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What is “Indiana Healthy Opportunities for People Everywhere (I-HOPE)”? 

I-HOPE is a grant offered by the CDC and awarded to the State Office of Rural Health through the Indiana 
Department of Health (IDOH) and is designed to work with hospitals to address COVID-19 related health 
disparities and advance health equity by expanding resources and services offered to rural communities 
with underserved populations. The Indiana Hospital Association (IHA) was chosen to lead this work with 
60 hospitals who meet the category requirements set by the CDC.  The grant period runs from June 1, 
2021 – May 31, 2024. 
 
What will IHA provide in this grant? 
 
IHA will provide: 

• targeted training and education based on state and regional dashboards.  

• address the Healthy People 2030 focus areas of vaccination, respiratory disease, infectious disease, 
and social determinants of health. 

• provide your hospital with data collection and reporting required by the CDC and IDOH throughout 
the term of the grant.  

• collaboration with other partners working on this grant across the state. 
 

What is Healthy People 2030?  

Since 1980, the Healthy People initiative has set measurable objectives to 
improve the health and well-being of people nationwide. At the beginning of 

every decade,  a new iteration of the initiative that addresses the latest public health priorities and 
challenges is launched. Healthy People 2030 is the initiative’s fifth iteration. 

How does Healthy People 2030 Address Social Drivers of Health (SDOH)? 

One of Healthy People’s 2030s overarching goals is specifically related to SDOH: “Create social, physical, 
and economic environments that promote attaining the full potential for health and well-being for all”. In 
line with this goal, Healthy People 2030 features many objectives related to SDOH. These objectives 
highlight the importance of "upstream" factors — usually unrelated to health care delivery — in improving 
health and reducing health disparities. 
 
What are social drivers of health? 

SDOH are the conditions in the environments where people are born, live, work, play, worship, and age 
that affect a wide range of health and quality of life outcomes and the risks associated with them. 

https://health.gov/healthypeople
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SDOH can be broken down into 5 domains: 
• Economic stability 
• Education access and quality 
• Health care access and quality 
• Neighborhood and environment 
• Social and community context 

 

 

How do we use Healthy People 2030 in our work? 

One of the action tools that Healthy People 2030 offers and a tool that we at IHA use for other projects, is 
a roadmap that outlines how we can target and improve on a health outcome and the disparities that 
impact that population. The steps that we will use to do this work are: 
 

           

                 

 
 

 
 

https://health.gov/healthypeople/tools-action
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What are our strategies areas for I-HOPE? 
 
Our strategy is to increase/improve data collection and reporting for populations experiencing a 
disproportionate burden of COVID-19 infection, severe illness, and death to guide the response to the 
COVID-19 pandemic. Our chosen priority populations are those experiencing Chronic Obstructive 
Pulmonary disease, or COPD. We chose this population because not only is there a need to improve upon 
readmissions for COPD in Indiana, but there is also a link between people who had COVID-19 who also 
suffer from COPD and experienced hospitalization or even death. 
 
What does Healthy People 2030 say about COPD? 
 
More than 16 million people in the United States have COPD, which is a major cause of death. Strategies 
to prevent diseases-like reducing air pollution and helping people quit smoking-are key to reducing deaths 
from COPD. This is the 4th highest disease in Indiana! Our goal is to uncover reasons for this, then build 
strategies to prevent disease such as educating both ourselves and our patients about COPD, encouraging 
smoking cessation, reducing the exposure to secondhand smoke, and pulmonary rehabilitation.   
 
What are the goals for I-HOPE and how will we support them? 
 
Goal #1:  

• Identify the chosen priorities with the select Healthy People 2030 strategy areas working with 
existing partnerships. 

• Develop data visualizations with baseline data. 

• Track performance quarterly of each measure. 
 

By creating statewide and regional data visualizations which reflect our chosen priority of COPD 
readmissions, we will be able to connect SDOH to mortality and morbidity and will include increasing the 
number of hospitals that include Z codes, which are the social drivers of health, within their coding 
practices. We have already developed data visualization through our data platform, DataLink, that shows 
baseline data for COPD, COPD readmissions, COPD with COVID-19, and COPD mortality. We have also 
included race and ethnicity data. This dashboard will serve as our performance tracker as you progress in 
your work. If you are the lead for your hospital and need to obtain access to DataLink, please email Ryan 
Prentice at Rprentice@ihaconnect.org and request access as an I-HOPE lead.  
 
Goal#2: 

• Analyze current data structure of Z codes. 

• Recommend improvement strategies. 

• Increase the collection of Z codes. 
 

mailto:Rprentice@ihaconnect.org
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With the development of these dashboards, we have been able to review all the data to identify those 
hospitals that will benefit from this grant. By focusing on those groups that are disproportionately 
impacted by SDOH, we can help to provide resources and build capacity to support programs to reduce 
negative health outcomes. We will assist you with building your program to increase your collection of  
Z codes and recommend improvement strategies. Learn more about the work being done by hospitals and 
health systems with Z codes here.  
 
 
What is a Z code? 
 
Z codes are a subset of ICD-10-CM diagnosis codes used to report social, economic, and environmental 
determinants known to affect health and health-related outcomes. They comprehensively identify non-
medical factors affecting health and track progress toward addressing them.  These codes are found in the 
Z55-Z65 group to identify social drivers of health.  
 
 
Here are the categories: 

 

 
 
In these main categories are many additional codes.  Go Here to see some examples of what other codes 
are found in the ICD-10-CM manual. 
 
 
 
 
 

 
 

https://www.aha.org/system/files/2018-04/value-initiative-icd-10-code-social-determinants-of-health.pdf
https://www.ospdocs.com/resources/uploads/files/SDoH%20Z%20Code%20Crosswalk.pdf
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Screening for social drivers of health and capturing Z codes is supported by CMS and many other 
regulatory bodies.  They have outlined a process that shares the steps in the journey for better health 
outcomes: 
 

  
 

Goal #3: 

• Identify the complementary partnerships. 
 
Goal 3 includes leveraging existing collaborative partnerships to advance community connections and 
outcomes. With Purdue University being selected by the IDOH to facilitate these connections, the three-
year I-HOPE initiative will deploy teams across the state to facilitate community-level conversations, 
resulting in strategies to address the factors that prevent people from living their healthiest lives.  
The work will examine longstanding risk factors, as well as the impact of the COVID-19 pandemic on 
Hoosiers’ health.  During the grant cycle, you will be introduced to partners that will help with your efforts 
to be educated and be educators to your patients, and assist patients with getting the care they need to 
prevent them from achieving optimal health outcomes or being readmitted to the hospital. We will be 
providing you with resources to share with your patients who may be experiencing a social driver, which 
prevents them from maintaining stability in their chronic disease.  We will also offer educational 
opportunities to help increase capacity in your hospital and outpatient programs such as cardiopulmonary 
rehabilitation. We are partnering with the American Lung Association to offer programming for 
respiratory health and diseases. Visit here to learn more about what is offered.  
 
Goal #4: 

• Offer the AHRQ Culture of Patient Safety Survey. 

• Each hospital will receive their results. 

• A meeting to review the results will be offered. 

• Aid in providing necessary tools for performance improvement for identified opportunities. 

• Tracking of year-over-year performance in results if a hospital completes a second or third survey 
during the contract period.  

 

https://www.cms.gov/files/document/zcodes-infographic.pdf
https://www.lung.org/professional-education/training-certification
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Patient safety culture is the shared values, beliefs, and attitudes that influence the collective behavior of 
healthcare professionals and other staff in relation to patient safety. A solid patient safety culture is vital 
for providing high-quality healthcare and protecting patients from harm. Hospitals with a strong patient’s 
safety culture are more likely to have fewer medical errors and better patient outcomes. I-HOPE hospitals  
are being offered facilitation of the AHRQ Culture of Patient Safety Survey. Learn more about how IHA can 
assist you with conducting the survey here.  
 
Goal #5: 

• Develop the content of the roadmap to include such things as: 

• Evidence based practices. 

• Systems of Change. 

• Environmental inequities related to COVID-19 and other public health threats. 
 
This document serves as a roadmap to help with your journey to provide better care for your patients. 
Below are additional resources to be used to support your work.  Please also visit the IHA website for 
recorded webinars here. 
 
AHRQ COPS Tools 
Hospital Action Planning Tool 
Hospital Survey 
Hospital Users Guide 
Workplace Safety Survey 
Hospital Database Report 
Workplace Safety Database Report 
Performance Improvement Resource List 
 
COPD 
Intervention to address SDOH and COPD 
COPD National Action Plan 
Defining and targeting health disparities in COPD 
GOLD Report 2023 
American Lung Association Patient & Provider Resources 
COPD Action Plan (lung.org) 
 
COPD & COVID-19 
COVID-19 & pulse oximeters 
Homelessness and COPD 
Homelessness and COVID-19 
Therapeutic modalities for Asthma, COPD, COVID-19 
 

 
 

https://www.ahrq.gov/sops/about/patient-safety-culture.html#:~:text=The%20AHRQ%20Surveys%20on%20Patient%20Safety%20Culture%E2%84%A2%20%28SOPS%C2%AE%29,core%20items%20with%20comparable%20survey%20content%20across%20facilities.
https://www.ihaconnect.org/Resources/Public/Patient%20Safety/2023%20Patient%20Safety%20Awareness%20Toolkit/Lead%20a%20Culture%20of%20Safety/Culture%20of%20Safety/2023_IPSC_CultureSurvey_Manual_2.0%20UPDATED%2020221221.pdf
https://www.ihaconnect.org/patientsafety/Initiatives/Pages/AHRQ%20ICU%20Project.aspx
https://www.ahrq.gov/sites/default/files/wysiwyg/sops/sops-action-planning-tool.pdf
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.ahrq.gov%2Fsites%2Fdefault%2Ffiles%2Fwysiwyg%2Fsops%2Fsurveys%2Fhospital%2FSOPS-Hospital-Survey-2.0-English-05.18.21.docx&wdOrigin=BROWSELINK
https://www.ahrq.gov/sites/default/files/wysiwyg/sops/surveys/hospital/AHRQ-Hospital-Survey-2.0-Users-Guide-5.26.2021.pdf
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.ahrq.gov%2Fsites%2Fdefault%2Ffiles%2Fwysiwyg%2Fsops%2Fsurveys%2Fhospital%2Fworkplace-safety%2FWorkplace-Safety-for-Hospitals-12-15-22.docx&wdOrigin=BROWSELINK
https://www.ahrq.gov/sites/default/files/wysiwyg/sops/surveys/hospital/2022-hsops2-database-report.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/sops/surveys/hospital/2022-hsops-wps-study-report.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/sops/surveys/hospital/hospital-v2-resourcelist.pdf
https://bmcpulmmed.biomedcentral.com/articles/10.1186/s12890-022-01863-w
https://www.nhlbi.nih.gov/resources/copd-national-action-plan
https://www.dovepress.com/defining-and-targeting-health-disparities-in-chronic-obstructive-pulmo-peer-reviewed-fulltext-article-COPD#:~:text=Defining%20and%20targeting%20health%20disparities%20in%20chronic%20obstructive,burden%20of%20the%20disease%2C%20especially%20in%20socioeconomically%20disadvantaged
https://goldcopd.org/2023-gold-report-2/
https://www.lung.org/help-support/education-programs
https://www.lung.org/getmedia/c7657648-a30f-4465-af92-fc762411922e/copd-action-plan.pdf.pdf
https://asprtracie.hhs.gov/technical-resources/resource/9856/guidance-for-the-distribution-of-pulse-oximeters-to-patients-at-increased-risk-of-severe-covid-19
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6501971/
INDIVIDUALS%20EXPERIENCING%20HOMELESSNESS%20ARE
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9369734/
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Oral Health 
Dental health correlations with COPD 
Respiratory infections and oral health  
Resources American Thoracic Society 
Dental Lifeline Network 
The relationship between periodontal diseases and respiratory diseases 
Healthy Gums Healthy Lungs 
Oral health and pneumonia 
Dental health and lung disease 
 
Electronic Medical Record SDOH Screening 
Cerner 
EPIC 
Cerner PRAPARE 
 
Screening Tools 
CMS AHC Tool 
Health Leads 
PRAPARE 
AAFP 
 
Readmissions 
Benefits of pulmonary rehabilitation 
Readmission after COPD exacerbation 
Reducing COPD hospital readmissions 
Transitions from hospital to community to reduce readmissions 
Readmissions Interview Guidelines 
COVID-19 / COPD Readmissions Discovery Tool - Fillable 
COVID-19 / COPD Readmissions Discovery Tool - Excel 
 
Health Equity Resources 
10 Questions Boards Can Answer to Advance Equity | AHA Trustee Services 
Mapping US Medicare Disparities | CMS 
Social Determinants of Health in Rural Communities Toolkit 
Hospitals and food insecurity  
Understanding the Social Determinants of Health for Rural Healthcare Teams 
CMS study on top 5 Z codes  
2022 AHRQ National Health Care Quality & Disparities Report  
Find out how your county fares with social determinants of health 
CDC resource to help communities address social determinants of health 

https://journal.copdfoundation.org/jcopdf/id/1185/Markers-of-Dental-Health-Correlate-with-Daily-Respiratory-Symptoms-in-COPD#:~:text=Various%20other%20measures%20of%20dental%20health%20such%20as,1%29%2C%206-minute%20walk%20distance%2C%20or%20COPD%20exacerbations.%204%2C7%2C8
https://www.colgate.com/en-ca/oral-health/respiratory-conditions/respiratory
http://www.thoracic.org/patients
https://dentallifeline.org/beyond-teeth/pulmonarydiseases
http://www.dentistrytoday.com/periodontics/1608
https://www.perio.org/consumer/healthy-lungs
https://academic.oup.com/cid/article/40/12/1807/314357
file://///inhha.org/IHA-NET/IHANET%20Data/Department%20Folders/Patient%20Safety/19%20IDOH%20CDC%20Grant%20(IHOPE)/Resources%20&%20Tools/Oral%20Hygiene/Oral%20Hygiene%20Patient%20Education%20American%20Thoracic%20Society%2001252023.pdf
https://www.cerner.com/solutions/determinants-of-health/datasheet-determinants-of-health
https://www.cerner.com/solutions/determinants-of-health/datasheet-determinants-of-health
https://www.ihaconnect.org/Resources/Public/Patient%20Safety/IHope/Roadmap/SDOH%20Social%20Determinants%20of%20Health%20Setup%20and%20Support%20Guide%20EPIC%20%20%2011-4-22.pdf
https://www.ihaconnect.org/Resources/Public/Patient%20Safety/IHope/Roadmap/SDOH%20Social%20Determinants%20of%20Health%20Setup%20and%20Support%20Guide%20EPIC%20%20%2011-4-22.pdf
https://www.ihaconnect.org/Resources/Public/Patient%20Safety/IHope/Roadmap/Cerner-Corporation_PRAPARE-Tool_NACHC-.pdf
https://www.ihaconnect.org/Resources/Public/Patient%20Safety/IHope/Roadmap/Cerner-Corporation_PRAPARE-Tool_NACHC-.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://healthleadsusa.org/communications-center/resources/the-health-leads-screening-toolkit/
https://healthleadsusa.org/communications-center/resources/the-health-leads-screening-toolkit/
https://prapare.org/
https://prapare.org/
https://www.aafp.org/family-physician/patient-care/the-everyone-project/toolkit.html
https://www.aafp.org/family-physician/patient-care/the-everyone-project/toolkit.html
https://effectivehealthcare.ahrq.gov/system/files/docs/benefits_pulmonary_rehab_topic_brief.pdf
https://effectivehealthcare.ahrq.gov/system/files/docs/benefits_pulmonary_rehab_topic_brief.pdf
https://www.tandfonline.com/doi/full/10.2147/COPD.S136768#:~:text=This%20study%20sought%20to%20evaluate%20a%20large%20cohort,COPD%20patients%20at%20higher%20risk%20for%2030-day%20readmission.
https://www.tandfonline.com/doi/full/10.2147/COPD.S136768#:~:text=This%20study%20sought%20to%20evaluate%20a%20large%20cohort,COPD%20patients%20at%20higher%20risk%20for%2030-day%20readmission.
https://www.atsjournals.org/doi/pdf/10.1513/AnnalsATS.201811-755WS
https://www.atsjournals.org/doi/pdf/10.1513/AnnalsATS.201811-755WS
https://www.ihi.org/resources/Pages/Tools/HowtoGuideImprovingTransitionstoReduceAvoidableRehospitalizations.aspx
https://www.ihaconnect.org/Resources/Public/Patient%20Safety/IHope/Roadmap/Readmissions%20Interview%20Guide%20FNL.pdf
https://www.ihaconnect.org/Resources/Public/Patient%20Safety/IHope/Roadmap/COVID-19%20-%20COPD%20Readmissions%20Discovery%20Tool%20%20fillable%20.pdf
https://www.ihaconnect.org/Resources/Public/Patient%20Safety/IHope/Roadmap/COVID%20COPD%20Readmissions%20Discovery%20Tool.xlsx?d=w0990302613794822b09108a2dd57dcaf
https://trustees.aha.org/10-questions-boards-can-answer-advance-equity?utm_campaign=tw&utm_medium=email&_hsmi=201680388&_hsenc=p2ANqtz-9owEhQV7r_9F1_6lI83kNgo_GEBxoIU91Xz1PxfmIKjqvFSjQS-Chyw5XhLkxT5xKjivVaBrvHH3FevtmRUJVRsPjoKg&utm_content=201502077&utm_source=hs_email
https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-Mapping-Medicare-Disparities
https://www.ruralhealthinfo.org/toolkits/sdoh
https://trustees.aha.org/articles/1299-hospitals-and-food-insecurity
https://www.ruralcenter.org/sites/default/files/Understanding%20the%20Social%20Determinants%20of%20Health.pdf
https://www.cms.gov/files/document/z-codes-data-highlight.pdf
https://www.ahrq.gov/research/findings/nhqrdr/nhqdr22/index.html
https://www.ahrq.gov/research/findings/nhqrdr/nhqdr22/index.html
https://www.in.gov/fssa/hoosier-health-and-well-being-atlas/
https://www.cdc.gov/nccdphp/dch/programs/healthycommunitiesprogram/tools/pdf/SDOH-workbook.pdf
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Health Leads Resource Library 
ICD-10-CM Coding for Social Determinants of Health 
 
Systems of Change 
What are systems of change? 
Purdue HealthTAP 
Health Care/System redesign 
IHA changes for improvement 
 
 
For any questions, please contact Madeline Wilson, MSN, RN, CLSSBB-Quality & Patient Safety Advisor and 
Health Equity Lead-Indiana Hospital Association at Mwilson@ihaconnect.org  

https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/?tfa_next=%2Fresponses%2Flast_success%3Fjsid%3DeyJ0eXAiOiJKV1QiLCJhbGciOiJIUzI1NiJ9.IjAyMTk3Yjc2ZGZmMDE5OTU2ODAyYmIxNjYwOTRmMDgxIg.cnFHktkknviiE93vMUaVgTjXG5Et1liiJAQs8j2s48s
https://www.ehidc.org/sites/default/files/resources/files/eHI%20Explains%20ICD-10-CM%20Coding%20for%20SDOH_0.pdf
https://www.wri.org/insights/systems-change-how-to-top-6-questions-answered#:~:text=Systems%20change%20can%20be%20defined,in%20a%20qualitatively%20different%20way.
https://health.tap.purdue.edu/programs/
https://www.ahrq.gov/ncepcr/tools/redesign/index.html
https://www.ihi.org/resources/Pages/Changes/default.aspx
mailto:Mwilson@ihaconnect.org

