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IHA Work on Social Drivers of Health
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Economic Stability

Education Access and Quality

Health Care Access and Quality

Social and Community Context

Neighborhood and Built 
Environment



Our Foundation
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• Healthy People 2030 features many objectives related to SDOH. 
• Tracking Data to Improve Health Collaborative efforts at the federal, state, 

and local levels can help address health disparities. 
• Healthy People offers a platform for collaboration; priority alignment, 

including alignment of federal strategies; and information sharing around 
disease prevention and health promotion priorities for the Nation. 

https://health.gov/healthypeople


2022 CMS Quality Conference
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Our Process



How Do We Identify Social Drivers of 
Health
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▪Z codes are a set of ICD-10-CM codes used to report social, 

economic, and environmental determinants known to affect 

health and health-related outcomes. 

▪Z codes comprehensively identify non-medical factors affecting 

health and track progress toward addressing them

▪ICD-10-CM categories Z55-Z65 are a more specialized group of 

codes to identify social determinants of health.



ICD-10-CM SDOH Categories

Z55 – Problems related to education and literacy 

Z56 – Problems related to employment and unemployment 

Z57 – Occupational exposure to risk factors 

Z58-- Problems related to employment and unemployment

Z59 – Problems related to housing and economic 
circumstances 

Z60 – Problems related to social environment 

Z62 – Problems related to upbringing

Z63 – Other problems related to primary support group, 
including family circumstances 

Z64 – Problems related to certain psychosocial circumstances 

Z65 – Problems related to other psychosocial circumstances
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ICD-10 Z Code Updates for 2023

• Beginning Oct. 1, 2022, updates to Z code Z59.8 have taken effect for the fiscal year 2023. 
Although there is no change to Z59.8, or “other problems related to housing and economic 
circumstances,” additional codes have been established to allow for greater specificity.

• For example, three new codes depict scenarios that may limit a patient’s ability to 
schedule, attend and/or pay for their appointments:

• Transportation insecurity (Z59.82) describes issues of inaccessible, inadequate, unaffordable, unsafe 
and unreliable transportation.

• Financial insecurity (Z59.86) includes bankruptcy, burdensome debt and economic strain.

• The inability to obtain adequate childcare, clothing, utilities and basic needs is covered in material 
hardship (Z59.87).
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IHA Work on Social Determinants of Health

10

Small Rural Hospital 
Improvement Grant Program

*Funded 2019-2023

*14 hospitals participating in the Special 
Innovations Project  (SIP) to build processes 
to capture social determinants of health 
through Z codes

Safety PIN C
*Funded 2021-2024

*Goal is 100% participations of Indiana  birthing 
hospitals to integrate health equity framework by 
implementation of Social Determinants of Health 
screening, systemized coding, data analysis, and report 
visualization followed by action using the PETAL 
framework to connect women and infants to resources 
prior to crisis. 

Indiana Healthy Opportunities for Everyone 
Program (I-HOPE)

*Funded 2021-2024

*National initiative to address COVID-19 health 
disparities among populations at high-risk and 
underserved, including racial and ethnic 
minority populations and rural communities. 

Hospital Quality Improvement 
Collaborative (HQIC)

*Funded 2020-2024 

*A CMS funded project to partner with hospitals 
across the country in rural, critical access, and urban 
setting that provide care for vulnerable populations. 



The  Journey
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SHIP Special Innovation 
Project (SIP)



Small Rural Hospital Improvement Grant Program-
Special Innovation Project
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• 14 Rural/Critical Access Hospitals participating in the SHIP program
• 4-year program starting in 2019 and ending in 2023
• First targeted work around social determinant or social drivers, of 

health with our hospitals



Starting Line
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Team Building

• Hospital Leadership

• Clinical Staff 

• Coders

• IT Team

• Social Workers, Navigators

• Providers

• Community Wellness Liaisons
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Plan, Do, Study, Act

PLAN
➢ Hospitals conducted CHNA’s
➢ Choose focus area
➢ Established workgroup
➢ Attended multiple education 

sessions on SDOH screening and 
Z codes

DO
➢ Z code database was built 

from hospital claims data
➢ Used example from CMS 

Medicare study
➢ Began increased education 

to coders to capture Z 
codes

STUDY
➢ Teams participated in training 

sessions from various organizations, 
such as Find Help (formerly Aunt 
Bertha), and IN 211

➢ Training on changes in coding 
requirements

➢ All-hospital group sessions to discuss 
successes and failures

➢ Individual one-on-one meetings to 
review data and process flows

ACT
➢ Introduction to additional 

community resources for patient 
referral

➢ CHW engagement to identified 
resource shortage

➢ Enhancements to EMRs
➢ Staff into position to do social 

screenings
➢ Coding workflow process changes



Baseline Data
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SIP Hospital Progress
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What We Need to Get to The Finish Line

Support to Finish the Race:

• Housing

• Food Insecurity

• Transportation

• Community Wellness

• Maximizing Reimbursement

• Coding

• Motivational Interviewing Skills
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Safety PIN –
Protecting Indiana’s Newborns 
(PIN) 



Governor Holcomb’s Call to Action
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2018 State of the State Address 
“The Next Steps to the Next Level”
Eric Holcomb, Governor of Indiana

Delivered January 9, 2018

“Our infant mortality rate is a direct lens 
into the overall health of Hoosiers . . . 

So tonight, I’m setting a goal to become 
the best state in the Midwest for infant 

mortality rates by 2024.”



The Why Behind Our Priority
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Indiana’s Statistics
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Safety PIN 2021-2024
Closing the Disparities Gap
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Safety PIN-PETAL Framework
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• The PETAL Framework is built upon the Learning Health 
System principles (Brooks, 2017). 

• Uses a targeted approach that raises awareness, 
increases the knowledge of causes and effective 
interventions, and provides actionable ways to reduce 
health care disparities and improve equity through 
community engagement, data and analytics.

• The core components of the framework include: 

• Prioritize health equity 

• Engage the community 

• Target health disparities 

• Act on the data  

• Learn and improve  

• Additional elements that cut across all core components 
include supportive technology, social determinants of 
health and sustainability

https://onlinelibrary.wiley.com/doi/full/10.1002/lrh2.10029


Baseline Data
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REaL Data Capture
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*Data retrieved from IHA DataLink



The Journey

28

Safety PIN “C” Social Determinants of Health (SDoH) in the maternal-infant population

April 1, 2021
Grant cycle begins 

June 3, 2021           
IHA kicks off with 
informational webinar 
to birthing hospitals. 
Call to action

June 29, 2021
Population 
Health and Social 
Determinants of 
Health data 
virtual event

Q3 2021
Launch PETAL 
quality improvement 
framework

Q4 2021
100% of birthing 
hospitals have received 
education and training 
on the PETAL 
framework by Dec. 31.

Q1 2022
Create 
Multidisciplinary 
Teams

Q2-Q4 2022
Evaluate process 
gaps & develop 
QI plan using 
PDCA cycle

December 31, 2022
100% of birthing 
hospitals will have 
deployed a screening 
process

January 26, 2023
All hospital call: 
Analyzing 
baseline data for 
IP efforts

February 2023 
Assess current state of 
SDOH screening & Z 
code capture and work 
one-on-one with sites



Improvements
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*Data obtained from IHA internal data dashboard- All Payor



Hospital Progress Report
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Indiana Healthy Opportunities 
for People Everywhere 

(I-HOPE)



Indiana Healthy Opportunities for People 
Everywhere (I-HOPE)
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▪Goal: Increase/improve data 

collection and reporting for 

populations experiencing a 

disproportionate burden of 

COVID-19 infection, severe 

illness, and death to guide the 

response to the COVID-19 

pandemic.

COPD 
• Admit with COVID-19
• Readmissions
• Mortality



Indiana COPD Readmissions
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I-HOPE
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Z-Code Analysis



Resources
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• COPD Educator Course
• Asthma Educator 
• Freedom From Smoking Facilitator



Hospital Quality Improvement 
Collaborative (HQIC)



HQIC
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Obstacles in Data Collection

• Lack of definitions for SDOH terms 

• Unfamiliarity with social needs 

• Providers and coders 

• Perceived priority/lack of incentives

• Number of codes that can be captured 

• Operational processes 

• EHR-based screening tool 

• Standard documenting process 

• Coding processes 

• Lack of clarity about who can screen and document 

• Productivity challenges
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Indiana’s Z Code Utilization
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*Data obtained from IHA internal data dashboard- All Payor



Next Steps



Foundations
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CMS Framework for Health Equity Priorities Rural Health Equity & Quality Summit Report

https://www.cms.gov/files/document/cms-framework-health-equity.pdf
https://www.ruralcenter.org/sites/default/files/Rural%20Health%20Equity%20and%20Quality%20Summit%20Report%20FINAL_0.pdf


Why ?
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Remington Report

IPPS
NPIC

https://remingtonreport.com/intelligence-resources/home-health/2023-providers-are-responsible-for-social-determinants-of-health-quality-measures/#:~:text=Hospitals%3A%20New%20SDOH%20Quality%20Measure%3A%20Starts%202023&text=Hospitals%20will%20capture%20screening%20and,utility%20difficulties%2C%20and%20interpersonal%20safety.
https://www.cms.gov/newsroom/fact-sheets/fy-2023-hospital-inpatient-prospective-payment-system-ipps-and-long-term-care-hospital-prospective
https://www.npic.org/blog/2022/12/15/setting-up-your-unmet-social-needs-programs-for-2023/


TJC Standard Update for 2023
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As of Jan. 1, accreditation programs for primary care clinics, behavioral health 
centers, critical access facilities and hospitals will include new mandates for their 
leaders. New standards include:
•Designating a leader or leaders to direct activities to reduce healthcare disparities within an 
organization.
•Assessing patients’ health-related social needs and providing information about community resources 
and support services.
•Identifying healthcare disparities in the patient population by stratifying quality and safety data using 
socio-demographic characteristics.
•Developing a written action plan that describes how the organization will address at least one of the 
healthcare disparities identified in its patient population.
•Taking action when the goals in its plan to reduce health disparities are not achieved or sustained.

https://www.jointcommission.org/-/media/tjc/documents/standards/r3-reports/r3_disparities_july2022-6-20-2022.pdf

https://www.jointcommission.org/-/media/tjc/documents/standards/r3-reports/r3_disparities_july2022-6-20-2022.pdf


What About Reimbursement?

https://lakelandcare.com/sites/lakelandcare.com/files/attachments/2022%20P4P%20notice%20%282%29.pdf

https://www.healthcaredive.com/news/h
umana-program-to-reimburse-providers-
for-identifying-social-determinants-
l/573557/
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https://lakelandcare.com/sites/lakelandcare.com/files/attachments/2022%20P4P%20notice%20%282%29.pdf
https://www.healthcaredive.com/news/humana-program-to-reimburse-providers-for-identifying-social-determinants-l/573557/


Contact Information 
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Madeline Wilson MSN, RN, CLSSBB
Quality & Patient Safety Advisor & 

Health Equity Lead
317-974-1407

mwilson@IHAconnect.org

mailto:mwilson@IHAconnect.org
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