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Housekeeping

• All participants muted upon entry

• Cameras on (if possible)

• Engage in chat
• Raise hand if you would like to unmute

• Meeting is being recorded
• Slides and recording link will be sent via email and posted 

to Moodle within a week after session
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Icebreakers
In the Chat

● Name and role

● Health center name

● City and State
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Moodle

• Materials related to LC will be available through this platform

• Visit Moodle.nchph.org select “Screening SDOH for Public 
Housing Residents”

• Create account

• Detailed instructions on how to access materials included in our 
“Welcome Packet”
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Guest Speaker

Dr. Christina Bethell

Professor, Bloomberg School of Public 
Health
Department of Population, Family and 
Reproductive Health
Director, Child and Adolescent Health 
Measurement Initiative

Johns Hopkins University
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Agenda

• Review of previous session
• Session 3 overview
• Case Study
• Guest Speaker- Dr. Christina Bethell
• Q&A
• Wrap up
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Criteria for 
Choosing a 

Standardized 
Screener

• Domains
• Length of assessment 
• Reading level
• Languages available
• Cost
• Integration into EHRs
• Flexibility
• Resources needed to 

implement screening tool
• Rating or ranking
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What is PRAPARE?

A national standardized patient risk assessment protocol built into the 
EHR designed to engage patients in assessing and addressing social 
determinants of health.

Assess Needs 

At the Patient and Population Level

Customizable Implementation and Action Approach

Respond to Needs

www.nachc.org/prapare
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SDOH Data Collection: Five Rights Framework



Session 3: Guiding Questions
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1. How can trust be built between patients and providers when addressing 

patient risks?

2. It is important to integrate social needs data into the delivery of health care, 

but how?

3. Can screening tools be helpful in the assessment of quality of care? How?



Implementing a Screening Process 
with Whole Families in Mind

• Learning Objectives

• Identify ways to build trust between patients and providers 
when identifying and addressing social risks.

• Describe practical ways to integrate data from screening tools 
and guides with clinical summary reports to prepare for 
inpatient visits.

• Discuss practical methods to measure and assess quality of 
care based on input from screening tools.
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Polling Question:

• What pediatric screening tools are you currently using? (Check all that 
apply.)
• Ages and Stages Questionnaire (ASQ-3 or ASQ-SE-2)
• Parents' Evaluation of Developmental Status (PEDS)
• Survey of Wellbeing of Young Children (any component)
• Modified Checklist for Autism in Toddlers (MCHAT)
• Patient Health Questionnaire or EPDS (PHQ-2 or PHQ-9)
• Accountable Health Communities (AHC) HRSN Screening Tool
• Health Leads Screening Tool
• PEARLS- Pediatric ACEs Screening and Related Life-events Screener
• A Safe Environment for Every Kid (SEEK) Questionnaire
• Well Child Care, Evaluation, Communities Resources, Advocacy, Referral, Education 

Survey Instrument (WE CARE)
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SAMPLE PATIENT FOR EARLY CHILDHOOD AND 
FAMILY PREVENTIVE CARE

Case: Rocio is a 17-year-old who is pregnant and has a 1-year-old child. She has come in for her child’s 12-month well child 
visit. As she has reported, she is having difficulty with her pregnancy and very afraid for her health and seems to be lacking 
support.
Implications for SDOH screening: How can the screening of the social determinants of health help reduce her risk of 
adverse pregnancy as well as support her well-being?

SCIENCE AND EPIDEMIOLOGY OF CHILD DEVELOPMENT AND MATERNAL HEALTH:
• Fact: Over 60% of young children have mothers who do not have excellent or very good health and nearly 30% of 

mothers report lacking emotional support. This often prevents healthy attachment, which impact child brain development 
and early and lifelong health and well-being of children and families.

• Implications for SDOH screening: What does this mean for screening the social determinants of health?
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Guest Speaker



Creating a Cycle of Engagement to Promote Child and Family Well Being:  
Implementing a Screening and Care Process with the Whole Family in Mind

Christina Bethell, PhD, MPH, MBA
Professor, Johns Hopkins Bloomberg School of Public Health 
Director, Child and Adolescent Health Measurement Initiative









Section 2173 of the PHS Act

All non-grandfathered 
group health plans & health 

insurance issuers offering 
group or individual health 
insusrance coverage must 

cover the services and 
screenings listed on the 
current Bright Futures 

Periodicity Schedule for 
plan years beginning on or 
after December 28, 2021



Pediatric Health Services Transformation –Common Recommendations!

* InCK Marks Working Paper; Johnson and Bruner and HE & YC papers (2017-2019). 

Policy, program and research recommendations/opportunities focused 
on promoting early and life long health of children and families



The Opportunity

Tremendous opportunities are 
presented by the large gaps in child 
flourishing, school readiness and 
engagement, family resilience, parent-
child connection, protective family 
routines and habits.

Research on evidence based 
opportunities to close gaps give hope!

9 in 10 children do not receive all of a 
minimal core set of preventive and 
developmental services

After decades of work, only 30% of 
children receive developmental 
screening; follow up is rare. SDOH 
screening and FU is much lower.

30-50% of the 65 million per year 
recommended visits for children age 
0-5 do not take place. 



Anticipatory Guidance Topics

28-32 Topics for Each Age

Newborn, 1, 2, 
4,6,9,12,15,18,24,36,48,60,72 

Months
(etc)

Example Categories
Physical Care

Social and Emotional Development
Injury Prevention
School Readiness

Oral Health



Summary of ten overlapping domains of social 
determinants of health included across 

eight prominent measures of SDOH

Housing Instability: homelessness, unsafe housing 
quality, inability to pay mortgage/rent, eviction

Food Insecurity: limited or uncertain access to 
adequate & nutritious food
Financial Strain: Unemployment, difficulty paying 
bills, medication, healthcare underuse due to cost, 
struggle with basic needs

Discrimination: racism, stigmatization, hostility and 
unemployment
Social Isolation & Supports: lack of family and/or 
friend networks, minimal community contacts, social 
engagement

Addiction: alcohol, tobacco and substance 
use/addiction

Exposure to Violence: intimate partner violence, 
community violence

Stress: daily, chronic stress in any aspect of life 
(work, school, home, etc.)

Parent Personal Well-Being: maternal/caregiver 
well-being; caregiver tobacco, alcohol and/or drug 
use/addiction

Parent Relationship Well-Being: ability to provide 
safe, stable, nurturing relationships; bonding and 
attachment; knowledge of parenting and 
development; relationship security, stability

DO WE REALLY NEED TO KNOW ALL OF THIS?



 Integrated Child Risk Index Check mark indicate if 
each domain contains an item that reflects (R) or 
contributes to (C) each item in the AHC HRSN. 

Accountable Health Communities (AHC) 
Health-Related Social Needs (HRSN) 
Screening Tool from the Centers for 
Medicare & Medicaid Services (CMS)64 

Medical Health 
Risk domain 

Social Health 
Risk domain 

Relational 
Health Risk 

domain 

Housing instability   R, C  
Food insecurity  ✓ R  
Transportation problems  ✓ R  
Utility help needs  ✓ R  
Interpersonal safety  ✓ R ✓ R 
Financial strain  ✓ R  
Employment  ✓ R  
Family and community support   ✓ R 
Education    
Physical activity    
Substance use   ✓ R 
Mental health   ✓ R, C 
Disabilities ✓ R   

 


		

		Integrated Child Risk Index Check mark indicate if each domain contains an item that reflects (R) or contributes to (C) each item in the AHC HRSN.
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Medical Health Risk (MHR) – 4 criteria
• Children with More Complex Special Health Care Needs

• Overall Health Status Fair or Poor
• Two or More Chronic Conditions (Across 25 conditions)
• Experiences Functional Difficulties - 11 difficulties (frequent, 

chronic, serious)
Social Health Risk (SHR) - 4 criteria

• Food Insufficiency/Insecurity

• Economic Hardship/Difficulty paying for housing, 
transportation, basic needs

• Unsafe Neighborhood/Exposure to Violence
• Treated of Judged Unfairly Due to Race/Ethnicity

Relational Health Risk (RHR)- 4 criteria
• Two or More Household Adverse Childhood Experiences – 6 

items
• Frequent Parental Aggravation and Anger With Child
• Poor/Fair Caregiver Mental Health
• Lower Parental Coping/ Emotional Support

The Whole Child Complexity Index: Identified children and youth
by the medical, social and relational health risks they experience

Bethell, C, Blackwell, C, Gombojav, N, Davis, M, Bruner, C, Garner, A.  Measurement 
for a Whole Child Health Policy: Design and Validation of the Whole Child Risk 
Index (In Review).

Scoring Options Evaluated
1. Domain Count: Medicaid 46% 2+
2. Critera Count: 61% w/3 Domains 5+ critera
3. Domain Combinations (mutually exclusive)

a. No Domains-36.3%
b. MHR Only-12.0%
c. SHR Only-7.5%
d. RHR Only-15.4%
e. MHR and SHR Only-4.7%
f. MHR and RHR Only-8.1%
g. MHR, SHR and RHR -8.8%
h. SHR and RHR Only-7.2%

Pearson’s correlations coefficients ranged from 
0.018 to 0.596, with only 8 cases where 
correlation was greater than 0.2. 



Bethell, CD, Garner, A, Gombojav, N, Davis, M, Bruner, C. Associations between 
relational and social health risks and children’s mental health. In Review





What is the Early Childhood_Cycle of Engagement?

a personalized, mutual engagement model of 
pediatric primary care focused on building trust 

and personalizing care to child and family 
strengths, context, needs and priorities

a family centered, integrated approach to 
educating and empowering families and 

assessing child development, social, family and 
relational health needs aligned with Bright 

Futures Guidelines—data transparency 
(families, clinicians)

a measurement process for continuously 
updating priorities and needs and assessing and 

improving quality of care aligned with family-
centered medical homes and value and team-

based care

a population health strategy providing 
aggregate data reports to inform needs, quality 
of care and drive and inform collaborations to 
improve care and outcomes for children and 

families.

Cycle of Engagement 
Key Features





COE Seeks to Advance 4 Aspects of Family Engagement
Communication between families and providers to build trust
• Open and honest interactions
• Child- and family-centered care
• Building trust and relationships

Family involvement to share decision making and plans of care
• Participation in decision-making
• Joint treatment and goal planning
• Joint input on EMR/patient portal

Active collaboration with organizations and systems for results
• Family advisory boards
• Partner in program design and care delivery
• Participation in policy/program evaluation

Engage to improve health and well-being
• Proactive health seeking and pursuit of well-being
• Capacity and will to heal, change and learn
• Health promoting behaviors
• Self-management of conditions

Common themes:
• Active partnership at 

all levels levels
• Family-centered 

approach
• Collaborative 

decision making
• Building 

relationships
• Planning, setting 

goals, delivering, and 
evaluating health 
care



Summary of the History of the CAHMI’s Cycle of Engagement
Promoting early and lifelong health of children, youth and families using family-centered data and tools

Key Milestones and Partners 

CAHMI founded

1996 1997

Development begins
With support of The 
Commonwealth Fund, 
NICHQ, AHRQ

1999

Field Testing
With AAP, ABP, DOD, 
Family Voices, Expert 
Measure Council and 
NCQA

2000

Medicaid/CHIP Use
Medicaid/CHIP agencies 
began testing PHDS. 11 
agencies have used the 
PHDS since inception. 

2001

Use in Health 
Plans

Use PHDS to guide 
quality improvement

…

Use in Pediatric 
Offices
Over 200 clinicians 
use PHDS for baseline 
or improvement

2008

NQF Endorsement
PHDS endorsed by 
NQF

…

Development and 
Piloting
With support from HRSA 
MCHB and key partners 
- AAP, Bright Futures, 
and more

2012

Initial Testing
Implemented with 12 
pediatricians in 
Oregon with EHR 
integration

2013

WVP & PHDS in 
RCT
HRSA grant supports 
Tumaini Coker (UCLA) and 
CAHMI RCT of PARENT 
COACH model with PHDS 
and WVP

2014

Partnerships and 
Use Expand 

Use expands to Head Start/Early 
Head Start, Family Voices, Help Me 
Grow, Home Visiting, Healthy 
Steps programs

2018

Help Me Grow 
Partnership

Aetna Foundation funds 
Help Me Grow and CAHMI 
to advance WVP at sites 

2018 
to 

today

Continued Development

Alignment updates 
and technology 
advances continue

PHDS 
Development and 

Testing

PHDS
Use Expands

WVP
Development and 

Testing

COE
Further 

Development, Testing 
and Use

Cycle of Engagement 
conceptualization 
begins



National, State, Community, Health System and Direct to 
Public Testing and Applications (2001-present)

Nation

State

Community

Health Plan

Practice

Patient

13 states
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“Other efforts focus on providing patients with data-sharing platforms to complete 
screening tools and share data with providers voluntarily in ways that do not 
violate privacy or confidentiality regulations, such as the Well-Visit Planner®”

Bhushan D, Kotz K, McCall J, Wirtz S, Gilgoff R, Dube SR, Powers C, Olson-Morgan J, Galeste M, Patterson K, Harris L, Mills A, Bethell C, Burke Harris N, Office of the California Surgeon General. Roadmap 
for Resilience: The California Surgeon General’s Report on Adverse Childhood Experiences, Toxic Stress, and Health. Office of the California Surgeon General, 2020

Relevance to the “Resilience 
and Healing” Movement

Relevant to community-drive 
public health approaches

“La Salud en Tus Manos” is a program that initiated through a two-
year grant from Canada to promote family engagement in 
preventive healthcare for children from 4 months to 6 years of age 
and adolescents. The model is based on Fundación Punta de Mita
research on the context of health among the families in Punta de 
Mita and Higuera Blanca from 2017 and an online tool for family 
engagement that was developed at Johns Hopkins Bloomberg 
School of Public Health. 



Observed Value in 
RCT & QuasiExp 

Studies
(n = approx. 14,000)
Child and family strengths, priorities & 
recommended developmental, 
psychosocial and maternal depression 
screening and follow up rates are 
dramatically increased. Parent priorities are 
addressed.

Time is freed up in encounters to build 
relationships and partner with families, to 
address needs and priorities, conduct 
observational assessment, build skills & 
better link to community resources. 

Child use of urgent care is reduced. Visit 
adherence improves. Families learn about 
opportunities to improve child & family 
health and partner to get needs met.

Care teams’ joy, effectiveness, and efficacy 
in care is improved along with renewed 
focus on resources & skill building to meet 
needs. 



Family Experiences
(studies to date)

92.4% reported that they were comfortable with the amount of 
time it took to complete the Well Visit Planner (WVP) tool.

92.2% reported that they would recommend the WVP tool to 
other parents.

The majority of parents reported each of the following features as 
“extremely useful” or “useful:
1) ability to complete the questions at home (97.2%);
2) ability to complete the tool before every visit, with age-specific 

questions (95.6%); 
3) delivery of a report to the provider before the visit (88.5%); 
4) access to online educational materials (84.3%); 
5) availability of customized Visit Guide to take to the visit (64.7%); and
6) availably of a report to keep as a record for the family (57.8%).





The WVP and PHDS align with 
7 of the 19 HEDIS measures for 

child, adolescent & maternal 
health, 2 of 4 HEDIS measures 
on child preventive care and 4 

of 8 Medicaid Core Set 
“Primary Care Access and 
Preventive Care” measures



AAP Bright Futures Guidelines for Health Supervision 
of Infants, Children, and Adolescents, 4th Edition 
recognizes the SWYC as a commonly used screening 
tool in the Promoting Healthy Development section of 
its Health Promotion Themes:

“In monitoring development during infancy and early childhood, 
ongoing surveillance is supplemented and strengthened by 
standardized developmental screening tests that may be used at 
certain visits (9 Month, 18 Month, and 2½ Year) and at other times at 
which concerns are identified. Commonly used developmental 
screening tools include the Ages and Stages Questionnaires (ASQ), the 
Parents’ Evaluation of Developmental Status (PEDStest), and the 
Survey of Well-being of Young Children (SWYC)...The SWYC, which 
also includes autism screening; PEDStest; and ASQ all include 
psychosocial screening that can be used to identify cognitive, 
emotional, and behavioral concerns from birth through age 5 years.” 

Promoting Healthy Development. Bright Futures: Guidelines for Health 
Supervision of Infants, Children, and Adolescents, 4th Edition. Retrieved from 
here.

The EC_COE’s WVP and PHDS—Alignment 
child serving programs:

Maternal, Infant, Early Childhood Home 
Visiting Program (MEICHV): 16 of 19 
measures (84%)

Head Start/Early Head Start: Aligned with 23 
standards across 5 HS/EHS performance 
standards sections related to child development: 
1304.20; 1304.20; 1304.21; 1304.24; 1304.40

AAP Bright Futures Implementation, Quality 
Improvement Measures:  Aligned with 13 of 14 
QI measures (93%)

HEDIS/NCQA: Aligned with 7 of the 19 
HEDIS measures for child, adolescent & 
maternal health & 2 of 4 HEDIS measures on 
child preventive care

Medicaid/CHIP Core Measures: Aligned with 
4 of 8 Medicaid Core Set “Primary Care Access 
and Preventive Care” measures.

https://brightfutures.aap.org/Bright%20Futures%20Documents/BF4_HealthyDevelopment.pdf
https://brightfutures.aap.org/Bright%20Futures%20Documents/BF4_HealthyDevelopment.pdf










Accessing family Well Visit Guides and provider Clinical Summaries





Promoting Healthy Development Survey Overview

5

Purpose: To measure the quality of well child care as set forth in Bright Futures. Developed/Validated: 1997-2001.NQF 
endorsed: 2008. Use Highlights:12 State Medicaid Agencies, 100’s providers; health plans, National Survey of Early Childhood 
Health, ,  Research/ABCD Evaluation; 





Implementation
phases

Phase I: Exploration
Educate and Engage

Focus: Decide whether and how to 
use the COE model and tools

Phase II: Planning
Plan and Prepare

Focus: Prepare and proceed to lay 
a foundation for success

Phase III: 
Implementation

Implement and 
Innovate

Focus: Launch, learn and innovate 
to make it work for you

Phase IV: Sustaining
Show and Sustain

Focus: Demonstrate success and 
integrate into operations

At-a-Glance CAHMI Cycle of Engagement Model and Tools, Implementation Milestones & Resources

Key Milestones
for each implementation 

phase

Discover: Learn about the COE 
model, the Well Visit Planner, 
Personalized Connected Encounter 
and Promoting Healthy 
Development tools, options and 
requirements and tips for use.

Team Up: Gather a team to 
prepare and plan steps, roles and 
resources needed. Create a team 
charter and commit to success.

Launch & Learn: Implement the 
COE with your team as planned 
(phases, stages, adaptive process), 
conduct rapid-cycle learning and 
improvement

Reflect & Celebrate: Continuously 
reflect, celebrate what’s working 
and identify what could be 
improved.

Assess: Determine fit of COE model 
and tools with your aspirations, 
goals, strengths, and capacity.

Train Up: Conduct team learning 
sessions to plan workflows, 
processes & materials you need.

Partner & Engage: Continuously 
partner and engage with families to 
gain value and improve on 
outcomes and goals for the COE

Embed & Engage: Establish 
operational capacity to embed the 
COE/WVP as standard of care; keep 
supporting existing and new teams 
to use, innovate, improve.

Design: Create, customize & test 
drive your own COE 
implementation vision and goals.

Test Up: Sign up for COE accounts, 
customize your WVP and/or PHDS 
and phase implementation as you 
finalize your processes and plan.

Adapt & Evolve: Learn from 
implementation and continue to 
adapt and use best practice quality 
improvement approaches (PDSA).

Integrate & Incentivize: Integrate 
the COE/WVP into training, 
incentives, performance 
measurement, branding, etc.



WVP Postcard

To be used: 
1. Given to families 

in waiting room 
to complete 
WVP before visit

2. Given to families 
when scheduling 
after visit 

3. Attached to 
emails/patient 
portal messages



QR Codes for Inviting 
Families to Complete the 
WVP and PHDS
To be printed and posted: 
1. In waiting rooms 
2. In scheduling areas
3. In visit rooms 
4. Attached to emails/patient portal messages
5. Printed and handed out as a flier 

To WVP (www.wellvisitplanner.org):  

To PHDS (www.onlinephds.org):  

How can families use a QR code? 
1. Open the camera app on their smart phone/tablet/device and 

point it steadily for 2-3 seconds at QR code. 
2. When scanning is complete, a notification will appear directing 

you to open the QR code’s URL. 
3. Click on the notification to go directly to that URL! 
4. If no notification appears, family may need to change settings 

on their device to enable QR scanning. 

http://www.wellvisitplanner.org/
http://www.wellvisitplanner.org/






Join us to improve the 
early and lifelong health 
of children and families!

cbethell@jhu.edu
info@cahmi.org

mailto:cbethell@jhu.edu


Questions? 



Extra Slides as Needed During 
Questions





COE Office Workflow for Engaging Families
Before the Visit (before arriving at the 
office)

Before the Visit (in the office) During the Visit (at the 
office)

After the Visit (in office and at family 
home) 

T1. Invite families to complete PHDS 
about last visit, and WVP for next visit. 

Resources: Options and resources for 
inviting families to complete WVP and 
PHDS

T1. Begin to engage/educate families: 
• Hang COE Posters in waiting area, 

scheduling area, visit rooms
• Hand out WVP and PHDS postcards
• Answer questions about COE, WVP and 

PHDS

T5. Family does not 
complete the WVP 
ahead of visit, complete 
with provider during 
visit. 

T6. Family is invited during visit or 
after to complete PHDS at home, 
after the visit 

Resource: Options and resources for 
inviting families to complete PHDS2

T2. Family completes the WVP ahead of 
visit, and either emails/uploads Visit 
Guide to Patient Portal

T2. Family does not complete the WVP
ahead of visit, but complete WVP and 
receive Visit Guide on phone in waiting 
room. 

T5. Provider and family 
have relationship-
centered encounter, 
making the most of 
limited time available. 

T6. Family is reminded to complete 
WVP and share their Visit Guide 
before their next well visit  

Resource: Options and resources for 
inviting families to complete WVP 

T2. Family completes the WVP ahead of 
visit, but does not share it with provider

T3. Family Visit Guides retrieved from WVP 
User Portal (printed or opened on provider’s 
computer) by office lead/provider

T7. If family did not complete WVP 
before or during visit, they are invited 
to complete WVP and share Visit 
Guide before next well visit.

Resource: Options and resources for 
inviting families to complete WVP 

T2. Family completes the PHDS ahead of 
visit about last well visit.

T4. Provider prepares for visit with Visit 
Guide and tailors encounter to family’s 
concerns, needs and priorities; personalized 
resources and referrals as needed

Consider: Who will be doing this? When? How? 



American Academy of Pediatrics
2011 National Conference and Exhibition

Examples of the EHR Feed:  Open Ended items

[Parent report: She can say so much lately. It is fun to hear the new ]
[Parent report:  Should she be interested in toilet training?]



American Academy of Pediatrics
2011 National Conference and Exhibition

Examples of the EHR Feed:  General Child Screeners



American Academy of Pediatrics
2011 National Conference and Exhibition

Example of the EHR Revisions:  Anticipatory Guidance

Anticipatory Guidance Form Updated to 
include age-specific Bright Futures 

subpriorities



The model of mutual participation (also advocated by Balint (1964)10) is based on the belief that equality 
amongst human beings is mutually advantageous. In this model the doctor does not confess to know exactly 
what is best for the patient.

The neuroscience 
of patient 

engagement, 
health promotion 

and healing





Outcomes by Medical, Social and Relational Domains
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Experience Relational and Social Health Risks Only (RHR/SHR Only -7.2% of all children)

Prevalence of study outcomes did not vary between (1) children experiencing medical or mental health 
problems only and (2) children experiencing relational and social health risks only

Bethell, C, Blackwell, C, Gombojav, N, Davis, M, Bruner, C, Garner, A.  Measurement for a 
Whole Child Health Policy: Design and Validation of the Whole Child Risk Index (In Review).

64.3% of children with MHR also experienced RHR and/or SHR



Prevalence of US Children Experiencing Risks on 2 or all 3 Whole Child 
Complexity Index Domains, By Race/Ethnicity
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Q&A
Please unmute yourself to ask a question
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Next Session
Session 4:
• June 1st at 2pmET-3pmET
• Integrating Screening Practices into EHRs 

and Managing Workflows
• Guest Speaker Dr. Zara Marselian

18



Funding Opportunities
• Funding for Health Centers

Health centers have until Monday, May 31, to complete and submit American Rescue Plan Funding for Health Centers (H8F) award submissions in HRSA’s 
Electronic Handbooks (EHBs). See the H8F TA webpage for submission guidance, steps to add your H8F grant to your EHBs portfolio, and recordings of the question 
and answer sessions. We continually update our American Rescue Plan Funding for Health Centers FAQs, and recently added some examples related to potential 
uses of H8F funding to enhance early childhood health to the H8F Activities and Allowable Uses of Funds webpage.

• Funding Opportunity for Health Center Construction and Capital Improvements
Health centers have until Thursday, June 24, to submit their American Rescue Plan - Health Center Construction and Capital Improvements (C8E) applications in 
EHBs. Visit the C8E TA webpage for award submission guidance, information about upcoming question and answer sessions, and other resources. See also the C8E 
FAQs webpage, which we continually update.

• Emergency Broadband Benefit Program Applications Open May 12
Applications for the Federal Communications Commission’s (FCC) Emergency Broadband Benefit (EBB) program opens, Wednesday, May 12. The FCC’s EBB 
toolkit has resources and materials to help you prepare to assist your patients with their application. See our recent bulletin for background information on this 
exciting program. If you missed the HRSA Telehealth Learning Series session on federal broadband programs, watch the recording.

• Funding Opportunity for Rural Maternity Care
This HRSA funding opportunity is part of the Rural Maternity and Obstetrics Management Strategies (RMOMS) program, introduced in 2019 to address the lack of 
services in rural areas. Recipients will be networks that have already been established by three or more separately-owned entities and include one HRSA-funded 
health center or LAL, among other requirements. Applications are due on Friday, June 4.
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Chat :
What type of training or technical 
assistance do you need to improve 
COVID-19 vaccination in your 
communities? Please be specific.
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Evaluation Poll

• Answer the poll...
• Add to the chat to Organizer

• Which aspects of this learning collaborative session did you find most 
useful?
• How could this learning collaborative session be improved in the 

future?
• What other topics would you like training and technical assistance 

on?
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Thank You

• Please fill out evaluation!

• Contact us for any questions
• Saqi Maleque Cho 

saqi.cho@namgt.com
• Abdin Noboa-Rios 

abdin.noboa@namgt.com
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