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Our partners

OUR FUNDER

Funding from the Mother Cabrini Health Foundation allows
HANYS to expand its capacity to provide education, direct
support, tools and data to our members. With Care
Connections, we strive to build hospital-community
partnerships and share evidence-based chronic disease
prevention and management strategies to address healthcare
access barriers at the local level.

© 2026 Healthcare Association of New York State, Inc.

7 Gare ~4 HANYS

—')‘.‘\ e ConneCtlonS Always There for Healthcare

Gen

Insights for Healthcare®

OUR PARTNER

DataGen®, Inc. develops custom analytics for participants to
help them understand healthcare access barriers and the
chronic disease burden in their communities so they can
develop tailored interventions.

3/10/2026 4


https://cabrinihealth.org/

%:‘r Care =4 HANYS

D~ Connections

Always There for Healthcare

sssssssss

Christopher F. Davis, PhD, MPH, CPH

Davis is a manager of population health data and lead for the
Community Health Assessment Bureau in the Office of Science at the
New York State DOH.

Dr. Davis works closely with DOH offices and external agencies to
collect data and oversee the development of several data dashboards.
He serves on numerous task forces and committees, and contributes
to various legislative reports, with a focus on health equity.

Dr. Davis works with Local Health Departments on an annual
performance incentive program to promote and enhance important
and/or up and coming public health topics. He also supports LHDs
with technical assistance on community health assessments and
planning needs.

Previously, Dr. Davis worked as the policy coordinator for DOH’s Office
of Public Health. In his career he has served in many roles across
diverse programs including nutrition, infectious disease and
environmental health. He has instructed numerous courses at the
University at Albany, SUNY.
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Emily Hamilton, MPH

Hamilton is a Manager of Healthcare Data Analytics at DataGen, a
subsidiary of HANYS.

Hamilton has been a part of DataGen for 10 years, where she has
worked on an assortment of projects that include topics such as
readmissions, quality improvement, population health and advanced
payment models.

Hamilton leads the work on a data quality measures platform that
DataGen facilitates for another hospital association, as well as the work
with the Care Connections team and other readmissions related output.

Prior to working at DataGen, Hamilton worked at NYSDOH as a research
scientist within both informatics and environmental epidemiology
bureaus. She graduated from the UAlbany School of Public Health with
an MPH in Epidemiology.
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Amanda Farrell, MSN, RN-BC

Farrell, Population Health Clinical Nurse Specialist at Erie
County Medical Center, brings over a decade of leadership

and nur_sing experience across diverse specialties, including Amanda Farrell, MSN, RN, AMB-BC
population health, ambulatory care and inpatient settings. Clinical Nurse Specialist - Population Health
She holds board certification in Ambulatory Care Nursing. at Erie County Medical Center

Farrell leads ECMC’s Population Health Team, directing
numerous quality-improvement initiatives and collaborating
with the interdisciplinary team to develop innovative policies,
procedures and workflows that enhance clinical outcomes.

She demonstrates a strong commitment to community
outreach and public education, regularly participating in
health events throughout the Buffalo community where she
provides education on chronic disease management,
preventative care and wellness.
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Question 1 - Chris Davis

How can hospitals compare their service area to
county, regional or state benchmarks to identify
opportunities for improvement?

What are some pitfalls to avoid?
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Question 2 - Emily Hamilton

How can zip code level hotspot maps help hospitals
better understand where to focus interventions,
outreach or resource allocation?

What are the limitations of zip-code level mapping and
how can organizations avoid over-interpreting
geographic data?
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Question 3 - Amanda Farrell

How do you recommend hospitals use chronic disease
prevalence and patient demographic data to identify
and prioritize target populations or interventions?
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Question 4 - Emily Hamilton & Chris Davis

What are some underutilized public data sets that
you believe hospital teams should be paying more
attention to?
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Question 5 - Chris Davis

How can hospitals navigate multiple data sources to
build a unified picture of community health?
Particularly when the data sources have different
formats, timeframes and definitions.
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Question 6 - Amanda Farrell

How can community level chronic disease data and
internal clinical data be integrated to strengthen
population health strategy?

© 2026 Healthcare Association of New York State, Inc 3/10/2026 13
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Question 7 - Emily Hamilton

How can a hospital use data visualization to influence
decision making?
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Question 8 - Amanda Farrell

Can you describe a time when data visualization
revealed a pattern or disparity that changed your
approach to population health?
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Question 9 - Chris Davis

What data sources are most helpful to small and
rural communities?
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Question 10 - Amanda Farrell

Can you share an example where data shifted your
organization’s priorities or revealed a need that wasn’t
previously on the radar?
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Pa rtnerSh i D Bu i Id i ng TOO I kit Setting and Attaining Shared Goals

When all partners are comfortable and feel integral to the team, it will be time to consider the goals

- of the project. Over the next few meetings, the group must define the goal that the team wants to

S e ct I o n = achieve. When will the team know they have succeeded? Each member should clearly see how their
partnership contributes to the overall goal.

Partners should work together to establish a SMARTIE Goal, which adds inclusivity and equity to the
traditional SMART goal development.

Setting and Attaining Shared Goals

S - Specific What do you want to do?
Wh th u tl 9 M = Measurable How will you track progress?
y IS Sec I 0 n n A —Attainable How will you do it?
R - Relevant How is this relevant to each partner’s mission?
T - Timebound When do you want to do it?

NOW that you |earned more about |everag|ng { - lnoliisive What new perspectives could you bring into the project?

E - Equitable Can you change the goal to incorporate equity and inclusion?

d a ta y | et ’ S t U r n t h at I n to S IVI A RT I E go a | S ! This process includes revisiting health disparities data with your community partners. Discuss

additional data sources that can be used to define the problem and measure improvement.
Determine how data will be shared, who will ‘own’ the data, when results will be shared and whether
data use agreements are necessary.

Examine the data together and talk about what's ‘really going on'. The community should be heavily
involved in the process of gathering information, with emphasis on community members’ voices and
lived experiences. Facilitate the process of prioritizing and identifying root causes within a community
using the tools below.

SMARTIE Goals can start by writing a problem statement, which should be done collectively.

Sources: Mobilizing for Action through Planning and Partnership, National Association of County and
City Health Officials; Leveraging Community Expertise to Advance Health Equity, Urban Institute.

Writing a Problem Statement (activity)
This document provides an overview of the basic components that make up a problem

statement. This tool can assist your organization with developing its own problem statement to
address any needs, concerns or improvement areas.
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Upcoming sessions
Wednesday, March 18 | 10 - 11 a.m.

Finding and engaging community partners

Panelists will share best practices for assembling a planning team to focus on a
specific need, thoughtfully identifying potential partners and examining the
history — good and bad — of engaging with these partners and their community.

Remaining sessions in this series:
March 25 | How to launch projects with a community partner
April 1| Ensuring that the project is worth the investment

April 8| Centering community voices
April 15| Extend your hospital’s reach with community health workers

© 2026 Healthcare Association of New York State, Inc. 3/10/2026 19



- Care
< Connections

Chris Davis, PhD, MPH, CPH
christopher.f.davis@health.ny.gov
Questions? Emily Hamilton, MPH
ehamilton@datagen.info
Amanda Farrell, MSN, RN-BC
afarrell@ecmc.edu
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