
“I Want To, I Just Don’t Know How”:
A Practical Guide for Advancing Health Equity

Welcome!
• All lines are muted, so please ask your questions 

in Chat
• For technical issues, chat to the ‘Technical 

Support’ panelist 
• Please participate in polling questions that pop 

up on the lower right-hand side of your screen
• This event is being recorded

We will get 
started shortly!



Collaborating To Support Your
Quality Improvement Efforts



Agenda

• Welcome and introductions
• “I Want To, I Just Don’t Know How”: A Practical Guide for 

Advancing Health Equity
• Resources
• Asked and Answered
• Q&A/Wrap Up



Featured Speaker

Rosa Abraha, MPH
Health Equity Lead

Alliant Health Solutions
Rosa.Abraha@allianthealth.org

Rosa joined Alliant in December 2021 to lead the 
company’s first health equity strategic portfolio 
and embed health equity in the core of Alliant’s 
work. Rosa has 10 years of experience in public 
health advisory for premier agencies, including 
the Centers for Disease Control and Prevention 
(CDC), the National Institutes of Health (NIH), and 
the Food and Drug Administration (FDA). She 
holds a Master of Public Health in Health Policy 
and Management from Emory University. 

mailto:Rosa.Abraha@allianthealth.org


Learning Objectives

1. Discuss a model for embedding a health equity champion within 
a hospital setting to meet the current regulatory requirements.

2. Describe how to expand on the collection of Race, Ethnicity and 
Language (REaL) data and begin to analyze health-related social 
needs, e.g., health literacy, transportation needs, food insecurity, 
etc.

3. Discuss a symbiotic framework for community and hospital 
partnership to advance health equity needs to improve patient 
outcomes.



Source: https://www.cms.gov/files/document/health-equity-fact-sheet.pdf

https://www.cms.gov/files/document/health-equity-fact-sheet.pdf


Source Link

https://remingtonreport.com/intelligence-resources/remington-report/7-things-changing-in-healthcare-2023-you-should-know-about/


The Joint Commission Health Equity Standards 
2023

Applies to organizations in its 
ambulatory care, behavioral 

health care and human services, 
critical access hospital and 

hospital accreditation programs

Link to Full R3 Report

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


Health Equity Elevated to National Patient 
Safety Goal

Source: https://www.jointcommission.org/standards/prepublication-standards/health-care-equity-standard-elevated-to-national-patient-safety-goal/

https://www.jointcommission.org/standards/prepublication-standards/health-care-equity-standard-elevated-to-national-patient-safety-goal/


Health Equity Champion – Organizational 
Culture
• A shift in perspective is that health equity is everyone’s job. It must be a strategic priority of the 

organization with its mission and vision statement that ties back to the hospital’s mission and 
vision.

• Stakeholder buy-in from board members and leadership
• #123for Equity Pledge Campaign (2015 AHA)

• Identify a department leader/health equity champion to lead this effort.
• Usually sits in population health OR quality and patient safety
• Henry Ford Health System for Gold Standard 

• Cross-functional health equity teams (depending on the size and staffing of your hospital) may 
include any of the following staff: quality lead, physicians, nurses, social workers, data analysts, 
language interpreters, registration office staff, physical therapy, home health, social services, 
dialysis center etc.

https://ifdhe.aha.org/system/files/media/file/2020/02/EOC_Pledge_Packet_Aug2017_FINAL.pdf


Health Equity Champion – Organizational 
Training
• Health equity must be embedded into training for an optimal patient experience from the first 

encounter to the last encounter:

• Registration/Registrar Office Training
• Scripting with rationale for asking questions
• AHA Disparities: How to Ask the Questions
• Henry Ford Health System – ”Why We Care” campaign

• Estimated 90% of patients have REaL data in EHR

• Provider Training
• Cultural competence and cultural humility 
• Health literacy 
• Implicit bias
• National Culturally and Linguistically Appropriate Services (CLAS) Standards
• Z Coding Training

https://engage.allianthealth.org/e/810993/ities-how-to-ask-the-questions/4my3qc/1050028018?h=iYXjlETZG34EezdlCsXhq32F_DGJsiaQMOcI9egIc4Q
https://www.henryford.com/about/culture/diversity/why-we-ask
https://thinkculturalhealth.hhs.gov/clas/standards
https://www.aha.org/system/files/2018-04/value-initiative-icd-10-code-social-determinants-of-health.pdf


Going Beyond REaL Data: Social Determinants 
of Health

Source: https://www.kff.org/coronavirus-covid-19/issue-brief/tracking-social-determinants-of-health-during-the-covid-19-pandemic/

https://www.kff.org/coronavirus-covid-19/issue-brief/tracking-social-determinants-of-health-during-the-covid-19-pandemic/


Source: https://www.cms.gov/files/document/z-codes-data-highlight.pdf

CMS Reports Lack of Billing for SDOH 
Screening (Z Codes)

https://www.cms.gov/files/document/z-codes-data-highlight.pdf


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

• Categories Z55-Z65 (Z codes) 
identify nonmedical factors 
that may influence a patient’s 
health status.

• IHA/Trinity Health developed a 
self-report screening tool in 
English, Spanish and Arabic that 
is integrated with the electronic 
health record, enabling the 
health system to track 
responses, refer patients to 
community resources and 
follow up after their visit (case 
study linked).

AHA Guidance on Z Codes
(Updated January 2022)

https://www.aha.org/system/files/2018-04/value-initiative-icd-10-code-social-determinants-of-health.pdf
https://www.aha.org/case-studies/2019-08-05-value-initiative-members-action-integrated-healthcare-associates-trinity


Source: https://jamanetwork.com/journals/jama-health-forum/fullarticle/2797676

JAMA Reports Lack in Community Partnerships 
for SDOH

https://jamanetwork.com/journals/jama-health-forum/fullarticle/2797676


Baptist Medical Center South – Example 
Screening for SDOH 

Additional Question – Food Insecurity

• How are you getting food, and 
who is preparing your meals?

• What did you eat yesterday?



Success Story: Baptist Medical Center South 
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Top barriers identified were homelessness and 
unwillingness to follow treatment (compliance)

Focused on addressing those two barriers and 
decreased 30-day readmissions rate from 12.6% 

to 10%

Application of Lessons Learned

Pro-Tip: Focus on addressing one or two social needs at a 
time and identify community partners to provide 
resources for those areas.



A Symbiotic Framework for Clinical-Community
Partnerships that Advance Health Equity
• Addressing health inequities requires a coordinated community response where health systems 

actively partner with organizations and people in their communities to address disparities, especially 
those most disproportionately impacted by the community. 

• There is a need for genuine and authentic community engagement where our community 
partners/LINKS feel a co-authorship and buy-in in enhancing the health of their community alongside 
clinical partners.

• We must expand our understanding of what creates health and think outside the box on the role of 
LINKS within clinical settings to help address social needs, which will be a vital shift within current 
hospital culture.

• Engagement must go beyond physical attendance to include generating ideas, contributing 
to decision-making, and reasonably distributing organization resources to support the clinical 
gaps in addressing patients’ social needs (i.e., lack of transportation, lack of linguistic 
interpreters, lack of funding for medication).

• Organize professional, cross-sectoral partnerships that connect different social determinants 
of health for a more comprehensive understanding that addresses a patient’s total health. 

• The goal is to build capacity in communities experiencing health inequities and take targeted action 
that is scalable and sustainable.



A Culture of Health Equity: Key Clinical-Community 
Partners

• United Way
• Area Agency On Aging
• Area Medicaid Reps
• Faith-Based Organizations
• Local Business (i.e., Barbershops, Grocery 

Stores)
• Local Employee Retiree Organizations
• Local Senior Centers
• Local Political Organizations
• Local Power Company
• Community Health Workers
• Local Transportation Agencies
• Housing Agencies
• Food Pantries/Shelters
• Literacy Volunteers
• Police and Fire Depts.
• Veterans Association
• Universities/Research Centers

• Providers (nurses, doctors etc.)
• Critical Service Areas (ED etc.)
• Outpatient/Clinic
• Home Health/Nursing Homes
• Dialysis Centers
• Pharmacies
• Mental/Behavioral Health Clinics
• Community Health Workers
• Social Services
• Staff Language Interpreters
• EMS
• Registration Office/Team

Example Clinical Partners Example Community Partners



Alliant Health Solutions
Alliant Health Equity Resources

Alliant and AHA Joint Presentation on Health 
Equity in Hospitals

Alliant Presentation on SDOH Medical Coding

PFCC Partners 
https://www.youtube.com/watch?v=W2DuHo8Y

L6o June 24, 2022, Community of Practice 
Workshop on Utilizing the Social Vulnerability 

Index to Identify Community Needs

SDOH Public Data Sources
ATSDR/CDC Social Vulnerability Index

Environmental Protection Agency (Transportation)
Health Literacy Data Map

USDA (Food Insecurity)
County Health Rankings (Severe Housing Problems)

Health Leads Social Health Data Toolkit

Centers for Medicare and Medicaid 
Services 
CMS Health Equity Framework
CMS Health Equity Fact Sheet
Achieving Health Equity Training Course

American Hospital Association 
AHA Health Equity Topics
Equity of Care: A Toolkit for Eliminating Health Care 
Disparities
The Health Equity Roadmap

The Joint Commission 
Health Care Equity Standard
Health Care Equity Accreditation Standards and Resource 
Center
R3 Report Issue 38: National Patient Safety Goal to Improve 
Health Care Equity 

Health Equity 
Tools and 
Resources

Alliant Health Equity and Health Literacy BSL video toolkit launching March ‘23!

https://quality.allianthealth.org/topic/health-equity/
https://quality.allianthealth.org/wp-content/uploads/2022/04/4.14.22-HQIC-Community-of-Practice-Call-slide-presentation_508_4.15.22.pdf
https://quality.allianthealth.org/media_library/hqic-cop-addressing-social-determinates-of-health-to-improve-patient-outcomes-coding-optimization-july-14-2022/
https://www.youtube.com/watch?v=W2DuHo8YL6o
https://www.atsdr.cdc.gov/placeandhealth/svi/index.html
https://www.epa.gov/smartgrowth/smart-location-mapping
http://healthliteracymap.unc.edu/
https://www.feedingamerica.org/research/map-the-meal-gap/how-we-got-the-map-data
https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources/county-health-rankings-model/health-factors/physical-environment/housing-transit/severe-housing-problems
https://healthleadsusa.org/resources/social-health-data-toolkit/
https://www.cms.gov/go.cms.gov/framework
https://www.cms.gov/files/document/health-equity-fact-sheet.pdf
https://r20.rs6.net/tn.jsp?f=001_8JnN6ZrtCoC7MK-QisIOF5AccE1BeP9JjSXK64eXLA8-jeuS_KF4OC_UllhCXy5AWAO8OVe5H4cBzD3valZ_psz5Bvam3OtjZAkdGkHgnrzr5Eki-HCMhrq-yn96UVeVefCnaomOXCNrpA2w9eJAQE11qno1LNapTt_zP3f9dfMZEw831Sa1LFFNmwzalHZiPdJYgT6wxojFJbTPtYrO8f3QiDmwnfpmrBk81pegBzF3Tu0PzHYDiJjm_awH52b&c=PJL1Z3nAxYdYJCjugR0hGsf2mQ9KS1rEOvSnSqXoTq0kH5-PTm40eA==&ch=eA1Xtd4LAPg4O6jQYCvXT4CeZtFVz--SlYz8S577YKZgCBnTNd-b7w==
https://www.aha.org/topics/health-equity
https://www.aha.org/ahahret-guides/2015-01-29-equity-care-toolkit-eliminating-health-care-disparities
https://equity.aha.org/
https://www.jointcommission.org/our-priorities/health-care-equity/
https://www.jointcommission.org/our-priorities/health-care-equity/accreditation-standards-and-resource-center/
https://www.jointcommission.org/standards/r3-report/r3-report-issue-38-national-patient-safety-goal-to-improve-health-care-equity/#.Y_PTznbMJPa


• American Health Information Management 
Association (AHIMA) released a study that 
examines the operational realities of how 
social determinants of health (SDOH) data is 
collected, coded and used in real-world 
healthcare scenarios.

• Surveyed 2,600 AHIMA members and non-
members from a pool of 41,000 potential 
respondents in the early fall of 2022. 

• Key findings from the survey include:
1. Lack of standardization and integration of the 

data into an individual’s medical record
2. Insufficient training and education on how to 

capture, collect, code, and use SDOH data
3. Limited use of SDOH data to communicate 

between healthcare providers and 
community-based referral organizations

The paper can be found at
https://ahima.org/media/03dbonub/

ahima_sdoh-data-report.pdf

Social Determinants of Health Data:
Survey Results on the Collection, Integration and Use

https://ahima.org/media/03dbonub/ahima_sdoh-data-report.pdf


Asked and Answered

1. DNV hospitals still think health equity applies only to The Joint 
Commission-accredited hospitals. 

2. Is there a standard list of questions/assessment tools for capturing SDOH? 
3. Who should conduct the SDOH assessment, and at what point during 

the patient cycle?
4. Hospitals are looking for education/training for staff conducting the 

SDOH assessment, as these are very personal questions and require a 
certain skill set.

5. Many CAHs have difficulty integrating the SDOH assessment into their 
EMR and are looking for other ways to capture and view data, e.g., 
Excel.



Asked and Answered

6. How can community-facing programs make their information 
and services more appealing and available to underserved 
populations? Are there best practice methods for getting 
evidence-based health information and programs to the 
audiences they can impact most? 

7. Can you discuss primary clinical practice applications as well? 



Please type questions and 
comments in Chat

Q&A/Wrap Up



Leaving in Action/Polling Questions

1. Discuss a model for embedding a health 
equity champion within a hospital setting 
to meet the current regulatory 
requirements.

2. Describe how to expand on the 
collection of Race, Ethnicity and 
Language (REaL) data and begin to 
analyze health-related social needs, e.g., 
health literacy, transportation needs, 
food insecurity etc.

3. Discuss a symbiotic framework for 
community and hospital partnership to 
advance health equity needs.

Please tell us in the poll…

What do you intend to start doing, 
stop doing, or do differently?

Do you feel more confident in 
applying what you learned today 
(compared to before the session)?



Upcoming Events

The Centers for Medicare & Medicaid Services (CMS) is pleased to 
invite the public to attend the upcoming webinar: “From Data to 
Action: How CMS and its Stakeholders Are Addressing Inequities in 
Healthcare.” Join us to discuss the CMS Health Equity Framework 
and how key stakeholders leverage data science and quality 
measurement changes to drive progress toward more equitable 
care for all.
• Tuesday, February 28, 2023, from 3–4 p.m. (ET) (Register here) 
• Wednesday, March 8, 2023, from 12–1 p.m. (ET) (Register here)

https://lnks.gd/l/eyJhbGciOiJIUzI1NiJ9.eyJidWxsZXRpbl9saW5rX2lkIjoxMDAsInVyaSI6ImJwMjpjbGljayIsImJ1bGxldGluX2lkIjoiMjAyMzAxMzEuNzA3NjA0NDEiLCJ1cmwiOiJodHRwczovL3d3dy56b29tZ292LmNvbS93ZWJpbmFyL3JlZ2lzdGVyL1dOX3RvcGJWaHhiVFJxdFpoMzh3S0Z4c2cifQ.QfWkFo3twqfS-Vt3KVsgVmN_ArA41rMwOqIHhZQigK4/s/77006433/br/153737222243-l
https://lnks.gd/l/eyJhbGciOiJIUzI1NiJ9.eyJidWxsZXRpbl9saW5rX2lkIjoxMDEsInVyaSI6ImJwMjpjbGljayIsImJ1bGxldGluX2lkIjoiMjAyMzAxMzEuNzA3NjA0NDEiLCJ1cmwiOiJodHRwczovL3d3dy56b29tZ292LmNvbS93ZWJpbmFyL3JlZ2lzdGVyL1dOX3ljanhyOUdNUmdlVWxrdzdXdllzQXcifQ.t4m5QeG_LCyv6MjAqGJmqtJt2PznbFApC_fWiAiLojg/s/77006433/br/153737222243-l


Upcoming Events

March 21, 2023
2 p.m. ET/1 p.m. CT/12 p.m. MT/11a.m. PT

Registration link below
https://telligen.zoom.us/webinar/register/WN_cgT6Cj19T2WHSn2evEDDFA

Hyperlink below
Webinar Registration - Zoom

27

Acute Pain Alternatives: The Impact of 
Avoiding Opioids on Hospital Delirium

https://telligen.zoom.us/webinar/register/WN_cgT6Cj19T2WHSn2evEDDFA
https://telligen.zoom.us/webinar/register/WN_cgT6Cj19T2WHSn2evEDDFA


Alliant HQIC Team

Karen Holtz,
MT (ASCP), MS, CPHQ 
Alliant Health Solutions

Karen.holtz@allianthealth.org

View our Website

IPRO HQIC Team

Rebecca Van Vorst, MSPH, 
CPHQ

HQIC Project Manager
RVanVorst@ipro.org

Lynda Martin, MPA, BSN, 
RN, CPHQ

martinl@qlarant.com

View our Website

Telligen HQIC Team

Meg Nugent,
MHA, RN

HQIC Program Manager
mnugent@telligen.com

View our Website

Contact Us

Compass HQIC  
Team

Charisse Coulombe, MS, 
MBA, CPHQ, CPPS

Director, Hospital Quality 
Initiatives 

coulombec@ihconline.org

Melissa Perry, MSW, LCSW
perrym@ihconline.org

View our Website 

https://www.alliantquality.org/hqic-general-resources-our-team/
mailto:Karen.holtz@allianthealth.org
https://quality.allianthealth.org/
https://qi.ipro.org/about-us/hqic/hqic-contact/
mailto:RVanVorst@ipro.org
mailto:martinl@qlarant.com
https://qi.ipro.org/about-us/hqic/
https://www.telligenqinqio.com/contact/
mailto:mnugent@telligen.com
https://www.telligenqinqio.com/hospital-quality-improvement-program/
https://www.ihconline.org/why-ihc/our-team
mailto:coulombec@ihconline.org
mailto:perrym@ihconline.org
https://www.ihconline.org/
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