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Objectives

• Understand what Social Determinants of Health entail including 
the rules and regulations from CMS and TJC.

• Describe what screening tools are available and how they can 
be operationalized on a large scale.

• Understand what z-codes are and how they impact 
reimbursement.

• Discuss what resources are available for SDOH and what model 
of care can be operationalized to address the need.



Social Determinants of Health – Health Equity  

• Health Equity is the attainment of the highest level of health for all people, where 
everyone has a fair and just opportunity to attain their full potential of health regardless 
of race, ethnicity, disability, sexual orientation, gender identity, socioeconomic status, 
geography, preferred language, or other factors that affect access to care and health 
outcomes.
• Health Equity is essential to improve patient safety, decrease mortality, and improve 

quality of care.  How do we get there?
• Commitment 
• Screening/ Analysis
• Intervention 
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Social Determinants of Health (SDoH)

50% can be traced to 
a patient’s zip code

Only 20% include those 
moments in a health-care 
environment



=

The Nebraska Health Network includes:

8 Hospitals
More than 3,200 physicians and 
advanced practice providers
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NHN Patients with Documented Social 
Determinants of Health

Based on an analysis of 200,000 patients in NHN value-based contracts 
including commercial, Medicare and Medicaid from Nov. 2021 to Oct. 

2022.
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Multi-Visit Patients: Methodist Main Campus

• 252 Patients have visited your hospital 3+ times in 
the last 6 months (49 patients 5+ times)

• 686 ED-Only visits among these patients 
• Additional 317 ED visits resulted in an Inpatient 

admission. 
• Overall, 32% ED to IP conversion rate among 

these multi-visit patients
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Specific Payment to hospital determined 
by DRG with predicted length of stay

Patient MEDICALLY stable to 
discharge at end of predicted length 

of stay, but can’t because of SDoH
*Hospital stay in red

Medicaid reimbursement < Commercial reimbursement

Length of Stay (days)Emergency 
Department In-PatientPatient
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Interdisciplinary Impact from Addressing SDoH

CHW works with SW to remove 
barriers to decrease hospital length 

of stay (and non-paid days) 
establishing ROI and sustainability

Community 
Health Worker

Emergency 
Department In-PatientPatient

Length of Stay (days)



NMHS SDOH Steering Committee 

Purpose:
• Share new or existing initiatives at each affiliate, delegate action items to SDOH 

Taskforce as needed,  share data, and identify community partners 
• Efforts are prioritized by each affiliate to align with the needs of their patient population 

and with any regulatory/ accrediting bodies. 
Membership:

• Committee Chair: Becky Jizba 
• NMH/ WH: VP Ancillary Services, Quality, Clinical Staff, Care Management/Social Work 
• MJE: VP Ancillary Services, Quality, CNO, Clinical Staff, Care Management/Social 

Work
• MFH: VP Ancillary Services, Quality, Clinical Staff, Care Management/Social Work 
• MPC: Quality
• MHS: Foundation members, Community Benefits, IT/Informatics



SDOH Steering Committee Goals 2023

Ensure each hospital affiliate developed and implemented a 
health equity plan outlined by CMS and TJC

• CMS: Hospital Commitment to Health Equity (HCHE): Social Determinants of 
Health (SDOH)

• TJC: LD.04.03.08 Reducing health care disparities for the organizations patients is 
a quality and safety priority: Health- related social needs (HRSN)

• Six EPs
• EP 1: Designate Leader(s) 
• EP 2: Assess Health Related Social Needs and provide information about 

resources 
• EP 3: Stratification of Quality/Safety Data
• EP4: Action Plan and Method to Monitor 
• EP5: Monitor Action Plan
• EP 6: Leadership Engagement



Inpatient Process for Identification of SDoH 

• Initial screening question completed:
• SDOH Screening Assessment went Live August 8th, 2023. 

• SDOH Assessment incorporated into admission history- mandatory on every hospital 
admission to all hospital affiliates. 

• For any positive screen (any box checked other than none/no) a social work will then 
receive a consult to see patient.



SW/CHW assessments - PRAPARE Tool 



SW/CHW assessments - WellRX Questionnaire  



Provider Note 



Cross walk for Coding 
2024  mappings

PRAPARE tool
PRAPARE questions Response Mapping to ICD-10
Highest level of school finished Less than a high school degree Z55.5 Less than a high school diploma
What is your housing situation today I do not have housing Z59.00 Homelessness unspecified
Discharged from US Armed Forces Yes Z91.85 Personal history of military service
Current housing situation I do not have housing Z59.10 Inadequate housing, unspecified
Worry about loss of housing Yes Z59.819 Housing instability, housed unspecified
Highest level of school finished Less than a high school degree Z55.5 Less than a high school diploma
Unable to acquire necessities Food Z59.48 Other specified lack of adequate food
Unable to acquire necessities Child Care Z59.87 Material Hardship Not Elsewhere Classified 
Unable to acquire necessities Clothing Z59.87 Material Hardship NEC
Unable to acquire necessities Medicine or any health care Z59.86 Financial insecurity
Lack of transportation impacts Yes, kept from getting to medical appts/getting medications Z59.82  Transportation Insecurity

Current Work Situation
Unemployed, looking for work; unemployed, not looking for 
work Z56.0 Unemployement, unspecified;

WellRx

WRX Homeless Yes Z59.811 Housing instability, housed, with risk of 
homelessness

WRX unemployed Yes Z56.0 Unemployement, unspecified
WRX Eat Less, Skip Meals Due to Funds P2M Yes Z59.48  Other specified lack of adequate food
WRx Trouble Pay For Gas, Electric Bills Yes Z59.12  Inadequate housing utilities
WRx Trouble Finding Or Paying For A Ride Yes Z59.82  Transportation Insecurity

WRx Need Help Getting More Education Yes Z55.8  Other problems related to education and 
literacy

WRx Need Help With Legal Issues Yes Z65.3 Problems related to other legal circumstances
WRx Anyone in Home Threatening,Abusive Yes Z91.419  Personal history of unspecified adult abuse

ED Past Medical/Social History
Current Living situation homeless Z59.00 Homelessness unspecified
Current living situation Shelter Z59.01 Sheltered homelessness
Current living situation Temporary housing Z59.01 Sheltered homelessness
Current living situation Halfway house Z59.00 Homelessness unspecified



SDOH Screening Data- Methodist Hospital



SDOH Screening Data – Fremont Hospital 



Role Clarity 
Community Health Worker
• Focus

• Social Determinants of Health
• Health Equity 

• Background 
• Nonclinical
• Formal training not required, certification 

available 
• Often a member of the community they 

serve 

• Roles and Responsibilities
• Screens for the presence and causes of 

Social Determinants of Health
• Connects individuals to community 

resources
• Builds trust and establishes a relationship 

for ongoing support
• Fosters relationships with community 

organizations

Medical Social Worker
• Focus

• Facilitating safe discharge 
• Ensuring social, emotional, physiological and 

psychological well-being 

• Background 
• Clinical 
• Hold a bachelor's or master’s degree in 

social work
• Certification available 

• Roles and Responsibilities
• Addresses complex social needs for at-risk 

populations
• Assists with eligibility determination for 

funding sources and social programs
• Manages care transitions for the inpatient 

individual 





Community Relay, powered by 
Findhelp, is used by NHN to provide a 
resource and referral database for 
their ACO members and communities. 

CHWs and other staff can use to:
● Search and find free or reduced-cost 

direct social care programs 
● Connect their members with 

programs and manage their SDOH 
and health equity needs

● Update the status of referrals placed 
and see real-time updates as 
organizations complete them

● Access to analytics around search 
and usage information

Community Relay

https://communityrelay.com/

https://communityrelay.com/


Cerner Integration 



Displaced female admitted 
with renal complications due 
to lack of access to adequate 
food and stable housing.

Challenges: 
Patient was admitted with renal complications because she was displaced from her apartment after 
flooding and lacked access to adequate food to comply with dietary recommendations. The patient’s 
apartment had flooded, and the Red Cross had paid for one month in a hotel, but now the patient 
was living at the Open Door Mission while trying to find new available housing for her and her 
mother. Patient reliant on food pantries and lacked access to prepare healthy meals. 

Resolution:
• CHW met with the patient and her mother while inpatient and post discharge at the Methodist 

Community Health Clinic at Kountze Commons. Together, the CHW referred the patient to 
additional housing and food pantry options. 

• CHW continues to meet with the patient and her mother at Kountze Commons to assist with 
housing applications and additional counseling referrals. 

FOODHOUSING TRANSITWORK CARELEGAL EDUCATION FINANCIAL HEALTH GOODS

Z codes
• Z59.01 – Housing, sheltered 

homeless 
• Z59.4 – Food, lack of 

adequate food



Z codes
Z56.89, Work Environment - employment 
Z59.8, Housing - housing instability
Z59.41, Food - food insecurity 
Z59.6, Financial - low income 

Patient was a high ED utilizer 
who was in her third trimester of 
a high-risk pregnancy, had two 
other kids at home and had lost 
her job

Challenges: 
Patient had to quit her job and the loss of income impacted her ability to maintain their basic needs. 
She applied for rental assistance but had not heard back. Her rent was overdue, but she believed 
she had made the payments, but did not have documentation to prove payment to her landlord. 

Resolution:
• CHW referred the family to local food pantries.
• CHW helped the family secure payment documentation and called the landlord with the patient. 

The landlord forgave the past-due payments.
• The patient thanked the CHW and told her she would not have been able to follow through 

and be so persistent without her.

FOODHOUSING TRANSITWORK CARELEGAL EDUCATION FINANCIAL HEALTH GOODS



Questions?
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