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Objectives

• Review the Centers for Medicare & Medicaid 
Services (CMS) focus on health equity.

• Identify how Z codes can provide a mechanism 
to code social determinants of health (SDOH) 
and stratify outcomes.

• Explore national mapping tools to identify areas of 
high disparities within a community.

• Identify tools, resources, and best practices that will 
assist rural communities in addressing disparities 
and SDOH. 



HSAG
Who Are We?
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HSAG
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www.hsag.com

• CMS Quality Innovation Network-Quality Improvement 
Organization (QIN-QIO)—AZ and CA

• CMS Hospital Quality Improvement Contract (HQIC)
• End Stage Renal Disease (ESRD) Network Contractor
• ESRD National Support Contractor
• Medicaid External Quality Review Organization (EQRO)

• CMS Value, Incentives, and Quality Reporting 
Support Contractor (VIQR)

• Healthcare Policy and Quality Measurement Services
• Data Science and Advanced Analytics Services
• Audit and Validation Services
• HEDIS® Compliance Services
• Healthcare Survey Services—CAHPS®

Healthcare Effectiveness Data and Information Set (HEDIS®) is a registered trademark of the National Committee for Quality Assurance (NCQA).
Consumer Assessment of Healthcare Providers and Systems Plan (CAHPS®) is a registered trademark of the Agency for Healthcare Research and 
Quality (AHRQ).



The CMS Quality Contractors
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CMS

QIN-QIO

Coordinate with 
providers and 

communities on data-
driven quality 

initiatives.

BFCC-QIO

Field quality-of-care 
complaints and 

appeals. 

VIQR Support 
Contractors

Help providers report 
quality measure data.

HQIC

Coordinate with 
hospitals on data-

driven quality 
initiatives.

Ohio: IPRO Ohio: Livanta
*

BFCC-QIO = Beneficiary and Family-Centered Care Quality Improvement Organization 
(*HSAG is one of nine contractors awarded HQIC contracts



Health Equity: 
Identifying Patients of Need
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Does Health Equity Impact Rural Areas?

• Most rural communities tend to 
be less diverse than urban areas. 

• Rural Ohio race demographics:
– 94% White
– 2.3% Black or African American
– 0.2% Native American or 

Alaskan Native
– 0.7% Asian
– 2.7% Hispanic/Latino

• Noted increase in migrant 
population for farm workers 
and/or transient workers. 

7 https://stacker.com/stories/4335/rural-demographics-every-state

Health equity 
goes beyond race 

and ethnicity.
Rural areas experience 

socioeconomic 
challenges that 

contribute to health 
disparities. 



Focus on Health Equity
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https://www.cms.gov/blog/cms-national-quality-strategy-person-centered-approach-improving-quality
https://www.cms.gov/files/document/2022-cms-strategic-framework.pdf
https://www.cms.gov/newsroom/fact-sheets/fy-2023-hospital-inpatient-prospective-payment-system-ipps-and-long-term-care-hospitals-ltch-pps

• CMS National Quality Strategy
Goal 2: Advance Health Equity

• CMS Strategic Framework
Pillar 1: Advance Equity

• CMS Proposed Rules:
Principles for Measuring 
Healthcare Quality 
Disparities



The Joint Commission: Sentinel Event Alert 64
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• “The Joint Commission considers 
addressing healthcare disparities 
a quality and patient safety 
imperative…”

• Defines healthcare disparities as “The 
differences between groups in health 
coverage, access to care, and quality 
of care.”

• “While these disparities are commonly viewed 
through the lens of race and ethnicity, they occur 
across many dimensions, including socioeconomic 
status, age, location, gender, disability status, and 
sexual orientation and expression.”

Joint Commission. https://www.jointcommission.org/resources/patient-safety-topics/sentinel-event/sentinel-
event-alert-newsletters/sentinel-event-alert-64-addressing-health-care-disparities/#.Ys8Em3bMKUk



What Is Health Equity?
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Defining Health Equity

11 Centers for Disease Control (CDC). https://www.cdc.gov/chronicdisease/healthequity/index.htm

“Health equity is achieved when every person has the 
opportunity to attain his or her full health potential 
and no one is disadvantaged from achieving this 
potential because of social position or other socially 
determined circumstances.” —CDC

• Length of life
• Rates of disease, disability, and death
• Severity of disease
• Access to treatment



Greatest Predictor of Life Expectancy
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Your ZIP Code

https://www.cdc.gov/nchs/data-visualization/life-expectancy/index.html



What Are SDOH?
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“SDOH are the conditions in the environment where people are born, 
live, learn, work, play, worship, and age that affect a wide range of 
health, functioning, and quality-of-life outcomes and risks.” —HHS

• Housing
• Transportation
• Violence/crime
• Education
• Job opportunities

• Income
• Nutrition
• Physical activity
• Pollution
• Health literacy

• Community resources
• Access to care
• Insurance coverage

HHS = U.S. Dept. of Health and Human Services
https://health.gov/healthypeople/priority-areas/social-determinants-health



Impact of SDOH
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SDOH Healthcare

80% to 90% of health outcome contributors are 
social determinants of health. —National Academy of Medicine

https://nam.edu/social-determinants-of-health-101-for-health-care-five-plus-five/



Who Does SDOH Impact?
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1.5 times higher 
hospital utilization*

70% higher 
prescribing of 
high-risk drugs*

Anticoagulants, glycemic agents, opioids

18% higher 
avoidable 
readmissions*

1. Health People 2030, Economic Stability. https://health.gov/healthypeople/objectives-and-data/browse-
objectives/economic-stability.

*Patients on Medicare and Medicaid



SDOH Impacts Rural Areas

16 https://www.ruralhealthinfo.org/topics/social-determinants-of-health

Rural populations are 
more likely to experience 

socioeconomic hardships.

Rural populations 
are further impacted by 
limited community resources. 



Measuring SDOH: Z Codes
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Z codes are a special group of ICD-10 codes used to 
report factors influencing health status.
• Assist in capturing social needs of patients, such as SDOH. 
• Can be used to enhance discharge planning.
• Can be used to stratify outcomes based on SDOH.

ICD = International Classification of Diseases
https://www.cms.gov/files/document/zcodes-infographic.pdf



SDOH ICD-10 Z Codes
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SDOH
ICD-10 Z-Codes Description Number of 

Sub-Codes

Z55 Problems related to education and literacy 7

Z56 Problems related to employment and unemployment 12

Z57 Occupational exposure to risk factors 12

Z59 Problems related to housing and economic circumstances 10

Z60 Problems related to social environment 7

Z62 Problems related to upbringing 24

Z63 Other problems related to primary support group, 
including family circumstances 14

Z64 Problems related to certain psychosocial circumstances 3

Z65 Problems related to other psychosocial circumstances 8

https://www.cms.gov/files/document/zcodes-infographic.pdf



Z Code Resource for You: PRAPARE
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Protocol for Responding to 
and Assessing Patients’ Assets, 
Risks, and Experiences (PRAPARE)
• Standardized risk-assessment 

tool for SDOH
• Evidence-based
• Well-established
• Questionnaire
• Z code mapping tool
• Implementation and Action Tool Kit 
• In partnership with the National 

Association of Community Health Centers

https://prapare.org/



PRAPARE Webinar
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www.hsag.com/hqic/hqic-
events/2021/july-
2021/using-prapare-to-
collect-sdoh-data/

www.hsag.com/
hqic-events

July 22, 2021



Leveraging the Area Deprivation Index (ADI)
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“An ADI is a multidimensional evaluation 
of a region’s socioeconomic conditions, 
which have been linked to outcomes.” 

—Maroko, et. al. 

• Neighborhood Atlas®
• Created by Health Resources & 

Services Administration (HRSA)
• Through University of Wisconsin
• In existence for 30-plus years
• Uses census block groups to 

define neighborhoods
• Identifies most disadvantaged 

neighborhoods
• Factors in:

- Income
- Education
- Employment
- Housing

https://www.cdc.gov/pcd/issues/2016/16_0221.htm



Ohio—ADI Mapping Function 
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Many of Ohio’s rural areas 
have a high density of 
disadvantaged block groups. 

https://www.neighborhoodatlas.medicine.wisc.edu/mapping



ADI Community Example
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• The mapping tool can assist hospitals 
by focusing on areas with the most 
disadvantaged census blocks. 

• Patients coming from these areas will most 
likely experience more SDOH that will 
impact their care and clinical outcomes.



HSAG ADI Patient Stratification: 
Analyze Deprivation Level in Your Patient Population

SC 100001 Hospital A
SC 100002 Hospital B
SC 100003 Hospital C

      
      

         
       

  
    

  

  
    

    
                   

   
   

   
   

State CCN Hospital Name
 

   
  

N % N % N % N % N % N % N % N % N % N %
 1,597 1,534 96.1% 823 53.7% 320 20.9% 298 19.4% 80 5.2% 13 0.8% 63 3.9% 27 42.9% 34 54.0% 2 3.2%
 2,603 2,469 94.9% 915 37.1% 452 18.3% 749 30.3% 342 13.9% 11 0.4% 134 5.1% 46 34.3% 78 58.2% 10 7.5%
 200 192 96.0% 148 77.1% 25 13.0% 9 4.7% 9 4.7% 1 0.5% 8 4.0% 2 25.0% 5 62.5% 1 12.5%

Numerator: Beneficiaries Fall in the ADI Bucket
Denominator: Beneficiaries with ADI National Ranking Assigned

Numerator: Beneficiaries with Specific Reason that ADI is Not Available
Denominator: Beneficiaries with ADI National Ranking Not Available

Beneficiary's 9-Digit 
ZIP Code is Not 
Available in BIC

Beneficiary's 9-Digit 
ZIP Code Cannot be 

Found in the ADI 
CrosswalkADI Ranking: 85 + ADI Ranking: 76 - 84 ADI Ranking: 51 - 75 ADI Ranking: 26 - 50 ADI Ranking: 0 - 25

ADI Ranking is 
Suppressed in the 

Crosswalk

Beneficiaries with ADI 
National Ranking Not 

Available

 
Total 

Beneficiaries

Beneficiaries with ADI 
National Ranking 

Assigned

SC 100001 Hospital A
SC 100002 Hospital B
SC 100003 Hospital C

      
      

         
       

  
    

  

  
    

    
                   

   
   

   
   

State CCN Hospital Name
 

   
  

N %
 1,597 1,534 96.1%
 2,603 2,469 94.9%
 200 192 96.0%

      
      

         
       

  
    

  

  
    

    
                   

   
   

   
   

 
Total 

Beneficiaries

   
  

 
 
 

Numerator: Beneficiaries Fall in the ADI Bucket
Denominator: Beneficiaries with ADI National Ranking Assigned

         
       

  
    

  

  
    

    
                   

   
   

   
   

 
 

   
  

N % N % N % N % N %
 823 53.7% 320 20.9% 298 19.4% 80 5.2% 13 0.8%
 915 37.1% 452 18.3% 749 30.3% 342 13.9% 11 0.4%
 148 77.1% 25 13.0% 9 4.7% 9 4.7% 1 0.5%

      
      

         
       

  
    

  

  
    

    
ADI Ranking: 85 + ADI Ranking: 76 - 84 ADI Ranking: 51 - 75 ADI Ranking: 26 - 50 ADI Ranking: 0 - 25
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HSAG HQIC Performance Dashboard
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• Stratifies outcome metrics by demographic and 
geographic categories.
- Race/ethnicity
- Age
- Dual eligibility (proxy measure for SDOH)

• Allows facilities to identify potential health disparities 
in their outcomes.



Using Tools to Improve Health Equity
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Data for Action
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• Develop a methodology to 
collect and validate health equity 
and community demographic data.

• Stratify data outcome(s) by 
demographic and/or SDOH data. 

• Communicate the disparities and 
engage patients, families, caregivers, 
staff, and the community in 
solutions. 

• Design interventions to address the 
identified disparities.

• Evaluate impacts, scale, and spread 
of successful interventions. 

Start small but 
start somewhere! 



HSAG HQIC 
Health Equity Change Package

28 www.hsag.com/hqic-tools



HSAG HQIC Health Equity Change Package
A Guide to Support You Through Your Health Equity Journey
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HSAG HQIC can assist 
you in navigating to 

the tools that are 
right for you. 

www.hsag.com/hqic-equity



Health Equity Business Case

30 www.hsag.com/globalassets/hqic/hqic-healthequity-bizcase.pdf



Social Work Assessment

31 www.hsag.com/globalassets/hqic/hqic_socialworkassessment.pdf



SDOH Toolkit

32 www.hsag.com/globalassets/hqic/hqic_sdoh_toolkit_508.pdf



Race, Ethnicity, and Language (REaL) Data

33 www.hsag.com/globalassets/hqic/hqic-ptedwhycollectrealdata.pdf



Zone Tools

34 www.hsag.com/hqic-zone-tools



Another Valuable Resource

35

On demand, 
bite-size quality 

improvement 
learning series!

www.hsag.com/hqic-quality-series



Questions?
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Thank you!

Christine Bailey, MSN, RN, CSSGB
Executive Director

HSAG
cbailey@hsag.com 

614.307.2936
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This material was prepared by Health Services Advisory Group (HSAG), a Hospital Quality Improvement Contractor (HQIC) under contract with the Centers for Medicare & Medicaid 
Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official views or policy of CMS or 
HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS. Publication No. OH-HQIC-DIS-07192022-01
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