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Presenter Notes
Presentation Notes
Shaterra Smith: Hello everyone! My name is Shaterra Smith, and I am very excited to be with you all today for the September Community of Practice Call! 
​
A few reminders and housekeeping items before we get started:​
 Please be sure to participate as we go along and submit your questions and comments via Chat or Raise Hand feature. We will also be taking verbal questions during the Open Discussion.​
 The slides and recording from today’s event will be shared with the attendees within a week.​



Agenda

3

• Introduction
• Today’s topic: Advances in Health Equity
• Presenters:
 Erica Sanchez, Quality/Infection Control RN, Lompoc Valley Medical 

Center
 Joshua Hazelton, Senior Quality Improvement Specialist, Health Services 

Advisory Group (HSAG)

• Open discussion
• Closing remarks

Presenter Notes
Presentation Notes
Shaterra: Let’s start by reviewing today’s agenda:
Our topic for today is Advances in Health Equity. We will hear from Erica Sanchez, Quality/Infection Control RN from Lompoc Valley Medical Center, and Joshua Hazelton, Senior Quality Improvement Specialist from Health Services Advisory Group.

Following their presentations, there will be an open discussion. During closing remarks, we will request the completion of our post-event assessment. 




As You Listen, Ponder…

• What impactful actions can you take as a result of the 
information shared today?

• How are you able to increase engagement within your 
facilities to ensure a true change in patient safety?

• Based on what you heard today, what activities do you 
currently have underway that can leverage immediate action 
over the next 30, 60 or 90 days?
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Meet Your Speakers

Erica Sanchez, RN, BSN
Quality/Infection Control RN
Lompoc Valley Medical Center

Joshua Hazelton, MPH, CPH, CSSGB
Senior Quality Improvement 
Specialist
Health Services Advisory Group
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Presenter Notes
Presentation Notes
Shaterra: It is now my pleasure to introduce our speakers for today.

Our first speaker will be Erica Sanchez. Ms. Sanchez serves as the Quality Improvement RN, Health Equity Committee Chair, and Culture of Safety Lead at Lompoc Valley Medical Center in central California. Erica has a background in home health, long term acute care intensive care, telemetry and step-down, quality improvement, sepsis coordination, and infection prevention. Ms. Sanchez is currently attending Grand Canyon University where she is pursuing a Master of Science in nursing.

Following Erica’s presentation, we will hear from Joshua Hazelton. Mr. Hazelton serves as a Senior Quality Improvement Specialist for HSAG working on the Hospital Quality Improvement Contract (HQIC) and supports hospitals in South Carolina, North Dakota, Florida, and Texas, in addition to leading the health equity work for the HQIC. Joshua has been with HSAG for over 5 years and has a background in population health and epidemiology. Mr. Hazelton achieved his MPH in Epidemiology and Global Communicable Diseases from the University of South Florida and holds certifications in LEAN Six Sigma and Public Health.

I would now like to turn the call over to Erica Sanchez, please go ahead.




Healthcare Commitment to Health Equity 

Erica Sanchez, RN, BSN
Quality/Infection Control RN
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Presenter Notes
Presentation Notes
Our facility is a 60-bed community hospital located in Santa Barbara County California. 

In 2023, I was tasked with leading our health equity project to meet the CMS structural measure. Initially, I felt overwhelmed and uncertain about where to start. However, with the support of the Health Advisory Group (HSAG), particularly through their Health Equity Quickinar series, we gained a clearer understanding of the measure and the critical importance of developing a comprehensive program integrated across the entire hospital. This presentation will provide an overview of our health equity journey and the progress we've made.



HCHE Domain 1 & 5 

Domain 1 : 

Identification of Priority Populations: The plan should identify 
populations experiencing health disparities.

Equity Goals and Action Steps: The plan must outline specific 
healthcare equity goals, and the steps needed to achieve them.

Dedicated Resources: The plan should specify the resources 
allocated to reach the equity goals.

Stakeholder Engagement: The plan must describe how the 
hospital will engage key stakeholders, including community-
based organizations.

Domain 5: 

Hospital senior leadership, which includes the chief executives, 
board of trustees, Chief Medical Officer, and senior medical 
staff, reviews our strategic plan for achieving health equity 
annually. Additionally, they examine key performance indicators 
broken down by demographic and social factors each year.

HCHE = Hospital Commitment to Health Equity 7

Presenter Notes
Presentation Notes
We decided to divide the project into three phases. In the first phase, we tackled Domain 1 and Domain 5 simultaneously with a coordinated strategy. Our strategic plan and health equity project are consistently reviewed during our Quality Assurance Process Improvement Leadership Meetings. The Chief Quality Officer provides regular updates to the executive team, and the project's progress is highlighted in the annual Quality report presented to the board of directors. As the project advances, we will continue to update the board and executive team with data, trends, and action plans.



Health Equity Timeline: Phase 1 

June-
December 

2023

• Research regulations, studies, and 
evidence-based practice

• Review and amend facility’s strategic 
plan to meet Domain I HCHE 
structural measure requirements

• Develop timeline
• Establish Health Equity Committee

Jan-March 
2024

• Review current 
workflows and data 

• Collaborate with 
registration to fine tune 
data collection 
processes for REaL data 
and gender data 
questions

April-June 
2024

• Collaborate with nursing to 
establish social determinants 
of health (SDOH) screening 
questions and workflow 

REaL = race, ethnicity, and language 8

Presenter Notes
Presentation Notes
The committee broke down each domain, took a step-by-step approach to meeting each requirement, and created a timeline for the project. 

We knew that some of the data elements were already being collected and some training was already being given. We spent time reviewing our electronic health record (EHR) and training content.  Another important step we took was talking with staff, unit directors, and managers, to understand current processes. We also developed a report to capture all race, ethnicity, and language (REaL) data on our adult inpatient population. 




Health Equity Committee

Committee Chair: 
Quality RN

Quality Incentive 
Program 

Coordinator

Director of 
Perioperative 

Services

Lead Case 
Manager

Director of 
Revenue Cycle

Clinical 
Informatics Patient Navigator 2 Quality RNs 

Executive Leader: 
Chief of Quality
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Presenter Notes
Presentation Notes
We introduced the structural measure at our internal Quality Assurance Process Improvement Leadership meeting and invited interested participants to join the project. Several volunteers came forward, leading to the formation of our Health Equity Committee. As the project progressed, we expanded the committee to include members whose roles aligned with the project's goals, including those from clinical informatics. This early inclusion ensured they were well-versed in both the health equity program's objectives and the necessary data elements for the structural measure. Our ultimate goal was to develop a dynamic and adaptable program that could evolve based on our experiences, data insights, and feedback from community partners.



HCHE Strategic 
Priority

Identify priority populations 
who currently experience 
health disparities by 
screening social determinants 
of health, collecting race, 
ethnicity, and language data, 
and other elements to be 
determined.  

Goals:
• Health Equity Committee members will identify the current 

state of race, ethnicity, language, and social determinants 
of health data & collection and identify opportunities.

• The Health Equity Committee will identify key resources to 
develop and implement needed actions.

• Allocation of resources: commitment of staff time, key 
stakeholders' involvement, training & education.

• Identify and collaborate with community-based resources 
that could potentially positively impact at-risk 
populations.
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Presenter Notes
Presentation Notes
The first step we took was to review and amend the current strategic plan to incorporate the required data elements from HCHE Domain 1. 



HCHE Domain 2 & SDOH 

• Domain 2: Our hospital collects a wide range of 
demographic and social determinant of health data 
from most patients and ensures staff are trained in 
culturally sensitive data collection methods. This 
information is recorded in a structured and 
interoperable format using certified EHR 
technology.

• SDOH: The Screening for Social Drivers of Health 
Measure evaluates whether hospitals screen all 
patients aged 18 or older at admission for food 
insecurity, housing instability, transportation 
needs, utility difficulties, and interpersonal safety. 
Hospitals must report both the number of these 
patients screened and the total number of patients 
aged 18 or older admitted.
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Presenter Notes
Presentation Notes
This slide provides a brief overview of Domain 2 and Social Determinants of Health (SDOH). We addressed Domain 2 and SDOH simultaneously due to their close interrelationship and the shared need for comprehensive data collection. a brief summary of domain 2 and SDOH. We tackled domain 2 and SDOH together because they closely relate to each other and both require data collection.



Review of Current Process: 
Opportunities Identified

Confusion regarding data 
collection of demographic 
data for federally incarcerated 
population 
Incomplete SDOH screening
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Presenter Notes
Presentation Notes
The data review identified two opportunities. 

First, we learned that we were not collecting demographic data on inmates. After speaking with the unit director and staff there was an unwritten rule that this information was not allowed to be collected. We reviewed California and federal laws and learned that this information is not prohibited, and we should be collecting the information. We shared this information with the unit director, educated staff, and began collecting the data. 

Second, we learned that although we touched on some of the screening topics for Social Determinants of Health (SDOH), our current processes did not meet the intent of the measure. 




LVMC Current Process SDOH Screening: 
Food Insecurity 

Centricity Current Admission Note 

Recommendations: 
• Add food insecurity question to nursing 

admission note, centricity current 
admission note, case management initial 
note, and preoperative nursing note.

• Add as a required field.
• Consider adding a script before the 

question to support staff.
• Positive response, and automatic referral 

to Case Management.
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Presenter Notes
Presentation Notes

To secure buy-in and enhance understanding of the Social Determinants of Health (SDOH) requirements, I developed a presentation structured as follows:
Introduction of the Measure: I started with a slide outlining the specific question posed by the measure.
Examples of Screening Questions: I then provided examples of screening questions from HSAG and CMS to illustrate the expected approach.
Current Process Overview: Next, I presented a slide detailing our existing process.
Recommendation: We included recommendations for improving the process. 
In the example reviewed, it was noted that the food insecurity question was not being addressed in our med/surg and critical care units. Although the nutrition screening example provided was conducted on all labor and delivery patients, it did not evaluate difficulties accessing food. This nutrition assessment does not meet the SDOH requirement for food insecurity and it was agreed that we needed to develop a screening question that addressed access to food. 



LVMC Current Process SDOH Screening: 
Housing Instability

Nursing Admission Note

ED Triage

Centricity General Admission Note

Recommendation: 
• Consider adding the housing status/living arrangement from the previous slide 

to the nursing admission note, centricity general admission note, and case 
management initial note.

• If not already, add as required field.
• Add to preoperative nursing note.
• If they screen positive, then automated Case management referral. 14

Presenter Notes
Presentation Notes
Housing status is being asked at multiple points during the patient’s stay. However, we noted that the question we asked do not address patients at risk or currently have unstable housing. 



LVMC Current Process SDOH Screening: 
Transportation

Case Management Initial Note: 

Centricity General Admission Note:

Recommendation: 
• Add transportation question to 

admission note, case management initial 
note, and preoperative screening note.

• Add as a required field.
• Centricity general admission note 

separate the question from the utilities.
• If positive screen, there will be an 

automated Case Management referral.
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Presenter Notes
Presentation Notes
Transportation was another Social Determinant of Health (SDOH) that was not fully addressed. In our presentation of this screening requirement, we included statistical data highlighting the risks associated with inadequate transportation. This data was intended to underscore the critical importance of addressing transportation issues in our assessments.



LVMC Current Process SDOH Screening: Utility 
Difficulties

Centricity General Admission Note
Recommendation:
• Add utility difficulties question to the 

nursing admission note, case 
management note, and preoperative 
nursing note.

• Add as a required field.
• If positive screen, automatic referral to 

Case Management.
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Presenter Notes
Presentation Notes
Utility difficulties were only addressed within our labor and delivery population. Additionally, we were concerned that our case management team might lack the necessary resources to assist patients effectively. To address this, we promptly reached out to community resources to ensure we can provide support to patients who screen positive for utility-related issues.



LVMC Current Process SDOH Screening: 
Interpersonal Safety

Centricity General Admission Note Nursing Admission Note

Recommendation: 
• Change to a required 

field.
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Presenter Notes
Presentation Notes
The interpersonal safety screening questions are already included in our nursing admission note, however, we noted that the fields were not mandatory. We also have a policy to follow when a patient screens positive. The only change required was to make this a mandatory field. 



Health Equity Timeline: Phase 2 

July 2024

• Develop SDOH screening 
questions and workflow 

• Plan reports

August 
2024

• Develop training course 
• Revise Case Management 

note to include SDOH 
screening and interventions

September 
2024

• Staff Training
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Presenter Notes
Presentation Notes
The next phase of our project was to coordinate working meetings to develop the SDOH the screening questions and modifications to the electronic health record. The next few slides will include screenshots of our final SDOH screening questions, including our case management interventions. 

Currently, we are at the tail end of this phase and in the process of finalizing our staff training module. 

 



SDOH Screening Questions
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Presenter Notes
Presentation Notes
This a screenshot of our SDOH screening questions. To reduce redundancy, if a patient lists their housing status as homeless, the housing instability and utility difficulties questions are not asked. We are also in the process of adding an automatic referral to case management if a "yes" response is given for any of the SDOH screening questions above, Case management provides the patient with interventions to address the positive screening concerns. 



Case Management Consult 

20

Presenter Notes
Presentation Notes
To better understand the consult process to case management, here's a description of what the consult looks like. It was important that case management understand the reason for the consult, which is clearly stated in the order. 



Case Management Initial Note 
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Presenter Notes
Presentation Notes
We recognize that patients may not be at their best upon admission, and their support person might not be available to help answer screening questions. To ensure no patients are overlooked, case management now includes SDOH questions in the initial case management note.

Additionally, we aimed to capture the interventions provided in a report. Currently, case managers document their interventions in narrative form, which is difficult to incorporate into reports. To address this, we have added a designated field for documenting interventions, limiting them to two options.

Within these options, we provide a list of community resources. To avoid issues with changing resource availability or contracts, we have chosen not to specify resources in detail within the electronic medical record. Instead, we update the resource guide and pamphlet as needed. Case managers can still provide detailed narratives of their interventions in both the case management note and the final case management note.



LVMC Caregiver Resource 
Guide 

https://www.lompocvmc.com/health-wellness/caregiver-
resources/caregiver-resource-guide/ 22

Presenter Notes
Presentation Notes
This is the cover of our caregiver resource guide that is used to provide resources for our patients that screen positive for SDOH as well as other healthcare needs that are identified during the patient visit, such as health equipment, home care services, counseling, transportation, and more. We do have the guide posted on our website and I have included the link. 

https://www.lompocvmc.com/health-wellness/caregiver-resources/caregiver-resource-guide/
https://www.lompocvmc.com/health-wellness/caregiver-resources/caregiver-resource-guide/
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Presenter Notes
Presentation Notes
This is an image of the cover our homeless resource guide that is provided to patients that screen positive for housing instability, transportation and utility insecurities. The topics that are covered within in this guide are listed on the cover. 



Interpersonal Safety Screening
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Presenter Notes
Presentation Notes
The interpersonal safety questions required no changes and already included intervention per our facility policy. The only change was the red ataurique indicates this is a required field. 



Domain 3 & 4

Domain 3: Hospital analyzes key performance indicators by demographic 
and social determinants of health to identify equity gaps, displaying this 
data on performance dashboards. This involves examining quality 
measure results across different patient subgroups to pinpoint disparities 
and monitor performance for priority populations.

Domain 4: Hospital engages in quality improvement activities aimed at 
reducing health disparities by participating in local, regional, and national 
initiatives. These efforts include joining collaboratives and partnerships 
focused on specific patient populations or medical conditions to improve 
quality and equity.
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Presenter Notes
Presentation Notes
We have integrated Domain 3 and Domain 4 into Phase 3 of our project. Although the project is still unfolding, we have already begun building community relationships. We expect these connections to strengthen over time and look forward to sharing our internal data to better highlight and address the needs of the community we serve.



Health Equity Timeline: Phase 3 

October 
2024

• Goal: Go live, begin 
screening for SDOH

• Develop Reports

November 
2024

Monthly reports of REaL & SDOH 
data 

Jan 2025

Review quarterly data, identify 
opportunities, and establish 
action plans
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Presenter Notes
Presentation Notes
Our facility is advancing to Phase 3 of our project. We are eager to gather a full quarter's worth of data, which will enable us to identify opportunities and implement action plans that effectively support community members and reduce health disparities. 



Thank you
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Community of Practice Call
Health Equity Organizational Assessment 
(HEOA) and Health Equity Interventions

Joshua Hazelton, MPH, CPH
Senior Quality Improvement Specialist
Health Services Advisory Group (HSAG)
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• Discuss HSAG HQIC HEOA results and improvements.
• Review HSAG HQIC strategies for addressing health equity 

with hospitals.
• Identify lessons learned for future work on health equity.

HQIC = Hospital Quality Improvement Contractor30



HEOA Analysis

• HSAG HQIC assessed hospital 
practices on health equity using 
an HEOA.
– Measured 7 different categories of 

hospital organizational infrastructure 
and culture of equity.

• HSAG HQIC compiled results and 
compared baseline with 
remeasurement results to identify 
where improvement was made.

31



HEOA Categories

• HEOA 1: Patient Demographic Data Collection
• HEOA 2: Training for Patient Demographic Collection Reliability
• HEOA 3: Patient Demographic Data Validation
• HEOA 4: Patient Demographic Data Stratification
• HEOA 5: Communication of Patient Population Findings
• HEOA 6: Addressing and Resolving Gaps in Care
• HEOA 7: Organizational Infrastructure and Culture

32



HEOA Baseline Results

Hospitals With HEOA Basic Implementation Level or Above

HEOA 1 HEOA 2 HEOA 3 HEOA 4 HEOA 5 HEOA 6 HEOA 7

Baseline: 123 (52.56%) 220 (94.02%) 37 (15.81%) 128 (54.70%) 80 (34.19%) 83 (35.47%) 213 (52.56%)

• Average number of categories with at least basic implementation level per 
hospital—3.50.

• 13 hospitals (5.39%) had at least basic implementation level for all categories.
• 7 hospitals (2.90%) had advanced implementation level for all categories.

33



HSAG HQIC Health Equity Approach

Developed a multi-faceted 
approach to health equity
• Data solutions

– HQIC performance dashboard 

• Roadmap to Success
• Health equity tools and resources

34



HSAG HQIC Performance Dashboard

• Stratifies outcome metrics by demographic and geographic categories:
– Race/ethnicity
– Age
– Dual-eligibility (proxy measure for SDOH)

• Allows facilities to identify potential heath disparities in their outcomes

SDOH = social determinants of health35



HSAG HQIC Health Equity Change Package

Tools and resources to 
assist hospitals in meeting 
HEOA measures and 
improving health equity

• Roadmap to Success

• SDOH Toolkit

• Health Equity Business 
Case

• Why Collect REaL Data 
handout

REaL = race, ethnicity, and language www.hsag.com/hqic-equity 36

http://www.hsag.com/hqic-equity


Roadmap to Success: 7 Steps to Your Final Destination

Mile Markers:
1. Commitment
2. HEOA Gap Analysis
3. REaL and SDOH Data Collection
4. REaL and SDOH Data Analysis
5. Intervention Planning
6. Creating Change
7. Share and Expand

37



HSAG HQIC SDOH Toolkit

For hospitals in rural and 
high-deprivation areas.
• Focuses on common 

social drivers of health.
• Provides strategies, 

tools, and resources 
to address community-
level drivers and
individual social needs.

www.hsag.com/globalassets/hqic/hqic_sdoh_toolkit_508.pdf 38

Presenter Notes
Presentation Notes
For hospitals in rural and high-deprivation areas.
Focuses on common 
social drivers of health.
Provides strategies, 
tools, and resources 
to assist hospitals in 
addressing community-
level drivers, as well as 
individual social needs.

http://www.hsag.com/globalassets/hqic/hqic_sdoh_toolkit_508.pdf


A Business Case for Health Equity

Patient outcomes and 
hospital finances are impacted 

by health disparities.

Health outcomes are greatly 
impacted by social determinants.

Health outcomes can be 
improved by addressing 

health disparities.

Consider The Impact of Health Disparities
Health disparities can lead to poor patient outcomes and significant excess financial cost.

www.hsag.com/globalassets/hqic/hqic-healthequity-bizcase.pdf 39

http://www.hsag.com/globalassets/hqic/hqic-healthequity-bizcase.pdf


Why Collect REaL Data Handout

HSAG’s PFAC developed an 
FAQ handout for patient 
education about collection 
of REaL data.

PFAC = Patient and Family Advisory Committee
HSAG. Frequently Asked Questions About the Collection of Patient Race, Ethnicity, and Language Information. 
Available at www.hsag.com/globalassets/hqic/hqic-ptedwhycollectrealdata.pdf. 
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Two CMS Health Equity Measures

Measure 1:
Hospital Commitment to 

Health Equity

Measure 2:
a. Screening for Social Drivers
b. Screen Positive Rate for 

Social Drivers

CMS

41



Hospital Commitment to Health Equity

Health Equity Commitment Domains1

1: Equity is a Strategic Priority
2: Data Collection
3: Data Analysis
4: Quality Improvement
5: Leadership Engagement

• Competencies aimed at 
achieving health equity

• Must meet all elements 
under each domain

• Structural measure
• Attest via QualityNet
• Begins CY 2023
• Initial submission deadline 

May 20242

• Annual submission

1: qualitynet.cms.gov/files/62629ee35e40610016f30140?filename=Hosp_Commit_HlthEqStrct_Meas.pdf 
2: www.qualityreportingcenter.com/globalassets/iqr2022events/iqr9122/fy2023_ipps-final-rule-overview-for-hospital-quality-programs-_vfinal508.pdf   42

https://qualitynet.cms.gov/files/62629ee35e40610016f30140?filename=Hosp_Commit_HlthEqStrct_Meas.pdf
https://www.qualityreportingcenter.com/globalassets/iqr2022events/iqr9122/fy2023_ipps-final-rule-overview-for-hospital-quality-programs-_vfinal508.pdf


Screening for Social Drivers of Health 

• Structural measure, reported annually
• Six separate rates

- Number screened for social drivers
- Screened positive: 

• Food Insecurity
• Housing Instability
• Transportation Needs
• Utility Difficulties
• Interpersonal Safety

• CY 2023—Voluntary Reporting (May 15, 2024)
• CY 2024—Mandatory Reporting (May 15, 2025)

qualitynet.cms.gov/files/633d7b34a90aef001784784b?filename=IQR_ImpDatesDdlns_Oct2022.pdf 
www.qualityreportingcenter.com/globalassets/iqr2022events/iqr9122/fy2023_ipps-final-rule-overview-for-hospital-quality-programs-_vfinal508.pdf  43

Presenter Notes
Presentation Notes
Report annually
Structural measure
Report 6 separate rates
Number screened for social drivers
Screened positive: 
Food Insecurity
Housing Instability
Transportation Needs
Utility Difficulties
Interpersonal Safety
CY 2023—Voluntary Reporting (May 15, 2024)
CY 2024—Mandatory Reporting (May 15, 2025)


https://qualitynet.cms.gov/files/633d7b34a90aef001784784b?filename=IQR_ImpDatesDdlns_Oct2022.pdf
https://www.qualityreportingcenter.com/globalassets/iqr2022events/iqr9122/fy2023_ipps-final-rule-overview-for-hospital-quality-programs-_vfinal508.pdf


HSAG HQIC Health Equity Quickinar Series

Developed to educate 
hospitals and prepare 
to meet health equity 
measures
• 13 micro-learning 

sessions
• Focused on CMS 

health equity 
measures and HEOA

44

Presenter Notes
Presentation Notes
HSAG developed the Health Equity Quickinar series to educate hospitals and prepare them to meet health equity measures.
13 microlearning sessions on different health equity topics.
Focused on CMS health equity measures as well as HEOA.




HEOA Remeasurement Results

Hospitals With HEOA Basic Implementation Level or Above

HEOA 1 HEOA 2 HEOA 3 HEOA 4 HEOA 5 HEOA 6 HEOA 7

Baseline: 123 (52.56%) 220 (94.02%) 37 (15.81%) 128 (54.70%) 80 (34.19%) 83 (35.47%) 213 (52.56%)

Remeasurement: 196 (83.76%) 226 (96.58%) 75 (32.05%) 204 (87.17%) 170 (72.65%) 107 (45.73%) 197 (84.19%)

Improvement from Baseline: 73 (31.20%) 6 (2.56%) 38 (16.24%) 76 (32.48%) 90 (38.46%) 24 (10.26%) 74 (31.63%)

• Average number of categories with at least basic implementation level per 
hospital—5.08.

• 38 hospitals (15.77%) had at least basic implementation level for all categories.
• 12 hospitals (4.98%) had advanced implementation level for all categories.
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HEOA Results

• HSAG HQIC helped hospitals improve their health equity 
programs over the course of the contract.
– Improved all HEOA measures and provided hospitals with data and 

resources to address health disparities in their patient populations.

• Hospitals made particularly notable improvement in HEOA 7.
– HSAG HQIC leveraged data to engage hospitals.
– HSAG HQIC provided resources and support to foster a culture 

of equity.

• Still room for improvement—HEOA 3 and HEOA 6.

46



Contributing Factors

• HQIC hospital composition impacted HEOA results.
– HQIC was directed to recruit primarily small, rural, and critical access hospitals.
– Hospitals often had a homogeneous patient population, so buy-in and 

engagement was difficult to achieve.

• Rollout of CMS health equity and SDOH measures also impacted 
HEOA results and hospital engagement.
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Key Concepts

• HSAG HQIC made notable progress in 
improving HEOA measures.

• HSAG HQIC provided numerous tools, 
resources, and data solutions to 
engage hospitals in health equity.

• Health equity will continue to be an 
area of opportunity for hospital quality 
improvement efforts.

48



Thank you!

hospitalquality@hsag.com 

This material was prepared by Health Services Advisory Group (HSAG), a Hospital Quality Improvement Contractor (HQIC) under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views 
expressed in this material do not necessarily reflect the official views or policy of CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS. Publication No. XS-HQIC-DIS-08152024-01
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Discussion

• What impactful actions can you take as a result of the 
information shared today?

• How are you able to increase engagement within your 
facilities to ensure a true change in patient safety?

• Based on what you heard today, what activities do you 
currently have underway that can leverage immediate action 
over the next 30, 60 or 90 days?

50



Final Thoughts

51



Thank You!

Your opinion is valuable to us. Please take 4 
minutes to complete the post assessment.

We will use the information you provide to improve 
future events.

52

Presenter Notes
Presentation Notes
Shaterra: Thank you again for your participation in today’s Community of Practice Call. We hope you found some value in the topics discussed and heard some great suggestions and strategies.​
​
As a reminder, please complete the post event assessment upon exiting the webinar today as we value your feedback. The assessment will automatically pop-up in your browser and should take approximately 4 minutes to complete. This concludes today’s event.​


https://www.surveymonkey.com/r/WD5WN2X
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