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Why health partnerships are important to the NeighborWorks network 
and other community development organizations 
In 1978, NeighborWorks America was created to build community-driven solutions to stabilize and strengthen 
neighborhoods. In addition to providing homeownership and lending services, NeighborWorks organizations 
lead community building and engagement, community revitalization and financial security strategies. While 
NeighborWorks and the NeighborWorks Network have long promoted community health and well-being, 
NeighborWorks America did not explicitly promote this connection until 2014, with the launch of the Healthy 
Homes and Communities Initiative. 

Today, we know that the zip code in which you live is one of the greatest predictors of life expectancy. For 
example, Tim Bete, President of St. Mary Development Corporation (St. Mary) in Dayton, Ohio, lives in 
Beavercreek, Ohio, where the average life expectancy is 78.5 years. Just a 20-minute drive away in west 
Dayton, where St. Mary provides affordable apartments for seniors, the average life expectancy is only 67.7 
years—a 16 percent difference. (To see the average life expectancy where you live, visit the Robert Wood 
Johnson Foundation Website.)

According to the Centers for Disease Control and Prevention, “Conditions in the places where people live, 
learn, work, and play affect a wide range of health risks and outcomes. These conditions are known as social 
determinants of health (SDOH). We know that poverty limits access to healthy foods and safe neighborhoods 
and that more education is a predictor of better health. We also know that differences in health are striking 
in communities with poor SDOH such as unstable housing, low income, unsafe neighborhoods, or substandard 
education” (Source: Centers for Disease Control and Prevention).

Healthy People 2020 developed an organizing framework for thinking about SDOH in five domains:

 Economic Stability

 Education

 Social and Community Context

 Health and Health Care

 Neighborhood and Built Environment

While NeighborWorks Network organizations have historically focused on the Neighborhood and Built 
Environment domain, there is a growing shift to a more holistic view of housing and neighborhood as a platform 
and a foundation for all other aspects of life, including health. This approach prompts each organization to 
consider programs in terms of their interplay with economic stability in a community, education and health 
literacy, social and community contexts and health and healthcare. 

A result of this self-assessment, often will be the realization that health partnerships provide a powerful 
mechanism to address multiple social health determinants to improve the lives of individuals and families we 
serve. Focusing only on Neighborhood and Built Environments reduces opportunities to leverage and link all the 
programmatic domains provided by NeighborWorks organizations to benefit the people we serve.

There are three primary rationales for this change in thinking: (1) social justice, (2) economic factors, and (3) 
organizational sustainability.
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Social justice 
A person’s zip code is a strong predictor of their life expectancy. In addition, communities of color 
disproportionately live in neighborhoods with high concentrations of low-quality housing and negative health 
outcomes. This pattern is partly due to historical disinvestment in communities of color, causing economic and 
racial segregation and entrenched disparities (Williams and Collins 2001, Subramanian et al. 2005, Shapiro et 
al. 2013).

For example, the zip code the President of St. Mary’s lives in is 92 percent white, 5 percent Asian and 2 
percent African American. The zip code in which some of St. Mary’s affordable senior apartment communities 
are located is 18 percent white, 0.3 percent Asian and 80 percent African American. The 16 percent difference 
in life expectancy primarily affects African Americans. This type of inequity highlights the link between social 
determinants of health and social justice.

Economic factors
Between 1980 and 2016, total national healthcare expenditures increased by 1300 percent—from $255 billion 
to $3.3 trillion (Source: Centers for Medicare and Medicaid Services). During the same time period, the median 
home price in the United States increased 458 percent – from $62,900 to $288,400 (Source: US Census 
Bureau). While housing costs have increased, health costs have increased even more dramatically.

In 2016, 26 percent of the federal budget went to healthcare, while only 9 percent went to safety net programs, 
including housing. Increasing federal budget pressures frequently result in healthcare receiving more attention 
than housing. With increasing understanding of the link between health costs and the social determinants of 
health, health payers are expanding their investments in targeted housing and community development projects. 
NeighborWorks organizations that understand their value proposition in this landscape will be able to develop 
health partnerships and increase their community impact.

Organizational sustainability
Managed care and care coordination are a significant focus for healthcare systems today and this trend is 
expected to continue. Organizations that position themselves to engage vulnerable residents and clients will 
have a significant advantage when partnering with health systems. We expect that health payers will seek 
partnerships that can provide “one stop shopping” for social determinant related needs. As NeighborWorks 
organizations strategically plan healthcare partnerships, they should consider impacts on each of their lines of 
business. 

Communicating mission through social determinants
To effectively communicate with potential health partners, an organization’s work can be recast in a social 
determinants mold. One way to do this is to place an organization’s existing programs and lines of business 
within a social determinants framework, using a template like the one below. This template is included in 
PowerPoint format as part of this document.
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Readiness for health partnerships
Through the Healthy Homes & Communities Initiative, NeighborWorks has surveyed our membership to learn 
more about their work at the nexus of health, housing, and community development. Results reveal the 
NeighborWorks network is already partnering with health stakeholders at levels greater than expected, survey 
results also highlight opportunities for additional impact. Preliminary results were published as a working paper 
with Harvard’s Joint Center on Housing. Final results, including three case studies, were published in peer-
reviewed journal Cities and Health.”

The experience of our Learning Community also confirmed that some community development organizations 
have established, long-term health partnerships, while others are just beginning to evaluate the potential of 
health partnerships. 

As we considered health partnerships, we distinguished between health programs and health partnerships. A 
program is a short-term activity that benefits clients or residents, but does not entail a significant commitment 
from either organization. An example of a program is having a healthcare organization offer free blood pressure 
screenings at a property once a month. 

A partnership may be best defined by the Harvard Business Review article, The Profit Power of Partnerships, which 
call a partnership “any business arrangement in which the success of one partner is tied to the success of 
both. It’s a long-term, complex, interdependent relationship between two separate companies that share some 
significant common and some significant differing goals.”

How we promote community health and well-
being by improving  the social determinants of 
health

SOCIAL DETERMINANTS OF HEALTH, 
ADAPTED FROM HEALTHY PEOPLE 2020 

Housing and 
neighborhood 
environment

Health and healthcare 

Social and
community contextEducation

Economic stability

ECONOMIC STABILITY
HOUSING & 

NEIGHBORHOOD 
ENVIRONMENT

HEALTH & HEALTHCARE
SOCIAL & COMMUNITY 

CONTEXT EDUCATION

Income 
Employment
Food security
Housing security

Item 1
Item 2
Item 3
Item 4
Item 5

Housing quality
Food access
Vacancy
Safety
Neighborhood 
amenities
Segregation

Item 1
Item 2
Item 3

Health care access
Health care quality
Primary care access
Cultural competency
Health Literacy

Item 1
Item 2
Item 3

Community 
engagement
Social cohesion
Discrimination 
Incarceration

Item 1
Item 2
Item 3
Item 4
Item 5
Item 6

Early Childhood 
Education & 
Development
High school graduation
Higher education
Literacy 

Item 1
Item 2
Item 3
Item 4
Item 5

This template was developed as part of a NeighborWorks America Learning Community on Health Partnerships, with St. Mary Development 
Corporation, Penquis Community Action Agency, Community Service Programs of West Alabama, NeighborWorks Sacramento and Northwest
Michigan Community Action Agency. 

Your logo here
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A program can be included in a partnership but a program does not make a partnership. Programs are often 
instituted and run without senior management involvement, while partnerships are rarely implemented without 
senior management involvement.

We determined that many of the same questions used to evaluate a potential health partnership can also be 
used to determine organizational readiness for health partnerships. Following is a possible decision tree:

(1) Do you currently have a successful health partnership?
[ ] Yes: Use the Health Partnership Evaluation Form (below) to determine if future healthcare partnerships are 
a good fit for your organization.

[ ] No: Assess the potential for health partnerships to improve your organization’s impact and financial 
sustainability by answering the following questions.

Will health partnerships:

 have a significant, measurable, positive impact on your residents or clients

 allow your organization to maximize its expertise and overall organizational capacity

 enhance your ability to influence public policy

 be supported by your senior leadership and Board

 help your organization to be financially sustainable

(2)  After answering the questions in #1, does your organization want to 
move ahead to investigate possible health partnerships?

[ ] Yes: Make a list of potential health partners by answering the following questions:

  What health organizations have a good reputation in the area you serve (Health organizations may include 
hospitals, federally qualified health centers, rural health centers, health plans, state Medicaid offices, 
state and county health departments, long-term care providers, behavioral health providers, school-based 
health services, and others).

 | What health institutions (hospitals, federally qualified health centers, behavioral health providers) are 
located proximally to your place-based work (housing, neighborhood revitalization, etc.) 

  Where do your residents or clients currently receive their medical care What do you know about their level 
of satisfaction with the quality/accessibility/cultural competency of the care they receive

 What are the primary types of health insurance that cover your residents 

 What type of health services do your residents/clients need that they do not currently receive 

 What primary health challenges do most of your residents face (e.g., depression or high blood pressure)

For each potential partner, use the Health Partnership Evaluation Form (below) to determine if future healthcare 
partnerships are a good fit for your organization.

[ ] No: Consider implementing health programs to meet current needs and re-evaluate health partnerships 
during your next strategic planning process.
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Health Partnerships Evaluation Form

Partner organization:  

Primary partner contact:  

Description of partnership opportunity:  

How will the partnership help alleviate negative social 
determinants of health?

 

Mission impact Score (1 to 5) Notes

Will the partnership have a significant, measurable, positive 
impact on our residents through new services and/or 
investments?  

(1 = no impact; 5 = significant impact)

Will the partnership promote systems-level changes that will 
improve outcomes for residents long-term?

(1 = no impact; 5 = significant goal)

Does the partner have expertise that will strengthen 
organizational capacity?  

(1 = no expertise; 5 = significant expertise)

Can the partner organization lead to other potential 
partnerships?  

(1 = not likely to lead to other partnerships; 5 = very 
likely to lead to other partnerships)

Is your mission compatible with the partner organization’s 
mission?  

(1 = low mission compatibility 5 = high mission 
compatibility)

Is the approach community-driven? (1 = unclear if responds to resident demands; 5 = 
clear priority of residents, with potential for ongoing 
resident engagement and/or co-creation)

Social determinants of health impact Score (1 to 5) Notes

To what degree will this partnership improve economic 
stability?

(1 = low SDOH impact; 5 = high SDOH impact) 

To what degree will this partnership improve neighborhood 
and built environments?

(1 = low SDOH impact; 5 = high SDOH impact) 

What is your assessment of the health and healthcare 
impact?

(1 = low SDOH impact; 5 = high SDOH impact) 

Social and community context impact? (1 = low SDOH impact; 5 = high SDOH impact) 

Education impact? (1 = low SDOH impact; 5 = high SDOH impact) 
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Risk management Score (1 to 5) Notes

How successful have other collaborative efforts been with this 
potential partner? 

(1 = no successful partnerships 5 = many successful 
partnerships)

How extensive is your experience working with this potential 
partner organization?

(1 = no previous experience; 5 = significant previous 
experience)

How extensive is your previous experience working with the 
primary contact(s) at the partner organization? 

(1 = no previous experience; 5 = significant previous 
experience)

Does the partner organization have adequate staff and 
financial resources to dedicate to the partnership?

(1 = very limited resources; 5 = significant resources)

Does the partner have a good reputation in the community? (1 = poor reputation; 5 = excellent reputation)

Can the partnership be tested before making it fully operational? (1 = cannot be tested; 5 = can easily be tested)

Is there senior leadership support for the partnership at the 
partner organization and your organization?

(1 = no support; 5 = significant support)

Is there potential for other partnerships with the partner 
organization?

(1 = no other potential partnerships; 5 = many other 
potential partnerships)

Transparency and Evaluation Score (1 to 5) Notes

Is the partner organization a good communicator with other 
partners?

(1 = poor communicator; 5 = excellent communicator)

Will the partner share data? (1 = not willing to share any data; 5 = willing to share 
all appropriate data

Does the partner have IT systems that can easily transfer data 
to your organization?

(1 = IT systems cannot transfer data; 5 = IT systems 
can easily transfer data)

Are there clear, articulated goals for your organization and the 
partner organization?

(1 = no goals; 5 = clear, articulated goals)

Will this partnership limit other possible partnerships (e.g., 
would there be non-compete issues)?

(1 = significant limitations; 5 = no limitations)

What potential is there to evaluate? (1 = none/unclear; 5 = strong plan)

Financial impact Score (1 to 5) Notes

 Is there a significant financial investment to start the 
partnership?

(1 = significant investment required; 5 = no 
investment required)

Will additional staff be needed for your organization to 
manage the partnership?

(1 = many new staff needed; 5 = no new staff 
needed)

Is there potential to be paid for the partnership services your 
organization provides?

(1 = low likelihood of being paid; 5 = significant 
potential to be paid)

Is the partnership financially sustainable? (1 = low likelihood of financial sustainability; 5 = high 
likelihood of financial sustainability)

Would there be significant costs to unwind the partnership? (1 = significant costs to unwind the partnership; 5 = 
no costs to unwind the partnership)
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Scoring summary

Category Weight* Total score Avg. score Weighted score

Mission impact 20% 0 #DIV/0!

Social determinants 20% 0 #DIV/0!

Risk management 20% 0 #DIV/0!

Transparency 20% 0 #DIV/0!

Financial impact 20% 0 #DIV/0!

SCORE: 0.0

SCORE %: 0%

* Total weight must equal 100%
** Total score maximum is the number of categories x 5.

Attachments
 Sample elevator pitches based on social determinants

 Sample one-pagers that graphically show how an organization’s programs are connected to SDOH

 Social determinants one-pager template

out of 25



 

Attachments 
 
SAMPLE ORGANIZATION #1 - ELEVATOR PITCH BASED ON SOCIAL DETERMINANTS 
 
Elevator Pitch to Local Federally Qualified Health Center 
 
Sample Organization is a large and complex Community Action Agency committed to combatting poverty in the 
State of Maine.  We provide over 50 programs aimed at ensuring that all individuals and families in Maine are 
safe, stable, connected and financially secure.  Sample Organization works with a $50 million annual budget, 
400 staff, 1200 volunteers, and 797 collaborations to serve over 15,00 individuals across the state annually. 
 
We know that to truly move the needle on poverty and create stability in Maine, we need a comprehensive, 
data-driven approach to address the varied and complex causes of poverty.  Our work requires a collaborative 
approach within and between sectors to make a noticeable difference in people’s lives. We need to be 
innovative, persistent and hopeful as we forge partnerships designed to support our communities to be healthy 
and self-sufficient.  We align our strategies with our many partners to efficiently and positively impact the lives 
of the people we serve.   
 
We know that poverty impacts health outcomes and safe, appropriate housing is the foundation for good 
health habits.  Environmental factors are a root cause of illness.  Sample Organization can offer home repair, 
lead abatement, weatherization and heating assistance to your clients to alleviate some of the factors 
contributing to increased office and emergency room visits.   
 
We would like to meet with you to explore strategies that might support our mutual clients in efficiently 
navigating our referral process to secure the services that will improve their health. In addition to housing 
services and supports, Sample Organization can also support individuals and families with transportation and 
case management services as well as offering a range of other support programs. 
 
SAMPLE ORGANIZATION #1 - SOCIAL DETERMINANTS ONE-PAGER  
 
 

  



 

SAMPLE ORGANIZATION #2 - ELEVATOR PITCH BASED ON SOCIAL DETERMINANTS 
 
Elevator Pitch to Potential Health Partners  
 
Sample Organization addresses social determinants of health by building affordable housing and connecting 
residents to services that sustain their housing and health. Through our work, we cover all five social 
determinant categories, including Economic Stability, Education, Social/Community Context, Health & 
Healthcare and Neighborhood & Built Environment.  

We currently serve 650 senior residents in the Dayton-Ohio area in 8 apartment communities and connect 
them to services such as nutrition programs, access to healthcare, transportation, eviction prevention, health 
insurance and social interaction. At the same time, we provide our residents with high-quality, safe housing 
that is accessible and designed to allow aging-in-place. 

Our research shows that residents who take advantage of our Service Coordination programs age-in-place for 6 
months longer on average than residents who do not participate. This means that these residents are able to 
continue to live independently and not move to a Medicaid long-term care facility. 

The savings to Medicaid by helping one senior age-in-place and not move to a long-term care facility is $4,469 
per month or $53,628 per year. Our cost to provide service coordination is only $65 per month per resident or 
$78,000 per year for 100 residents. (A Service Coordinator can typically manage a caseload of 100 residents.) 
So if we keep just 1.5 residents per year living independently, it equals our cost for a full-time Service 
Coordinator. 

We want to expand the reach and effectiveness of our programs and are looking for new partners who are also 
committed to programs that overcome negative social determinants of health. 

SAMPLE ORGANIZATION #2 - SOCIAL DETERMINANTS ONE-PAGER 



 

 

SOCIAL DETERMINANTS ONE-PAGER TEMPLATE 
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