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Z-Codes – Tracking Social
Determinants of Health
Social determinants include societal and
environmental conditions such as food,
housing, transportation, education,
violence, social support, health behaviors
and employment. Numerous studies have
demonstrated a link between economic
status, social factors and physical
environment as key influencers in health
outcomes.
Continued on page 2

Inside this issue…

Counties and their managed care organizations under
Behavioral HealthChoices have begun to track
encounters using the ICD-10-CM Code Categories
outlined in the table on page 2, to track social
determinants of health.
www.ccapcomcare.org



Z-Codes – Tracking Social
Determinants of Health



Opportunities for Complex
Care Programs to Address
the Social Determinants of
Health

Page 1 of 7

COMCARE INSIGHT
Continued from Page 1

Counties and their managed care organizations under Behavioral HealthChoices have begun to track
encounters using the ICD-10-CM Code Categories outlined in the table below to track social
determinants of health.
ICD-10-CM Code Category

Problem / Risk Factors Included in Category

Z55 – Problems related to
education and literacy

Illiteracy, schooling unavailable, underachievement in a school, educational
maladjustment and discord with teachers and classmates.

Z56 – Problems related to
employment and
unemployment

Unemployment, change of job, threat of job loss, stressful work schedule, discord with
boss and workmates, uncongenial work environment, sexual harassment on the job,
and military deployment status.

Z57 – Occupational exposure
to risk factors

Occupational exposure to noise, radiation, dust, environmental tobacco smoke, toxic
agents in agriculture, toxic agents in other industries, extreme temperature, and
vibration.

Z59 – Problems related to
housing and economic
circumstances

Homelessness, inadequate housing, discord with neighbors, lodgers and landlord,
problems related to living in residential institutions, lack of adequate food and safe
drinking water, extreme poverty, low income, insufficient social insurance and welfare
support.

Z60 – Problems related to
social environment

Adjustment to life-cycle transitions, living alone, acculturation difficulty, social
exclusion and rejection, target of adverse discrimination and persecution.

Z62 – Problems related to
upbringing

Inadequate parental supervision and control, parental overprotection, upbringing away
from parents, child in welfare custody, institutional upbringing, hostility towards and
scapegoating of child, inappropriate excessive parental pressure, personal history of
abuse in childhood, personal history of neglect in childhood, Z62.819 Personal history
of unspecified abuse in childhood, Parent-child conflict, and sibling rivalry.

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

Absence of family member, disappearance and death of family member, disruption of
family by separation and divorce, dependent relative needing care at home, stressful
life events affecting family and household, stress on family due to return of family
member from military deployment, alcoholism and drug addiction in family.

Z64 – Problems related to
certain psychosocial
circumstances

Unwanted pregnancy, multiparity, and discord with counselors.

Z65 – Problems related to
other psychosocial
circumstances

Conviction in civil and criminal proceedings without imprisonment, imprisonment and
other incarceration, release from prison, other legal circumstances, victim of crime and
terrorism, and exposure to disaster, war and other hostilities.

Z75 – Problems related to
medical facilities and
other health care

Medical services not available in home; awaiting admission to adequate facility
elsewhere; unavailability and inaccessibility of other helping agencies; other problems
related to medical facilities and other healthcare.

Z91 – Personal risk factors not
elsewhere classified

Allergies; non-compliance with medical treatment regimen; personal history of adult
abuse, forced labor, psychological trauma, self-harm; history of falling; personal history
of military deployments; wandering; oral health risk factors.

Understanding data related to social determinants of health – including educational level, employment,
or problems related to home and work environments – is critical as hospitals and health systems work
to improve the health of their communities. Currently, hospitals and health systems may capture many
of these social factors by utilizing the ICD-10-CM codes included in categories Z55-Z65, Z75 and Z91
which identify persons with potential health hazards related to socioeconomic and psychosocial
circumstances.
Continued on Page 3
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Despite the availability of these ICD-10-CM codes, however, recent studies show that they have been
infrequently utilized in inpatient settings for discharges other than those related to mental health and
alcohol/substance use. In addition, another study noted that an “obvious discrepancy exists between
the number of identifiable social factors, a provider’s ability to address them and documentation with
billing and diagnosis codes.”
One reason for this is that, based on the ICD-10-CM Official Guidelines for Coding and Reporting,
coding professionals were not able to report these codes unless they were supported by physician
documentation. As a result, most hospitals and health systems are unable to report these codes because
societal and environmental conditions are routinely documented and addressed by nonphysician
providers, such as case managers, discharge planners, social workers and nurses.
Excerpted from: ICD-10-CM Coding for Social Determinants of Health; American Hospital Association; Brief:
April 2018.

Opportunities for
Complex Care Programs
to Address the Social
Determinants of Health
There are many recipes for
addressing social determinants
of health (SDOH) – elements
which are emerging as most
important to achieving wholeperson healthcare. Outlined in
this article are the opportunities
and challenges that are being
discovered by the Center for
Health Care Strategies (CHCS)
in a multi-state demonstration
since 2016.
The most intriguing key
findings of their demonstration
(as stated in the bullets at the
end of the article), align harmoniously with what has been developed and in practice throughout the
State of Pennsylvania within the Behavioral HealthChoices Medicaid Managed Care Program.
Innovative models leveraging the strengths developing health homes (such as the Certified Community
Behavioral Health Clinics), the use of non-traditional human resources such as care navigators and
behavioral health counselors, the effective partnerships long-established between the county-based
human services resources and community providers and social services resources, the continued
development and growth of information technology solutions to measure and communicate
information, and the usage of Medicaid Managed Care savings to reinvest within the service delivery
array to support non-medical services for housing, employment, transportation, food security and other
essential social determinants of health.
The Center for Health Care Strategies (CHCS) announced in July 2016 a multi-state demonstration
called Transforming Complex Care (TCC). TCC was aimed at refining and spreading effective care
models that address the complex medical and social needs of high-need, high-cost patients.
Continued on Page 4
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This national initiative was made possible with support from the Robert Wood Johnson Foundation
and led by CHCS, to work with six organizations1 to enhance existing complex care programs within a
diverse range of delivery system, payment, and geographic environments. The demonstration
concluded in December 2018, however work continues through the Robert Wood Johnson Foundation,
National Center for Complex Health and Social Needs.2
CHCS had outlined a growing recognition that improving care for medically and socially complex
patients is essential for moderating healthcare spending growth and improving health outcomes. A
major challenge is that each complex patient faces a combination of medical, behavioral health, and
social needs such as food, housing, and transportation that affect their ability to initiate and complete
their treatment plans. As a result, health systems seeking to improve complex care must develop the
capabilities to individualize care plans for each patient in a way that addresses these needs
simultaneously.
Early in the demonstration CHCS considered how best to screen to assess need for social determinants
of health (SDOH). The acknowledged that compared to other industrialized nations, the United States
spends much less on social services, and much more on health care. This is true despite evidence that
SDOH — including income, educational attainment, employment status, and access to food and housing
— affect an array of health outcomes, particularly among low-income populations. Individuals with
unmet social needs are more likely to be frequent emergency department (ED) users, have repeat ‘noshows’ to medical appointments, and have poorer glycemic and cholesterol control than those able to
meet their needs.
Since 2013, several SDOH assessment tools have been tested nationally, including: The Protocol for
Responding to and Assessing Patients’ Assets, Risks, and Experiences (PREPARE); Accountable Health
Communities (ACH) Screening Tool; and the Health Leads Social Needs Assessment.
In 2014, the Institute of Medicine (IOM) Committee on the Recommended Social and Behavioral
Domains and Measures for Electronic Health Records recommended that at minimum, patientreported social and behavioral domains and one neighborhood/community-level domain should be
documented in EHRs. The recommendations established a much-needed benchmark for
prioritizing SDOH categories for patient assessments. Exhibit 1 uses the IOM’s domains
as a framework for illustrating which social and behavioral domains TCC sites are
addressing in their tools as well as domains used in the standardized models introduced.
The IOM domains referenced in table 1 (below) provide a valuable guide for the development and
customization of SDOH assessment strategies that that could be used in Pennsylvania specific / Countybased needs leveraging the resources of their respective community-based organizations, existing
relationships, knowledge of community assets, availability of local human services resources, ease of
use within a clinical setting, and the ability to capture useful data.
Another valuable outcome of the TCC demonstration that has potential development and applicability
within the Pennsylvania Behavioral HealthChoices Program service delivery model is standardized
workflows that track member / patient needs.
Continued on Page 5

1

The sites and the regions they served were: AccessHealth Spartanburg, Spartanburg County, South Carolina; MountainPacific Quality Health, State of Montana; OneCare Vermont, State of Vermont; Redwood Community Health Coalition,
Northern California; ThedaCare, Eastern Wisconsin; and , VCU Health System, Central Virginia.
2
The National Center for Complex Health and Social Needs, launched in 2016, aims to improve outcomes for patients with
complex medical, psychological, and social needs. It works to coalesce the emerging field of complex care by bringing
together a broad range of clinicians, researchers, policymakers, and consumers who are developing, testing, and scaling
new models of team-based, integrated care. The National Center and its staff collaborate with other experts across the
nation to develop best practices, inform policy, and foster an engaged and accessible community to develop this work and
teach it to others. To learn more see: https://www.nationalcomplex.care/
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Within the TCC demonstration, organizations administering
SDOH assessments often established workflows to track
patient needs and referrals. This helped standardize the
process of screening patients and referring them to services
and allowed the care team to better understand team
members’ roles and responsibilities. Provider workflows
typically include: (1) the time frame for administering an
assessment (e.g., during intake, following the first
appointment, etc.); (2) care team member(s) responsible for
conducting assessments and subsequently making referrals;
and (3) tracking of necessary referrals and follow up.
Virginia Commonwealth University Health System’s (VCU
Health) TakeCCARE (Complex Care Assisting and Reviewing
Education) program for complex patients developed a
workflow for administering the Health Leads Social Needs
Assessment tool (see Exhibit 2). An essential element of the
design is the use of Community Health Workers (CHW) as
part of the team who administers the survey when the patient
is initially hospitalized, following discharge, and during
reassessment. Establishing a consistent approach to
measurement ensures that patients are assessed at
appropriate intervals to track changes in health condition,
social needs, goals, and referrals. It also helps providers
collect “clean” data that can be used for population-level
analyses.
Continued on Page 6
www.ccapcomcare.org

Bridging the Gap Between Clinical
Care and the Community:
Accountable Health Communities
Efforts are underway at the federal level
to more effectively connect Medicaid
and Medicare beneficiaries to
community resources. Through the
Center for Medicare and Medicaid
Innovation’s Accountable Health
Communities (AHC) Model, 31
organizations are testing local strategies
to bridge the gap between clinical care
and the community resources needed to
address peoples’ health-related social
needs. The AHC Model is fostering the
use of standardized tools to identify
social needs and technologies to track
the availability of social services and
referrals to community providers.
For more information on the
Accountable Health Communities
Model, see: The Centers for Medicare
and Medicaid Services. Available at:
https://innovation.cms.gov/initiatives/
ahcm/
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When establishing a workflow, it is important to consider which care team member is best suited to
administer the SDOH assessment. Because of their lived experience and unique understanding of the
communities they serve, CHWs are well positioned to speak with patients about the social barriers they
face. In addition, care team members who conduct home visits (e.g., nurses, community paramedics,
peers) have the innate ability to address patients’ social needs due to their experiences, on the ground
training, and “window of opportunity” to observe patients in their natural home environment. Finally,
clinical social workers, who have substantial background in the impact of social needs on general
health, and receive training in making referrals to social services, might also be considered for
administering a SDOH tool.
At the conclusion of the TCC demonstration, the CHCS published a brief in February 2019 outlining
opportunities discovered to better meet patients’ social needs – specifically their non-medical needs,
employing non-traditional workers, partnerships with community-based organizations and social
services agencies, testing new technology to help address social needs; and, identifying sustainable
funding to support non-medical services.
Key findings include:



While screening and assessment tools and methods vary (require customization), it is clear
that it is necessary to identify the non-medical needs of member / patient populations and
connecting them with local community resources.



Employ non-traditional workers, such as community health workers (CHW) and community
paramedics to bridge the gap between the medical system and the community served. These
individuals are experts in navigating local neighborhoods, as well as the resources available to
members / patients. Care navigators connect members / patients to social services in the
Continued on Page 7
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county and, when needed, accompany clients to appointments to support them and ensure
they receive the care they need. Non-traditional workers help mitigate the barriers to health
care services that patients with complex health and social needs encounter.


Partnerships between complex care programs (i.e. behavioral health managed care) and
community-based organizations and social services providers are required to address
members / patients’ non-medical needs. An effective way is for leadership to encourage staff
to become involved in community efforts by joining governing boards and participating in
volunteer events with the goal to identify future resources that could benefit service delivery
and outcomes.



Using new technology to overcome logistical barriers. Once again, tools and forms of
technology vary (i.e. tablets, smart-phones, video conferencing, customized data-warehousing
and applications), but all are contributing elements to expand and enhance communication
between all the parts serving the member / patient, maximizing clinical and operational
efficiency, overcoming rural challenges, reducing travel time and increasing time with the
member / patient.



And maybe most importantly, identifying sustainable funding to support non-medical
services. It is no surprise that advancement of all of the innovative ideas outlined in the bulletpoints above is predicated upon the ability to fund the innovation, and the related services.
Those within government, managed care insurers, community providers, clients and all of the
other related stakeholders know what it will take to drive integrated healthcare forward – as
expertise and creativity are in abundance. The challenge is how to make the necessary
changes at the appropriate levels pay for the needed non-medical services, that will promote
the cost reductions in medical services. Promising advances are being made in a variety of
care coordination initiatives to manage high-risk member / patient care while aligning the
physical health , behavioral health, and social services sectors those member / patients
encounter.

The CHCS experiences of the TCC pilot sites provide early lessons for the many complex care problems
across the United States that are exploring new approaches to address social, economic, and
environmental factors impacting member / patient health and well-being.
Based on the outcomes of CHCS’s research, Pennsylvania has done very well running ahead of the
Nation to integrate holistic healthcare delivery by identifying and addressing social needs, employing
non-traditional workers, partnering county resources with community resources and social services
organizations, piloting the use of new technology and data analysis, and acting strategically to reinvest
Behavioral HealthChoices savings to expand and sustain SDOH-related activities.
Excerpted from: Thomas-Henkel, Caitlin et. al.; Screening for Social Determinants of Health in Populations
with Complex Needs: Implementation Considerations; Center for Health Care Strategies, Inc.; Brief: October
2017; and, Shulman, Meryl et. al.; Opportunities for Complex Care Programs to Address the Social
Determinants of Health; Center for Health Care Strategies, Inc.; Brief: February 2019.

Final Thoughts…
“Champions keep playing until they get it right.” – Billy Jean King, Tennis Champion

INSIGHT is published monthly by COMCARE, a program of the County Commissioner’s Association of Pennsylvania (CCAP).
If you wish to provide comments or feedback, please forward your comments to Lucy Kitner or Michele Denk at COMCARE at
the following email addresses: lkitner@pacounties.org; mdenk@pacounties.org. Thank You.

www.ccapcomcare.org

Page 7 of 7

