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Objectives =

* Differentiate between social drivers of health, health equity, health
equality, and health disparities

* Recognize how social drivers of health influence health outcomes and
the role that hospitals can play in identifying gaps in care

* Interpret the history and future expectations of regulatory bodies,
including CMS and payors on identification of social drivers of health



Definition-Old o e

Social Determinants of Health

* Conditionsinthe environments where
people are born, live, learn, work, play,

Health Care worship, and age.
Access & Quality

Affect a wide range of health,
functioning, and quality-of-life outcomes
and risks.

Economic
y Stability

* Have a major impact on people’s health

AW Social & Community and well-being.
Context

@ Neighborhood & * Contribute to a wide range of health
Built Environment disparities and inequities.




What Drives Outcomes?

Healthcare Access

& Quality

Health coverage

Provider availability

Provider linguistic &
cultural competency

Quality of Care

Education

Literacy
Language

Early childhood
education

Vocational training

Higher Education

Economic
Stability

Employment
Income
Expenses
Debt
Medical bills
Support

Community &
Social Context
Social integration
Support systems
Community engagement
Stress

Exposure to
violence/trauma

Indiana

A .

&_ Hospital
A Association

Neighborhood & Built
Environment
Housing
Transportation
Safety
Parks/Playgrounds
Walkability
Zip code/geography
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Impact of Societal Factors =

10% i 8 Water Quatiy ﬁ * The most important truth to know about
Physical Housing & Transponaton societal factors is that they make up a
Fvironment staggering 80% of our health.
ZOD/D Access to Care +
Caro Qumotom T If health systems are committed to improving
5 — health and well-being for their patients and

30% SmokingSubstance Abuse communities, they need to think and act
Behavior Dt Exercie T,Yv beyond the walls of the hospital.

Exucation ‘ * This is a compelling story to tell, and you play
40% a very important role in uncovering the
Social e [ systemic consequence of health inequities.
Economic _ [

Social Suppor m




4 Indiana

Definition-New o e

As a recent Health Affairs blog emphasized, “Now more than ever, it is crucial that we use language
that speaks to the realities of peoples’ lives and illuminates, rather than obscures, our shared
understanding of and responsibility to act on all the factors that drive health.”

* Shift away from what elements outside of clinical care determined the health of a person, to
providing support and programs to drive better health outcomes. r ~

*Determined = just the way it is
*Drivers = over-coming and changing negative influencers



https://www.healthaffairs.org/do/10.1377/forefront.20210429.335599/full/
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County Health Rankings & Roadmaps =

County Health
Rankings & Roadmaps

What Impacts Health v Health Data v Strategies and Solutions v Findings and Insights v About Us v

& AT

|

Health Data Find Data by Location
Enter your state, county, or ZIP Code

The annual data release provides a revealing snapshot of how health is influenced by where we live, learn, work, and play. The
snapshets provide communities a starting point to investigate where to make ch

Read our 2024 National Findings Report

Choose a state or use the search to begin R
(eid

DE
DC

Find datasets and documentation: Download state and national datasets



https://www.countyhealthrankings.org/health-data/health-outcomes?
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How do Counties Rank for Health Factors? o el

pmm—
‘ Coun_ty Health 2024 Health Factors - Indiana
Rankings & Roadmaps

rows iy y e s Health factors represent community conditions that we can change to improve health and opportunity, such as access to quality education, living wage jobs, quality

aa
Davenport Joliet

* * clinical care, nutritious foods, green spaces, and secure and affordable housing, We measure four health factor areas.
Health Behaviors Clinical Care Social and Economic ~ Physical Environment
Factors
e Tobacco use Education : .
_ . Access to care Air & water quality
e Diet & exercise Employment & income
| o Alcohol & drug use Family & social support
s . uality of care , Housing & transit
Sexual activity sty Community Safety J
HEALTH FACTORS GROUP LEAST HEALTHY IN US . . [_] . . . . . HEALTHIEST IN US NOT GROUPED (NA)
Cities | | Congressional District Lines (Learn More)

https://www.countyhealthrankings.org/health-
data/indiana?year=2024&measure=Health+Factors



https://www.countyhealthrankings.org/health-data/indiana?year=2024&measure=Health+Factors
https://www.countyhealthrankings.org/health-data/indiana?year=2024&measure=Health+Factors

Starke County, Indiana
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HEALTH FACTORS G

LEAST HEALTHY 4 S . HE [ ] . ... HEALTHIESTINUS  INOT DROUPED (HA)

Starke County, Indiana, is Rural. 100% of the
population lives in a low population density area.

Starke County Health Factors@

Many things influence how well and how long we live. Health
Factors represent those things we can improve to live longer and
healthier lives. They are indicators of the future health of our
communities.

Starke County is faring worse than the average county in Least Healthy in US

Indiana for Health Factors, and worse than the average county

in the nation.

[ | Showareastoexplore | | Showareasofstrength [~ Trends Available

Health Factors

Health Behaviors Starke County
Adult Smoking 23%

Adult Obesity 42%

Food Environment Index 8.1

Physical Inactivity 29%

Access to Exercise Opportunities 67%
Excessive Drinking 17%
Alcohol-lmpaired Driving Deaths 14%

Sexually Transmitted Infections o 1584.0

Teen Births 28

Additional Health Behaviors (not included in summary)

Starke County

Indiana

18%

37%

6.8

25%

7%

18%

18%

510.7

20

National Average

State Average

United States

15%
34%
77

23%
84%

18%
26%

495.5

17
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How Do Counties Rank for Health Outcomes? sk,

- County Health 2024 Health Outcomes - Indiana What are Health Outcomes?

Rankings & Roadmaps

We measure length and quality of life to understand the health outcomes among counties in Indiana.
ee o .

s Length of Life Quality of Life

III\ Springfield :

b .

\\\ -

Sity = L::J T~

https://www.countyhealthrankings.org/explore-health-
rankings/indiana/data-and-resources

\\.l.\ L : h
neaTh outcomes Group  LEasTHEATHY Nus [l I 0 11T 0 B I ) +esuriestinus  [NOT GROUPED (NA)

Cities | | Congressional District Lines (Learn More)



https://www.countyhealthrankings.org/explore-health-rankings/indiana/data-and-resources
https://www.countyhealthrankings.org/explore-health-rankings/indiana/data-and-resources

Indiana

Starke County, Indiana SN

Starke County Health Outcomes@

Health Outcomes tell us how long people live on average within a

community, and how much physical and mental health people

experience in a community while they are alive. Starke County

O mame ¢
Starke County is faring worse than the average county in -
. ®

Indiana for Health Outcomes, and worse than the average . i .
g Least Healthy in US Healthiestin US

county in the nation. National Average

State Average

~~ Trends Available

Health Outcomes

Cinc
Length of Life Starke County Indiana United States —
Premature Death 12,300 9,300 8,000 v
‘ Louisville Frankfort Quality of Life Starke County Indiana United States —

e ® L=
N | Poor or Fair Health 19% 16% 14% W
4 Poor Physical Health Days 41 3.5 3.3 v
Poor Mental Health Days 58 52 48 hd

unsy s [ EEEEN -

Low Birthweight 8% 8% 8% A4
Additional Health Outcomes (not included in summary) Starke County Indiana United States —

O n e Co u nty Ove r’ Po rte r CO u nty[ Life Expectancy 724 756 77.6 hd
H as a I |fe ex p ecta n Cy of 7 7 . 5 yea rs. Premature Age-Adjusted Mortality 620 450 390 v

Child Mortality 60 50 v

Infant Mortality 7 6 v 11
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Health Equality vs. Equity SN

EQUALITY: EQUITY: yé
Everyone gets the same — regardless if it's needed or Everyone gets what they need — understanding the
right for them. barriers, circumstances, and conditions.

Copyright 2022 Robert Wood Johnson Foundation

12



Where Do We Start? o o

Data

»-Data can help us to understand what
people’s greatest social needs are, and
can also link with race, ethnicity, sexual
orientation, and language barriers.

»-This has been CMS’s plan for quite
some time.

13
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2015 Equity Plan for Improving Quality in Medicare i,

Priority 2: Evaluate
disparities impacts and
integrate equity
solutions across CMS
programs

Priority 1: Expand the
collection, reporting,
and analysis of
standardized data

Priority 3: Develop and

disseminate promising

approaches to reduce
health disparities

Priority 5: Improve
communication and
language access for
individuals with limited
English proficiency and
persons with
disabilities

Priority 4: Increase the
ability of the health
care workforces to
meet the needs of

vulnerable populations

Priority 6: Increase
physical accessibility of
health care facilities

https://www.cms.gov/files/document/paving-way-equity-cms-omh-progress-report.pdf

15


https://www.cms.gov/files/document/paving-way-equity-cms-omh-progress-report.pdf
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2016 CMS Progress Report on Equity Plan ="

* Introduction of improving the * Worked with QIN-QIOs and HENS to
collection of demographic patient data help understand how to address
health equity
* REaL data = Race, Ethnicity and
Language * Introduced Accountable Health
Community Models which included
* Began to add sexual orientation data screening for SDOH

* Began to add disability status

https://www.cms.gov/sites/default/files/2020-10/CMS%20Equity%20Plan%20Progress%20Report%200ct%202016.pdf

16


https://www.cms.gov/sites/default/files/2020-10/CMS%20Equity%20Plan%20Progress%20Report%20Oct%202016.pd

2019 Addition of SPADEs =

* In 2019, CMS identified and developed standardized patient assessment data elements
(SPADES) to assess social determinants of health and embedded these data elements into
the Post-Acute Care Quality Reporting Programes, to be collected starting in 2020.

* Although data collection was delayed due to the public health emergency, this policy
change in Medicare’s prospective payment system makes collection of social determinants
of health data part of the required standardized patient assessments administered in post-
acute care settings.

* This extends to long-term care hospitals, skilled nursing facilities, intermediate
rehabilitation facilities, and home health agencies.

 The additional SPADEs include race, ethnicity, preferred language/interpreter services,
health literacy, transportation, and social isolation.

17
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CMS Fra
mework for Health Equity 2022-2032

CMS Framework for
Health Equity 2022—2032

Definition of Health Equity

atmw\mlmr.g\es\mmmannlaaupmxis.mmydﬁ
mahvm;ﬂwmﬂywwmrwﬂr@hl@aﬂﬂdr&&

https:
e e ://www.cms.gov/files/docume
CcMS Framework for Health Equity Priorities h ea |th _eq u Ity_ZOz 2 BZ/.fC m S'fra m eWO rk_

.‘ Priority 1: Bxpand the Collection. Rapoﬂm.andmwssoi
il suandardized D2

Priority 2: Assess Causes of Disparites \Within CMS Programs.
and Address \nequities n Poicies and Operations 10 Close Gaps

Priority 3: Buid Capaciy of Heath Care Organizatons and the
Workiorce 10 Reduce Health and Health Gare Disparities
Priority 4: Advance \Language AcCess. Health Literacy.
and the Provision of Culturally Tailored Services

Priority 5 \ncrease All Forms of Accessbiity 10 Health Care

18



https://www.cms.gov/files/document/cms-framework-health-equity-2022.pdf
https://www.cms.gov/files/document/cms-framework-health-equity-2022.pdf

\( Indiana

CMS Framework for Health Equity Priorities -

_ Priority 2:
Priority 1: Assess Causes of Disparities
Expand the Collection, Within CMS Programs, and
Reporting, and Analysis Address Inequities in Policies
of Standardized Data and Operations

CMS
Framework for
Health Equity

Priority 5: Priorities Priority 3:
Increase All Forms Build Capacity of Health
of Accessibility to Care Organizations
Healthcare Services and the Workforce to
and Coverage Reduce Health and
Healthcare Disparities

Priority 4:

Advance Language Access,
Health Literacy, and the Provision
of Culturally Tailored Services

https://www.ruralcenter.org/sites/default/files/Rural%20Health%20Equity%20and%20Quality%20Summit%20Report%20FINAL 0.pdf 1



https://www.ruralcenter.org/sites/default/files/Rural%20Health%20Equity%20and%20Quality%20Summit%20Report%20FINAL_0.pdf

Culturally and Linguistically Appropriate Services
(CLAS)

4 Indiana
S Hospital

‘ Association

Note Priority 4: Advance Language Access, Health Literacy, and the
Provision of Culturally Tailored Services

* Community partnerships can help organizations meet the unique needs of
individuals from various cultures through collaboration to develop language
access plans, collect language data, and improve equitable communication.

https://www.cms.gov/files/document/cms-2023-hec-post-conference-report-2023.pdf

20


https://www.cms.gov/files/document/cms-2023-hec-post-conference-report-2023.pdf
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How Do We Acknowledge
SDOH?




/Z Codes

ICD-10 codes that
describe social
problems, conditions,
or risk factors that

influence a patient’s
health.
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|ICD-10-CM SDOH Categories

SOCIAL DETERMINANTS
OF HEALTH

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
260 — Problems related to social environment

262 — Problems related to upbringing

/63 — Other problems related to primary support group, including family
circumstances

/64 — Problems related to certain psychosocial circumstances
265 — Problems related to other psychosocial circumstances 23




Examples

* Many of the “stories” you hear from patients are linked to Z codes.

Indiana
& _ Hospital

V . .
A Association

In the past month, did Poor Physical or Mental Health keep you from doing your usual activities, like work,

If you take Medication, are you not taking it because it is too expensive?

school or a hobby? Code | Description Code | Description
Code | Description Code | Description Patient's other noncomoliance
) Problems in relationship with spouse or Z91.14 | o . P Z59.6 | Low income
Z78.9 | Poor physical health Z263.0 partner with medication regimen
Z71.1 | Mental health related complaint Z63.4 | Disappearance and death of a family member
. . Disruption of family by separation and
Z60 | Problems related to social environment Z63.5 divorce Do you ever Feel Unsafe in your home or neighborhood?
Z60.0 | Problems of adjusting to life-cycle transitions Z63.6 | Dependent relative needing care at home Code Description Code Description
7602 | Problems related to living alone 763.7 2;29;0552225;:2 life events affecting family 260.8 | Other problems related to social environment | 262.82 | Parent-child conflict
260.4 | Social exclusion and rejection Z63.32 | Other absence of family member 763.0 E;?Fr:?:‘s in relationship with spouse or 259.2 | Discord with neighbors, lodgers and landlord
Target of (perceived) adverse discrimination . S .
2605 | 2nd persecution 263.72 | Alcoholism and drug addiction in family 2605 | Target of (perceived) adverse discrimination
762 | Problems related to upbringing 763.8 Other specified problems related to primary and persecution
support group
Z262.0 | Inadequate parental supervision and control Z65 zir:zzl:;g;zifted to other psychosocial
SDoH Z Code Crosswalk.pdf (ospdocs.com
762.82 | Parent-child conflict 765.3 Problems related to other legal p ( p )

circumstances

24


https://www.ospdocs.com/resources/uploads/files/SDoH%20Z%20Code%20Crosswalk.pdf

Developing Z-Code Reporting o

&_ Hospital
A Association

* Generally sourced from
administrative claims

* Analytics team guidance

 7-Code position in longitudinal
records

] gt 8

[
|

!ll' 4[

* Improving documentation

25
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WhatYou Can Do

- soding Tof h
‘égg'\)aL\MDL;termmants of Healt

@). Haospitals should educate key stakeholders, including physicians, non-physician health care providers,
and coding professionals of the important need to screen, document and code data on patients’ social

needs. Utilizing £ codes will allow hospitals and health systems to better track patient needs and identify
solutions to improve the health of their communities.

their patients
ng S0Cid needs

the health O
10 improve the
h als’ efforts 101 e
. ise Dl o eening for. documenting & d
1 data related ©© patients’ SOC ~$naavq‘z¢3¢ o o ot
O enmunites ploying a St
ies. And, em

4 _nowing for persond that addresses patients
® e hat im; r owing for perso ahzedcare.a.ac‘s
u ‘ g ct their patients, allow!
that impact ¢
Track al needs U
rack the Sock

medical and social needs:

ermine hoV o focus @ Socid determinants strategy; a0
jinan

1 U
rmine how

0
{ atients 10 ge'
regate 0ata act 0SS P
« Aggregate

J isthe |ICD-10CM )
jon health trends and 0 . o

}ding education

o Identify poPY atl

@) As coding professionals review a patient’s medical record to identify the appropriate ICD-10-CM codes to

include, they should be aware of and begin utilizing the ICC-10-CM codes included in categories 755-765,
listed in Table 1.

u
nt, housing. o
” i wmee(c risk factors like dust,
3 sure 10 f i
o CD-10-CM codes, yospital 27
s peen limited

jlity of the: Py
odes. Adoptio! o
s ent a patient’s SO al needs,

menting and codind social
dition, coders may need
i se codes

wh
rocesses for d0cU
_ it with Z codes. In & . b
i from hospital leaders 1© collect

rt from

@) Haospital leaders can prioritize the importance of documenting and coding patients’ social needs and allow
coders extra time to integrate coding for social determinants into their processes.

s provide
od Clinic has prov¥

t he AHA Codind B b
s T:an\e hospitals 10 adopt thei

ncrease Ul s
working to increas! s
' og mentation and usé of Z cod¥

Guidelines fof Coding
ere supported DY physician

tinely
al workers and nurses. In
3 ician P
nor
AHA Coding Clinic Pt
ation documented D

ed on inform

ne 10-CM Cooperatin parties and €
1cp-10C perating S

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

Did You Know? o e

* Persons with potential health hazards related to socioeconomic and psychosocial
circumstances, code assignment may be based on medical record documentation
from clinicians involved in the care of the patient who are not the patient’s provider
since this information represents social information, rather than medical diagnoses.

* For example, coding professionals may utilize documentation of social information
from social workers, community health workers, case managers, or nurses, if their
documentation is included in the official medical record.

* Patient self-reported documentation may be used to assign codes for social
determinants of health, as long as the patient self-reported information is signed-

off by and incorporated into the medical record by either a clinician or provider.
https://www.cms.gov/files/document/fy-2024-icd-10-cm-coding-guidelines-updated-02/01/2024.pdf

27


https://www.cms.gov/files/document/fy-2024-icd-10-cm-coding-guidelines-updated-02/01/2024.pdf

Why are Z codes important?

e Support evaluation and management (E/M) coding

* Justify medical necessity

* Paint a complete picture of the patient’s circumstances
* |dentify potential barriers to diagnosis and treatment

* Gather data on treatment efficacy and the true cost of care

4 Indiana
& Hospital

A Association

28



ICD-
10 Z Code Updates for 2023

‘ CMS-gOV Centers for Medicare & Medicaid Servi ‘
* Old News: Beginni
: Beginning Oct. 1
code Z59 -1, 2022, upat
s Adaéi%tihjve taken effect for the fiscaleyslefg ‘
nal codes have been establishedrt
o)

2023 1CD-10-CM
allow for greater specificity.

ppil, 2023 UPDATE
* New News: '
s: Effective April 1, 2023, CMS has n
) oW

defined 88 individual-
ificant risk im |
em
plemented updates to codes to occur t
rtwice a

fort to hetter enable the collectionof fhealth-related social needs (HRONS),

nan et
\evel, adverse social conditions hat negatively mpactapersonshea\th or healthcare, are sign
factors associated with worse health outcomes a el asincreased healthcare uiization the Centers for eari
D’\seaseComm\andPrevent\onskCDC\ National Center for Hea\th%tat\st\cskNCHS\'\s'\mp\ement'\ngM yearin Aprl| and October inst
new diagnosis codesinfothe \nternational C\assmcat\onomseases TenthReV\S\on,()\'m'\ca\Mod'\ﬂcat'\on stead OfJUSt Octo ber
(CD-10-CM), for reporting effective pril, 2023, °* Ina compa rison bet )
ween the
Theﬂ\es'mtheDown\oadssect'\onbe\ow contdm'mﬁormat'\ononthe\CD-\O-CN\updateseﬁect’wew'\th to the Apl’ll 23 Updates SO OCtober 22 Upd ates
discherges on end afte prl1, 2023, removed and other CO(; me Z codes have been
. e
specific. s have become more

httpS'//WW m
. W.C s.gov/lned'
|care/icd-10/202 i
3-icd-10-cm
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https://www.cms.gov/medicare/icd-10/2023-icd-10-cm

creening Tools

e
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e ,,.a‘:r w
o
G
e
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PRAPARE-25 languages
and in many EMRs

2=/ AMERICAN ACADEMY OF
FAMILY PHYSICIANS

Social Needs
Screening Tool

PATIENT FORM (short version)

Please answer the following.

HOUSING
1. Whatis your housing situation today?
O 1 do not have housing (I am staying with ofhers, in a hotel
in a shelter, living outside on the street, on a beach, in
a car, abandoned building, bus or train station, or in a
park)
O 1 have housing today, but | am worried about losing
housing in the future
O 1 have housing

2. Think about the place you live. Do you have problems with
any of the following? (check all that apply)’
O Bug infestation
O Moid
O Lead paint or pipes
O Inadequate heat
O Oven or stove not working
O Noor not working smoke detectors
O Water leaks
O None of the above

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

4. Within the past 12 months, the food you bought just didn't ast
and you didn't have money to get more.!
O Often true
O Sometimes true
O Never true

TRANSPORTATION

In the past 12 months, has lack of transportation kept you

from medical appointments, meetings, work or from getting

things needed for daily living? (check all that apply)

O Yes, it has kept me from medical appointments or getling
medications

O Yes, it has kept me from non-medical meetings,
appointments, work, or getting things that | need

O No

UTILITIES
6. In the past 12 months has the electric, gas, oil, or water

company threatened to shut off services in your home?'
O Yes

O No

O Already shut off

PERSONAL SAFETY
7. How often does anyone, including family, physically hurt

you?
Never
Rarely
Sometimes
Fairly often
O Frequently

o
o
o
o

8. How often does anyone, including family, insult or talk down

1o you?

O Never

O Rarely

O sometimes
O Fairly often
O Frequently

9. How often does anyone, including family, threaten you with

harm?
O Never
O Rarely
O Sometimes
O Fairlyoften
O Frequently

AAFP-10 questions

A

—

A

The Accountable Health Communities
Health-Related Social Needs Screening Tool

What's the Accountable Health Communities (AHC)
Health-Related Social Needs (HRSN) Screening Tool?

We at the Centers for Medicare & Medicaid Services (CMS) Center for Medicare and Medicaid
Innovation (CMMI) made the Accountable Health Communities (AHC) Health-Related Social
Needs (HRSN) Screening Tool to use in the AHC Model.* We're testing to see if systematically
finding and dealing with the health-related social needs of Medicare and Medicaid beneficiaries
has any effect on their total health care costs and makes their health outcomes better.

Why is the AHC HRSN Screening Tool important?

Growing evidence shows that if we deal with unmet HRSNS like homelessness, hunger, and
&xposure to violence, we can help undo their harm to health. Just like with clinical assessme:
tools, providers can use the results from the HRSN Screening Tool to inform patients’ treatment
plans and make referrals to community services.

What does the AHC HRSN Screening Tool mean for me?

Screening for HRSN isn't standard clinical practice yet. We're making the AHC HRSN
Screening Tool a standard screening across all the communities in the AHC Model. We're
sharing the AHC HRSN Screening Tool for awareness.

What's in the AHC HRSN Screening Tool?

In a National Academy of Medicine discussion paper, we shared the 10-tem HRSN Screening
Toal. The Tool can help providers find out patients’ needs in these 5 core domains that
community services can help with:

» Housing instability

«  Food insecurity

«  Transportation problems

« Utiity help needs

+ Unas Stanes, LS. Dparmant of HESIN an Human Sendces, Cenier for MeScare & MesEs Seviees. (2017, Seplember 05}, Accourtabi.
it Gommunses a4 "

+Billous, & MD, DP, Veriseaer, K. WEH. AThary, 5. DiPH. & Abty, D, P
Cirical Samngs: Tha Accoureseie HESth Commrais Scroening Tt Nalional Acatsrmy of MAins PErspectes, 1.9, Mo (10 Slu/ugs:

Center for Medicare and Medicaid Innovation 1

CMS

Indiana
Hospital
Association
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https://prapare.org/the-prapare-screening-tool/
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/patient-short-print.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
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Most health care leaders say they are screening their patients for DOH, but ® In 2017’ 88% Of hospita IS Who

fewer say they are connecting them to services that address DOH (via

community partners o in-house programs) responded to a survey (300) stated they

M Screening M Community partnerships In-house programs

were screening for social needs.

I, £ 2
I = 1%
39%
Access or vouchers to food banks or pantries
80%

— * 33% reported that they had a well-

27%
Interpersonal violence

T —co defined process for connecting people

32%

Paying for basic needs such as utility bills With resou rces.

79%
I =S o

23%
Stable housing
78%

E— * Arepeat survey in 2021 found that 79%

18%
Transportation to work, or to doctor appointments

— e —7 of hospitals (251) screened for social

34%

Access to green spaces and Placeas;;exercise needs’ 35% Stati ng they had a process

I 1526 .
cducation for con necting people to resources.
I

29%
I 1 526
16% https://www?2.deloitte.com/us/en/insights/industry/health-care/drivers-of-health-equity-

pons hen asked “Does your arganization screen patients or SUFVE}{.ht”Il
nd “Does your zanization ‘have programs in-house to help
ith mmun anizations to help patients or members.™



https://www2.deloitte.com/us/en/insights/industry/health-care/drivers-of-health-equity-survey.html
https://www2.deloitte.com/us/en/insights/industry/health-care/drivers-of-health-equity-survey.html

Indiana

Team Building =

* Hospital Leadership

* Clinical Staff

* Coders

° |IT Team

* Social Workers, Navigators

* Providers

* Community Wellness Liaisons
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Indiana

Our Foundation e

/‘\
2030

* 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.

T|[* Healthy People 2030
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IHA Work on Social Drivers of Health = e

Safety PIN C

Small Rural Hospital *Funded 2021-2024
*Goal is 100% participations of Indiana birthing
Improvement Grant Program hospitals to integrate health equity framework by

5 implementation of Social Determinants of Health
Funded 2023-2028 screening, systemized coding, data analysis, and report

*36 hospitals participating visualization followed by action using the PETAL
framework to connect women and infants to resources

prior to crisis.

o o
‘ Assnmatmn

H ital lity | t
Indiana Healthy Opportunities for Everyone osplc:";ll;x :r;t\i/v;n(;l)-lrgrce)men
Program (I-HOPE)

*Funded 2021-2024 *Eunded 2020-2024
unde s

*National initiative to address COVID-19 health *A CMS funded project to partner with hospitals
dlsgarltles adm.ontlg ngulatlprI\s a:cj h'ghh',r'Sk and across the country in rural, critical access, and urban
underservea, including racial an &l e setting that provide care for vulnerable populations.
minority populations and rural communities.
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Indiana’s Z Code Utilization-88% Improvement

Patients 2018 2019 2020 2021 2022 2023 (3Q)
Annual Total | Annual Total | Annual Total| Annual Total | Annual Total | Annual Total
Occupational exposure to risk-factors RIT7 R0 R? IFRA 473 412
Other problems related to primary support group including family circ RROR 2049 GT0R 0RTH 12445 10714
Other problems related to upbringing 100072 10633 0532 2801 10518 2300
Problems related to certain psychosocial circumstances 07 IF5 290 201 309 317
Problems related to education and literacy 1796 18928 0RA 1030 1407 1f51
Problems related to employment and unemployment 1774 AR0F Ra4R 7765 10359 23654
Problems related to housing and economic circumstances 154R0 17682 18024 20763 37371 1771F
Problems related to other psychosocial circumstances 1923 3370 2487 R730 F714 f317
Problems related to social environment 1487 1034 1845 4R05 5000 TRRT
Yearly Total 40439 47993 47032 57524 75480 73543
Total Claims 6,604854) 6,014042) 5064135 6,658232| 8567069 6,853,309
0.60% 0.69% 0.79% 0.86% 0.88%

*Data obtained from IHA internal data dashboard- All Payor
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Remember This Slide? o o

E—
County Health 2024 Health Factors - Indiana gt o » ; . S A S T
! Rankings & Roadmaps Health factors represent community conditions that we can change to improve health and opportunity, sich as access to quality education, iving wage jobs, quality

clinicalcare, nutritious foods, reen spaces, and secure and affordable housing We measure four health factor arezs,

.....

Health Behaviors Clinical Care Social and Economic ~ Physical Environment
Factors
Toacco use Education . ,
— Accesstocare Air & water qualty
Diet & evercie Employment & income
. Alcohol & drug use Family & socil support
S e i Housing & transit
/ Senual actity e Community Safety .

y . st
\ / H
HEALTH FACTORS GROUF  LEAST HEALTHY IN US . . [_] M . . . . . HEALTHIEST IN US NOT GROUPED (NA)

u Cities | | Congressional District Lines (Learn More

https://www.countyhealthrankings.org/health-
data/indiana?year=2024&measure=Health+Factors
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Opportunity

Tell policy
makers the story
of health
disparities in
communities
across the state

( Indiana
Hospital

‘ Association
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~A Indiana

Obstacles in Data Collection o el

e Lack of definitions for SDOH terms
e 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
e Standard documenting process
* Coding processes

e Lack of clarity about who can screen and
document

* Productivity challenges
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* The Global and Professional Direct
: . . Contracting Model was replaced with a
CMS Redesigns Direct Contracting Into An ACO more equity-focused and provider-led
Model Accountable Care Organization Model for
Q By James Schneider — On Feb 25,2022 [ NEws | 2023

* The redesigned model, called the ACO
Realizing Equity, Access, and Community
Health Model—or ACO REACH—includes
new health equity requirements, changes
to risk adjustment and additional
application scoring criteria and requires
participants to develop a Health Equity Plan
that identifies health disparities and
highlights actions to mitigate them.

CMS redesigns Direct Contracting into an ACO model - Fyne Fettle
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https://fynefettle.com/cms-redesigns-direct-contracting-into-an-aco-model/

CMS 2023 IPPS Final Rule =

Specifically, CMS is adopting:

« Hospital Commitment to Health Equity measure beginning with the CY 2023

reporting period/FY 2025 payment determination.
« Screening for Social Drivers of Health measure and Screen Positive Rate for Social

Drivers of Health measure beginning with voluntary reporting in the CY 2023
reporting period and mandatory reporting beginning with the CY 2024 reporting
period/FY 2026 payment determination.
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Measures o et

* The first measure assesses a hospital’s commitment to
establishing a culture of equity and delivering more equitable
health care by capturing concrete activities across five key v ®
domains, including strategic planning, data collection, data .
analysis, quality improvement, and leadership engagement.

* The second and third measures capture screening and
identification of patient-level, health-related social needs — suc -
as food insecurity, housing instability, transportation needs, utili N"‘
difficulties, and interpersonal safety. By screening for and {
identifying such unmet needs, hospitals will be in a better positi i" :
to serve patients holistically by addressing and monitoring what —
are often key contributors to poor physical and mental health
outcomes.



Medicare Beneficiary Quality Improvement Project
(MBQIP)

Indiana
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Measures in gold denote new measures added for MBQIP reporting within the Flex Program and are
to be added to reporting data by calendar year 2025.

Measures in *blue denote existing measures within the MBQIP Flex Program. [ ] The MBQIP 2025 Core Measures iS a Iist Of
guality measures the Federal Office of

lobal Measures Patient Safet pat Care Emergency .
e s | ezberience | Coordination | _ Department Rural Health Policy (FORHP) at the Health

Coverage Among

Healthcare

fannual

Communication

Resources and Services Administration

l':j::r:;lmem to Healthcare Providers and submission) (EDTC) (quarterly . . . .
calth Equity | Personnel (HCP) | Systems (HCAMPS) | soqiyy | submission): (HRSA) is adopting for use in the Medicare
(annual submission) ( (q 4 Determinants *0OP-18: Median
B T | submission) submission) of Health Time frc-:-m ED . . . .

Screening | Arriva to €D Beneficiary Quality Improvement Project

Stewardship: fannual Departure for

Measured via submission) Discharged ED . . .

(MBQIP) within the Medicare Rural

Disease Control Determinants (quarterly

Mational submission) . . ol

ofHealth | et Hospital Flexibility Program.

Network (CDC Positive Left Without

NHSN) Annual , ; .

fannual Being Seen [ J

Facility Survey
(annual
submission)

Safe Use of
Opioids (eCQm)
(fannual
submission)

submission)

(annual
submission)

*Measures in the current MBQIP core measure set
+Data collection began in 2023 to inform state Flex quality programs. Data will continue to be collected

going forward.

Starting in calendar year 2025, hospitals
will collect data to report on the updated
MBQIP core measures set as part of the
Flex Program.
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TJC Standard Update for 2023 SN

V' . The Joint Commission

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.

*ldentifying 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

FY 2024 Hospital Inpatient Prospective Payment
System (IPPS) Proposed Rule

Indiana
&_ Hospital
A Association

>

* “The rule also advances one of the goals of the CMS Framework for Health Equity
2022-2032 to more explicitly measure the impact of our policies on health equity.
As part of our growing capabilities in this area, we are proposing to add 15 new
health equity hospital categorizations for the FY 2024 IPPS payment impacts.
Moving forward, one of the priorities of the CMS Framework for Health Equity
2022-2032 is to expand the collection, reporting, and analysis of standardized
health equity data. As additional data become available, we plan to incorporate it
on an ongoing basis into our impact analyses.”
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https://www.cms.gov/newsroom/fact-sheets/fy-2024-hospital-inpatient-prospective-payment-system-ipps-and-long-term-care-hospital-prospective#:%7E:text=In%20the%20FY%202024%20IPPS,year%2C%20affecting%20CY%202022%20discharges.
https://www.cms.gov/newsroom/fact-sheets/fy-2024-hospital-inpatient-prospective-payment-system-ipps-and-long-term-care-hospital-prospective#:%7E:text=In%20the%20FY%202024%20IPPS,year%2C%20affecting%20CY%202022%20discharges.

Homelessness a Comorbid Condition? o el

NAHR Nat|ona| ASSOCiatlon &, Log In W eNewsletter Signup ™ Store @® ContactUs f w in
of Healthcare Revenue Integrity

e

Membership Certification Publications Resources Network & Events Career Center Forums Become a Member | &

& PUBLICATIONS 2024 IPPS final rule finalizes DSH payments cuts and coding changes

Wednesday, August 9, 2023 - Revenue Integrity Insider

SDoH and health equity

CMS finalized its proposal to move three codes for homelessness from non-complication/comorbidity
(nonCC) status to complication/comorbidity (CC) status. Starting October 1, ICD-10-CM codes Z59.00
(homelessness, unspecified), Z59.01 (sheltered homelessness), and Z59.02 (unsheltered homelessness) will
be eligible for additional reimbursement. This change will recognize the increased use of hospital resources
and greater costs these codes are associated with, according to CMS.

CMS also finalized its proposal to add 15 health equity categorizations under the Hospital Value-Based
Purchasing Program.

https://nahri.org/articles/2024-ipps-final-rule-finalizes-dsh-payments-cuts-and-coding-
changes#:~:text=CMS%20finalized%20its%20proposal%20to,homelessness%2C%20unspecified)%2C%20Z59 .
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https://nahri.org/articles/2024-ipps-final-rule-finalizes-dsh-payments-cuts-and-coding-changes#:%7E:text=CMS%20finalized%20its%20proposal%20to,homelessness%2C%20unspecified)%2C%20Z59
https://nahri.org/articles/2024-ipps-final-rule-finalizes-dsh-payments-cuts-and-coding-changes#:%7E:text=CMS%20finalized%20its%20proposal%20to,homelessness%2C%20unspecified)%2C%20Z59

Hospital Value- Based Purchasing (VBP) Program- .
IPPS FY 2024

A Association

* Adopt a health equity scoring change for rewarding excellent care in underserved
populations, such that a health equity adjustment would be added to hospitals’
Total Performance Scores (TPS) based on both a hospital’s performance on existing
Hospital VBP Program measures and the proportion of individuals with dual
eligibility status that a hospital treats. As part of this proposal, CMS is also:

* Proposing to modify the TPS maximum to be 110, such that the numeric score range would
be 0to 110.

* Requesting stakeholder feedback on additional health equity changes to the Hospital VBP
Program scoring methodology for future consideration
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https://www.cms.gov/newsroom/fact-sheets/fy-2024-hospital-inpatient-prospective-payment-system-ipps-and-long-term-care-hospital-prospective#:%7E:text=In%20the%20FY%202024%20IPPS,year%2C%20affecting%20CY%202022%20discharges.
https://www.cms.gov/newsroom/fact-sheets/fy-2024-hospital-inpatient-prospective-payment-system-ipps-and-long-term-care-hospital-prospective#:%7E:text=In%20the%20FY%202024%20IPPS,year%2C%20affecting%20CY%202022%20discharges.

What Medicaid is Trying to Accomplish -

An incremental approach states can use to develop interventions that meet social
needs

Iﬁ Pay-for-performance
Reward MCOs for
i SDoH-related
Pﬂ}" for repnrtlng quality metrics
Reward MCOs for and/or clinical

Require states to  NISIELERTGERELE

- providing
use a s:tandardlzed St S
screening tool on SDoH programs

Identify metrics Develop a

standardized
screening tool for

metrics related to
their SDOH

programs

Identify
SDoH-related MCOs to screen for

SDoH

process and
outcome quality
metrics

Source; Deloitte analysis.
Deloitte Insights | deloitte.com/insights



Medicaid Numbers

June 2023

MEDICAID IN INDIANA

2,041,404 enrolled in IN Medicaid

Uninsured Rates in IN

29% 20% W 2013 W 2021
of IN of IN

population is population is %

16% 17%
low-income covered by %%
(o L) Medicaid/CHIP N ||
IN us

IN Expansion Status: Eligibilty Levels

Adopted 255%

213%

Adults in 138%  138% 100%

Expansion Group: . . -
572,000

Children Pregnant Parents Childless Seniors & People
Women Adults i/ Disabilities

*100% of Federal Poverty Level (FPL): 524,860 for a family of three; §14,580 for an individual

A Indiana

&_ Hospital
A Association

In IN, Medicaid Covers:
TR
""" adults ages 19-64
EEEEEERS i
"""" children

39%
of non-elderly
Medicaid enrollees

in IN are people of
color

seecee . 65%
""' Medicare beneficiaries of adults in IN on
Medicaid are

working

aile
(]
aflle
——
=
(&S ]

eople with disabilities

The independent source for health policy research, polling, and news. K F

https://files.kff.org/attachment/fact-sheet-medicaid-state-IN
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https://files.kff.org/attachment/fact-sheet-medicaid-state-IN

A Win for Indiana

38%
of births in

IN were

covered by
Medicaid

https://files.kff.org/attachment/fact-sheet-medicaid-state-IN

Indiana has adopted the Medicaid
12-month postpartum coverage
extension

Indiana provides 12-months of
continuous Medicaid eligibility for a
limited group of children

Indiana
Hospital

‘ Association

Medicaid Coverage of
Women Ages 15-49

17%
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\( Indiana

Anthem Health Equity Support -

e
Anthem is advancing its health equity mission through various innovative
programs including:

@ businesswire
Anthem Blue Cross and Blue Shield in
Indiana Earns NCQA Health Equity °

A T A dedicated team of associates who are experts in health-related social needs
ccreditation Plus

including employment, education, housing, food, and transportation that help
members navigate barriers to improved health by collaborating with CBOs.

Business Wire
Tue, Jan 9, 2024 « 4 min read

Anthem &9

The Social Determinants of Health Case Management program which provides

Newly established acoreditation recognizes Anthem's commitment interventions that address the social needs and risks of members tailored to their

maraimived ndiidole ot he bishest 4ok foracvor oot unique needs and circumstances.

Gross nd Blae Sl edioats el plan n Indiana recetly orned * Community health workers who identify and engage key members impacted by

ihe National Gommitiee for Qually Assurance (NCQA)ealh Eautty physical and behavioral health conditions given their geography, demographics,
race, or ethnicity to address their ongoing health needs through a personalized
whole health approach.

* Anthem Blue Cross and Blue Shield works with the state of Indiana to offer the
Hoosier Healthwise (HHW), Hoosier Care Connect (HCC) and Healthy Indiana Plan
(HIP) health insurance programs for 750,000 Medicaid beneficiaries.
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What About Reimbursement? = e

United
'J Healthcare DIVE BRIEF

Commurity Plan Humana program to reimburse
e — roviders for identifying social
] Do e s o e Y
UIHZK determinants like homelessness, food

2022 Pay for Performance Primary Care Providers Imse Curlty
Care Coordination Codes and Published March 5, 2020
Quality Incentive Program

Fax Alert

Important Information “You Need to Know!”

By Hailey Mensik . = -
¥ haley in B ¥ &
We've updated our 2022 Care Management and Quality Incentive Program starting Jan. 1, 2022,
The program was designed with the goal of helping your patients, who are UnitedHealthcare
Community Plan members, become more engaged with their preventive health care.

What's new for 2022? Humana isn't the first payer to try this approach.

7 Code Submission: CMS has also aimed to expand value-based programs that reward health
Primary care providers have a new opportunity to earn incentives for the submission of Social Determinant of care providers for the quality of care they provide, especially in the MA
Health (SDoH) ICD-10 £ codes (£55-265 and Z75) based on the results of SDoH assessments. Providers who program.
submit SDoH-related Z codes for 5% of their seen members will earn a $0.50 pmpm payment while providers
who submit these codes for 10% of their seen members will earn a 51.00 pmpm payment. Membership for
t!we pmpm paymenl will be baﬁeq on the pm?.rid.er's er.m're assigned membership for the year. Z code incen- https://www.healthcaredive.com/news/humana-program-to-reimburse-providers-for-
tives will be paid annually at the time of quality incentive payments. identifying-social-determinants-/573557/

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



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/
https://www.healthcaredive.com/news/humana-program-to-reimburse-providers-for-identifying-social-determinants-l/573557/

Other Resources

2023 Providers are Responsible for Social Determinants
of Health Quality Measures

@ remingt

Lisa Remington September 18, 2022

homecare{g’

homebase

New social determinants of health (SDOH) quality measures will be required by hospitals, heaith plans,
and multi-payer federal and state programs.

Research shows that social determinants can be more important than health care or lifestyle
choices in influencing health. Numerous studies suggest that SDOH account for between 30-
55% of health outcomes. We explain the quality measures across providers and
stakeholders.

Remington Report

MEMBER LOGIN FILE UPLOAD conTACT Q

NPIC

National Perinatal Information Center ABOUTUS WHY NPIC MEMBERSHIP DATA PARTNERSHIP EDUCATION BLOG

o™

-

Maternal Health
Mental Health
Other

Quality of Care

Social Determinants of
Health/Disparities

Setting Up Your Unmet Social Needs Aboutthe Blog

Programs for 2023

In April 2022, CMS proposed three (3) new social determinants of
health measures that will go inta effect in January 2023. Identifying
unmet sacial needs will not only be a haspital priority but a

NPIC creates meaningful
connections between data and
maternal/newborn health. Since
its founding in 1985, NPIC has
been committed to improving
maternal and newborn outcomes
through data analytics and trusted
hospital partnerships.

Learn more about NPIC >
community priority and a patient priority as well.

DRy D

Elizabeth Rochin, PhD, RN, NE-BC | December 15, 2022

Posted under: Maternal Health, Quality of Care, Soclal Determinants of Health/Disparities

Indiana
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V . .
A Association

Fact sheet

FY 2023 Hospital Inpatient Prospective
Payment System (IPPS) and Long Term
Care Hospitals (LTCH PPS) Final Rule —
CMS-1771-F Maternal Health

Ayg 01,2022 | Hospitals

Share f o in [=3

A Commitment to Improving Maternal Health in the U.S.

The Biden-Harris Administration is committed to achieving a government-wide vision
that addresses the maternal health crisis in the U.S., including by reducing maternal
mortality and morbidity and advancing maternity care quality, safety, and equity. As
a part of this commitment, the White House held the first-ever federal “"Maternal
Health Day of Action” on December 7, 2021, at which time Vice President Kamala
Harris issued a national call to action to Reduce Maternal Mortality and Morbidity. In
addition, the U.S. Department of Health and Human Services (HHS) — through the
Centers for Medicare & Medicaid Services (CMS) — announced critical steps to
improve maternal health by supporting the delivery of equitable, high-quality care for
all pregnant and postpartum patients. The White House also issued presidential
proclamations on April 8 and April 13 in recognition of Black Maternal Health Week,

which occurred the week of April 11 in 2022.

Specifically, CMS shared intentions to pursue rulemaking for the establishment of a

NPIC

IPP
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https://remingtonreport.com/intelligence-resources/home-health/2023-providers-are-responsible-for-social-determinants-of-health-quality-measures/#:%7E: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/

é Indiana

New Roles SN

New roles are being established to help with this work!

* Community Health Workers (CHWs)-which are frontline public health workers, are
now being added to the care team in many organizations. These folks act as the
liaison between social services and community and help to facilitate the access to
services. They also help to build stronger community programs by the identification
of community deficits. This can help with legislation for needed services in your

community.

* Some hospitals are also hiring more Social Workers who are working specifically on
SDOH screening and resource planning with patients.
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IMPROVING THE COLLECTION OF

Social Determinants of Health (SDOH)

Data with ICD-10-CM Z Codes

What Are SDOH &
Why Collect Them?

s ranygpe from ICD-
el i e o choe

Collecting SDOH can improwe equily in hesalth care defvery
annd pegsanch bry:

ST, WOrK, P

., Fosing, oo irsecui
]

3 W rrge ol
of franspo

7 ariies, resfir 1 Bty Empcrsning prosiders icbentifyirg cormrmunity and
o idenlity and aridmss poplation needs
heaith disparities g, L:slzr Mritering SDOH
s cmorcination and referrals) inbervrtion fectheress for
Fpries, or e cases Supprorting quality pabiem oulcomess

| rresEsuresTEnt

Using Z Codes for SDOH LUtilizing data bo scheocate for
Supporting planring and upndalingg and créaling new
Erpkemertatn of social prolicies

reads imervenhons

SD0E infomation can be collscied bedoe,
during, or after a haakth care enoounter through
struchunsd health risk assessments and
SCreening ook

SDOH irfonmation can be colected through
pErsor-prosacder meraction or self-reporied, as
long &% it & sigred-offl on and incorpoated nlo
the rescical record by & clnicean or provicer

These codes should be assgned onby when the
docurnentation speciies thal the patier b an

I & mportant 10 Sonsen for
S00H riformration at each

Mew SDOH Z oodas ey becomes effecthe sach Apnl 1

and Oclober 1. Mew codes are armounced priar 10 ther
associabed problem or rsk Factor thal influenoss hesalth care encouner 1o ; -five chstes ory COC by
- L . T R i-
e ptient’s heslth urerstand dnournstances

Uge the COC Matiorsd Cerder for Healh Statistios C0-10-

derls. iy (0 s " thet muary hawe charged in
R I LR R TRy Ch Browsssr tood to sesanch for all the cument Z cocles.

of sorial irdarnation from social workerns, the pettienl’s stalus [ ]

corrnurity hesith workers, Gaoe renagers, or
rrarses, il ther documentation & incuded n he m
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https://www.cms.gov/files/document/cms-2023-omh-z-code-resource.pdf

The Journey







Indiana

é ARHA

ANY QUESTIONS?




4 Indiana

Contact Information o e

Madeline Wilson MSN, RN, CLSSBB
Quality & Patient Safety Advisor &
Health Equity Lead

317-974-1407
mwilson@IHAconnect.org
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