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Dear Community Members, Partners, and Stakeholders,

I am honored to present the 2025-2027 Community Health Needs Assessment
(CHNA) report for Appalachian Regional Healthcare (ARH).

As the leading healthcare provider in Eastern Kentucky and southern West
Virginia, ARH remains deeply committed to improving the health and well-being
of our communities. Understanding the most pressing health challenges in our
region is critical to our mission, and this report reflects our dedication to
addressing these challenges through collaboration, innovation, and action.

This CHNA is the result of extensive research, data collection, and direct
community engagement. Through surveys, focus groups, and partnerships with
local organizations, we have identified key health priorities affecting individuals
and families. These insights drive our strategic initiatives, ensuring that we
provide accessible, high-quality care tailored to the evolving needs of our
population.

Rural communities face unique healthcare challenges, particularly in access to
services. ARH is committed to expanding medical services, removing barriers to
care, and ensuring every community has equal access to quality healthcare.

This report highlights critical health concerns and outlines our strategies for
2025-2027. Real change happens when we work together. We are grateful to
everyone who contributed to this assessment—your voices and perspectives are
essential in shaping a healthier, better future.

I encourage you to explore this report and join us in our mission to make a
lasting impact on the health of our region. Together, we can build a stronger,
healthier future — one where every rural community has the access and care it
deserves.

Sincerely, 
 

 
Hollie Harris, MHA 
President and CEO Appalachian Regional Healthcare, Inc.

Letter to the Community Member
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Introduction

Appalachian Regional Healthcare (ARH) is a not-for-profit health system operating 14
hospitals in Barbourville, Hazard, Harlan, Hyden, Martin, McDowell, Middlesboro, Paintsville,
Prestonsburg, West Liberty, Whitesburg, and South Williamson in Kentucky and Beckley
and Hinton in West Virginia, as well as multi-specialty physician practices, home health
agencies, home medical equipment stores, retail pharmacies, and medical spas. ARH
employs around 6,700 people with an annual payroll and benefits of $474 million
generated into our local economies. ARH also has a network of more than 1,300
providers on staff across its multi-state system. ARH is the largest provider of care, the
single largest employer in southeastern Kentucky, and the third-largest private
employer in southern West Virginia.
 
ARH has always responded to the changing demands of rural healthcare. From building
and acquiring new facilities, investing in medical technology, providing health education
and support, and creating innovative community partnerships, we continue to meet the
health needs of our Appalachian communities. As an ARH hospital, Beckley ARH is
committed to these same goals for our service area. This CHNA report will outline the
facility’s efforts in meeting health improvement objectives from the last CHNA cycle,
assessing current health needs, and creating new implementation plans for 2025-2027. 
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ARH Mission
To improve health and promote well-being of all people in Central Appalachia in

partnership with our communities.

ARH Vision
ARH will be the premier destination for quality care, a driver of advancement and

development, and a leader in health for the communities we serve.

ARH Values
· Trust

· Innovation
· Collaboration
· Compassion

· Service

Culture Statement
At Appalachian Regional Healthcare our culture is defined by who we are – our history,
our family, our traditions, and our story. A culture that embodies the resilient spirit of
Appalachia.

SERVICE is our foundation; we honor our communities everyday by delivering healthcare
that changes lives and an environment that promotes well-being for all.

TRUST is our core; every action is rooted in honesty, empathy, and integrity; fostering
connections with one another, with our patients, and with our communities.

COMPASSION drives our purpose; It’s not just treating people but how we treat each
other that sets us apart. Enriching the collective strength of our team by bringing
together a global workforce to provide local care.

COLLABORATION is our strength; we are one family taking care of all families. Committed
to fostering an inclusive team full of unique perspectives, experiences, and talents at
every level that enhances our service.

INNOVATION is our compass; we adapt the way we work and advance the way we care.
Providing unique solutions to exceed the healthcare needs of the patients of our region.
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Community Health Needs
Assessment Process
Introduction to CHNA
Provisions in the Affordable Care Act (ACA) of 2010 require tax-exempt (non-profit)
hospitals to conduct a Community Health Needs Assessment (CHNA) and develop a
CHNA Implementation Plan at least every three years. The regulations for the CHNA
include defining the hospital’s service area, compiling demographics and analysis of
health indicators; taking into account input from the broader community as served by
the hospital facility. 

The ACA requires that the CHNA must be made available to the public and must include
input from individuals with special knowledge or expertise in public health. Accordingly,
ARH contracted with experts from the UK College of Public Health to ensure equitable
stakeholder representation and public health expertise throughout the CHNA process
and final report. 

Process
The Community Health Needs Assessment is a cyclical process that involves creating
community steering committees, collecting primary and secondary health data,
creating community profiles, prioritizing the greatest health needs for a geographical
area, and creating a plan to meet those needs. 
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Method Description

Community Surveys
A traditional approach to gathering community
input. Can include: written, telephone, web-
based, or in-person.

Focus Groups
A traditional approach to gathering community
input. Can include: written, telephone, web-
based, or in-person.

Key Informant Interviews

In-depth one-on-one discussions to gather input
from representative community members. Can
be done with key community leaders or
residents representing specific sub-populations.

Over a three-year span, hospital facilities work to create healthier communities through
programs and initiatives as guided by the CHNA. Prior to the start of a new CHNA cycle,
facilities track and report on implementation successes (new health and wellness
programs created, health care access improved, community members engaged, etc.).

Primary Data
Collecting primary data, or new data collected directly from the community, is a key part
of the CHNA process. This type of data provides two valuable contributions:

1.Self-reported data about the health needs and strengths of community members
2.More engagement of the community in the process

Perhaps as important as a thorough data set, gathering local data provides
opportunities for the community to be engaged through the community health needs
assessment process and to ensure that the community members’ voices are heard. 
Engagement at this stage can lead to stronger community support and involvement
throughout the community health improvement efforts. 

Primary data was collected in this CHNA through community surveys, focus groups, and
key informant interviews. 
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Secondary Data 
 Secondary data is data that is collected by other entities and provides information on
health status and demographics. Examples include vital statistics, censuses, reports
from government agencies (such as the CDC), or information collected through studies
and other organizations (such as County Health Rankings). 

Steering Committees
Community Health Needs Assessment (CHNA) steering committees are groups of key
stakeholders assembled to guide the planning, development, and implementation of
the CHNA process for non-profit hospitals. These committees typically include
representatives from public health agencies, local government, community
organizations, healthcare providers, academic institutions, and members of the
community, especially those who serve or represent medically underserved, low-
income, or minority populations.

CHNA Timeline
Appalachian Regional Healthcare collaborated with Team Up at the University of
Kentucky (UK) College of Public Health in the Summer of 2024 to begin conducting the
2025-2027 Community Health Needs Assessment (CHNA) for Raleigh County 
See the CHNA process timeline below. 
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2022-2024 Implementation
Successes
During the 2022 CHNA process, the Raleigh County Steering Committee identified the
following health needs:

1. Mental Health
2. Obesity
3. Culture of Health/ Healthy Lifestyle Education
4. Substance Use Disorder

Beckley ARH set forth goals and strategies to address each of the identified health
needs, see these as well as successes below.

Goal 1 Educate our community on the importance of mental health and work to reduce
stigma associated with seeking care

Since 2022, Beckley ARH has educated our community on the importance of mental
health and reduced associated stigma by:

Providing 2 free Mental Health First Aid trainings for staff. Mental Health First Aid is
an evidence-based, early intervention course that teaches participants about
mental health and substance abuse challenges and how to assist those that may
need help. Beckley ARH offered these trainings with the hope that the education
would allow staff to better help our patients, but also their families, friends, and
neighbors. 

Providing 7 mental health education and awareness events, including:
Positive affirmation sidewalk chalk events
Monthly Commission on Aging presentations on: Combating the Winter Blues,
Exercising Your Brain, and many other topics
Mental Health Day at Beckley City Park
Causacon and Beckley Pride, both with a target audience of marginalized
populations
Oak Hill and Beckley Family Days

Managing and supervising the local Students Against Destructive Decisions (SADD)
group. Since 2022, the group has:

Attended 15 events targeting the K-12 population to discuss mental health
topics and the National Suicide Crisis Hotline (988).
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Goal 2 Address obesity through new services, nutrition education, and providing
opportunities for physical activity

Since 2022, Beckley ARH has addressed obesity in our community by:
 

Financially supporting Woodrow Wilson High School’s Wetland Project, which
includes plans for two 80-foot walking ramps connected by a 32 by 32 square-foot
outdoor classroom, a wheelchair-accessible walking pavilion, and additional flora
and fauna. This trail directly connects to the hospital parking lot, allowing for staff to
use the walking path.

 
Began hosting monthly Diabetes Support Groups in 2023, which offers healthy
cooking demonstrations each month in addition to diabetic-centric education

Developed a new program, Rethink Your Drink, that teaches children the harmful
effects of sugary and caffeinated drinks. The program, which has been taught to
area schools 5 times, encourages choosing healthier beverage options.

Partnered with Active Southern West Virginia to host 4 Walk with a Doc events, in
which ARH providers walk with participants and discuss health-related issues. ARH
has also partnered with Active Southern West Virginia to sponsor their community
fun-runs and 5k races.

Revamped the hospital’s own cafeteria menu in partnership with Sodexo, promoting
healthier options that are often plant-based

Since 2023, Beckley ARH has provided free gym memberships to all ARH employees
and hosted walking challenges at the start of each new year.

In partnership with the American College of Lifestyle Medicine, BARH offered all staff
the opportunity to be trained in Food as Medicine Essentials free of cost. Participants
were trained on preventing, treating, and reversing diseases such as heart disease,
diabetes, and certain cancers through proper diet.

Community Development staff have also supported the local farmers market and
provided ARH recipe cards with dietitian-approved recipes to attendees.
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Since 2022, Beckley ARH has addressed the culture of health & healthy lifestyle
education by:
 

Providing 1,165 stroke risk assessments at 17 community events. These
assessments include blood pressure checks, quick counseling sessions around
stroke risk, family history, and modifiable risk factors. 

5 Brain Protector programs in local schools, in which students are taught to identify
the signs of a stroke.

Monthly support groups for Stroke Survivors and Caregivers and Diabetes

7 programs centered around heart health education and free screenings, including:
Annual Free Heart Health Screening Days at the ARH Med Mall
Art with Heart painting classes with heart health speakers
Heart health education at local high schools

8 community presentations on cancer prevention and early detection, including
topics of lung cancer and the benefits of low-dose CT screenings, breast cancer and
mammography, and colon cancer and colonoscopy importance

2 community diabetes education sessions

37 free CPR and Basic Life Support trainings for the community

New partnerships with Coalfield Coalition and Raleigh County Community Action to
host annual health fairs / screening events

ARH has provided free screening events in Beckley 19 times since 2022, which can
include A1C, stroke risk assessments, EKG, blood pressure, cholesterol checks, and
more. In total 1200 free screenings have been provided to the community in this
time. 

12
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Since 2022, Beckley ARH has addressed drug, tobacco, and alcohol addiction by:

Launching the Peer Support Program in 2022, employing Certified Peer Support
Coaches to work in our Emergency Department and throughout the community.
Peer coaches are people who have been successful in SUD recovery, and can help
others by responding to overdoses in our ED, referring people to treatment,
providing resources for social needs, educating the community on SUD, and more.
Since 2022, Beckley ARH Peer Recovery Coaches have:

Engaged 3,801 patients
Referred 651 patients to treatment
Provided 496 linkages to treatment
Completed 47,451 SBIRT screenings 

Peer recovery coaches & community development staff have worked with
community partners to host many community events over the past 3 years,
including:

Spread the Warmth
Open Hearts Outreach
Reach the Streets
International Overdose Awareness Day
Healing Appalachia
Safe a Life Day (with Narcan education & distribution)
National Drug Take Back Day

ARH Peer Support Coaches and Community Development staff also serve on many
coalitions, boards, and councils that work to create drug-free communities.
Examples include the Raleigh County Prevention Coalition, Family Resource Network,
and the ARH-managed Students Against Destructive Decisions group. Other
addiction-focused collaborations include:

Collaborating with community partners to resume weekly, in person Alcoholics-
Anonymous meetings in December 2024.
Catch My Breath, an evidence- based youth vape prevention program, is
taught by ARH Community Development. CATCH My Breath’s peer-led teaching
approach empowers students with the knowledge and skills needed to make
informed decisions about e-cigarettes and resist social pressures to vape.
ARH’s Regional Community Development Manager became a Generation Rx
Ambassador (2024) which provides research-based resources to help teach
safe medication practices in your home, school, and local community.
20 community educational sessions and trainings on the administration of
Naloxone

Goal 4 Address drug, tobacco, and alcohol addiction through new services,
community partnerships, and education



Goal 5 Better communication and collaboration among community partners
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Since 2022, Beckley ARH has improved communication and collaboration among
community partners by:

Actively participating in many councils, coalitions, and boards that work to break
down silos, meet community health needs, and foster partnerships between health
care organizations. These include:

Human Rights Commission
Family Resource Network
WV Disability Caucus
REACH
Raleigh County Prevention Coalition
Rotary After Hours
Coalfields Healthcare Coalition
Valley College Advisory Council
ACT Advisory Council

Beckley ARH has also partnered with Raleigh General Hospital annually to host the
largest health fair in Southern West Virginia and for co-led blood drives.



Community Served by Beckley
ARH
Beckley ARH defined its service area for this Community Health Needs Assessment by
reviewing inpatient hospital discharge data for county of residence. From January 2022-
September 2024, the majority of hospital discharges were residents of Raleigh County
(60.2%).

Secondary data for Raleigh County are presented in this section. Data are presented at
the County, State, and National level (where possible). These data come from a variety
of sources listed below each table, and serve as indicators for social, economic, and
health conditions in Raleigh County. An infographic containing data on the Social
Determinants of Health can be located in Appendix A.

15



16



17



18



Hospital Utilization Data
The following data demonstrates the county of residence and payer mix of Beckley ARH
inpatient hospital discharges from January 2022- September 2024.
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Organizing Community Partners
Collaboration among organizations is an essential component of the CHNA process and
community health improvement plan. One tool that can be utilized to map
organizations that may influence health in the community is the Local Public Health
Schematic. The Team Up team collaborated with local residents and members of the
Steering Committee to produce a local public health schematic, custom to Raleigh
County. An overview of this schematic can be seen below, see Appendix B for a larger
font version.
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Raleigh County CHNA Steering
Committee
Community Health Needs Assessment (CHNA) steering committees typically include
representatives from public health agencies, local government, community
organizations, healthcare providers, academic institutions, and members of the
community, especially those who serve or represent medically underserved, low-
income, or minority populations. The steering committee plays an essential role in the
CHNA process by providing expert input, aiding in community survey and focus group
data collection, interpreting community results, and formulating an effective
implementation plan. 

Steering committee members were recruited by Beckley ARH leadership in late summer
of 2024. On September 6, 2024, the group gathered to discuss the CHNA process, provide
their view of health needs for clients they serve, and plan survey dissemination and
focus groups. On April 4, 2025 and after months of data collection, the Steering
Committee met again for their final meeting (image below).The group reviewed data
and collaboratively recommended priority health needs for Beckley ARH to address.
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After the initial steering committee meeting, 3 focus groups were held to gain
valuable feedback from community members and residents. Additionally, 1 key
informant interview was conducted with a youth from the community.
Community members were asked questions regarding health challenges,
barriers to accessing healthcare, health behaviors, and community highlights.
Discussion in focus groups is fairly free flowing and open-ended, with Team Up
staff noting recurring themes and the most pressing issues brought forth by
participants. 

Beckley ARH hosted forums with:

Recovery Community Leaders
Staff who work with those in SUD recovery

Beckley Council on Aging
Senior community members

Faith Leaders 
Leaders from a variety of faith organizations across the community

Community Focus Groups

“What health behaviors do you see in your community that concern“What health behaviors do you see in your community that concern
you?”you?”

“What are your community’s biggest health challenges?”“What are your community’s biggest health challenges?”
“Why do you think people in your community don’t go to the“Why do you think people in your community don’t go to the

doctor?”doctor?”
“Are there barriers to accessing healthcare in your community?”“Are there barriers to accessing healthcare in your community?”

“What other concerns do you have?”“What other concerns do you have?”

Sample Focus Group Discussion QuestionsSample Focus Group Discussion Questions
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Focus Group Results

QUESTION 1: COMMUNITY HEALTH CHALLENGES

A qualitative thematic analysis was performed utilizing community forum
responses. Recurring challenges and themes were isolated by each forum
question (see table 2) and the resulting key findings are presented below:

QUESTION 2: BARRIERS TO HEALTHCARE

26

Finding 1.1: Basic Needs

Safety
Quality of education
Lack of transportation
Internet access
Insurance coverage gaps
Homelessness
Parenting skills
Grandparents raising
grandchildren

Finding 1.2: Substance Use &
Addiction

Substance use stigma
Lack of needle exchange
program
Smoking
Substance use
Lack of re-entry housing
Vaping
Alcohol use

“What’s the big deal? It’s
just prescription

medication.”

Finding 2.1: Social Determinants of
Health Barriers

Transportation
Traffic congestion
Need to meet peopel where
they are
Poor quality providers
Lack of access for seniors
Lack of internet access
Cost of care

Finding 2.1: Resource Shortage &
Dissemination Barriers

Lack of specialists
Lack of dental care, especially
for Medicaid population
Provider communication
Need resource guides



QUESTION 3: HEALTH BEHAVIORS

QUESTION 4: ADDITIONAL CONCERNS

Finding 4.1: Additional Resources Needed

Need affordable healthy meals
Vitamins for low-income
population 
Mental health
Drinking more water
Nutrition education

Hearing care
Resouces for grandparents
raising grandchildren
Lack of access to Chaplains
Incorporation of faith
organizations into outreach
events

Focus Group Results
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Finding 3.1: Substance Use

Smoking
Smoking during pregnancy
Chewing tobacco
Vaping (adults & youth)
Lack of needle exchange
program
Drug use & overdose
DUI
Ramifications of addiction

       (kinship care, unemployment)

Finding 3.2: Access to Physical
Activity

Education around importance
Obesity & related disease
(diabetes, hypertension, heart
disease)
Lack of physical activity
Safety
Technology & social media

“Everything’s uphill both
ways.” (discussing walking

places)



HEALTH CONCERNS

BARRIERS TO HEALTHCARE

Distracted driving
Pain clinics
Sense of scarcity
Lack of Women’s Health
Transportation barriers

Cultural attitudes about
accessing care
Substance use
Lack of generational wealth
Unmet basic needs

Key Informant Interview:
Youth

28

Difficult to navigate system
Lack of sex-education 
Poverty keeps people from seeking care
Fear & anxiety

“All of this is rooted in
poverty”

POSITIVES & COMMUNITY HIGHLIGHTS

Mental health resources increasing
Mental health stigma decreasing
Want to make life in West Virginia more stable



Community Survey Results
The community survey was developed and distributed online and via paper at
various community events from October 2024-January 2025. Responses are
anonymous. For the full survey instrument, see Appendix C.

Respondent Demographics

Female
79.4%

Male
19.5%

Other
1.1%

Gender

n=577

18-24 25-39 40-54 55-64 65-69 70+
0

50

100

150

200

54

149

188

86

45 47

Age

0 100 200 300 400

Unemployed

Employed part-time

Employed full-time

Retired

Student

Other

32

50

356

82

22

24

Employment Status

Education

24%High School 

9% Technical School

College or Above63%
Other3%

Race/ Ethnicity

African American/ Black

Asian/ Pacific Islander

Native American

White/ Caucasian Other

Hispanic/Latino
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Physician's Office/ Family Doctor

Emergency Room

Health Department

Urgent Care

Don't receive routine care

Other

520

43

24

74

32
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Community Survey Results

Are satisfied with the
ability to access

healthcare services in
Raleigh County.

Regularly receive
preventive services

such as vaccinations,
screenings, and

checkups.

Have delayed
healthcare due to lack
of money or insurance.

75% 86% 40%

Where do you go to receive routine healthcare? Top 5 barriers to receiving routine
healthcare:

1. No barriers

2.
Only visit the doctor
when something is

seriously wrong

Months long
wait times

3.

4.

5.

Physician hours
of operation

Cannot afford it
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Community Survey Results

>20 miles
30.4%

50-100 miles
28.3%

20-49 miles
24.7%

N/A
10.7%

Other
5.9%

How far do you or your household travel to see a
specialist?

0 50 100 150 200 250 300

Cancer

Obesity

Diabetes

Mental health

Substance use

High blood pressure

Tobacco/ Vaping

Dental

Arthritis

Heart disease

Gynecological

HIV/AIDS/STDs

Respiratory/ lung/ asthma

Sleep problems

Aging issues

Other

75

193

169

193

22

277

84

108

194

90

56

1

66

126

75

69

Top 3 health challenges you/ your household face:

72.3%
Are satisfied with the
availability of mental

health services in Raleigh
County.



Community Survey Results
Have you or your household faced any of these issues in the past year?

Not e
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Suicidal th
oughts

0

10

20

30

40

50

60

70

41

18

63

15
11

14

62

10

25

42

Top 3 risky behaviors you
see in your community:

Drug Use (405)
Poor eating habits (293)
Lack of exercise (232)

1.
2.
3.

Healthy
48%

Neither healthy nor unhealthy
30.3%

Unhealthy
11%

Very healthy
9.2%

How would you rate your overall health?
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Community Survey Results
Are you or members of your household currently eligible for any of the

following services? 

Medicare
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Public
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SNAP
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10

55
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114
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Eating healthy

Weight loss

Heart disease

Cancer prevention

Emergency preparedness

Physical activity

Tobacco cessation

Substance use disorder

Mental health/ depression

Parenting/ child development

Using medications correctly

Other

272

297

124

135

149

178

77

76

215

94

35

29

Health related topics respondents are interested in learning more
about:
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Community Survey Results
Most important problems related to quality of life & environment in

Raleigh County:

0 50 100 150 200 250 300

Chronic loneliness/ isolation

Cost of healthcare/ medication

Homelessness

Lack of insurance

Limited availability of healthy food

Limited access to transportation

Lack of affordable housing

Limited job opportunities

Lack of activities for children and teens

Limited places to play for children

Communities that are not walkable/ bikeable

Poverty

Need for social service programs

Poor water/ air quality

112

256

181

183

104

109

164

122

143

44

68

197

60

22

Have had a dental
exam in the past year.

Have had a routine
checkup in the past

year.

Believe mental illness
is a medical condition.

66% 85% 94%
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Community Survey Results

0 200

People close to me 335

People in my community 94
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Other 36

What factors influence your health choices?

Docto
r/ 

health
care

 pro
vid

er

Fri
ends/

 fa
m

ily

Intern
et

Health
 departm

ent

Lib
ra

ry

Lo
cal h

osp
ita

l w
ebsit

e

Newsp
aper/ 

m
agazin

e

Radio/ t
elevis

ion

Social m
edia

Health
 fa

irs
/ h

ealth
care

 outre
ach

Do not a
ccess

0

100

200

300

400

500
495

192

259

57 17 31 27
24 59 69

12

Where do you get most of your healthcare information?
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Community Survey Results

Have been told by a healthcare
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Health Needs Prioritization 
After primary and secondary data were presented to the CHNA Steering
Committee, the group set to prioritizing the top needs using the criteria below.

Feasibility

The ability
 of ARH 

to have a 
measurable 

impact.

Magnitude

The number
of 

people
affected

or size of the
issue.

Seriousness

What are the
consequenc

es of not
addressing

this
problem?

Frequency

Prevalence of
common
themes.

Availability

Are there
already
hospital

programs
that respond
to this need?

Through this process, the Steering Committee synthesized and identified the top
4 health needs facing their community to be:

1.Education on healthy lifestyles and unhealthy behaviors
2.Substance use (includes SUD, alcohol, tobacco, and vaping)
3.Housing & homelessness
4.Basic needs (poverty, scarcity, food insecurity)
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Key 
Strategies

Practice preventive medicine by hosting events that
specifically promote cancer awareness, teach about early
detection, and encourage preventive lifestyles.
Provide screenings and education about obesity-related
diseases (heart disease, stroke, diabetes) broadly throughout
the community.
Expand nutrition education efforts in collaboration with
community partners.
Increase physical activity opportunities in collaboration with
community partners.

Implementation Plan
Beckley ARH leadership collaborated with the Community Development
Department to define the following goals and strategies to address the
identified health needs.

Goal: Reduce the incidence and impact of disease by enhancing
preventive care and offering healthy lifestyle education

Goal: Combat addiction through peer support, community
collaboration, and education encompassing substance use disorders,
tobacco, vaping, and alcohol

Key 
Strategies

Continue to grow Beckley ARH’s Peer Support Program. Peer
support coaches are people who have been successful in
the SUD recovery process and can help others that are still
in active addiction. Peer Support coaches often respond to
overdoses in the ED, refer people to treatment, provide
resources for social needs, educate the community on SUD
and overdose awareness, and more.
Educate students and parents/ caregivers about the
dangers of alcohol, tobacco, nicotine, vaping, and illicit
substances through targeted programming.
Provide overdose awareness and education, along with
trainings on Naloxone and Narcan throughout the
community.
Partner with community organizations, councils, and boards
that support addiction prevention and treatment



Goal: Address homelessness and housing insecurity through patient
referrals, community partnerships, and shared understanding

Key 
Strategies

Increase patient screenings for homelessness (SDOH
assessments) in the ambulatory, outpatient, and inpatient
settings
Create a guide of community housing resources and a
referral process for patients in need
Participate in community coalitions and councils that work to
decrease homelessness and meet basic needs,
strengthening partnerships with community-based
organizations and nonprofits

Goal: Assist patients, employees, and community in meeting their
basic needs and escaping poverty

Increase patient screenings for homelessness (SDOH
assessments) in the ambulatory, outpatient, and inpatient
settings
Create a guide of community housing resources and a
referral process for patients in need
Participate in community coalitions and councils that work to
decrease homelessness and meet basic needs,
strengthening partnerships with community-based
organizations and nonprofits

Key 
Strategies

Increase patient screenings for homelessness (SDOH
assessments) in the ambulatory, outpatient, and inpatient
settings
Create a guide of community housing resources and a
referral process for patients in need
Participate in community coalitions and councils that work to
decrease homelessness and meet basic needs,
strengthening partnerships with community-based
organizations and nonprofits

Grow the number of patients screened in social drivers of
health (homelessness, food insecurity, abuse) upon intake
Create an in-facility food pantry program, which provides
boxes of shelf-stable food to patients that screen as food
insecure in our hospital or clinics
Supporting community organizations that work to meet social
or emergent needs, such as Red Cross, homeless shelters,
domestic violence shelters, REACH food distribution
Promoting ARH workplace initiatives meant to assist
employees and build communities from within:

Employee Assistance Program
Career Pathway and Training Programs

Refer patients to community and social services that can
assist them with homelessness, utility assistance, food, etc.
Creation of referral guides where they are lacking
Hosting employee-led food drives, coat drives, and animal
shelter donation drives
Provide primary care in outlying communities with use of ARH
Mobile Clinic, thereby assisting patients with transportation
barriers



Communication and Distribution
Plan
Nonprofit hospitals are required by the IRS to both communicate about and
publicly distribute their Community Health Needs Assessments (CHNAs) and
related Implementation Strategies (IS) to ensure transparency, community
engagement, and compliance with federal regulations. To meet best practices
and go beyond minimum requirements, ARH will focus on accessibility, outreach,
and engagement. Here's how:

Posting prominently on our ARH website
Sharing with community partners
Sharing with members of the steering committee and focus group
participants
Presenting implementation plans in area coalitions, councils, and boards
Promoting on social media and hospital communications
Incorporating CHNA in grant proposals and reports
Providing progress reports and annual updates to the IRS and ARh Board of
Trustees
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Appendix A
Social Determinants of Health Infographic
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Appendix B
Local Public Health Schematic
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Appendix C
Survey Instrument
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THANK YOU!
We would like to extend our most sincere gratitude to the

Raleigh County community for your input and
contributions to this Community Health Needs

Assessment process.  Because of your participation in
this process, we were able to not only understand the

health challenges that Raleigh County residents face, but
also the complex systems and context you operate

within. With this information, we are able to create a more
effective and comprehensive implementation plan to

address these issues. Thanks to your dedication, we are
able to work towards improving your selected health

priority issues to create lasting, positive change. 
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