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Featured Speaker

Rosa joined Alliant in December 2021 to lead the
company'’s first health equity strategic portfolio
and embed health equity in the core of Alliant’s
work. Rosa has 10 years experience in public
health advisory for premier agencies, including
the Centers for Disease Conftrol and Prevention
(CDC), the National Institutes of Health (NIH) and
the Food and Drug Administration (FDA). She
holds a master of public health in health policy
and management from Emory University.

Rosa Abraha, MPH
Health Equity Lead

Alliant Health Solutions
Rosa.Abraha@allianthealth.org
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A > Health equity

Health equity

Health equity means the attainment of the highest level of health for all people, where everyone has a fair and just opportunity to attain their
optimal health regardless of race, ethnicity, disability, sexual orientation, gender identity, socioeconomic status, geography, preferred language, or
other factors that affect access to care and health outcomes. CMS is working to advance health equity by designing, implementing, and
operationalizing policies and programs that support health for all the people served by our programs, eliminating avoidable differences in health
outcomes experienced by people who are disadvantaged or underserved, and providing the care and support that our enrollees need to thrive.

Source: https://www.cms.gov/files/document/health-equity-fact-sheet.pdf ‘


https://www.cms.gov/files/document/health-equity-fact-sheet.pdf
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Hospitals: New SDOH Quality Measure: Starts 2023

CMS's new SDOH quality measures was published in the 2023 Medicare Hospital Inpatient Prospective Payment System rule, released Aug.
1. Hospitals will be required to report what portion of their population is screened for various SDOH and how many screen positive in each
category.

Hospitals will capture screening and identification of patient-level, health-related social needs—such as food insecurity, housing instability,
transportation needs, utility difficulties, and interpersonal safety. By screening for and identifying such unmet needs, hospitals will be in a

better position to serve patients holistically by addressing and monitoring what are often key contributors to poor physical and mental
health outcomes.

Finalized Start of Data Collection

Hospital Commitment to Health Equity Calendar Year (CY) 23 Reporting Period
Screening for Social Drivers of Health Voluntary CY 23 Reporting; Mandatory CY 24 Reporting
Screen Positive Rate for Social Drivers of Health  Voluntary CY 23 Reporting; Mandatory CY 24 Reporting
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https://remingtonreport.com/intelligence-resources/remington-report/7-things-changing-in-healthcare-2023-you-should-know-about/
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The Joint Commission’s new accreditation requirements for providers

include:

» designating a leader or leaders to direct activities to reduce healthcare Ap p||e S '|'O OI’gCI N iZO ‘|'|O ns in |'|'S
disparities within an organization. am b U | 'e Tory care be N qa ViOI’CI |

« assessing patients’ health-related social needs and providing N edqd Ith care an d N uman se rvic es,
information about community resources and support services. Cl’iﬂ cq | access h o1 pl.l. q | an d

« identifying healthcare disparities in the patient population by hos p|'|'(] | accred |'|'C| '|'|O N pro g rams

stratifying quality and safety data using socio-demographic

characteristics.

« developing a written action plan that describes how the organization

Link to Full R3 Report

will address at least one of the healthcare disparities identified in its

patient population.

o taking action when the goals in its plan to reduce health disparities are

not achieved or sustained. ‘


https://www.jointcommission.org/-/media/tjc/documents/standards/r3-reports/r3_disparities_july2022-6-20-2022.pdf
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Health Equity Elevated to National Patient Safety Goal

JV . The Joint Commission ‘ Our Websites v ‘ Search this site.

Effective July 1, 2023, Standard LD.04.03.08, which addresses health care disparities as a quality and
safety priority, will be elevated to a new National Patient Safety Goal (NPSG), Goal 16: Improve health
care equity, and moved to NPSG.16.01.01. As with the original requirement, NPSG.16.01.01 will apply
to the following Joint Commission-accredited organizations:

¢ All critical access hospitals and hospitals

e Ambulatory health care organizations providing primary care within the “Medical Centers”
service in the ambulatory health care program

¢ Behavioral health care and human services organizations providing “Addictions Services,” “Eating

El
»n

Disorders Treatment,” “Intellectual Disabilities/Developmental Delays,” “Mental Health Services,’
and “Primary Physical Health Care” services.

The new NPSG increases the focus on improving health care equity as a quality and safety priority, but
the requirements for accredited organizations are not changing. While the original language of the
requirements was revised to focus on improving health care equity rather than reducing health care
disparities, the intent behind the standard and associated elements of performance remains the same.

Source: Link ‘


https://www.jointcommission.org/standards/prepublication-standards/health-care-equity-standard-elevated-to-national-patient-safety-goal/
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So far, we've received‘l 3 total responses for

the needs assessment.
Of A0
=]

All data is helpful as we plan SMC‘EQ -
activities fo meet your needs. ° E

Visit https://bit.ly/healthequityassessment2023

If you haven'’t yet completed the
survey, please do so.

*The following slides represent data from 13 respondents.



https://bit.ly/healthequityassessment2023
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Survey Results: Demographic Information

« Survey participants represented hospitals with daily census of at least
10 patients (10-15 pts = 46%, 15-20 pts = 38%, 20+ pts = 15%).

« Only 3 outof 13 survey participants have a current staff member
assigned to work on health equity at their hospital.

8 survey participants have a social worker on staff at their hospital.
Of those, 7 are full-time employees.



"
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Demographic Information

RACE/ETHNICITY OF HOSPITAL PATIENTS

10
9
3
3
1 1
0
= White = Black or African American
= Hispanic or Latino Asian or Asian American
= American Indian or Alaska Native = Natfive Hawaiian or other Pacific Islander
= Other
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Health Equity Information

Social Need:s Issues faced by patients (most common to least common)

Affordability of Health Literacy Transportation Food Insecurity Homelessness
Medication

Other issues mentioned include social/family support, lack of financial resources, and mental health assistance

Current community partnerships with hospitals (most common to least common)

Language Faith-based Pharmacy Van/Transportation National Hospital

Line/Interpretation Organizations service Organizations Meds to

Service Bed
Program

No survey participants mentioned Food Bank/Food Pantry. Other partnerships include school-based programs
and Family Connections, Inc.
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Health Equity Information

- Survey participants reported...

— Majority of their patients are enrolled in
Medicare, followed by Medicare
Advantage and Medicaid.

— EMR and Regisfration are used the most to
collect data on race, ethnicity, language
or social needs, followed by Admissions.

— Their hospitals need the most help with
Behavioral/Mental Health followed by
Readmissions and Falls.
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Health Equity Information

Training and resources participants would like to receive
to address health equity needs include:

Befter
understanding of Strategies to
state/federal reach groups

assistance facing inequities

programs

How to more
effectively track
data and ufilize z

codes for billing
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Step 1: Complete the Hospital Health Equity Pledge

A shift in perspective is that health equity is everyone’s job. It must be @
sfrafegic priorify of The organizafion with Ifs own mission and vision statement
that ties back to the hospitals’ mission and vision.

 Hospital leadership and staff can CLICK HERE or visit
hitps://www.surveymonkey.com/r/HealthEquityPledge to commit to this Health Equity Project

« ldentify a departiment leader/health equity champion to lead this effort within the link
— Usually sits in population health OR quality and patient safety
— Henry Ford Health System for Gold Standard

«  Cross-functional health equity teams depend on the size and staffing within your hospital, but
may include any of the following staff: quality lead, physicians, nurses, social workers, data
analysts, language inferpreters, registration office s’erf physical therapy, home health, social
services, dialysis center etc.


https://www.surveymonkey.com/r/HealthEquityPledge
https://www.surveymonkey.com/r/HealthEquityPledge
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Social Determinants of Health Data: Survey Results on the
Collection, Infegration, and Use

« American Health Information Management Association (AHIMA) *NORC & AHIMA
released a study that examines the operational realities of how
SDOH data is collected, coded, and used in real-world

healthcare scenarios FINAL REPORT
« Surveyed 2,600 AHIMA members and non-members from a pool Social Determinants of
of 41,000 potential respondents in the early fall of 2022 Health Data:

Survey Results on the
Collection, Integration,

« Key findings from the survey include: and Use

1. Lack of standardization and integration of the data into an
individual’s medical record

2. Insufficient training and education on how to capfture, R ooty
collect, code, and use SDOH data

3. Limited use of SDOH data to communicate between
healthcare providers and community-based referral pice: Mips//ahime.ora/media/bdbonyb/anima sdon

organizations ‘



https://ahima.org/media/03dbonub/ahima_sdoh-data-report.pdf
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Joint Statement on Digital Health Data
Exchange of Social Determinants of Health

Assessments Collective urge the Office
of the National Coordinator
Monday, February 20 2023 (ONC) to recommend FHIR

US Core Observation
Screening Assessment
Profile for inclusion in the
Standards Version
Advancement Process.

Collecting and exchanging data on social determinants of health (SDOH) connects

individuals, health care organizations and community-based organizations committed
to achieving health equity. The National Committee for Quality Assurance, The Joint
Commission and the National Quality Forum joined the Sync for Social Needs coalition
with the aim of integrating digital SDOH data for standardized exchange across health
records using a Fast Healthcare Interoperability Resources (FHIR®)-based approach.
As leading quality organizations, we believe effective use of person-reported data to

meet social needs is a health care quality priority, and that FHIR enables interoperable
use of this information.


https://build.fhir.org/ig/HL7/US-Core/StructureDefinition-us-core-observation-screening-assessment.html#root
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Step 2A: If you are not already so, begin tracking
SDOH within your hospitals starfing this month.

1.10 - Social barriers *

Check All that Apply

[] Homelss

[ ] Home is unsafe

[] Unable to return to previous living situation This is the exqmp|e from quﬁsf Medical

[] Caregivers unable to meet the patients needs Center South who tracked the following social
] gt%sep;:cted neglect/abuse/financial exploitation by self or barriers queSﬁOﬂS in ’rheir qdmissions cmd

[ | Patient unable/unwilling to follow the treatment plan reqdmissions inque process over 4 monfhs.

[ ] Noinsurance

[ ] Inadequate insurance coverage
[ | Language barrier

[ | Lack of transportation

[] NA
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Tool #1 to Track SDOH Data in Hospitals

The Health-Related Social Needs (HRSN)
Screening Tool is a standard screening
tool developed by the CMMI to
determine if systematically screening for
health-related social needs has an
effect on total healthcare costs and
health outcomes.

The HRSN screening tool includes 10
itfems categorized into five (5) domains:
housing instability, food insecurity,
transportation problems, utility help
needs, and interpersonal safety.

AHC HRSN Screening Tool Core Questions

If someone chooses the underlined answers, they might have an unmet health-related social
need.

Living Situation
1. What is your living situation today??
O | have a steady place to live

O |have a place to live today. but | am worried about losing it in the future
O |do not have a steady place to live (| am temporarily staying with others. in a hotel. in a

shelter, living outside on the street, on a beach, in a car, abandoned building. bus or

train station. or in a park)

2. Think about the place you live. Do you have problems with any of the following?*
CHOOSE ALL THAT APPLY

O Pests such as bugs, ants. or mice
O Mold

Lead paint or pipes

Lack of heat

Oven or stove not working

Smoke detectors missing or not working
Water leaks

Mone of the above

oooooo

Food

Some people have made the following statements about their food situation. Please
answer whether the statements were OFTEN, SOMETIMES, or NEVER true for you and
your household in the last 12 months. *

3. Within the past 12 months, you worried that your food would run out before you got
money to buy more.
O Often true
O Sometimes true
O Never true



https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
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Tool #2 to Track SDOH Data in Hospitals
<& PRAPARE

e PRAPARE Implementation and Action 4 i prboeog gl
Toolkit compiles resources, best PRAPAREG: Responds ing Patient Assets.
practices, and lessons learned from e —

heOH-h Cen-l-ers focused On hOW -I-O Yes No Ichoctsenottoanswerth‘\s Yes No Ichoesenottoanswerthis
implement a SDOH data collection “ ”

2. Which race(s) are you? Check all that apply 9. What address do you live at?

PP M Street:
I n I-I-I O -I- IV e . Asian MNative Hawaiian City, State, Zip code:
Pacific Islander Black/African American
White American Indian/Alaskan Native| | Money & Resources
Other (please write): 10. What is the highest level of school that you
| choose not to answer this question have finished?
1 1 1 3. Atany point in the past 2 years, has season or Less than high High school diploma or
® The TOOIkIT |S Gccom pG nled by migrant farm work been your or your family’s school degree GED
main source of income? More than high | choose not to answer
an assessment fool. The tool was | L Lchoo
Yes No | choose not to answer this
d eve | O p e d b G Se d O n G review Of question 11. What is your current work situation?
o o . f f 4. Have you been discharged from the armed forces of Unemployed Part-time or Full-time
T S D O H Th 'I- 'I' 'I' the United States? temporary work work
eXIS I n g G C O n S | S S O G s e O o ° Otherwise unemployed but not seeking work (ex:
M Yes No | choose not to answer this student, retired, disabled, unpaid primary care giver)
national core measures to help
| choose not to answer this question

12. What is your main insurance?

S‘I’Gﬂdgrdize dG‘I‘G CO”eC‘I‘ion. 5. What language are you most comfortable speaking?


https://prapare.org/knowledge-center/prapare-implementation-and-action-toolkit/https-prapare-org-wp-content-uploads-2021-10-full-toolkit_june-2022_final-pdf/
https://prapare.org/wp-content/uploads/2021/10/PRAPARE-English.pdf
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Tool #3 to Track SDOH Data in Hospitals

s Acedlimoeglns

Upstream Risks Screening Tool & Guide

° The H ed |'I'h BGQIDS SCree n| ng “Everyone deserves the opportunity to have a safe, healthy place to live, work, eat, sleep, learn and play. Problems or stress
B in these areas can affect health. We ask our patients about these issues because we may be able to help.”
tool was developed to

. . Domain* Minimum Question Response Suggested Referral Plan
spark discussions among e Scoring Complete?
. Education First visit 1a. What is the highest level of school you Elementary School +1 for
h ed H'h cqare prOV| d ers d bo U'I' have completed? Check one. High School “Elementary
. . College School *
incorporating SDOH data to Graduate / Professional
i i 1b. What is the highest degree you High school diploma +1 for
beTTer Inform pOTlenT Core earned? Check one. GED “High School
Vocational certificate Diploma, GED,
(post high school or or Vocational
GED) Certificate)
. . Associate's degree
- The tool consists of questions (unior college)
. Bachelor’'s degree
on topics such as Master's degree
. octorate
e d Uucd '|'| on , em p | Oym e n'l', Education First visit & | 1c. Are you concerned about your child’s YES +1 for YES
R | ‘I‘ . . ‘I‘ annually learning, performance, or behavior in NO
school? Not applicable
SOC ! G SU p por ! Immi g rO IO n ! Employment | First visit & | 2. Choose one of the following. Homemaker, not working | +1 for:
O n d VI Ole n C e biannually | Which best describes your current outside the home “Employed, but
* occupation? Employed (or self- on leave for
employed) full time health
Employed (or self- reasons”;
employed) part time “Unemployed”;
Emploved, but on leave | OR



https://www.aamc.org/system/files/c/2/442878-chahandout1.pdf

Tool #4 to Track SDOH Data in Hospitals

The American Academy of Family
Physicians (AAFP) released a Social
Needs Screening tool screens for
five core health-related social
needs.

These include housing, food,
transportation, utilities, and personal
safety, using validated screening
questions, as well as the additional
needs of employment, education,
child care, and financial strain.

{AAFP

AMERICAN ACADEMY OF FAMILY PHYSICIANS
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Social Needs
Screening Tool

HOUSING

1. Are you worried or concerned that in the next two months
you may not have stable housing that you own, rent, or stay in
as a part of a household?
O Yes
O No

2. Think about the place you live. Do you have problems with
any of the following? (check all that apply)?

Bug infestation

Mold

Lead paint or pipes

Inadequate heat
Oven or stove not working

No or not working smoke detectors

Water leaks
None of the above

Ooooooono

FOOD

3. Within the past 12 months, you worried that your food would
run out before you got money to buy more.®
[ Often true
O Sometimes true

[ Never true

CHILD CARE

7. Do problems getting child care make it difficult for you to
work or study?®

O Yes
O No

EMPLOYMENT

8. Do you have a job?®
] Yes
O No

EDUCATION

9. Do you have a high school degree?®
O Yes
0 No

FINANCES

10. How often does this describe you? | don't have enough
maney to pay my bills:”

Never

Rarely

Sometimes

Often

Oooooao

Always


https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/hops19-physician-form-sdoh.pdf

((
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Step 2B: If your hospital is already fracking SDOH, please
porovide at least 3 months of data on top 1-2 social needs frends

Analyze health inequity trends over a monthly and/or
quarterly period to get a picture of the most pressing
SDOH issue

Ex. All patients 65+ who were readmitted to the ED this

month broken out by: Email your frends report by
« [ip code

Race/ethnicity Friday, March 10, 2023 to:
Gender rosa.abraha@allianthealth.org
Language Preference

Insurance type (i.e. HMO)

Social barrier (i.e. food insecurity, fransportation,
housing etc.)

Diagnosis (i.e. heart failure, COPD)

-


mailto:rosa.abraha@allianthealth.org
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Success Story: Baptist Medical Center South
Barriers to Discharge Monthly Readmission Rate
35% 20.0%
30%
25% 15.0% 12.6%
20:/; — 11.3% 11.3% 10.7% 11.5% 10%
15% 10.0%
10%
5% 0.3%
0% A = 5.0%
Homeless Transportation Lack of Insurance Unwilling to Unable to Return
Follow Treatment  to Previous Living
0.0%
W July ®August September ® 1st Qtr FY Avg April May June July August September
Top barriers identified were homelessness and Focused on addressing those fwo barriers and
unwillingness to follow freatment (compliance) decreased 30-day reTGd]r(r)\;smons rate from 12.6%
@) (e}

Pro-Tip: Focus on addressing 1-2 social needs at a time and identify community
partners to provide resources for those areas. ‘
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AHA Guidance on Z-Codes (Updated January 2022)

[;-]/’:l American Hospital

Association™

Advancing Health in America

Table 1

|ICD-10-CM Code Categories

ICD-10-CM Code Category Problems/Risk Factors Included in Category

Z55 — Problems related to
education and literacy

Z56 — Problems related to
employment and unemployment

llliteracy, schooling unavailable, underachievement in a school, less than a high school
diploma, no general equivalence degree (GED), educational maladjustment, and discord with
teachers and classmates.

Unemployment, change of job, threat of job loss, stressful work schedule, discord with boss
and workmates, uncongenial work environment, sexual harassment on the job, and military
deployment status.

Z57 — Occupational exposure to
risk factors

Z58 — Problems related to
physical environment

Occupational exposure to noise, radiation, dust, environmental tobacco smoke, toxic agents
in agriculture, toxic agents in other industries, extreme temperature, and vibration.

Inadequate drinking-water supply, and lack of safe drinking water.

Z59 - Problems related
to housing and economic
circumstances

Source: https://www.aha.org/system/files/2018-04/value-initiative-icd-10-code-social-determinants-of-health.pdf

Sheltered homelessness, unsheltered homelessness, residing in street, inadequate housing,
housing instability, discord with neighbors, lodgers and landlord, problems related to living

in residential institutions, inadequate food, lack of adequate food, food insecurity, extreme
poverty, low income, and insufficient social insurance and welfare support.

Don’t forget to bill to the following Z-
codes when conducting this work.
Categories Z55-165 ("1 codes”)
identify nonmedical factors that
may influence a patient’s health
status.

IHA/Trinity Health developed a self-
report screening tool in English,
Spanish and Arabic that is
integrated with the electronic
health record, enabling the health
system to track responses, refer
patients fo community resources
and follow up after their visit (case
study linked).



https://www.aha.org/system/files/2018-04/value-initiative-icd-10-code-social-determinants-of-health.pdf
https://www.aha.org/case-studies/2019-08-05-value-initiative-members-action-integrated-healthcare-associates-trinity
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Project Timeline and To-Do List

February 2023 | O If you have not done so already, please complete health equity needs survey -
hitps://bit.ly/healthequityassessment2023

O Complete hospital leadership health equity pledge by 3/15/2023 -
hitps://www.surveymonkey.com/r/HealthEquityPledge)

March 2023 O Review this PowerPoint (slides 16-20) and begin integrating and tracking SDOH questions
within your EHR, excel or via paper-based tracking. This tracking will continue thru August.

O For those already tracking SDOH data, email rosa.abraha@allianthealth.org trend data for
at least 3 months and use that data to identify 1-2 priority social needs

Q Attend monthly meeting on Tuesday, March 28 from 10 -11a.m. EST

April 2023 a Continue monthly tfracking on SDOH questions in admissions/intake process
O Develop and finalize health equity action plan based on identified 1-2 priority social needs
Q

Attend monthly meeting on Tuesday, April 25 from 10-11 a.m. EST



https://bit.ly/healthequityassessment2023
https://www.surveymonkey.com/r/HealthEquityPledge
mailto:rosa.abraha@allianthealth.org

HEALTH SOLUTIONS

EALLIANT | ©SOR

Project Timeline and To-Do List

May/June 2023 Continue monthly fracking on SDOH questions in admissions/intake process

Develop existing and innovative clinical community partnerships to aid in addressing
priority areas

Embed referral of community resources into patient care planning and discharge
planning

Attend monthly meetings on Tuesday, May 23 and Tuesday, June 27 from 10 -11a.m. EST

o 0O 0o

July/August 2023 Continue monthly fracking on SDOH questions in admissions/intake process

Continue tracking and reporting progress on health equity data sources and progress on
action steps

Continue to share tools and resources to address disparities

Complete and submit survey for final report

Attend monthly meetings

o000 OO0
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Upcoming Events

The Centers for Medicare & Medicaid Services (CMS) is pleased to invite
the public fo attend the upcoming webinar: “From Data to Action: How
CMS and its Stakeholders Are Addressing Inequities in Healthcare.” Join
us for a discussion of the CMS Health Equity Framework and how key
stakeholders are leveraging changes in data science and quality
measurement to drive progress toward more equitable care for all.

Tuesday, February 28, 2023 from 3 — 4 p.m. (ET) (Register here)
Wednesday, March 8, 2023 from 12 -1 p.m. (ET) (Register here)



https://lnks.gd/l/eyJhbGciOiJIUzI1NiJ9.eyJidWxsZXRpbl9saW5rX2lkIjoxMDAsInVyaSI6ImJwMjpjbGljayIsImJ1bGxldGluX2lkIjoiMjAyMzAxMzEuNzA3NjA0NDEiLCJ1cmwiOiJodHRwczovL3d3dy56b29tZ292LmNvbS93ZWJpbmFyL3JlZ2lzdGVyL1dOX3RvcGJWaHhiVFJxdFpoMzh3S0Z4c2cifQ.QfWkFo3twqfS-Vt3KVsgVmN_ArA41rMwOqIHhZQigK4/s/77006433/br/153737222243-l
https://lnks.gd/l/eyJhbGciOiJIUzI1NiJ9.eyJidWxsZXRpbl9saW5rX2lkIjoxMDEsInVyaSI6ImJwMjpjbGljayIsImJ1bGxldGluX2lkIjoiMjAyMzAxMzEuNzA3NjA0NDEiLCJ1cmwiOiJodHRwczovL3d3dy56b29tZ292LmNvbS93ZWJpbmFyL3JlZ2lzdGVyL1dOX3ljanhyOUdNUmdlVWxrdzdXdllzQXcifQ.t4m5QeG_LCyv6MjAqGJmqtJt2PznbFApC_fWiAiLojg/s/77006433/br/153737222243-l

Alliant Health Solutions

Alliant Health Equity Resources

Alliant and AHA Joint Presentation on Health

Equity in Hospitals

Alliant Presentation on SDOH Medical Coding
Alliant Health Literacy 101 Bite Sized Learning

Video

PFCC Partners

https://www.youtube.com/watchev=W2DuHo8YL
60 June 24, 2022, Community of Practice
Workshop on Utilizing the Social Vulnerability Index
to Identify Community Needs

SDOH Public Data Sources
ATSDR/CDC Social Vulnerability Index
Environmental Protection Agency (Transportation)

Health Literacy Data Map

USDA (Food Insecurity)

County Health Rankings (Severe Housing Problem:s)
Health Leads Social Health Data Toolkit

Health Equity
Tools and
Resources

-
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Centers for Medicare and Medicaid
Services

CMS Health Equity Framework

CMS Health Equity Fact Sheet

Achieving Health Equity Training Course

The Joint Commission
Hedalth Care Equity Standard

Hedalth Care Equity Accreditation Standards and Resource
Center

R3 Report Issue 38: National Patient Safety Goal to Improve
Hedalth Care Equity

AHA Health Equity Topics

Equity of Care: A Toolkit for Eliminating Health Care
Disparities

The Health Equity Roadmap

Alliant Health Equity and Health Literacy BSL video toolkit launching March ‘23!



https://quality.allianthealth.org/topic/health-equity/
https://quality.allianthealth.org/wp-content/uploads/2022/04/4.14.22-HQIC-Community-of-Practice-Call-slide-presentation_508_4.15.22.pdf
https://quality.allianthealth.org/media_library/hqic-cop-addressing-social-determinates-of-health-to-improve-patient-outcomes-coding-optimization-july-14-2022/
https://youtu.be/QClPKsH1MAM
https://www.youtube.com/watch?v=W2DuHo8YL6o
https://www.atsdr.cdc.gov/placeandhealth/svi/index.html
https://www.epa.gov/smartgrowth/smart-location-mapping
http://healthliteracymap.unc.edu/
https://www.feedingamerica.org/research/map-the-meal-gap/how-we-got-the-map-data
https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources/county-health-rankings-model/health-factors/physical-environment/housing-transit/severe-housing-problems
https://healthleadsusa.org/resources/social-health-data-toolkit/
https://www.cms.gov/go.cms.gov/framework
https://www.cms.gov/files/document/health-equity-fact-sheet.pdf
https://r20.rs6.net/tn.jsp?f=001_8JnN6ZrtCoC7MK-QisIOF5AccE1BeP9JjSXK64eXLA8-jeuS_KF4OC_UllhCXy5AWAO8OVe5H4cBzD3valZ_psz5Bvam3OtjZAkdGkHgnrzr5Eki-HCMhrq-yn96UVeVefCnaomOXCNrpA2w9eJAQE11qno1LNapTt_zP3f9dfMZEw831Sa1LFFNmwzalHZiPdJYgT6wxojFJbTPtYrO8f3QiDmwnfpmrBk81pegBzF3Tu0PzHYDiJjm_awH52b&c=PJL1Z3nAxYdYJCjugR0hGsf2mQ9KS1rEOvSnSqXoTq0kH5-PTm40eA==&ch=eA1Xtd4LAPg4O6jQYCvXT4CeZtFVz--SlYz8S577YKZgCBnTNd-b7w==
https://www.aha.org/topics/health-equity
https://www.aha.org/ahahret-guides/2015-01-29-equity-care-toolkit-eliminating-health-care-disparities
https://equity.aha.org/
https://www.jointcommission.org/our-priorities/health-care-equity/
https://www.jointcommission.org/our-priorities/health-care-equity/accreditation-standards-and-resource-center/
https://www.jointcommission.org/standards/r3-report/r3-report-issue-38-national-patient-safety-goal-to-improve-health-care-equity/#.Y_PTznbMJPa

Questions?
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