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Abstract
Background: Frequent emergency department use is defined as four or more visits a year. Individuals who frequent the emergency department often have social and health inequities, chronic illness, and live in rural settings. Healthcare complaints associated with frequent emergency department use can typically be managed in a primary care setting. Decreased emergency department use is a suspected outcome of addressing unmet social needs. 
Purpose: Outcome measures include: 1) number of individuals seen in the emergency department on a weekly basis; 2) how individuals were called by the site RN and then subsequently screened for unmet social needs; 3) identified unmet social needs; 4) number of follow-up visits scheduled with the patient’s primary care provider; 5) nurses’ perception of tools. 
Methods: Developed and implemented a conversation guide and social determinants of health screening decision tree to be used by nurses when contacted patients of a primary care clinic in the Northeastern United States recently seen in the emergency department. Data sets were analyzed using a run chart to compare pre and post intervention values. 
Results:   Compared to benchmarking data, there was an initial decrease in percentage of follow-up phone calls in the first PDSA cycle, followed by an increase in the second PDSA cycle. No individuals screened positive for unmet social needs. Staff found the script useful and allowed for a more direct conversation.
 Discussion: Recommendations for future practice include increased use of social determinants of health screening during routine office visits and continued inclusion of conversation script for nursing directed phone calls.
Keywords: Social Determinants of Health screening, frequent emergency department use, nursing led education
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[bookmark: _Toc131518847]Problem description
Frequent emergency department utilization reflects a larger issue within the healthcare system. Increased emergency department utilization is associated with higher healthcare costs, increased rates of hospitalization, and higher mortality rates. A disproportionate number of individuals who frequent the emergency department have unmet social needs (Wallace et al, 2020). Studies have demonstrated that individuals who visit the emergency department tend to have chronic illness, history of substance abuse, or unmanaged symptoms (Hardy et al, 2018). Although some emergency department visits cannot be avoided, individuals that frequent the emergency department tend to receive fragmented care that does not optimize management of complex healthcare needs (Chiu et al, 2020). 
[bookmark: _Toc131518848]Available Knowledge 
Less than half of adults in the United States have a follow-up visit with a primary care provider in the weeks following a visit to the emergency department (Brom et al, 2021). Individuals who visit the emergency department four or more times during a year are more likely to have significant social and medical inequities (Kelley et al, 2020). These inequities can make it difficult for an individual to prioritize their own preventative health, leading to exacerbation of chronic illness or other health related complications. Appropriate use of the emergency department can be supported by reducing preventable revisits through identifying and addressing these unmet social needs (Luciana-McHillivray et al, 2020). Caring for chronic conditions is best managed with consistent care from the same primary care provider (Medves et al, 2022). When patients frequent the emergency room for healthcare management this results in fragmented care that does not optimize well-being (Chiu et al, 2020). Primary care providers have the capability to address many of the healthcare concerns that result in frequent emergency department use (Sjoberg et al, 2022). Post-ED follow-up calls and regular screening for social determinants of health (SDOH) are two strategies that can address frequent emergency department use (Majewski et al, 2022). In Luciana-McGillivray et al’s (2020) retrospective cohort study, there was 4.1% reduction in ED visitation among patients of a primary care clinic after the implementation of completing phone call post ED discharge where unmet social needs were identified. 
[bookmark: _Toc131518849]Rationale
	Evidence based care is regarded as the gold standard when it comes to healthcare and can be an effective way to create sustained and reliable change (Duff et al, 2020). The Iowa Model is a conceptual framework that focuses on the implementation of evidenced-based practice change in healthcare (Buckwalter et al, 2017). Evidence-based practice is an integral part of nursing as a profession and with using the conceptual framework outlined in the Iowa Model, nursing professionals can translate the available evidence into practice. There are seven steps described in the Iowa Model. The first step is identification of a problem-focused trigger or topic of focus, next is forming a team, then retrieving the evidence, developing an evidence-based practice standard, implementation of the evidenced based practice, and finally evaluation of the intervention (Doody & Doody, 2011). After evaluation of the intervention the steps can then be repeated. Through this evaluation of the intervention and repetition of the steps, there can be continued modification of the intervention to address potential barriers.  
	To guide this evidence-based practice change, Lewin’s Change Theory was used as a theoretical framework. Lewin’s Change Theory is a nursing theory that focuses on three major concepts: driving forces, restraining forces and equilibrium. Driving forces push in a direction that result in change and are countered by restraining forces that then hinder change. Equilibrium is a state in which driving and restraining forces are equal, so change does not occur. There are three stages described in Lewin’s Change Theory. The first stage is unfreezing. This process involves accepting that change is necessary. The next step is change where a new way of thinking or change in protocol may occur. The final step is called refreezing where the change has occurred and individuals have accepted the change, creating a new normal (Nursing Theory, 2020).
 The site where the project occurred did not have a well-defined conversation guide or decision tree in use by nursing when contacting patients recently seen in the emergency room. Lewin’s Change Theory helps create a guide in which the current practice will ‘unfreeze’ the current operation where there will be an acceptance that change needs to occur. Lewin’s Change Theory provides a guide for quality improvement where the current practice ‘unfroze’ with the acceptance that change needed. After unfreezing, the stage involved the implementation of the intervention through several rounds of plan-do-study-act (PDSA) cycles. This then led into the refreezing stage where the conversation guide and decision tree became part of standard operating procedure. 
[bookmark: _Toc131518850]Specific Aims
[bookmark: _Hlk129599593]	The purpose of this project is to develop and implement a protocol for a SDOH screening that will be used by nurses at a northeastern US primary care clinic to screen patients recently seen in the emergency room. The aim was to increase the number of phone calls to individuals that are patients of the clinic and recently seen in the emergency department by 20% by December 2022. The 20% increase is based on previous research that indicates about 15-20% of individuals with chronic illness will be re-hospitalized within 30 days of discharge (Kimchi et al, 2022). Secondary aims of the project include examining the frequency in which patients are scheduled follow-up appointments with PCP after discharge from ED as well as identifying what unmet social needs prevail among those frequenting the ED. 
[bookmark: _Toc131518851]Methods
[bookmark: _Toc131518852]Context
	The aim of the proposed quality improvement initiative is to increase phone calls made to patients after discharge from the emergency department to screen for and address potential unmet social needs at a primary care clinic in the Northeastern United States. The primary care clinic where the intervention occurred is a nurse-practitioner led adult primary care practice was located in a small city. The clinic is privately owned but has a contract with a local medical center located in the same city. At the time of implementation there is only one emergency department located within the same city as the clinic. Basic demographics of the city per the 2020 census includes a population of approximately 45,000 people, 9.8% of individuals under the age 65 with a disability, 3.7% under the age of 65 did not have health insurance, and 25% of the population lived in poverty (U.S. Census Bureau, n.d.). 
[bookmark: _Toc131518853]Design
	A PDSA study is a quality improvement method broken down into four steps. The first step is plan where the intervention, population, outcome measures, and time limit of the study are decided. The next step, do, is where the plan is executed. The third step, study, looks at what went well and if goals were meant. The last step, act, then address any changes that need to be made before beginning the cycle again with planning. This project took place over one benchmarking period and 2 PDSA cycles.
[bookmark: _Toc131518854]Interventions
	Prior to intervention implementation, once or twice a week nurses at the project site would run a report in the electronic health record to identify what clinic patients were seen in the ED during the week prior. Phone calls would then be completed by the site nurses to the individuals discharged with no clear indication of what needed to be discussed in these conversations. A protocol for SDOH screening was created to allow nurses to identify unmet social needs and make referrals to appropriate community resources. The protocol included a conversation script to guide nurses through a SDOH screening tool during follow-up phone calls post discharge, including a decision tree of how to respond and resources to provide based on the screen. The intervention was broken down into three PDSA cycles. 
A benchmarking period prior to the first PDSA cycle took place during the summer of 2022 and focused on the creation of a conversation guide and decision tree as well as beta testing of said tools by the nurses at the practice site. The conversation guide contained 10 questions, first asking for more details about the patients understanding of the ED visit such as what their chief complaint was, any medication changes or treatment recommendations, as well as reviewing patient education material received from the ED staff and can be found in Appendix 2 of this paper. The next part of the conversation guide included a decision tree adapted from the Ohio Action Coalition Core Determinant of Health Screening Tool short form and can be found in Appendix 3. The way that patients answered the screening questions guided how the nurse completing the phone call responded based on the available decision tree. The decision tree included resources that had already been identified by the clinic that were available in the surrounding community. For example, if the individual responded, “no” when asked if they have transportation available to and from appointments at the clinic, the nurse could then provide the patient with a copy of the bus schedule. Nurses at the clinic participated in beta testing of the conversation guide and decision tree to help guide modifications prior to the next PDSA cycle. 
	The first PDSA cycle then used feedback provided during beta testing of the conversation guide for modifications of the script and decision tree before beginning the full implementation of the intervention in the fall of 2022. As there was no prior protocol for post ED phone calls, the first PDSA cycle included just the intial portion of the conversation guide that focused on patient perception of the ED visit and not SDOH screening. During the implementation phase of this PDSA cycle, on a weekly basis nurses received a list of patients who received primary care at the clinic and were recently seen in the emergency room. These nurses then contacted the patients via a phone call and completed a follow-up phone call. Information collected by the nurses during the phone calls was given to providers at the clinic to be used in future follow-up visits with the patient. 
The final PDSA cycle was based on feedback from providers and nurses at the primary care clinic where the project was implemented. The portion of the conversation guide that included the decision tree, Core 5 SDOH screening, and community resource list was incorporated into post ED phone calls completed by the project site nurses. Feedback from nurses and providers helped guide modifications to the protocol throughout the different PDSA cycles, including modifications to the conversation guide, decision tree, and process for notifying providers. 
[bookmark: _Toc131518855]Study of the Interventions
	A synthesis table that summarizes evidence-based interventions can be found in appendix 1 of this proposal. The purpose of the synthesis table was to explore and summarize the potential impact of evidence-based interventions as demonstrated in previous quality improvement initiatives. Through literature review, it was determined that in the given context of the site where the project was performed, an appropriate care-coordination based intervention was increasing social determinants of health screening to address frequent emergency department use through phone calls conducted by nurses. 
[bookmark: _Toc131518856]Measures
[bookmark: _Hlk129599557]	Four outcome measures were used to evaluate the efficacy of the intervention as well as guide future modifications. The first measure was the number of patients who were eligible to be screened compared to the number of patients who were screened.  This measure informed the process by which the intervention was carried out. The results of this comparison may also lend to future modifications of the intervention. 
[bookmark: _Hlk129599563]	The second measure included was the percentage of individuals who screened positive for unmet social needs through the SDOH screening tool to be included. Individuals who frequent the emergency room tend to have a disproportionate number of unmet social needs (Wallace et al, 2020). Looking at the percentage of individuals seen in the emergency room that screened positive for unmet social needs helps inform clinicians about needs of patients in their practice and community during potential future quality improvement initiatives. 
[bookmark: _Hlk129599569]	The third measure was frequency and type of community resource offered using the SDOH decision tree screening which would then be used by providers in future visits to follow-up on utilization of resources used. This measure also contributes to the completeness of the data gathered during the phone calls. Knowing where there are gaps in social needs at a population level can contribute to future quality improvement initiatives as well as indicate where there may be a need for increased support. 
[bookmark: _Hlk129599575]	The fourth included was frequency of follow-up appointments scheduled with the individual’s PCP. One recommendation to prevent frequent visits to the emergency department is completing a follow-up visit with the individual’s PCP to address any unmet social needs or concerns that may contribute to future hospitalizations (Medeves et al, 2022). The final measure looked at was nurse perceptions of the tools utilized as performed through informal interviews conducted throughout the course of the intervention. 
[bookmark: _Toc131518857]Analysis
[bookmark: _Hlk129599545]	Data outcomes were assessed over a three-month period and divided into three 6-week cycles, the first cycle being a benchmarking period pre intervention to establish baseline data. The subsequent two PDSA cycles were during intervention with modifications made between cycle two and three. The data collected after the benchmarking period and the two subsequent PDSA cycles included: 1) number of patients of the office who were seen in the ED every week; 2) of those patients the number that were called by the office RN for follow-up; 3) the number of patients called who were then screened for SDOH; 4)  of number screened, how many screened positive for unmet social needs; 5) number and what type of local resources offered broken down into housing, food insecurity, transportation, utilities and safety concerns; and finally; 6) if the patient scheduled an in person visit with their PCP. Pre and post intervention data regarding if a PCP appointment was scheduled after discharge, the number of phone calls conducted, and how many individuals screened positive for unmet social needs was then arranged into a run chart to help demonstrate the progression of the intervention, with there being a distinction between the three different PDSA cycles. Data on what community resources were recommended were explored using frequencies. Field notes were also collected throughout the course of the benchmarking period as well as both PDSA cycles. These notes are a combination of meetings completed with the nurses completing the phone calls as well as trends noted during chart review of the patients seen in the ED. 
[bookmark: _Toc131518858]Ethical Considerations
The quality improvement initiatives were determined to be not research based on the University of Vermont IRB self-determination tool. Both the intervention site manager and nursing staff were aware of this project and were a part of its implementation. Datasets were stored on one computer drive in a password protected file. 
[bookmark: _Toc131518859]Results
Measures and Outcomes

	Benchmark data were gathered through retrospective chart review using previously completed reports from the sites electronic health record. These reports were used to determine the number of patients seen at the ED in the previous week. A standardized data collection sheet was implemented with feedback from the staff nurses at the project implementation site to collect data during the implementation phase. During the first and second PDSA cycles, weekly tally of the outcome measures was maintained and then analyzed using a run chart and descriptive statistics. Throughout the 18 weeks of project implementation, a total of 104 patients were seen in the emergency department, 70 were contacted by the site nurses, and 58 were scheduled for follow-up with their primary care provider. Figure 1 is a run chart depicting this data throughout the total 18 weeks of project implementation. Benchmark pre-implementation data, or the baseline data collection, showed that the total number of patients seen in the ED was 24 with 70% being called by the site nurses and 83% were scheduled for follow-up with their PCP. During the first PDSA cycle and implementation of the conversation guide, there was a total of 37 visits to the ED with three patients being seen several times within the PDSA cycle, 13 phone calls completed, and 18 patients were scheduled for follow-up with their PCP- so of the visits to the ED, nurses were able to call 35% of the individuals, and 48% were scheduled for follow-up. During the 2nd PDSA cycle after the introduction of the SDOH screening decision tree, a total of 43 patients were seen in the ED, 40 phone calls were completed, and 20 follow-up visits were scheduled. So, 93% of patients seen in the ED were contacted by a nurse via phone, and 46.5% of patients were scheduled for follow-up with their PCP. Similarly, during the second PDSA, there was a total of 30 patients screened for unmet social needs during phone calls with the site RN, so 75% of the patients called. Of these 30 patients, 0 screened positive for unmet social needs. Figure 2 depicts a comparison of the total number screened versus positive screens for each week of PDSA cycle 2. Since no patients screened positive for unmet social needs, there is no data to report on the types of community resources needed.
Figure 1: SDOH Screening Over 18 Weeks of Implementation 

Note: Run chart comparing the number of patients seen in the ED, how many of those patients were called, as well as how many were scheduled for follow-up with their primary care provider on a weekly basis for 18 weeks.

Figure 2 Identified Unmet Social Needs 
 
Note: Bar graph comparing the number of patients who were screened for unmet social needs and those who screened positive for unmet social need. After implementation of SDOH screening, 0% of patients screened positive for unmet social needs. 
	
As there was only one full time nurse and one part time nurse at the practice during implementation of the intervention, interviews were conducted instead of a survey to look at staff perception and thoughts related to the conversation guide and screening for unmet social needs. Through these interviews, it was identified that patients appreciated being screened for unmet social needs and agreed that it would be beneficial to include SDOH screening in more routine visits. Staff also commented that the length of the screening was appropriate and that lengthier SDOH screening tools may be overwhelming during phone calls due to length and complexity of questions used on other tools, such as the ones from the Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences (PRAPARE) and EveryONE Project questionnaires.
Discussion
[bookmark: _Toc131518860]Summary
	Prior to the intiation of the quality improvement intiative, the increased number of ED visits completed by patients at the project site was identified as an area of improvement by a provider informed Accountable Care Organization. There was no clear policy on ED follow-up or what information was to be collected by the nurses during these phone calls. A conversation guideline that included questions on patient perception of the ED visits as well as SDOH screening was created applying evidence-based ED utilization toolkits. ED utilization toolkits are a strategy commonly used to prevent frequent ED utilization as a reactive intiative, allowing for staff to identify what factors may be influencing ED visitations (Highmark, 2022).
The first PDSA cycle focused on the implementation of the conversation guide that focused on the patient perception of the ED visit. There was a decrease in percentage of patients who were seen in the ED and then called by the site nurses, but there was no change in number of PCP follow-up appointments scheduled.  After the introduction of the SDOH screening to the conversation guide and modifications to the patient perception portion of the guide during the second PDSA, there was initially a noted increase in phone calls to patients seen in the ED for an overall increase compared to both the benchmarking periods and the first PDSA cycle.  
[bookmark: _Toc131518861]Interpretations
	 Through chart review, there were several factors noted that contributed to the varied results seen in both PDSA cycles when comparing patients seen in the ED, those who were then contacted by the site nurse, and subsequently completed follow-up with their PCP. One problem identified was how many follow-up phone calls per patient were completed if the nurse was unable to reach the patient after one attempt. There is no clear guideline or policy related to completion of phone calls if patient was not reached after first attempt, resulting in several instances of follow-up phone calls occurring 10+ days following discharge from ED. 
	Two weeks of note when analyzing the data are week 9 and week 15 due to variances in number of patients seen in the ED and number of phone calls conducted. Week 9 there were recorded 9 ED visits completed by patients of the primary care office where the project took place, but only 2 phone calls conducted. This was partially due to one patient being seen 2 times in the ED and another patient being seen 3 times in the ED all within the same week. Week 15 it was recorded that 9 patients were seen in the emergency department, but 13 were called. From interviews with the staff RN, it was reported that this may be due to limited staffing the weeks prior resulting in a need to catch up on phone calls. 
Field notes were collected, and chart review of the report used to identify patients seen in the ED was completed throughout the course of the benchmarking period and the two PDSA cycles. Through conversations with the nurses completing the phone calls, it was identified that the conversation guide was a useful tool for nurses new to the practice as it helped streamline conversations and outlined what information the nurse should be focusing on during these phone calls. The length of the SDOH Core 5 screening was also identified as being an appropriate length for these phone calls by staff. Many social determinant of health screening questionnaires are about 10-12 questions in length, for example the PRAPARE and EveryONE Project questionnaires. Although there were no unmet social needs identified during the second PDSA cycle, nurses shared that patients were appreciative that staff of staff screening for potential unmet social needs. 
[bookmark: _Toc131518862]Limitations
The site at where the project was implemented works in conjunction with the local university and often employs individuals who are students at the university or are looking to continue their education, so there tends to be a frequent turnaround of staff. During the implementation of this intiative, there was one full time nurse and one part time nurse that both began working at the clinic during the summer of 2022 during the benchmarking portion of the project. Although staff were willing to participate, there was a learning curve for the new employees. Furthermore, as there is only one fulltime nurse and one parttime nurse, there is potential for the number of phone calls completed on a weekly basis to vary based on staffing. 
Another possible limitation identified during chart review was that the individuals who potentially had unmet social needs impacting visitation to the ED were not able to be reached via phone after discharging due to concerns of housing or ability to have access to reliable phone service. This is reflected also in the literature. Butler et al. (2020) examined how screening for unmet social needs can be both engaging and alienating. Although proven to help with outcomes such as emergency department use, the screening can feel probing and personal. Butler et al. (year?) also listed staff identified barriers as an inability to follow-up with patients as well as an uncertainty about the capability of community resources that may be offered. Results from this intiative are also limited to a rural healthcare setting in an area that is mostly White and English-speaking so may not translate to other healthcare systems. 
[bookmark: _Toc131518863]Suggestions for Future Practice
The conversation script for post ED discharge phone calls should remain a part of the sites practice. As identified by the site nurses, the script was seen as a useful tool to help streamline phone conversations and was easily adapted into the nurses’ daily flow.  Another future recommendation includes the incorporation of SDOH screening into routine visits. As mentioned, patients expressed an appreciation that staff was looking for unmet social needs even when none were identified. There is a possibility that the nurses were unable to reach out to individuals seen in the ED due to unmet social needs, such as homelessness or unstable access to a phone, thus the incorporation of SDOH screening into routine visits may be beneficial and allow for a better chance of screening those with unmet social needs. A final recommendation includes focusing in on increasing the rates of PCP follow-up with patients recently seen in the ED as well as focusing on proactive initiatives in conjunction with reactive initiatives, such as phone calls and screening after discharge. Examples of proactive initiatives include assessing patient access to care through means such as virtual visits, time designated for walk-in visits, utilization of on call after hour services; or having patient education available outlining possible scenarios of when to call the clinic, go to urgent care, or go to the emergency department (Highmark, 2022). 
[bookmark: _Toc131518864]Conclusions 
	The number of individuals seen in the emergency department on a weekly basis varied for an average of 4 a week during the benchmarking, 6 a week during the first PDSA cycle, and 7 a week during the second PDSA cycle. Comparing the benchmarking data to the first PDSA cycle, there was an actual decrease in the percentage of individuals contacted by the nurses after ED discharge. During the second PDSA cycle there was an increase in percentage of individuals contacted post ED discharge by 23% when compared to the benchmarking period. After introduction of the SDOH screening, 75% of patients were screened for unmet social needs, but 0% screened positive. Since nobody screened positive for unmet social needs, there were not any community resources recommended. The number of individuals with scheduled follow-up with a PCP remained relatively the same throughout the entire 18 weeks of the intiative despite introduction of the conversation guide.  
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Clinical Question: Will nursing led phone conversations guided through conversation script and decision tree help identify and address unmet social needs among frequent users of the emergency department at a primary care clinic in the northeastern United States over a six-week period?
Keywords: primary care, frequent emergency department utilization, SDOH screening, nursing led education, ED utilization toolkit
	Author, YEAR
	Study Design 

	Sample Characteristics & Setting
	Variables:
Independent
Dependent
	Data Analysis
	Main Findings 
	Level of Evidence**

	Luciana-McGillivray et al. (2020)
	Retrospective cohort study
	2 non-critical low acuity Eds at an urban teach hospital; patients who were >20, discharged home, and had a hospital affiliated PCP 
	Independent: Phone conversation led by scripts to identify social barriers

Dependent: Ed utilization rates, patient compliance with post ED-follow up
	Statistical quality control p chart
	Intial follow-up phone call left to relevant reduction in patient visits to the ED.
	JBI Levels of Evidence: Level  2.d


	Carmel et al. (2017)
	Retrospective cohort study
	Patients referred for rapid follow-up post ED-discharge from May 2014- May 2015
	Independent: Identified as needing referral for rapid PCP follow-up from ED

Dependent: ED utilization, attending PCP appointment
	Fisher exact test. Chi square, Student’s t-test, Kruskal-Wallis test
	-16% of those referred represented avoided readmission

-None of the participants were referred back to ED post PCP rapid follow-up

	JBI: Levels of Evidence Level 2.d

	Capp et al. (2017).

	Retrospective cohort study
	Adults 18 years and older who visited the ED more than twice in the previous 180 days
	Independent: behavioral screening and education with provider; PCP visit 60 days post discharge

Dependent: Emergency department use and hospitalization rates
	Propensity score calculated to create inverse probability weights
	-Long term reduction in ED use, 360 days post intervention
	JBI Levels of Evidence: Level 2.d

	Biese et al. (2014)
	Randomized control trial
	Adults >65 discharged to home from an academic ED
	Independent: Post discharge phone calls mediated by a nurse

Dependent: Expediting post ED outpatient follow up and reduce ED visits/hospitalizations within 35 days of ED visit
	Chi square or Fishers exact tests, Kruskal-Wallis test
	-Increase in expedited follow-up appointments with either primary or specialty outpatient care
	JBI Levels of Evidence: Level 1.c
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Hello my name is ______ and I am a nurse calling from Appletree Bay Primary Care in Burlington. I am calling because we were notified that you were recently seen in the Emergency Department, would it be okay if we talked about this for a few minutes?

1. Yes- Can you tell me a little bit more about the visit?
Information to review related to ED Visit: 
a. Reason for ED visit
b. Is condition better, worse, the same
c. Any continued signs or symptoms
d. Review changes to medication or education provided
Thank you for sharing. Next, I want to ask some questions to help make sure that we are helping you to the fullest of our ability. Health starts at home and in the community and we want to make sure you have access to the resources that promote this. The purpose of this conversation is to help understand what factors may be affecting your health and wellbeing as well as connect you to resources in the community. 
Before we get started, I want to acknowledge that some of these questions may feel sensitive, so if at any time you do not want to answer any of the questions, please let me know. 
First, can you tell me who is your primary care clinician at Appletree Bay?
SDOH screening tool: Adapted from Ohio Action Coalition- Core Determinants of Health Screening Tool ‘Core 5’
*** remember to prioritize- may screen positive but not want any intervention/assistance 
I would like to set up an appointment for you to be seen by one of the in-office clinicians here at Appletree Bay. Do you need any information on how to do this?

2. No- I would like to set up an appointment for you to be seen by one of the in-office clinicians here at Appletree Bay. Do you need any information on how to do this?
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[bookmark: _Toc131518871]Decision Tree- Adapted from Ohio Action Coalition Core Determinants of Health Screening Tool ‘Core 5’:
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Implementing RN SDOH Screening post ED Discharge
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Identified Unmet Social Needs

# patients screened for SDOH	13	14	15	16	17	18	4	5	10	2	4	5	# with positive screening	13	14	15	16	17	18	0	0	0	0	0	0	PDSA 2 Week #
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