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Screening for Social Drivers of Health
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• Identify new CMS metrics for social drivers. 

• Identify how the social drivers of health are        
calculated for submission to CMS.

• Define Z codes and how they can be 
implemented to document social drivers in 
patients’ medical records.



CMS Hospital Inpatient Quality 
Reporting (IQR) Program

IQR Social Determinants of Health 
(SDOH)
• Why is CMS addressing SDOH?

- Improve outcomes.
- Lower costs.
- Support state value-based care strategies.

• What are SDOH?
- Conditions in the places where people live, 

learn, work, and play that affect a wide range 
of health and quality-of-life risks and 
outcomes.

• What are social drivers?
- Non-clinical factors that occur outside of the 

doctor’s office that influence health outcomes.

3 www.cdc.gov/socialdeterminants/index.htm#:~:text=Social%20determinants%20of%20health%20(SDOH,of%2
0life%2Drisks%20and%20outcomes

https://www.cdc.gov/socialdeterminants/index.htm:%7E:text=Social%20determinants%20of%20health%20(SDOH,of%20life%2Drisks%20and%20outcomes


What Are the CMS Data Metrics 
for Social Drivers?

Health-Related Social Needs 
(HRSNs)
• Food insecurity
• Housing instability
• Transportation needs
• Utility difficulties
• Interpersonal safety
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Social Driver: Food Insecurity

Sample question: Within the past 12 months, were you 
worried that your food would run out before you got 
money to buy more?
a) Often true
b) Sometimes true
c) Never true

5 sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison/peds

https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison/peds


Social Driver: Housing Instability

Sample question: What is your living situation today?
a) I have a steady place to live.
b) I have a place to live today, but I am worried about 

losing it in the future.
c) I do not have a steady place 

to live (I am temporarily 
staying with others; in a hotel; 
in a shelter; living outside on 
the street, on a bench, in a car, 
abandoned building, bus or 
train station, or in a park).

6 sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison/peds

https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison/peds


Social Driver: Transportation Needs

Sample question: In the past 12 months, has lack of 
transportation kept you from medical appointments, 
non-medical appointments, work, or from getting your 
medicines or things that you need?
a) Yes
b) No
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Social Driver: Utility Difficulties

Sample question: In the past 12 months, has the 
electric, gas, oil, or water company threatened to shut 
off services in your home.
a) Yes
b) No
c) Already shut off
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Social Driver: Interpersonal Safety

Sample question: How often 
does anyone, including family 
and friends, physically hurt you?
a) Never
b) Rarely
c) Sometimes
d) Fairly often 
e) Frequently

9 innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf

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


CMS Social Needs Screening Tool

The Accountable Health Communities (AHC) Health-Related Social Needs (HRSN) Screening Tool

10 CMS. The AHC Health-Related Social Needs Screening Tool. 
innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf

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


Example: PRAPARE® (Protocol for Responding to and 
Assessing Patient Assets, Risks, and Experiences) 
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The PRAPARE® social drivers of health assessment screening tool and implementation/action toolkit was developed and owned by the National 
Association of Community Health Centers (NACHC), in collaboration with the Association of Asian Pacific Community Health Organization 
(AAPCHO), the Oregon Primary Care Association (OPCA), and the Institute for Alternative Futures (IAF). PRAPARE® and its resources are 
proprietary information of NACHC and its partners intended for use by NACHC, its partners, and authorized recipients. Do not publish, copy, or 
distribute this information in part or whole without prior written consent from NACHC. For more information, visit www.prapare.org

http://www.prapare.org/


Screening for Social Drivers of Health Measure

CMS New Measure #2
Assesses whether a hospital implements screening of 
all patients that are 18 years or older at time of 
admission for health-related social needs.

• This measure requires that patients be screened 
for all five health-related social needs.

– Food insecurity
– Housing instability
– Transportation needs
– Utility difficulties
– Interpersonal safety

12
https://www.qualityreportingcenter.com/en/inpatient-quality-reporting-programs/hospital-inpatient-
quality-reporting-iqr-program/2022-events/iqr9122/



What Data Points do Hospitals Have to Collect 
to Report on This Measure?
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Numerator: The number of inpatients admitted to the 
hospital, 18 years or older at time of admission, and 
who are screened for each of the HRSNs.

Denominator: The total number of patients who are 
admitted to the hospital, 18 years or older on the day 
they are admitted.

Patients who opt out of screening 
are excluded from the denominator.



CMS Reporting Periods

CY 2023 CY 2024 CY 2025 CY 2026

Voluntary 
reporting of 

measure

Mandatory 
reporting on an 

annual basis

Mandatory 
reporting on an 

annual basis

Payment 
Determination

• Hospitals will follow established annual structural measure 
submission and reporting requirements.

• Due to variability across hospital settings and the population your 
serve, CMS has allowed hospitals flexibility with selection of tools 
to screen patients.

14
CY = calendar year

https://www.qualityreportingcenter.com/en/inpatient-quality-reporting-programs/hospital-inpatient-
quality-reporting-iqr-program/2022-events/iqr9122/



Screening for Social Drivers of Health Measure 
v2

CMS New Measure #3
This is a structural measure that provides information 
on the following:

• Percent of patients admitted for an inpatient hospital stay
• 18 years or older on date of admission
• Screened for an HRSN
• Who screen positive for 1 or more of the HRSNs

– Food insecurity
– Housing instability
– Transportation needs
– Utility difficulties
– Interpersonal safety
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https://www.qualityreportingcenter.com/en/inpatient-quality-reporting-programs/hospital-inpatient-
quality-reporting-iqr-program/2022-events/iqr9122/



What Data Points Do Hospitals Have to Collect 
to Report on This Measure? (cont.)
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Numerator: The number of inpatients admitted to the 
hospital, 18 years or older at time of admission, and who are 
screened for each of the 5 social drivers and who screen 
positive for having a need in 1 or more of the 5 HRSNs—
calculated separately, 1 measure per social risk.

Denominator: The total number of patients who are 
admitted to the hospital, 18 years or older on the day they 
are admitted, and are screened for an HRSN.



CMS Reporting Periods (cont.)

CY 2023 CY 2024 CY 2025 CY 2026

Voluntary 
reporting of 

measure

Mandatory 
reporting on an 

annual basis

Mandatory 
reporting on an 

annual basis

Payment 
Determination

Hospitals will report this measure as 5 separate rates.
• This measure is intended to provide information to hospitals on 

the level of unmet socials needs among patients served, and not 
necessarily for comparison between hospitals.

• Hospitals will follow established annual structural measure 
submission and reporting requirements.
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Submission of CMS Metrics

Information on how data 
will be submitted is not 
available at this time.
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What Are Z Codes?

• ICD-10-CM codes:
Report social, economic, and environmental determinants 
known to affect health and health-related outcomes. 

• Z codes:
Tool for identifying a range of issues related, but not 
limited, to: 
– Education and literacy; employment; housing; obtaining 

adequate amounts of food or safe drinking water; and 
occupational exposure to toxic agents, dust, or radiation.

• Z codes can be used in any healthcare setting.

19 CMS. Utilization of Z Codes for Social Determinants of Health among Medicare Fee-for-Service 
Beneficiaries, 2019. www.cms.gov/files/document/z-codes-data-highlight.pdf

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


How Are Z Codes Documented?

20 www.cms.gov/files/document/fy-2023-icd-10-cm-coding-guidelines.pdf

• Describe problems or risk 
factors related to SDOH.

• Should be assigned when 
information is documented. 

• Assign as many SDOH 
codes as necessary.

• Assign only when the 
documentation specifies 
that the patient has an 
associated problem or 
risk factor. 

• Codes assigned may be 
based on medical record 
documentation from:
– Clinicians
– Social workers
– Nurses
– Case managers
– Community health 

workers
– Patient self-reported 

documentation signed off 
by clinician or provider

https://www.cms.gov/files/document/fy-2023-icd-10-cm-coding-guidelines.pdf


ICD-10-CM Categories Z Codes
Code 

Category Description Number of 
Sub-Codes

Z55 Problem R/T education and literacy 8
Z56 Problems R/T employment and unemployment 12
Z57 Occupational exposure to risk factors 12
Z58 Problems R/T physical environment 12
Z59 Problems R/T housing and economic circumstances 23
Z60 Problems R/T social environment 7
Z62 Problems R/T upbringing 25

Z63 Other problems R/T primary support group, including 
family circumstances 15

Z64 Problems R/T certain psychosocial circumstances 3
Z65 Problems R/T other psychosocial circumstances 8

21 www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65

https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65


Using Z Codes in Your Facility

22 CMS. Z Codes Infographic, 2022. www.cms.gov/files/document/z-codes-infographic.pdf

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


Using Z Codes in Your Facility (cont.)

23 CMS. Z Codes Infographic, 2022. www.cms.gov/files/document/z-codes-infographic.pdf

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


Key Concepts

• CMS metrics screen for food, housing, transportation, 
utilities, and interpersonal safety.

• Hospitals screen admitted patients ages 
18+ for health-related social needs.
– Metric 2: numerator is number patients 

screened; denominator is total number of 
patients admitted.

– Metric 3: numerator is number of patients 
who screen positive for a social risk; 
denominator is total number patients screened.

• Using Z codes to document SDOH in the medical 
record can identify other issues, such as literacy, 
employment, and occupational exposure to toxins.
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Join Us for the Entire Health Equity Quickinar
Series: 2nd and 4th Thursdays

Recordings, slides, and 
resource links are posted 
for on-demand access 
after every session. 

25 www.hsag.com/health-equity-quickinars



Check out the Patient and Family Engagement 
(PFE) Quickinars: 1st and 3rd Thursdays

Recordings, slides, and 
resource links are posted 
for on-demand access 
after every session. 

26 www.hsag.com/pfe-quickinars
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Thank you!

hospitalquality@hsag.com 
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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. XS-HQIC-DIS-03132023-01
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