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Agenda
• Welcome
• Discuss Domain 2 Data Collection
• Introduce Domain 3 Data Analysis
• Progress, Not Perfection: A Discussion of SDOH 

Data Collection and Coding
• Group Discussion: Barriers and Opportunities
• Next Session
• Wrap Up
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GA FLEX Health Equity Leads

Karen Holtz, MT (ASCP), MS, CPHQ
Education Lead

karen.holtz@allianthealth.org

Karen has over 20 years experience in leading 
performance improvement programs as well as 

providing advisory services to hospitals. She recently led 
the Learning and Action Networks (LANs) in the Hospital 

Quality Improvement Contractor (HQIC) program. 
Karen holds a master’s degree in healthcare 

management from the University of Pittsburgh.

Melody "Mel" Brown, MSM
State Quality Manager - Georgia
melody.brown@allianthealth.org

Melody has over 40 years of health care experience, 
including varied roles at Alliant Health Solutions, where 

she works on the CMS contract for the Quality Innovation 
Network-Quality Improvement Organization (QIN-QIO). 

As Georgia’s State Quality Manager, her focus is on 
quality improvement processes and interventions for 

health care entities throughout the state.

mailto:Karen.Holtz@allianthealth.org
mailto:Melody.brown@allianthealth.org
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Follow up from the November 26th Webinar 

Georgia Pathways for CoverageTM

Q. Would a grandparent or relative be eligible?
A. Clarification from DFCS that income eligibility is all dependent on 

household. Therefore, grandparents would be included as long as 
they are listed in the case.

Q. Need additional information?
A. Go to www.pathways.georgia.gov website or email Rachel Hood at 

Georgia.pathways@dch.ga.gov

http://www.pathways.georgia.gov/
mailto:Georgia.pathways@dch.ga.gov


2024-2029 MBQIP Health Equity Requirements for CAHs

• Each domain is worth one point and hospitals must attest to ALL subcomponent elements of each domain to receive the full point.
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CMS Attestation on HCHE Measure Domain 2

https://qualitynet.cms.gov/files/6481de126f7752001c37e34f?filename=AttstGdnceHCHEMeas_v1.1.pdf 

https://qualitynet.cms.gov/files/6481de126f7752001c37e34f?filename=AttstGdnceHCHEMeas_v1.1.pdf
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MBQIP 2025 Core Measure Set and CMS Attestation on SDOH Screening 

• The screening rate (in blue) is one rate, but 
the screen positive rate (in green) will result 
in five unique rates for each of the five 
categories of social drivers of health.

• Exclusion Criteria:
o Patients who opt out of screening
o Patients unable to complete the 

screening and have no legal 
guardian or caregiver to do the 
screening on their behalf or patients 
who died during admission.

• Reporting period for this data: 
o CY2024 Mandatory Reporting 

(submission period is April 1, 2025, to 
May 15, 2025)

o FY2026 Payment Determination

Measure 2 Measure 3

Reporting: Annual numerator and denominator submission through 
Hospital Quality Reporting (HQR) platform via web-based data form.
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Frequently Asked Questions – Domain 2   
8. What is the definition of “majority” for data collection? 
Hospitals may affirmatively attest to Domain 2A if they are collecting demographic information, including self-
reported race and ethnicity, and/or social drivers of health information on a number or percentage equaling 
more than half of the patients in a hospital. 

9. What demographic and/or social drivers of health variables need to be collected? 
The Hospital Commitment to Health Equity measure allows for flexibility in data collection. A wide range of 
demographic and social drivers of health information qualify as data collection for this measure. Hospitals 
should collect demographic and social driver of health information on a majority of patients served in their 
hospital. 

Please refer to sub-domain 2A in the Attestation Guidance for the Hospital Commitment to Health Equity 
Measure document for detailed information and examples of qualifying data collection activities for this 
measure, and a selection of resources on best practices to advance health equity at your hospital(s). This 
resource can be found on QualityNet (https://qualitynet.cms.gov) at: Hospitals-Inpatient > Hospital Inpatient 
Quality Reporting (IQR) Program > IQR Measures > Web-Based Data Collection 

https://qualitynet.cms.gov/inpatient/iqr/measures#tab2

https://qualitynet.cms.gov/inpatient/iqr/measures#tab2
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Frequently Asked Questions – SDOH Measures

https://qualitynet.cms.gov/inpatient/iqr/measures#tab2

https://qualitynet.cms.gov/inpatient/iqr/measures#tab2
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Frequently Asked Questions – SDOH Measures
For example, how would the following be calculated? 
• There are a total of 100 patients admitted to the hospital in a 

given year who are 18 or older at the time of admission. 
Ninety (90) of those patients were screened for all five HRSNs. 
Ten (10) were only screened for some HRSNs or not screened 
at all. 

• The Screening for Social Drivers of Health measure for this 
hospital would be calculated as: 90 / 100 = 90% of hospital 
inpatients 18 or older at time of admissions were screened for 
all five HRSNs. If no exclusions are applicable, the 10 patients 
who were only screened for some HRSNs or not screened at 
all should be included in the denominator, but not the 
numerator. 

• Of the 90 patients who were screened for all five HRSNs:
 9 screened positive for food insecurity
 9 screened positive for housing instability
 5 screened positive for transportation needs
 20 screened positive for utility difficulties
 5 screened positive for interpersonal safety 

The Screen Positive Rate for Social Drivers of 
Health measure would be calculated as 
follows for each HRSN:

Social Driver of Health (SDOH) Rate
Rate of hospital inpatients who screen 
positive for food insecurity

9/90 = 10%

Rate of hospital inpatients who screen 
positive for housing instability

9/90 = 10%

Rate of hospital inpatients who screen 
positive for transportation needs

5/90 = 6%

Rate of hospital inpatients who screen 
positive for utility difficulties

20/90 = 22%

Rate of hospital inpatients who screen 
positive for interpersonal safety

5/90 = 6%

https://qualitynet.cms.gov/inpatient/iqr/measures#tab2

https://qualitynet.cms.gov/inpatient/iqr/measures#tab2
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CMS Attestation on HCHE Measure Domain 3

https://qualitynet.cms.gov/files/6481de126f7752001c37e34f?filename=AttstGdnceHCHEMeas_v1.1.pdf 

https://qualitynet.cms.gov/files/6481de126f7752001c37e34f?filename=AttstGdnceHCHEMeas_v1.1.pdf
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Data Analysis Components

• Key performance outcome (or process of care measure), e.g., 30-day 
readmissions

• Stratify priority population
• REaL, e.g., race
• SDOH, e.g., transportation

• Display equity gaps in dashboard or current way of internal review of 
quality measures and performance 
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Frequently Asked Questions - Domain 3

11. Does CMS require results to be reported on a specific “performance dashboard”? 
CMS does not require reporting on a specific performance dashboard for this measure. Hospitals can 
utilize their existing internal quality dashboards. The evolution and maturity of a hospital’s data 
collection tools and processes may lead to new and or enhanced dashboards. As with any strategic 
initiative, results should be available in the same fashion that hospital staff, leaders, clinicians and 
quality experts are currently reviewing quality measures and performance internally. 

12. Do hospitals need to stratify all key performance indicators or just some? 
The purpose of measure stratification is to understand if certain patient groups are receiving better 
care. Stratification in this case refers to examining quality measure results by subgroups of patients to 
identify important gaps in quality between patient groups. Hospitals may develop stratification metrics 
for priority populations (as defined by your organization) and monitor results on internal quality 
dashboards. CMS expects hospitals to identify equity gaps by providing stratified measure information 
based on either outcome quality measures or process of care measures; this means providing 
measure scores for priority populations or the gap in score between two groups. 

https://qualitynet.cms.gov/inpatient/iqr/measures#tab2

https://qualitynet.cms.gov/inpatient/iqr/measures#tab2


14

Hospital Quality Reporting (HQR) Data Submission and Timeline
15. How will hospitals submit their attestation into the Hospital Quality Reporting (HQR) System? 
Hospitals will attest to the Hospital Commitment to Health Equity measure via the HQR system available to authorized 
users. The measure includes five attestation-based domains of commitment, comprised of several “yes” / “no” sub-
questions. Hospitals may attest “yes” for each sub-question where they meet the required competencies. 
CMS will send out a communication through the Hospital IQR and Improvement ListServ. If you have not already done 
so, please subscribe to the Hospital IQR and Improvement ListServ on QualityNet (https://www.qualitynet.org/listserv-
signup) to receive notifications. 

16. When is the data submission deadline for the Hospital Commitment to Health Equity measure? 
Hospitals will be able to attest to the Hospital Commitment to Health Equity measure in the HQR Secure Portal from April 
1 through May 15 on an annual basis. 

Program Performance Period Data Submission 
Deadline

Potential Public 
Reporting

Payment 
Determination

IQR January 1, 2024 – December 31, 2024 May 15, 2025 October 2025 FY2026

IQR January 1, 2025 – December 31, 2025 May 15, 2026 October 2026 FY2027

https://qualitynet.cms.gov/inpatient/iqr/measures#tab2

https://qualitynet.cms.gov/inpatient/iqr/measures#tab2
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Rhonda Spellmeier, KONZA National Network

Rhonda Spellmeier, MBA, BSN, RN
HIE Workflow Specialist

KONZA National Network
rspellmeier@konza.org

Rhonda earned a BSN in 1996 and has been an RN for over 27 
years in critical access health systems in various roles. Those roles 
have included bedside nursing in med-surg, ER, OB, outpatient, 
cardiopulmonary rehab, swing bed, and case management. 
Additionally, she has served as a nurse manager, clinical IT 
analyst, and chief nursing officer. 

Ultimately, after earning an MBA, she began to focus on bridging 
the gap between clinicians and health IT in hopes of improving 
patient outcomes and clinician and patient satisfaction. Rhonda 
has been actively involved in many successful quality 
improvement initiatives throughout her career with a recurrent 
theme of workflow analysis and the impact it has on outcome 
success. 

mailto:rspellmeier@konza.org
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• Private, Non-Profit

• Provider-Led, Provider Governed

• Designated QHIN (Dec. 2023)

• Operate 10 HIEs across 10 states 
with regional and national presence

• High Quality Data: Largest Validated Clinical 
Data Stream under the NCQA DAV program 
with 333 DAV-Accredited sites

• Highest Level of Data Security: EHNAC HIEAP 
Accreditation & HITRUST R2 Certification

Advancing health information 
sharing for better care
management, transformative
value-based payment models 
and actionable data analytics 
to improve patient outcomes
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Objectives

• Define Social Determinants of 
Health and Health Related Social 
Needs

• Identify components of a successful 
HRSN program

• Define Z-Codes and their 
importance in SDOH data collection

• Identify available resources

Implementing system-wide programs can 
be overwhelming and often results in focus 
on perfection of the end product rather than 
making step-wise, intentional, long-term 
progress. During today’s webinar, we will 
briefly review the components of an 
HRSN/SDOH program and provide guidance 
and resources for the data collection and 
mapping portion of the HRSN/SDOH 
program. Actionable steps and vetted 
resources will be included so you can take 
this information back to your team and 
utilize what is relevant for your SDOH journey.
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Understanding HRSN and SDOH

The term “health-
related social 
needs" is 
sometimes used 
interchangeably 
with Social 
Determinants of 
Health (SDOH).

SDOH refers to the conditions in which people are born, grow, 
work, live, and age that are shaped by the distribution of 
money, power and resources and impacted by factors such 
as institutional bias, discrimination, racism, and more. 

HRSN refers to the social and economic needs that individuals 
experience that affect their ability to maintain their health and well-
being. They include things such as housing instability, housing quality, 
food insecurity, employment, personal safety, lack of transportation 
and affordable utilities, and more.
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Polling Question #1

1. Has your hospital implemented a formal HRSN/SDOH 
screening process?

A. Yes, in place
B. Not yet, in progress
C. No
D. Don’t know
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Why is an HRSN program important?

47%

34%

16%
3%

Factors Affecting Health 
Outcomes

SDOH

Health Behaviors

Clinical Care

Physical
Environment

Overall Reduction in Healthcare Cost

• Payer 
o CMS Hospital Commitment to Health Equity
o SHIP, Flex
o Value Based Payment 
o Appropriate allocation of resources

Improved Outcomes
• Quality Programs

o Promoting Interoperability
o IQR
o HQIC, HQIN
o State Specific Programs

• Population Health
• Community Needs Assessment

And it’s the right thing to do for our patients. 
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The Five Domains of an HRSN Program

Strategic Planning

Data Collection/Validation

Data Analysis

Quality Improvement

Leadership Engagement
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Data Collection - Gap Assessment as part of Strategic Planning

This is the time to engage all your internal stakeholders. 
This is not the time to design or implement solutions.

 

Does your hospital use a self-reporting methodology to collect demographic data from the patient and/or caregiver? 
Examples include REaL, SOGI, and SDOH data

 
• Consider running reports out of your EHR to determine if codes Z55-65 are being used
• Consider manual chart abstraction if reporting tools not available within your EHR to review “notes” for 

documentation
• Consider partnering with your Health Information Exchange for a data review of SDOH elements
• Consider evaluating claims data for presence of Z-Codes
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Polling Question #2

2. Has your hospital implemented a formal process for assigning 
Z Codes to an encounter?

A. Yes, in place
B. Not yet, in progress
C. No
D. Don’t know
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Z-Codes as an SDOH Tool
Using a standardized approach 

is important for:

Meeting the needs of patients by 
appropriately screening for the right services 
and referrals

 Allows for streamlined Z-Code assignment

 Identifying population health-related trends 
that may be tackled through nontraditional, 
system-wide relationships beyond the hospital 
and clinic

 Aggregate data across patient populations to 
determine how to focus an SDOH strategy

Match program scope and staffing based on 
population needs

 Supporting policy/payment reforms that 
include appropriate adjustments for SDH

 Enabling system-wide research and 
evaluating outcomes of interventions

Why Z-Codes?

 Have been available since 2015-16

 Allows a structured format for mapping 
documentation to a problem

 Supports automated analysis and reporting 
for quality programs

 Analysis can be used in Community Needs 
Assessments

 Allows for implementation without an EHR 
build (unlike Snomed or LOINC mapping)

Can be used by coding professionals 
without physician approval if supporting 
documentation is present (Since 2018)

 Are Interoperable and shareable across 
multiple organizations, including your 
Health Information Exchange

Barriers to Using Z-Codes
 Lack of structured, consistent data collection and 

documentation in patient record

 Lack of clear organizational goals regarding 
health equity

 Lack of workflow development

 Lack of education, training, understanding by 
stakeholders

 Lack of resources to address more data collection 
requirements

 Lack of data collection/code mapping in EHR

 Lack of confidence and organizational authority 
to assign codes

 Lack of processes for resolving Z Codes in problem 
list when appropriate

 Lack of “solutions” to positive screens
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Using Z Codes - Best Practices
Data Collection:
• Determine who, when, what and how screenings will occur

• Any clinician can perform SDOH assessment
• Patients can self-report

Data Documentation:
• Data may be documented in the problem list, history, 

provider/nurses/SS notes, structured screening tool to provide 
support for coders

• Implement an EHR based screening tool (i.e. PRAPARE, ACH 
HRSN Proprietary)

• Ideally build with associated SNOMED, LOINC, Z Code 
and orders

• If no electronic-based tool, use paper forms and scan into EHR. 
• Track completed screenings and positive results for 

quality reporting

Map SDOH Data to Z Codes
• EHR coding modules configured with updated SDOH Z-Codes
• Utilize crosswalk of codes to screening results
• Educate coding staff
• Where to find supporting documentation
• Evaluate usage and provide feedback
• Allow for extra time to code!www.cms.gov/files/document/zcodes-infographic.pdf

http://www.cms.gov/files/document/zcodes-infographic.pdf
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Using Z Codes - Team Roles
Administrators
• GAP Assessment revisited annually with ongoing internal quality 

programs (i.e. PDSA cycles) more frequently (i.e. monthly or 
quarterly)

• Ensure resources for education, EHR builds and collaboration with 
external organizations

• Assess for and address internal and systemic bias
• Educate your community and patients on your HRSN initiatives!
• Include in your Policies and Procedures

Health Care Team
• Keep workflows practical. 

• Can the screening tool be incorporated into existing 
assessment workflows

• Consider starting with one area and moving to others as 
you hone the process

• If you don’t have an EHR screening tool, use a paper form
• Keep a running log of patient’s screened and if they have 

a positive screening. This will help with reporting
• If a Z-code is added to the problem list by a Provider, be aware 

of its need to be maintained as a problem

HIM and Coders
• Provide feedback to the clinical team leadership about 

documentation 
• Be aware a Z-code program will add time to the coding process
• There may not be an exact Z-code for every scenario www.cms.gov/files/document/zcodes-infographic.pdf

http://www.cms.gov/files/document/zcodes-infographic.pdf
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ICD-10-CM Z Codes
ICD-10 codes are updated 
every April and October.

• Educate staff on newly added codes

• Evaluate updated codes for inclusion 
in your EHR

• Update Crosswalks

• Discuss updates with clinical team to 
determine if screens need updated as 
well

• View new codes at CDC website 

www.cms.gov/files/document/cms-2023-omh-z-code-resource.pdf

https://www.cdc.gov/nchs/icd/icd-10-cm/files.html?CDC_AAref_Val=https://www.cdc.gov/nchs/icd/Comprehensive-Listing-of-ICD-10-CM-Files.htm
http://www.cms.gov/files/document/cms-2023-omh-z-code-resource.pdf
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Screening Tool Resources

Not sure what to pick? Go to 
Social Needs Screening Tool 
Comparison Table | SIREN 

(ucsf.edu)
For access to a table 

comparing tools

Documentation is required to assign SDOH Z-Codes.

https://www.cms.gov/priorities/innovation
/files/worksheets/ahcm-screeningtool.pdf

PRAPARE-English.pdf

https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison
https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison
https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://prapare.org/wp-content/uploads/2023/01/PRAPARE-English.pdf
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Guiding Principles for Social Needs Screenings

screening-for-social-needs-tool-value-initiative-rev-9-26-2019.pdf (aha.org) 

https://www.aha.org/system/files/media/file/2019/09/screening-for-social-needs-tool-value-initiative-rev-9-26-2019.pdf
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Z-Code Mapping and Crosswalks 

Resources for Social Risk Coding in Care Settings -
Gravity Project - Confluence (hl7.org)

HRSN-Screening-Crosswalk.pdf

Coding SDOH Takes 
Practice - AAPC 
Knowledge Center

ICD-10 Z-Codes for Social 
Determinants of Health 
(healthleadsusa.org)PRAPARE-Data-

Documentation-
Quick-Sheet.pdf

https://confluence.hl7.org/display/GRAV/Resources+for+Social+Risk+Coding+in+Care+Settings?preview=/193661411/193661657/Gravity_AHC_HRSN_Documentation_Resource_V1.1.pd
https://confluence.hl7.org/display/GRAV/Resources+for+Social+Risk+Coding+in+Care+Settings?preview=/193661411/193661657/Gravity_AHC_HRSN_Documentation_Resource_V1.1.pd
https://coveragetoolkit.org/wp-content/uploads/2024/05/HRSN-Screening-Crosswalk.pdf
https://www.aapc.com/blog/84911-reporting-social-determinants-of-health/
https://www.aapc.com/blog/84911-reporting-social-determinants-of-health/
https://www.aapc.com/blog/84911-reporting-social-determinants-of-health/
https://healthleadsusa.org/wp-content/uploads/2019/03/HITEQ-ICD-10-Z-codes-for-SDoH-June-2017.pdf
https://healthleadsusa.org/wp-content/uploads/2019/03/HITEQ-ICD-10-Z-codes-for-SDoH-June-2017.pdf
https://healthleadsusa.org/wp-content/uploads/2019/03/HITEQ-ICD-10-Z-codes-for-SDoH-June-2017.pdf
https://prapare.org/wp-content/uploads/2022/10/PRAPARE-Data-Documentation-Quick-Sheet.pdf
https://prapare.org/wp-content/uploads/2022/10/PRAPARE-Data-Documentation-Quick-Sheet.pdf
https://prapare.org/wp-content/uploads/2022/10/PRAPARE-Data-Documentation-Quick-Sheet.pdf
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Polling Question #3

3. Has your hospital implemented an audit process for Z Code 
use? 

A. Yes, in place
B. Not yet, in progress
C. No
D. Don’t know
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Data Collection/Validation
Collecting valid and reliable demographic and social determinant of health data on patients 

served in a hospital is an important step in identifying and eliminating health disparities. 

Race/Ethnicity/Language or 
REaL Data collected in structured 
format (ask questions)
https://www.youtube.com/watch?v=8ER
OTqmL-cY
Simple Strategies for Collecting REAL 
Data (hqin.org)

Collection of patient level 
structured data (ask even more 
questions)
The AHC Health-Related Social Needs 
Screening Tool (cms.gov)
ifdhe_real_data_toolkit_1.pdf (aha.org)
https://innovation.cms.gov/files/workshee
ts/ahcm-screeningtool.pdf
https://www.nachc.org/research-and-
data/prapare/toolkit/

Qualifying, validating and 
sharing collected data 
(structured is best)
USING Z CODES (cms.gov)
SDoH Z Codes: How it Took a Village to 
Cleared the Confusion – ICD10monitor 
(medlearn.com)
Resources for Social Risk Coding in Care 
Settings - Gravity Project - Confluence 
(hl7.org)
How Health Information Professionals Can 
Boost SDOH Data Collection (ahima.org)

https://www.youtube.com/watch?v=8EROTqmL-cY
https://www.youtube.com/watch?v=8EROTqmL-cY
https://hqin.org/wp-content/uploads/2021/11/Simple-Strategies-Collecting-REAL-Data-11.19.2021_508.pdf
https://hqin.org/wp-content/uploads/2021/11/Simple-Strategies-Collecting-REAL-Data-11.19.2021_508.pdf
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://ifdhe.aha.org/system/files/media/file/2021/04/ifdhe_real_data_toolkit_1.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://www.nachc.org/research-and-data/prapare/toolkit/
https://www.nachc.org/research-and-data/prapare/toolkit/
https://edit.cms.gov/files/document/zcodes-infographic.pdf
https://icd10monitor.medlearn.com/sdoh-z-codes-how-it-took-a-village-to-cleared-the-confusion/
https://icd10monitor.medlearn.com/sdoh-z-codes-how-it-took-a-village-to-cleared-the-confusion/
https://icd10monitor.medlearn.com/sdoh-z-codes-how-it-took-a-village-to-cleared-the-confusion/
https://confluence.hl7.org/display/GRAV/Resources+for+Social+Risk+Coding+in+Care+Settings?preview=/193661411/193661657/Gravity_AHC_HRSN_Documentation_Resource_V1.1.pd
https://confluence.hl7.org/display/GRAV/Resources+for+Social+Risk+Coding+in+Care+Settings?preview=/193661411/193661657/Gravity_AHC_HRSN_Documentation_Resource_V1.1.pd
https://confluence.hl7.org/display/GRAV/Resources+for+Social+Risk+Coding+in+Care+Settings?preview=/193661411/193661657/Gravity_AHC_HRSN_Documentation_Resource_V1.1.pd
https://journal.ahima.org/page/how-health-information-professionals-can-boost-sdoh-data-collection
https://journal.ahima.org/page/how-health-information-professionals-can-boost-sdoh-data-collection
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Resources
1. USING Z CODES (cms.gov) CMS Z-Code Infographic

2. Improving the collection of SDOH data using ICD-10-CM Codes

3. Resources For Implementation - Gravity Project - Confluence (hl7.org) Confluence Resources for 
Implementation

4. value-initiative-icd-10-code-sdoh-0418.pdf (codingclinicadvisor.com) AHA ICD-10 Coding for SDOH (2018)

5. Quick Start Guide (hqin.org) Health Quality Innovation Network to address Health Equity Measure

6. Disparities Impact Statement (cms.gov) Tool for taking action after Gap Assessment

7. Coding SDOH Takes Practice - AAPC Knowledge Center

8. ifdhe_real_data_toolkit_1.pdf (aha.org) With links to many other resources

9. ICD-10-CM Official Guidelines for Coding and Reporting FY 2024

https://www.cms.gov/files/document/zcodes-infographic.pdf
https://www.cms.gov/files/document/cms-2023-omh-z-code-resource.pdf
https://confluence.hl7.org/display/GRAV/Resources+For+Implementation
https://www.codingclinicadvisor.com/sites/default/files/value-initiative-icd-10-code-sdoh-0418.pdf
https://hqin.org/wp-content/uploads/2022/08/Quick-Start-Guide-Hospital-Commitment-to-Health-Equity-Measure.pdf
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/Disparities-Impact-Statement-508-rev102018.pdf
https://www.aapc.com/blog/84911-reporting-social-determinants-of-health/
https://ifdhe.aha.org/system/files/media/file/2021/04/ifdhe_real_data_toolkit_1.pdf
https://ftp.cdc.gov/pub/Health_Statistics/NCHS/Publications/ICD10CM/2025/icd-10-cm-FY25-guidelines-october%20-2024.pdf


Polling Question #4 and Group Discussion
4. What are your barriers to using Z Codes? Select all that apply.

Opportunities:Barriers to Using Z-Codes
 Lack of structured, consistent data collection and documentation 

in patient record

 Lack of clear organizational goals regarding health equity

 Lack of workflow development

 Lack of education, training, understanding by stakeholders

 Lack of resources to address more data collection requirements

 Lack of data collection/code mapping in EHR

 Lack of confidence and organizational authority to assign codes

 Lack of processes for resolving Z Codes in problem list when 
appropriate

 Lack of “solutions” to positive screens
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Next Steps

1. Discuss barriers and opportunities for data collection and use of Z 
codes with hospital team.

2. If any hospital has used their Community Health Needs Assessment 
(CHNA) in data analysis and would like to share on January 28 
session, please email Karen.Holtz@allianthealth.org.

mailto:Karen.Holtz@allianthealth.org
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Next Session
Community Health Needs Assessment
Tuesday, January 28, 2025
10 - 11 a.m. ET

Gwendolyn A. Williams, DHA(c), MBA, MHA
Director of Research & Grants Management

HomeTown Health, LLC

HomeTown 
Health is 
hosting CHNA 
for GA Flex 
hospitals on 
January 30
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Alliant Health Website and GA Flex Resources 
https://quality.allianthealth.org/ga-flex/

https://quality.allianthealth.org/ga-flex/


Questions?
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