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Children’s SDoH and ACEs Screening 
January 2018 to December 2018 

Summary:  
Mid Valley Children's Clinic implemented social determinants of health (SDoH) and adverse childhood experiences 
(ACEs) screening tools at selected well-child checks. Positive screens were referred to the community health worker 
(CHW) or social worker (SW) based on the results of the screening. The pilot used the existing Center for Youth Wellness 
(CYW) screening tool for ACEs and evidenced-based questions (from Health Leads) to screen for food security, housing, 
utility stability, childcare availability, transportation, and health and dental care accessibility. The primary pilot goal was 
to improve the health and wellbeing of families who are experiencing, or who have experienced, violence and trauma 
and who have a need for connection with social resources. 

 
A. Budget:  

• Total amount of pilot funds used: $28,512.00 

• Please list and describe any additional funds used to support the pilot.  
None. 

 
B. Provide a brief summary of the goals, measures, activities, and results and complete the grid below.  
The overall goal of screening children and families for SDoH and ACEs was achieved. Seeing the needs in the SDoH 
realms early in the project, allowed us to expand that portion of the screening to all clinic patients, not jut one provider’s 
patients. The ACEs screening took longer to implement as providers and clinic staff needed additional training on trauma 
and trauma informed care.  
 

Goal Measure(s) Activities Final Results 

Track all IHN-CCO members 
served by the pilot by 
submitting diagnosis code 
‘Z02.9’ on all appropriate 
claims. 

IHN-CCO members served 
by the pilot. 

Coding entered for patients 
screened.  

Selected diagnosis code 
was occasionally used for 
other purposes. Tracking 
was done through chart 
evaluation. 

Actively participate in at 
least 1 DST workgroup; the 
DST recommends SDoH, 
Universal Care 
Coordination, or 
Traditional Health Worker. 

Attend either by phone or 
in person. 
 

Attend Social Determinants 
of Health and Care 
Coordination meetings. 

Attended the Social 
Determinants of Health 
meetings as well as the 2-
day Care Coordination 
meeting. 

Develop a clinic workflow 
integrating this screening. 

Team agrees on initial 
defined workflow. 

Outline workflow for SDoH 
screening and additional 
workflow for ACEs 
screening. 

Clinic has established 
workflows for both 
screenings.  

Develop a screening tool 
for pediatric ACEs/SDoH 
and integrate it into Epic. 

Tool is defined and in Epic. Used several SDoH 
screening tools to evaluate 
the best fit for the clinic, 
integrated tool into Epic. 
Used CYW ACEs screening 
tool for trauma screening, 
integrated into Epic.  

Final SDoH screening tool 
in English and Spanish, 
paper form for families, 
entered into Epic 
flowsheet, integrated into 
note. Paper format ACE 
screening forms, entered 
into Epic flowsheet, 
integrated into note. 
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Screening 1 pediatrician’s 
well-child visits of a 
selected age using the 
SDoH screening tool during 
this pilot time frame. 

% of patients screened 
using the SDoH tool. 

Screening of all patients at 
new patient visit/ newborn 
check, 15 months and 
annual 2 years and up. 

80% of children in clinic are 
being screened for SDoH as 
new patient appointments, 
15 month well checks and 
every annual visit ages 2 
and up.  

Assess the tool’s user 
friendliness and 
appropriateness for the 
selected population. 

Numeric scoring on a 
survey assessing the 
readability, acceptability of 
the tool, and 
understanding of why the 
questions are being asked. 

Surveyed families on the 
understandability and 
acceptability of the SDoH 
and ACEs screening. This 
was done in the first 
quarter. 

Based on feedback from 
families, modifications 
were made to the SDoH 
screening form. THE CYW 
ACEs screening form was 
not modified in order to 
maintain consistency with 
data collection.  

Identify families in need. Track ACEs scores of 
children screened at 
behavioral health visits. 
 
Track families in need of 
the various services 
screened for in the SDoH 
questions. 

ACE scores entered into 
flowsheet for tracking 
purposes. 
 
SDoH needs entered into 
flowsheets for tracking 
purposes. 

Children who have been 
screened for ACES can be 
identified. ACE scores for 
population screened are 
tracked. 
 
SDoH results are 
extractable from the EHR, 
reports run periodically to 
determine community 
needs. 15% of patients had 
at least one need in the 
realms being screened. 

Provide resource 
connections to families in 
need. 

Children, with an ACEs 
score ≥1 and with 
symptoms, accept the 
referral and meet with the 
SW. 
 
Children, who have any 
positive on the SDoH 
questions, accept the 
referral and meet with 
CHW. 

Screen children for ACEs at 
visit for behavioral 
concerns, referred to SW 
or other mental health 
professional.  
 
Screen for SDoH, any 
positive screen, referred to 
SW.  

Began screening for ACEs 
as visits for behavioral 
concerns in October. 
Referral was 
recommended for those 
children meeting referral 
recommendation 
guidelines. Unknown if 
families declined or failed 
to follow through with 
referral.  
 
80% of children who 
should be screened for 
SDoH, were. Unknown if 
any families declined the 
referral.  

Develop ACEs handout as a 
resource for parents. 

Handout developed. Worked with marketing to 
develop ACES and 
resilience handouts. 

Handouts available in 
English and Spanish, 
handout for younger 
children and teens, each 
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C. What were the most important outcomes of the pilot? 

In the first quarter of the project, it was evident that we had a significant portion of families in out clinic who had at 
least on need in the realms of SDoH for which we were screening. This became a clinic wide interest as providers 
understood the impact of SDoH on a child’s overall health and well-being. The SDoH screening tool was kept short to 
accommodate the busy clinic schedule.  
After the first quarter, it was evident that screening for SDoH and ACEs at the designated well checks greatly 
impacted the clinic flow as families took time to fill out the papers. An effort was made to mail the forms, but less 
than <30% were returned. We did discover that 13% of our population had and ACE score of 4 or higher and 26% 
had an ACE score of 2 or higher. Although the importance of screening was noted, it was also noted that focusing on 
resilience skill building was also essential. We developed printed materials, clinic staff was provided education and 
parenting resources were introduced into the clinic. Screening for ACES was reintroduced in the 4th quarter at 
specific visits, this will gradually be expanded, adjusting to clinic workflow. 
It is significant to note, that implementing any screening, the impact of clinic workflow must be considered. The 
depth of the SDoH screening may look different with other agencies (housing, DHS, mental health, etc) where time 
and physical space constraints are not as significant.  
 

D. How has the pilot contributed to Triple Aim of improving health; increasing quality, reliability, and availability of 
care; and lowering or containing the cost of care?  
Conditions in the environment in which people are born, live, play and work affect their health, functioning, and 
quality of life. Addressing these issues, the SDoH, at an early age can help improve long term health outcomes. 
Social and environmental factors account for 20% of the factors that influence health. Addressing SDoH allows 
providers to have a broader view of the conditions that impact patient health which can lead to improved quality of 
care and reduced health care costs.  
 

  

with age specific 
information on building 
resilience.  

Assess the additional 
workload placed on the 
CHW and clinic SW from 
use of the screening tool. 

# of referrals to SW and 
CHW. 

Tracking by CHW of 
referrals from SDoH 
screening. 

SW has not reported and 
unreasonable number for 
referrals from the ACEs 
screening. From July to 
December, the CHW has 
received 172 referrals due 
to the SDoH Screening, 
spending approximately 
132 hours on the referrals 
during that time.  

Determine improvement in 
health and wellbeing based 
on screening and referral. 

# of children/families with 
improvement in health and 
wellbeing after accepting a 
referral. 

Survey follow up with 
families 3 months after 
screening. 

Due to the multiple factors 
in assessing well being, we 
were not able to directly 
correlate the impact of 
referring for social services 
to a change in well being.  
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E. What has been most successful?  
The SDoH screening has been most successful. In addition, staff education regarding the impact of SDoH and ACES 
has been very helpful in improving the overall care and compassion shown toward our patients. Awareness of 
providers on the impact of trauma on behavior has also been helpful in improving how patient care is delivered.  
From 7/2/2018 t0 12/15/2018 80% of the children who should have been screened for SDoH were (1615/2028) 
Of those screened, 15% had at least one need in the realms screened for and a total of 334 needs were identified:  

  

In the last 12 months, did you or your child ever eat less than you felt you should because there 
wasn’t enough money for food? 

3% 

Are you worried or concerned that in the next two months you may not have stable housing that 
you own, rent, or stay in as a part of a household? 

2% 

In the past year, has the utility company shut off your service for not paying your bills? 3% 

In the last 12 months, was there a time when you or your child needed to see a doctor or dentist 
but could not because of cost? 

4% 

In the last six months, have you or your child ever had to go without health care or dental care 
because you didn’t have a way to get there? 

1.5% 

Do problems getting child care make it difficult for you to work or study? 6.7% 

 
 

F. Were there barriers to success? How were they addressed? 
Some providers and staff expressed lack of comfort and skill with talking about trauma. This barrier was addressed 
by providing resources to staff, providers attending a trauma course at OHSU, and trauma informed care training for 
the entire clinic staff.  
Another barrier is integrating the screening into the busy clinic workflow. This was addressed by stepping back and 
implementing what was possible, with plans to expand.  
 

G. How readily would the pilot be scalable or replicable? Describe cautions and considerations when considering 
scaling or replicating the Pilot. (i.e. Success dependent on personality/skills set, or activities appropriate under 
certain conditions like size, target population, etc.)  
The screening for SDoH is readily replicable only if there is a staff member to provide the connection with resources. 
Tools such as Unite Us are promising to streamline this process.  
Screening for ACEs should only be undertaken when providers and staff have a thorough understanding of trauma 
and have developed the skill to have conversations on these topics.   
And, as mentioned previously, the screening is replicable but would need to be adjusted to each specific clinic 
workflow.  
 

H. Will the activities and their impact continue? If so, how? If not, why?  
Screening for SDoH and ACEs will continue in the clinic given that there is a staff member to provide connections 
with resources. Individual parenting education will continue given that our currently trained staff members remain. 
Additional funds would need to be sought to train additional staff members in parenting skill as well as to continue 
group parenting classes.  
 
 


