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Background

• Social Determinants of Health (SDOH) are risks based on where people are born, live, learn, work, play, worship, 
& age. Studies suggest SDOH risks influence 40-55% of health outcomes.1 Patients at highest risk of from SDOH if 
they have a complex health history requiring multiple providers and specialists. 

• The patient population in this 3 cycle Plan-Do-Study-Act (PDSA) QI project at LLUH Family Medicine Residency 
clinic in a Federally Qualified Health Center (FQHC) often have multiple co-morbidities & complex psychosocial 
risks.  The patients’ highest SDOH risks include mental-behavioral health, poverty, lack of physical activity, food & 
housing insecurity (see Table 1). Family Physicians play a crucial role in screening & addressing SDOH to adjust 
treatment & avoid poor health outcomes.2 A team-based approach may be necessary to achieve this goal.3

• A lack of physician/staff education are barriers to identify, document, and refer for SDOH risks. LLUH FQHC 
Family Medicine Residency continuity clinic used multidisciplinary team-based QI to improve identification, 
diagnosis, and referral for SDOH with Epic Best Practice Advisories (BPA) & Smart Sets for community referrals. 
An IBH intervention for patients with uncontrolled diabetes was piloted in the final PDSA cycle this year.

By June 2023, 3 PDSA cycles will educate physicians & staff about SDOH and new workflows to efficiently identify & 
diagnose SDOH risks to systematically address & refer for SDOH risks within clinic visits: (1) Expand AVS 
information; (2) clarify workflows for all team members; (3) pilot a diabetes care path with IBH students.

• Patients
• FQHC Staff for Referrals, Scheduling, MAs, LVNs, IBH students & IT support
• Faculty, Attending Physicians, 10 resident QI team members

• SDOH risks influence health & our PDSA cycles improved awareness and workflows to address risks and refer patients appropriately. 
• EMR tools such as the BPA & Smart Set, as well as involving interdisciplinary team members improved SDOH screening & diagnosis with 

referrals during clinic visits. 
• Easier to address SDOH if the risk is related to the reason for visit; else, time constraints restrict addressing this new Medicaid managed 

care quality metric.
• Patients can be grateful or may feel unfairly labeled (housing challenges vs. homeless).
• A team-based approach can help patients navigate referrals to address these risks.
• Future Directions:  Assess SDOH in hospital service with IBH team. Enhance team-based engagement with motivational interviewing to 

help patients move forward for their health journey as we did for patients with uncontrolled DM in PDSA cycle 3 (most often wanted to 
work on stress management vs. diet/exercise.
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People

• Patient Literacy
• Physician 

knowledge
• MA/LVN training
• IT decision support
• FQHC support

Method

• EMR questionnaire 
completion 
challenges

• BPA awkward 
firing

• Low awareness of 
referrals/resources

Measurement

• MyChart survey
• iPad access
• AVS & handouts
• Use of BPA
• Referral Follow-up

Equipment

• Limited cycle time
• SDOH longer 

conversation
• Follow-up challenges
• Workflows unclear
• Tip Sheets

Environment

• EMR flow unclear
• BPA pop ups
• AVS
• SDOH Wheel
• Referral & codes

• Access to team members

Materials

• No clarity on AVS 
information

• Patients unclear on 
how to use QR codes & 
AVS referrals

• EMR tip sheets
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After Visit Summary Inserts 
automatically drop in with each 
SDOH Diagnosis to provide tips 
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PDSA 1: I know what information is 
in the AVS for the SDOH Diagnoses

Physician Ratingn=24 n=16
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PDSA 2: How often do you sign the 
SDOH Smart Set?
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