			Increasingly these efforts toward expanded, outward-facing missions are being spearheaded and led from within the organizations themselves: intrapreneurial rather than entrepreneurial. We may not know definitively who anoints people with leadership, but typically those who have changed history have emerged from wherever they may have found themselves, despite title or level of institutional authority. That’s how change happens, and in our experience, those who are either stepping up as social innovation entrepreneurs or social innovation intrapreneurs within corporations are more numerous and poised to effectuate institutional and social impact than ever before. The question consumers and engaged stakeholders want us to ask is, “How can my corporation continue to perform well while also achieving long-term sustainable positive social good in the communities in which we are located?” The Edelman Trust Barometer points to this.

			The 2016 Edelman Trust Barometer, a global survey of consumer attitudes, found that 80 percent of consumers and other stakeholders expect businesses to focus on solid financial returns and to “play a role in addressing societal issues” such as “education, health care and income inequality.”1 In the United States, “87 percent of the general population” believe that a “business can both make a profit and improve economic and social conditions of the community in which it operates.”

			When it comes to the healthcare industry, the Edelman Trust Barometer report noted several key takeaways regarding the general public’s expectations of healthcare companies:

			
					Eighty-seven percent of the general population believes that healthcare companies have a larger obligation to address social issues while they run their business and generate profit.

					Only 51 percent of people globally trust healthcare CEOs, and only 41 percent of employees of healthcare companies say their own CEO is engaged in societal issues.

					Knowing the deep commitment many healthcare companies have to societal issues, turning up the volume on these initiatives, and ensuring CEOs are rightfully engaged with them should advance [consumer] trust. 

			

			    

			Many within the corporate social responsibility space may have asked some form of “What does it take to change the world?” for a long time. What is different now is that we’re taking this into the social innovation sphere, where the challenge is to approach an age-old societal issue in a new way with the aim of creating long-term, sustainable change, not necessarily for this lifetime but for the next generation. How do we as corporate entities justify expenditures that may not generate a traditional return on investment until a generation from now and that we may not necessarily be here to witness? How are we measuring outcomes versus outputs? What does that require us to do differently in order to effectuate the change to which we are called?

			In embracing this challenge, RWJBarnabas Health has come to realize several things. Chief among them is that organizational leadership must be mission-driven, because nothing else will see you through the challenges of institutional operational culture change if you’re not absolutely crystal clear about your “why.” Organizational leadership will need to possess mastery of the skill of persuasion. Obtaining buy-in from those whose support your change effort is essential and requires diplomacy on leadership’s part. This work cannot merely be mandated; operationalizing the work requires everyone’s cooperation, including those who are not invested and who often do not understand why such change is necessary but whose goodwill at minimum is needed to push the new direction forward. And it takes resilience—a thick skin—because there will always be those who dig in to resist change.

			We recently celebrated 119 years at our hospital in Newark, Newark Beth Israel Medical Center/Children’s Hospital of New Jersey—yet we still have an appalling black infant mortality rate in that city, worse than three third-world countries in one of the wealthiest states in the country. There’s something wrong here. How do you have outcomes that are worse than third-world countries in a city of roughly only three hundred thousand people, which once had five hospitals and currently has three? We had to ask ourselves, What could we do to change that? Clearly, merely having accessible hospitals in close proximity wasn’t the answer.

			An overarching problem of many large-scale organizations is that while we were in the community, we weren’t necessarily of the community. Like most hospital systems, the vast majority of employees live all over the state. Many of our clinical and administrative staff commute from the suburbs to work at hospitals located in the state’s urban cores. Like many other systems of our size needing to operate at economies of scale, our suppliers and providers came from outside the community—often, due to group purchasing organization agreements, from halfway across the country. We didn’t hire local, we didn’t buy local, so outside of the quality clinical care being practiced, we weren’t contributing as much economic stimulus as a solid corporate citizen could to the community around us. But so many of the problems we were seeing in the patient population we serve were direct results of the concentrated poverty that decades-old systemic and structural events had either helped create or contributed to, among them lack of access to healthy and nutritious food, a high unemployment rate, inequity in how large-scale corporations viewed the marketable skill level of community members, and the presence of violence. How could we help and what form should that help take, based upon the most significant needs of the communities in which each of our facilities sit? That is why, at our hospital in Newark, which sits in a food desert, we chose first to address food insecurity, while at our hospital in Somerset, where affordable housing is scarce, we are investing in transitional housing.

			And our institution isn’t the only one driven to this space: we are happy to be a cofounder and continuing design team member of a learning collaborative of like-minded institutions called the Healthcare Anchor Network (HAN), now forty hospital systems and growing, dedicated to building more inclusive and sustainable local economies. The HAN helps to equip this growing body of anchor-driven institutions by creating a safe space learning collaborative and providing the tools, strategies, case studies, and other practical resources needed to advance an institution’s anchor mission, making certain that we are as excited about and equipped to hire from our own backyard as we are about recruiting the next top doc from UCLA.

			The work we have undertaken is led by the policy arm of the institution through an equity lens and proceeds by applying the design method through a collective impact approach. Applying the design method helps us to research, plan, launch, tweak, and relaunch along the way rather than to apply the typical plan, plan, plan, plan launch system traditionally utilized in risk-averse corporate and hospital settings. Our implementation of the work provides an opportunity to prototype what social change would look like in a framework of equality, equity, and access.

			It had always been our mission to deliver high-quality clinical care to everyone who walked through our doors, with a desire to ensure safety and a culturally competent positive patient experience. The way in which our anchor mission has changed us is that we are now also utilizing our place-based presence to effectuate change in the communities we serve. That means the way in which we hire looks different; the way in which we purchase goods and services looks different; and the way in which we invest in our surrounding communities looks different.

			For example, our local hire strategy as applied in our prototype city took the form of our system aligning with the mayor of Newark, New Jersey, local policy partners, universities, and corporations to create Newark2020. Newark2020 is a citywide effort to help close the unemployment gap between the city of Newark and the state of New Jersey by the year 2020, which required the hiring of two thousand twenty Newark residents. Government alone can’t do that. The unemployed residents of the city can’t do that. The ones who can truly help to move that needle are the large-scale corporations who are here but who have historically not opened our doors, procured from the midsize and small businesses within the community, or intentionally hired locally. We’re changing that, and we’re seeing powerful, real-world results. We’ve made new friends and alliances, and we’re changing lives in our piece of the world. More, we are developing trust within and among our communities in the old-fashioned way— we’re earning it.

			You can too.

			This book is for you, social change agents, forward-thinking institutions, and disruptors, no matter who you are or where you work. Yes, we are talking to the C-suite occupants, the CEOs, and those in organizational leadership. But the truth is it’s for any of you who find yourselves called to leadership, no matter what your title, career level, or industry may be. Your organization can make a difference—and we’re here to share the insights, successes and failures, and strategies our organization has adopted through its ongoing process. Turning a big ship requires both a well-charted course and the patience to wait for results. It’s going to take a long while before you can see the change in direction, because unlike a canoe, a big ship cannot be turned on a dime. It requires not only socializing your particular mandate but also operationalizing it. Those are two different but equally important elements of taking on an anchor mission in order to create true social impact and deep community investment. And, as with any great mission, none of this can be done alone: each member of the vast RWJBarnabas Health crew of employees has contributed.

			At the time of this writing, we’re more than twenty-four months into it—and yes, the ship is slowly turning. We hope to inspire you, too, to take the helm, chart the course, and change the world.

			
CHAPTER ONE

			
Identifying the Challenge

			The challenges in addressing the social determinants of health are multifold. At RWJBarnabas Health (RWJBH), we were faced with a diverse population as well as deeply entrenched attitudes and practices that were not atypical of a large healthcare system. Mirroring the nation, systemic issues that stem from differences in race, ethnicity, class, education, and gender, paired with the biases (conscious and unconscious) that result, are pervasive throughout the state and the RWJBH region, thus offering another challenge. As a result, policies both governmental and institutional mimic the biases of the state’s residents. These are challenges that stood, and continue to stand, between us and the creation of a healthier New Jersey.

			New Jersey is home to nearly nine million people, and five million reside within the seven-county RWJBarnabas Health region. When your catchment area is that sizable, you treat the whole spectrum of residents, from the Jersey Shore communities to the central hub of the state in New Brunswick to the highly diverse Jersey City, where 54.5 percent of the population speak languages other than English (more than twice the national average of 21.5 percent2), to the seemingly monolithic ethnic community in Newark, New Jersey, where nearly 50 percent are Black or of African descent and which boasts a rich diversity of Caribbean and South and Central Americans yet lacks socioeconomic diversity.3 Reflective of the state rate, nearly 40 percent of individuals who reside in the region are ALICE (asset limited, income constrained, employed) and struggle to afford food, heat, prescriptions, adequate housing, or sufficient medical care.4 As a result, they have poorer health outcomes.

			“Your zip code is a greater determinant of your lifespan than your genetic code.”

			—Dr. Tony Iton, social justice advocate, SVP Building Health Communities 

			 

			While New Jersey is one of the wealthiest states in the nation, with a median household income of $76,126, the state has pockets of tremendous need as well as communities of great affluence. According to Bloomberg News, New Jersey boasts eighteen of the wealthiest places to live, more than any other state in the nation, yet nearly nine hundred twenty thousand New Jerseyans go to bed hungry every night and 1.9 million struggle with overcrowding, high housing costs, or lack of a kitchen or plumbing.5 An inspection of the RWJBarnabas Health region depicts similar wealth gaps. For example, Millburn, New Jersey, has a household income of $202,862,6 nearly three times the state rate and almost six times that of Newark a mere thirteen miles away, where household income is $34,826.7 Similarly, the average life expectancy for a Newark resident is sixty-eight years old, fourteen years less than the average life expectancy of their neighbors in Livingston.

			Like other large-scale organizations, RWJBarnabas Health suffered from “this is the way it has always been done” syndrome, and in a healthcare setting, we naturally look at problems through the clinical lens; as a healthcare system, the institutional attitude to the challenges in our communities was that improving the standard of care would somehow solve all the problems affecting health outcomes. The thinking has long been that if you recruited a great new head cardiologist or purchased the newest equipment, surely that would impact cardiac mortality rates—but while talented clinicians certainly positively impacted clinical quality and care, keeping such a narrow focus did not. Clearly, it was time for the perspective of healthcare delivery systems to change.

			The lens through which we must begin to view the health of the community is one that reflects an understanding that the areas in which vulnerable populations present in the greatest concentration have many factors that impact their health: lack of access to healthy food, for instance, or lack of reliable and affordable transportation, or equitable access to living-wage jobs. Too often in situations like these, we blame the victim. It’s easy to dismiss a patient who is struggling to make ends meet while also having to navigate a complex health delivery system as merely “medically noncompliant.” But this label is a lazy one for an institution, because it assumes that people are choosing not to be healthy, when the truth of the matter is that they struggle just to stay afloat. Certainly, that is the case in municipalities with vulnerable populations throughout the country, such as Newark.

			Conversely, vulnerable populations often have deeply entrenched attitudes of their own about healthcare. They often mistrust the establishment, and healthcare has to find creative ways to regain trust and become part of the fabric of the community. Throughout medical history, up to the passage of the National Research Act of 1974 in response to the Tuskegee syphilis study—in which six hundred low-income African American male sharecroppers in Macon County, Georgia, were provided “free medical care” that was a pseudonym for care that evaluated the outcomes of untreated syphilis over what was expected to be a six-month period but lasted thirty years—vulnerable populations have suffered maltreatment in the name of science without their consent. While Tuskegee was the impetus for the National Research Act, other vulnerable populations had been targeted, including Jewish prisoners in concentration camps, slaves, children, those with mental illnesses, and prisoners.8 With this history of mistreatment, RWJBarnabas Health felt it incumbent to work with community partners, traditional and nontraditional, to forge real, meaningful alliances to build trust that has been broken over generations.

			Finally, we are continually challenged with systemic issues that have resulted in the creation of a permanent underclass. While this is not unique to New Jersey or the RWJBarnabas Health region, it is a challenge we have to look squarely in the face if we are to improve health outcomes, eliminate health disparities, and create true health equity. We spoke a little about the variability in household income and lifespan from one community to the next; however, similar health disparities are displayed among vulnerable populations that live even in the most affluent communities. For example, maternal mortality and infant mortality rates within minority communities, particularly among African Americans, remain significantly higher than those of their white counterparts, regardless of income, education, or lifestyle choices. This is due to a multitude of factors, including human bias and misconceptions, administrative procedures, and laws. While it is harder to tackle human bias, we can simultaneously work on strategic systems changes, partnering with our internal stakeholders and policy makers to address the policies and laws that were created in response to misconceptions.

			Understanding the challenges, RWJBarnabas Health steeled itself to catalyze its system and impact the communities in which it operates … but where would we begin?

			DeAnna Minus-Vincent, Vice President of Social Impact and Community Investment, RWJBarnabas Health

			When you have an affiliated forty-four thousand employees and you’re trying to change a mission, not everyone’s going to get on board at the same time. For instance, when I first started talking about having a universally applied social determinant of health screening, some people said at first, “But how are we going to know who to ask?” We are going to ask everyone, because there is going to be implicit bias if you only ask some people. The fact is, the face of poverty is changing in this country and this state, where over 40 percent of our population can’t meet their basic needs. That person you’ve been sitting down the pew from in church for years can’t afford the same standard of living she had before. Now she may go home to nothing but a carton of milk in her refrigerator. 

			Addressing the Challenges: Where Do We Begin?

			We knew we had a huge task ahead, but before jumping in we wanted to understand the scope of the problem, so we turned to the data. Our research covered not only data from each of our hospitals’ community health needs assessments (CHNAs) but also data compiled by entities like the World Health Organization, the Centers for Disease Control, the state department of health, and the Robert Wood Johnson Foundation, among others. What was already being done across the country in this space? We wanted to see what other healthcare systems as well as nonhealthcare entities were trying to accomplish in terms of social change. Where were the success stories, and what might we learn from the failures?

			We were heartened to find that we weren’t the only ones thinking in this way: in a publication entitled “Can Hospitals Heal Communities?” by Ted Howard (cofounder and president of the Democracy Collaborative) and Tyler Norris (formerly of Kaiser Permanente, currently chief executive of Well Being Trust), the question was, “How can hospitals utilize the breadth and depth of their essence in order to be about the business of aiding and assisting the community, rather than just being focused on the bottom line?”9 There is such a direct correlation between housing and health that a healthcare system in Baltimore, Bon Secours, had erected senior housing units. And the Root Cause Coalition, cocreated by ProMedica and AARP, was doing important work at the intersection of healthcare, nonprofit organizations, and government to address food insecurity and other social determinants of health. ProMedica owns and operates its own supermarket because they understood that food is medicine and food insecurity and hunger are greater determinants of healthcare outcomes and contributors to reducing healthcare disparities than most people realize.

			Traditionally, hospitals are hugely competitive, but this is the one space in which we have said, “Listen, if we remain so competitive that we can’t collaborate, then we have to realize we are contributing to the negative health outcomes that are prevalent in our communities”—and that wasn’t what any of us wanted.

			We knew we couldn’t do everything all at once, so the questions became, “What are our inherent resources? What can we utilize in order to effectuate change in the areas of greatest need, as revealed by our community health needs assessment and discussions with our community advisory boards?” That wound up being our place-based presence and enhancing our commitment as an anchor institution. We could decide to hire differently, purchase goods differently, and invest in our community differently.

			Taking that tack required a shift in the status quo. Those of us who work in these institutions generally pass through communities of vulnerable populations so impacted by societal benign neglect that many of them resemble battlefields. Once through these communities, we arrive at healthcare destinations and enter through shining glass doors into palatial facilities. As a result of this paradigm, there exists a heightened likelihood of disconnect between those making decisions and those for whom the decisions are being made.

			If our quest was to eliminate healthcare disparities, clearly achieving health equity would require an institutional change in the way in which the power dynamic is characterized. What would make our work special/different/unique was the realization that the work had to be led by a commitment to change and that this commitment had to be viewed through a lens that seeks equity.
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