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Problem: Initiate SDOH screening plus intervention across 9 divisions spanning multiple locations
with different workflows and resources. SDOH Screening - Children’s Specialty Services

100% 94%

Goal: Increase from zero screenings to 80% screened at least annually AND each positive screen . S
receive an agreed-upon intervention with EHR documentation by 12/2023. .
ion: ' somengsron S
Children’s Service Line Social Determinants of Health Screening Tool Selection: Key driver (KDD) - £ o s it
essential given quantity / diversity s Ciapoecion
outeemes Frimary Key privers Chﬁﬂses I Interventions Developmental & Behavioral Peds

-Infectious Disease

of participating teams, ensuring

| Y- - - __——{ Reguiar education / reminders, timely feedback ‘ 0%
Aim: The Aim of this Engaged Team / _— . e
project s 1o improve the M Cultural Awereness )' : all participants work from the LS PP PSPPI IS
health of children by \ | Determine relevant screening population &durnaln‘ ) ':\’ \‘\’ \e’ .‘e’ Ne’ Se’ ’»‘\ '\,‘\ & & ¥ & ¥ & & & ¥
screening at least ~— H _ & & v v N oV N " N AL N S S T S R
g oo ok ey Svaaae same playbook using agreed S G SN NS T A 3V 3 3 3F 3V 2V 3 2

annually and providing Prioritizing Population |,
appropriate intervention & Screening Focus
for positive findings on

Social Determinants of
Health (SDOH)

"\ Coeop somemg o . upon interventions. Annotated
A Geaeaeneeaeapy e tum | dashboard - equally valuable,
allowing teams to see which

~&~% SDOH Completed w—Goal (80%) w—Median

Screening P
“ 1 Methodology/ =
Environment

Goal: 80% of patient

. | Shared community resource lists
encounters will have

sc;j:f;;dpgr?ﬂ: - s | Social work referrals and support ]
monif and.sppropeiate | Development }‘ C meaesmseemesssssess | INTErventions were most e P N
follow-up based on ~ - . . 100%
resus by December 31, Pl ' consistently impactful, thus b
Data Collection and ‘ | Automate data reporting | - . -
Reporting Innovation __ [ Utiize EHR discrete fields for docummentation (.g., ‘ ben8f|t|ng frOm Shared |ea rnlng ot P
shared dot phrase) . rfeﬁ‘ei'*‘i".ﬁw‘pﬁ‘d@#d*&
to spread those changes rapidly.
Usage: KDD developed to align work across initial divisions, reviewed often, used to onboard new e B dirpeeltanit o8 et L et
. . . . . . . 0% .,__II—H—.—HT-.—-‘ u:(::
divisions as work spread across the service line. Annotated run charts within the dashboard were P S| —
reviewed monthly among the coaching team and used for teaching/discussion at division meetings. O Yy ey .:vw;; S M. =

Results: All teams met or exceeded goal. Performance improved from 0 to 94%, sustained during project's final 6 months. Barriers: standardizing documentation,
operational definitions, and data mining, plus an EMR transition triggering a temporary but significant drop in results. All barriers ultimately resolved.
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