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Role of Rural Quality Improvement
Technical Assistance Center (RQITA)

e
o]

The goal of RQITA is to improve
guality and health outcomes in
rural communities through
technical assistance to
beneficiaries of Federal Office of
Rural Health Policy (FORHP)
guality initiatives, which are
focused on quality measure
reporting and improvement.

RQITA is intended to add expertise
related to quality reporting and
quality improvement, not to replace
technical assistance support already
in place.

< RQITA
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Resources and Services

 Monthly newsletter

e Up-to-date resources, guides and
tools

e 1:1 technical assistance

e Learning and action webinar
events

* Recorded trainings

» Telligen RQITA website for quality
improvement resources

 TASC Rural Center website



http://www.telligen.com/rqita
http://www.telligen.com/rqita
https://www.ruralcenter.org/programs/tasc/mbqip

Objectives

Discuss the relationship between health
equity measures and quality
improvement

Review the Medicare Beneficiary Quality
Improvement Program (MBQIP)
commitment to Health Equity and Social
Drivers of Health (SDOH) measures

Learn about local and national data
resources available to you

|dentify ways to use SDOH to tell your
story



2025 MBQIP Core Measure Set

* Six new measures (noted in blue)
12 total measures (nine submitted annually, three submitted quarterly)

2025 MBQIP Core Measure Set

Global Measures

Patient Safety

Patient Experience

Care Coordination

< RQITA
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Emergency Department

* CAH Quality
Infrastructure (annual
submission)

* Hospital Commitment
to Health Equity
(annual submission)

Healthcare Personnel
Influenza
Immunization (annual
submission)

Antibiotic
Stewardship (annual
submission)

Safe Use of Opioids
(eCQM)
(annual submission)

* Hospital Consumer
Assessment of
Healthcare Providers
& Systems (HCAHPS)
(quarterly submission)

* Hybrid Hospital-Wide
Readmissions (annual
submission)

* SDOH Screening
(annual submission)

* SDOH Screening
Positive (annual
submission)

* Emergency
Department Transfer
Communication
(EDTC) (quarterly
submission)

* OP-18 Time from
Arrival to Departure
(quarterly submission)

* OP-22 Left Without
Being Seen (annual
submission)




All Quality Improvement is Health Equity Work:
Designing Improvement to Reduce Disparities

QI has been defined by the Agency for
Healthcare Research and Quality as “the
framework we use to systematically improve

the ways care is delivered to patients,” and a
wide array of Ql approaches have been

Applying a Ql Lens to Health Equity

Step 1: Examine, Identify, and Understand Existing Disparities in
the Focus Area of Your Ql Work

* Understand pre-existing disparities
* Consider system-related factors

* Ql interventions are most effective for the populations that they
were designed for, by, and with

* Context can cause the best-laid plans in Ql to go awry

Step 2: Engage the Communities That Experience Those Specific
Health and Health Care Disparities in Your Ql Project Work

* Establish a relationship
* Value community partner time

* Ensure full engagement

All Quality Improvement Is Health Equity Work: Designing Improvement to Reduce

Disparities | Pediatrics | American Academy of Pediatrics (aap.ory



https://publications.aap.org/pediatrics/article/149/Supplement%203/e2020045948E/184820/All-Quality-Improvement-Is-Health-Equity-Work?autologincheck=redirected
https://publications.aap.org/pediatrics/article/149/Supplement%203/e2020045948E/184820/All-Quality-Improvement-Is-Health-Equity-Work?autologincheck=redirected

What are the
Benefits of the
New Health Equity
and Social Drivers

of Health Measures
within MBQIP?

Collection and use of data to improve — tell your
story!
* |Increase awareness of Social Drivers of
Health

Identify key community level needs and improve
the health of patients

Identify a community's vulnerable population(s)

Support Quality Improvement leadership with
data preparation related to strategic
planning/discussion

Community collaboration for solutions
Community partners

Legislators

Board of directors

Grant funding opportunities
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Hospital Commitment to
Health Equity

Global Measures Domain



Hospital Commitment to Health RQITA
Equity (slide 1 of 3) *

Measure Description: This structural measure assesses hospital

commitment to health equity.

Hospitals will receive points for responding to questions in five (5)

different domains of commitment to advancing health equity.

Domain 1 — Equity is a Strategic Priority
Domain 2 — Data Collection

Domain 3 — Data Analysis

Domain 4 — Quality Improvement
Domain 5 — Leadership Engagement

Hospital score can be a total of zero to five points (one point for each

domain, must attest “yes” to all sub-questions in each domain, no

partial credit).

RESOURCE CENTER

Equity is a Strategic Priority

@ Domain 2:
Fo I s Data Collection
%} Domain 3:
Data Analysis

Domain 4:
Quality Improvement
@ Domain 5:
Leadership Engagement

Hospital
Commitment to

Health Equity
Measure




Hospital Commitment to Health RQITA
Equity (slide 2 of 3) ’

Measure Rationale: The recognition of health disparities has been heightened in recent years, and it is particularly
relevant in rural areas. Rural risk factors for health disparities include geographic isolation, lower socioeconomic status,
higher rates of health risk behaviors, limited access to healthcare specialists and subspecialists, and limited job
opportunities. Rural residents are also less likely to have employer-provided health insurance coverage, and if they are
poor, often are not covered by Medicaid. The intent of this measure is to help ensure hospitals are considering and
addressing equity in the care they provide to their community.

Calculation: Hospital score can be a total of zero to five points (one point for each domain, must attest “yes” to all sub-
guestions in each domain, no partial credit).

Improvement Noted As: Increase in the total score (up to five points).



Hospital Commitment to Health RQITA
EqU|ty (Sllde 3 Of 3) ’RESUURCECENTER

Encounter Period: Calendar year (January 1 — December 31)

First MBQIP Encounter Period and Reporting Date: The First MBQIP encounter period (measurement period) is January 1,
2025, through December 31, 2025. The first MBQIP submission deadline date is May 15, 2026.

Data Source: Multiple sources.
Data Collection Approach: Attestation.

Measure Submission and Reporting Channel: This is an annual attestation measure submitted through the Hospital
Quality Reporting (HQR) secure portal.

Withholding Data from Public Reporting: CAH providers that voluntarily submit HCHE data to the Hospital IQR Program

have the option to apply the low volume rule to withhold data from public reporting on Care Compare on Medicare.gov
0 00O

HR
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Let’s Take a Closer
Look at the HCHE
Domains




Hospital Commitment to Health RQITA
EqU|ty (Sllde 1 Of 5) ’RESUURCECENTER

Data Elements:

Domain 1 — Equity is a Strategic Priority —
Please attest that your hospital has a strategic plan for advancing healthcare equity and that it includes all the following
elements (note: attestation of all elements is required to qualify for the numerator):

A. Our hospital strategic plan identifies priority populations who currently experience health disparities.

B. Our hospital strategic plan identifies healthcare quality goals and discrete action steps to achieve these goals.
C. Our hospital strategic plan outlines specific resources which have been dedicated to achieve our equity goals.
D. Our hospital strategic plan describes our approach for engaging key stakeholders such as community-based

organizations.



Hospital Commitment to Health
Equity (slide 2 of 5)

Domain 2 — Data Collection

Please attest that your hospital engages in the following
activities (note: attestation of all elements is required to
qualify for the numerator):

A.

Our hospital collects demographic information,
including self-reported race and ethnicity, and/or
social driver of health information on the majority
of our patients.

Our hospital has training for staff in culturally
sensitive collection of demographic and/or social
drivers of health information.

Our hospital inputs demographic and/or social
driver of health information collected from
patients into structured, interoperable data
elements using certified EHR technology.

FOOD INSECURITY

Annual Numerator (aute calculates after menthly entry)

Annual Denominator (aute populated from SDOH-1 numerator)

Rate

HOUSING INSTABILITY

Annual Numerator {auto calculates after monthly entry)

Annual Denominator (aute populated frem SDOH-1 numerator)

Rate

TRANSPORTATION NEEDS

Annual Numerator {auto calculates after monthly entry)

Annual Denominator (aute populated frem SDOH-1 numerator)

Rate

RQITA

RESOURCE CENTER




Hospital Commitment to Health RQITA
EqU|ty (Sllde 3 Of 5) ’RESOURCECENTER

Readmissions Stratified by Housing Status Dashboard
Domain 3 — Data Analysis

% of Readmission Patients Housing Status

Please attest that your hospital engages in
58% gap between

the following activities (note: attestation in . patients with hospital

all elements is required to qualify for the _ readmissions that live
t ] alone vs. those that

numera OI‘). do not live alone

A. Our hospital stratifies key
performance indicators by
demographic and/or social
determinants of health variables |
to identify equity gaps and -
includes this information on Lives Alone Daes Not Live Alone
hospital performance dashboards.
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Hospital Commitment to Health
Equity (slide 4 of 5)

Ideas:
Patient and Family Engagement Cohort
Internal Departmental Quality Measures
that meet CAH Conditions of Participation
Participation in Community Collaboratives

Domain 4 — Quality Improvement

Select all that apply (note: attestation in
all elements is required to qualify for the

numerator): or Coalitions focused on decreasing health
A. Our hospital participates in local disparities
regional, or national quality The Alliance for Innovation on Maternal
improvement activities focused Health

on reducing health disparities. Million Hearts

Age Friendly Health Systems




Hospital Commitment to Health RQITA
EqU|ty (Sllde 5 Of 5) ’RESUURCECENTER

Domain 5 — Leadership Engagement

Please attest that your hospital engages in the following activities. Select all that apply (note:
attestation in all elements is required to qualify for the numerator).

A. Our hospital senior leadership, including chief executives and the entire hospital board of
trustees, annually reviews our strategic plan for health equity.

B. Our hospital senior leadership, including chief executives and the entire hospital board of
trustees, annually reviews key performance indicators stratified by demographic and/or social
factors.
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Create a Written Plan to
Address Healthcare Equity

A Strategic Plan is defined as “A Written
Plan to Address Healthcare Equity.”

There must be an annual review by
Senior Leadership of this written plan.

Senior Leadership must annually review
key performance indicators stratified by
demographic and/or social factors.

The Written Strategic Plan to Address
Healthcare Equity must be shared across
the hospital.



Hospital Strategic Plan for 4 5&!1}9‘%

Addressing Health Equity

o o o o A strategic plan provides

a process to assess current challenges,

identifies opportunities for improvement,

develops thoughtful, data-driven strategies to move the
hospital forward toward long-term success.

Key elements of a Strategic Plan

Mission and Vision

Data Analysis

Setting Goals and Objectives

Engaging a wide variety of stakeholders
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e Attestation Guidance for Hospital Commitment to Health Equity
ospitelinpatient Quallty Reporting (195 Procram Measure ( scroll down to measure and download 2024 PDF file))

Attestation Guidance for the Hospital Commitment to
Health Equity Measure
For Calendar Year (CY) 2023 Reporting/Fiscal Year (FY)

2025 Payment Determination, Version 1.2 e Rural Health Disparities Overview — Rural Health Information Hub

Purpose of the Attestation Guidance Document

The guide provides information and examples of qualifying activities for the Hospital Commitment to

 Rural Health: Addressing Barriers to Care

tior
on each sub-d d in Domains and
Hospitals will attest to the Hospital Commitment to Health Equity measure via the Hosy pital Quality PY H H
Feorin (408 . nrormation Guide
ith Equity Meosure Attestats ing

Figure 1: Hospital Commitment

e Future of MBQIP Webinar https://www.telligsen.com/rqita/future-
of-mbgip-webinar/

Equityisa
:::::::: Hospital Commitment to
Health Equity Measure

e How to submit HCHE and SDOH:
https://youtu.be/My9ard pVcE?si=ak0Opliu8bxGsxw

e Data Submission Guide for Hospital Commitment to Health Equity



https://qualitynet.cms.gov/inpatient/iqr/measures#tab2
https://qualitynet.cms.gov/inpatient/iqr/measures#tab2
https://www.ruralhealthinfo.org/topics/rural-health-disparities
https://nihcm.org/publications/rural-health-addressing-barriers-to-care?utm_source=NIHCM+Foundation&utm_campaign=1055926d62-2023_Rural_Health_Infographic&utm_medium=email&utm_term=0_-fd11f08098-%5BLIST_EMAIL_ID%5D
https://www.telligen.com/rqita/mbqip-measures/
https://www.telligen.com/rqita/future-of-mbqip-webinar/
https://www.telligen.com/rqita/future-of-mbqip-webinar/
https://youtu.be/My9ard_pVcE?si=ak0Opliu8bxGsxw
https://www.telligen.com/rqita/hospital-commitment-to-health-equity/
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Screening for Social
Drivers of Health

Care Coordination Domain



Screening for Social Drivers of Health € RAITA
(slide 1 of 4)

Measure Description: The Screening for Social Drivers of Health Measure assesses whether a hospital implements
screening for all patients that are 18 years or older at time of admission for food insecurity, housing instability,
transportation needs, utility difficulties and interpersonal safety.

To report on this measure, hospitals will provide:

1. The number of patients admitted to the hospital who are 18 years or older at time of admission and who are screened
for each of the five health-related social needs (HRSNs): food insecurity, housing instability, transportation needs,
utility difficulties and interpersonal safety; and

2. the total number of patients who are admitted to the hospital who are 18 years or older on the date they are
admitted.

A specific screening tool is not required, but all areas of health-related social needs must be included.

{a}

Ve



Screening for Social Drivers of Health € RAITA
(Sllde 2 Of 4) RESOURCE CENTER

Measure Rationale: The recognition of health disparities and impact of health-related social needs (HRSN) has been
heightened in recent years. Economic and social factors, known as drivers of health, are known to affect health
outcomes and costs, and exacerbate health inequities. This measure is derived from the Centers for Medicare &
Medicaid Services Innovation Accountable Health Communities (AHC) model and has been tested in large populations
across states. The intent of this measure is to help ensure hospitals are considering and addressing social needs in the
care they provide to their community.

Improvement Noted As: Increase in rate.

Ve



Screening for Social Drivers of Health € RAITA
(slide 3 of 4)

Measure Population (determines the cases to abstract/submit): The number of patients who are admitted to a hospital
inpatient stay and who are 18 years or older on the date of admission.

Exclusions: The following patients would be excluded from the denominator: 1) Patients who opt out of screening; and 2)
patients who are themselves unable to complete the screening during their inpatient stay and have no caregiver able to
do so on the patient’s behalf during their inpatient stay. 3.) Patients who expire during their inpatient stay

Numerator: The number of patients admitted to an inpatient hospital stay who are 18 years or older on the date of
admission and are screened for each of the five HRSNs: food insecurity, housing instability, transportation needs, utility

difficulties and interpersonal safety during their hospital inpatient stay.

Denominator: The number of patients who are admitted to a hospital inpatient stay and who are 18 years qQr

older on the date of admission. @/



Screening for Social Drivers of Health RQITA
(Sllde 4 Of 4) ’RESUURCECENTER

Encounter Period: Calendar year (January 1 — December 31)

First MBQIP Encounter Period and Reporting Date: The first MBQIP encounter period (measurement period) is January 1,
2025, through December 31, 2025. The submission deadline date is May 15, 2026.

Data Source: Chart abstraction.
Calculation: The Screening for Social Drivers of Health measure is calculated by dividing the total number of hospital
inpatients who are 18 and older and screened for all five HRSNs by the total number of patients admitted to a hospital

inpatient stay who are 18 or older at the time of admission.

Measure Submission and Reporting Channel: Annual numerator and denominator submission through Hospital Quality
Reporting (HQR) system. o

Ve



Resources to Support You

Screening for Social Drivers of Health Measure Specification

Frequently Asked Questions: SDOH Measures

Listing of Various Screening Tools

Guide to Social Needs Screening

Rural Health Disparities Overview - Rural Health Information Hub

MBQIP 2025 Information Guide

Future of MBQIP Webinar https://www.telligen.com/rqita/future-

of-mbqip-webinar/

How to submit HCHE and SDOH:
https://youtu.be/My9ard pVcE?si=ak0Opliu8bxGsxw

Data Submission Guide For Screening for Social Drivers of Health
and Screen Positive Rate for Social Drivers of Health

(a}
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https://qualitynet.cms.gov/inpatient/iqr/measures#tab2
https://qualitynet.cms.gov/inpatient/iqr/measures#tab2
https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/hops19-physician-guide-sdoh.pdf
https://www.ruralhealthinfo.org/topics/rural-health-disparities
https://www.telligen.com/rqita/mbqip-measures/
https://www.telligen.com/rqita/future-of-mbqip-webinar/
https://www.telligen.com/rqita/future-of-mbqip-webinar/
https://youtu.be/My9ard_pVcE?si=ak0Opliu8bxGsxw
https://www.telligen.com/rqita/care-coordination-sdoh/
https://www.telligen.com/rqita/care-coordination-sdoh/
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Screen Positive Rate for
Social Drivers of Health

Care Coordination Domain



Screen Positive Rate for Social Drivers of
Health (SDOH Screening Positive) € RQITA
(Slide 1 of 3)

Measure Description: The Screen Positive Rate for Social Drivers of Health Measure provides information on the percent
of patients admitted for an inpatient hospital stay who are 18 years or older on the date of admission, were screened for
an HSRN and who screen positive for one or more of the following five health-related social needs (HSRNs): food
insecurity, housing instability, transportation problems, utility difficulties or interpersonal safety.

Measure Rationale: The recognition of health disparities and impact of HRSNs has been heightened in recent years.
Economic and social factors, known as drivers of health, can affect health outcomes and costs and exacerbate health
inequities. This measure is derived from the Centers for Medicare and Medicaid Services Innovation Accountable Health
Communities (AHC) model and has been tested in large populations across states. The intent of this measure is to help
ensure hospitals are considering and addressing social needs in the care they provide to their community.

Improvement Noted As: This measure is not an indication of performance.



Screen Positive Rate for Social Drivers of
Health (SDOH Screening Positive) € RQITA
(Slide 2 of 3)

Measure Population (determines the cases to abstract/submit): The number of patients admitted for an inpatient hospital stay who
are 18 years or older on the date of admission and are screened for each of the five HSRNs (food insecurity, housing instability,
transportation needs, utility difficulties and interpersonal safety) during their hospital inpatient stay.

Exclusions: The following patients would be excluded from the denominator: 1) Patients who opt out of screening; and 2) patients
who are themselves unable to complete the screening during their inpatient stay and have no caregiver able to do so on the patient’s
behalf during their inpatient stay. 3.) Patients who expire during their inpatient stay

Numerator: The number of patients admitted for an inpatient hospital stay who are 18 years or older on the date of admission, who
were screened for all five HSRN, and who screen positive for having a need in one or more of the following five HRSNs (calculated
separately): food insecurity, housing instability, transportation needs, utility difficulties or interpersonal safety.

Denominator: The number of patients admitted for an inpatient hospital stay who are 18 years or older on the date of admission and
are screened for each of the five HSRNs (food insecurity, housing instability, transportation needs, utility difficulties and interperso
safety) during their hospital inpatient stay.



Screen Positive Rate for Social Drivers of
Health (SDOH Screening Positive) € RQITA
(Slide 3 of 3)

Encounter Period: Calendar year (January 1 — December 31)

First MBQIP Encounter Period and Reporting Date: The first MBQIP encounter period (measurement period) is
January 1, 2025, through December 31, 2025. The submission deadline date is May 15, 2026.

Data Source: Chart abstraction.

Calculations: The result of this measure would be calculated as five separate rates. Each rate is derived from the
number of patients admitted for an inpatient hospital stay and who are 18 years or older on the date of admission,
screened for an HRSN, and who screen positive for each of the five HRSNs (food insecurity, housing instability,
transportation needs, utility difficulties or interpersonal safety) divided by the total number of patients 18 years or
older on the date of admission screened for all five HRSNs.

Measure Submission and Reporting Channel: Annual numerator and denominator submission through Hospital
Quality Reporting (HQR) platform via web-based data form.



Resources to Support You

Screen Positive Rate for Social Drivers of Health Measure
Specification

Frequently Asked Questions: SDOH Measures

Listing of Various Screening Tools

Guide to Social Needs Screening

Rural Health Disparities Overview - Rural Health Information Hub

MBQIP 2025 Information Guide

Future of MBQIP Webinar https://www.telligen.com/rgita/future-of-
mbqip-webinar/

How to submit HCHE and SDOH:
https://youtu.be/My9ard pVcE?si=ak0Opliu8bxGsxw

Data Submission Guide For Screening for Social Drivers of Health and

Screen Positive Rate for Social Drivers of Health

< RQITA
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https://qualitynet.cms.gov/inpatient/iqr/measures#tab2
https://qualitynet.cms.gov/inpatient/iqr/measures#tab2
https://qualitynet.cms.gov/inpatient/iqr/measures#tab2
https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/hops19-physician-guide-sdoh.pdf
https://www.ruralhealthinfo.org/topics/rural-health-disparities
https://www.telligen.com/rqita/mbqip-measures/
https://www.telligen.com/rqita/future-of-mbqip-webinar/
https://www.telligen.com/rqita/future-of-mbqip-webinar/
https://youtu.be/My9ard_pVcE?si=ak0Opliu8bxGsxw
https://www.telligen.com/rqita/care-coordination-sdoh/
https://www.telligen.com/rqita/care-coordination-sdoh/

Create a
Committee

* Reducing Readmissions Committee
* Vulnerable Populations Committee

* Multidiscipline Community Health
Needs Collaborative

* Clinical

e Social Work

e Population Health

* Financial

* Leadership/BOD

» Patients/Families/Caregivers
* Community




What is the
Dream for our

Community?

Look around our communities to see
what’s shaping our health. Collaborate
to co-create a shared vision. Leverage
your Community Health Needs
Assessment!

Education

Employment

Housing

H ead Ith an d H €ad lth care Background As defined by federal regulations of the

Al r || Patient Protection and Affordable Care Act (PPACA),
Qua ty signed into law on March 23, 2010, each not-for-

Water profit hospital facility must complete a Community

Health Needs Assessment (CHNA) and
Safety accompanying CHNA implementation strategy once

every three years. The objective of a CHNA is to
identify community health needs with the goal of
improving the health status of a population. It is an
ongoing process undertaken to:

* identify strengths and needs of a community

* enable the community-wide establishment of
health priorities

* facilitate collaborative action planning
directed at improving community health
status and quality of life



Who is involved with
the Community
Health Needs
Assessment
responsibilities at
your hospital?



Steps to Conduct a Community Health
Needs Assessment < RQITA
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Define the community it Assess the health needs In assessing the community’s Document the CHNA in Make the CHNA report
serves. of that community. health needs, solicit input a written report (CHNA widely available to the

received from persons who report) that is adopted public.

represent the broad for the hospital facility

interests of that community, by an authorized body of

including those with special the hospital facility.

knowledge of or expertise in

public health.

Community Health Needs Assessment for Charitable Hospital Organizations - Section 501(r)(3) | Internal Revenue

Service (irs.gov)



https://www.irs.gov/charities-non-profits/community-health-needs-assessment-for-charitable-hospital-organizations-section-501r3
https://www.irs.gov/charities-non-profits/community-health-needs-assessment-for-charitable-hospital-organizations-section-501r3

Direct Alighment — HCHE and CHNA € RQITA
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A hospital facility’s implementation strategy must be a written plan that, for each
significant health need identified, either:

* Describes how the hospital facility plans to address the health need, or

* |dentifies the health need as one the hospital facility does not intend to address and explains why
it does not intend to address the health need.

e Although an implementation strategy must consider all of the significant health needs identified
through a hospital facility’s CHNA, the implementation strategy is not limited to considering only
those health needs and may describe activities to address health needs that the hospital facility
identifies in other ways



ldeas to Bring
Back With You!

Find out who is responsible for the CHNA in your hospital.

Coordinate a meeting to identify ways to collaborate between
the CHNA requirements and the MBQIP reporting requirements
for the measures focused on Health Equity. No need to
duplicate work! :

Review your CHNA. Is there information/data helpful to you? Is
there information/data you can contribute?

Who are the key partners you work with in this space, and are
they part of the CHNA? Should they be?

Bring your CHNA to your quality meeting and discuss how this
aligns/meets the requirements for MBQIP HCHE me caa
Determine which elements of CHNA meets the requirements

Identify how you will get trainings and activities happening a
the local, state and national level on your radar.
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Local and National Data
Resources

Tell Your Story




Using Data to Drive Action < RQITA
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 MBQIP SDOH/SDOH Screen Positive data

* |CD-10 “Z codes” - factors influencing health status and contact with
health services

* Medication adherence data from pharmacies

* Clinical data

* Health literacy data

 Strengths, weaknesses, opportunities, threats (SWOT) analysis
* Surveys

e Community stakeholder interviews

* County health rankings indicators



https://www.countyhealthrankings.org/

Do You Know About 2117

Help starts here

211 connects you to expert, caring help.

Every call is completely confidential.

f Call 211 for help

O  Can'tcall us? Find alocal 211

< RQITA
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Find your state/local 211 %



https://www.211.org/about-us/your-local-211

National Resources to Address Social ’RQITA‘
Drivers of Health Positive Screenings

* FindHelp.org - Provides information on local services, including transportation, by zip code.
https://www.findhelp.org/

« Community Action Agencies Across America - State-by-state network of community agencies that serve
low-income and poor. Services may include help with emergency assistance, food and nutrition, adult basic
education and employment, housing, money management, and transportation.
https://communityactionpartnership.com/?option=com spreadsheets&view=search&spreadsheet=cap&lt
emid=188

* Eldercare and Area Agencies on Aging (AAAs) - AAAs help adults with disabilities and older adults and
their caregivers find support and local services, including local programs and agencies that provide
transportation services. 1-800-677-1116 | Monday — Friday, 9:00 AM to 8:00 PM
https://eldercare.acl.gov/Public/Index.aspx



https://www.telligen.com/wp-content/uploads/2024/08/National-Assistance-to-Address-SDOH_508.pdf
https://www.telligen.com/wp-content/uploads/2024/08/National-Assistance-to-Address-SDOH_508.pdf
https://www.findhelp.org/
https://communityactionpartnership.com/?option=com_spreadsheets&view=search&spreadsheet=cap&Itemid=188
https://communityactionpartnership.com/?option=com_spreadsheets&view=search&spreadsheet=cap&Itemid=188
https://eldercare.acl.gov/Public/Index.aspx

o
2
1.
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Thank Youl

N

This project is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Hum ﬁgwl :
totaling $640,000 with 0% percentage financed with non-governmental sources. The contents are those of the author(s) an@o
views of, nor an endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov.
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mailto:rqita@telligen.com

Let’s Hear From You!

Questions?
Other Ideas?

Lessons Learned?

Needs?
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