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Abstract 13 Figure 5 Hybrid C Chart and | Chart: COVID-19 case counts

student or staff member, and vaccination drawing from com-
munity-level data linked with school region (figures 3 and 4).
Data displays showed variation in actionable formats.
Conclusions Common data displays in COVID-19 lack ele-
ments required to learn from variation, including denomina-
tors, disaggregation (granularity), and operationally relevant
stratification (such as subregion and school configuration). Pro-
viding these displays offered actionable data to the school dis-
trict that they employed in areas such as vaccination outreach
and testing protocols. There is an ongoing need for scientific
input and support of actionable data displays, for use by pub-
lic health as well as school districts. Future work will include
incorporating these displays into operations and generating
them from developing databases.
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Background Unmet social needs in early childhood create risk
of lifelong physical/mental health challenges. Pediatricians can
intervene by routinely assessing child development including
child and family social emotional wellbeing. Many providers
report barriers to interventions that meet families” social needs
and lack reimbursement.

Practice Level Key Driver Diagram FINAL
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Abstract 14 Figure 1

Primary Drivers 1.1 Understand need and create 1. Obtain leadership buy-in for practice changes to create trauma and resilience-informed care environment
infrastructure for a trauma and 2. Establish a trauma and resilience informed team including a physician champion to drive improvement
/i e 3. Establish family partners and create conditions for an active role
1. Prepare practice / “ | 4. Engage providers in review and agreement on selection of SDOH assessment tools and a consistent process
2 / i i i iics and barri
environment for trauma |/ 1.2 Understand the patient 5. Utilize mapping to patient barriers to care and supports
and resili i N ‘{ ol oth:ﬂ fl I 6. Provide materials to staff to the i of ial health
ETo \ 7. Recognize and address self-care needs of staff
\ L
N SRR ‘ { [4 Identify and meet with potential partners
ce enviconment 2. Develop communication systems between collaborating partners
3. Facilitate the referral and follow-up communications including closing the referral loop
2L Establh communication 4. Identify and initiate process for referrals and prioritize warm hand-offs
Tt oator and - // channels based on mutual | | 5. Improve process of obtaining consent for exchange of information
= / 3 6. lize bi-directi lication between referral partners
expand referral - [T 7. Buida ive list of available, considering multi-ingual when feasible
NG s reet e pak ey 8. Implement a care coordination role to support families with the outside referral process
thatinclude closing the referral 9. Establish process to seek family feedback on referral process

loop

3.1 Create a welcoming, stigma- 1. Ensure office environment is welcoming, promotes emotional wellness, and respects families of different backgrounds
free, culturally sensitive 2. Engagg in familly—cer}lered qiscussion gl the start of each visit
3. Share information with families about link between trauma/stress and health
/ 4. Routinely elicit risks and protective factors
3. Utilize family-centered, / 3.2 Communicate to families the 5. Utilize communication approach and common factors approaches including HELLPPP
strength-based approach | rationale for assessing social and 6. Provide parenting and guidance about and soothing child stress response
\ environmental factors 7. Use results of assessment for engagement
\ 8. Support caregivers who have experienced trauma
\ | 3.3 Prioritize families’ social needs 9. Foster itudi ip that is i by trust
and access and match child/family 10. Use ion as to educate and engage family
needs to appropriate resources 11. Provide tailored support and resources to caregivers

trauma-resilience informed practice

billing and coding to sustain

A

5.1 Ensure ongoing training
barriers to health care

5. Ensure care is
delivered to advance race
and ethnic equity

/\\

5.2 Ensure ongoing training
includes understanding structural
racism and equity and its impact on
health care access

Standardize decision support to ensure validated questions are utilized

. Utilize a registry and recall/reminder system and EHR tracking alerts

4_Establish and maintain 4.1 Establish standards, protocols, 1. Establish clear roles and responsibilities for staff
effective systems to __{ pathways and processes for 2. Develop a current state process flow map for assessment, referral, and follow-up and engage staff to improve flow and consistency
support assessment, K - ey T mie Tt ot 3. Develop and agree to standards, protocols and pathways that will be followed across practice care teams/clinicians
primary care i E \ . 4. primary care and follow-up
referral, and follow-up N 4.2 Secure resources including 5. Establish for i i safety and stigma and patient/family confidentiality
6.
7
8.

Collect coding resources and establish billing process

aawn

Develop cultural humility in race/ethnicity and equity and health di: and
methods for audiences of different backgrounds and cultures

. Provide education and training on-structural racism

Provide education and understanding regarding implicit biases

. Understand the importance of being sensitive to patients’ cultural and racial backgrounds

‘With your AAP chapter, identify one or more experts to provide ongoing consultation training and support

AAP Addressing Social Health and Early Childhood Wellness (ASHEW) key driver diagram
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Key:
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Shift: 6 consecutive points above median O
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110 charts or all available werereviewed at the beginning of each month using the previous month’s well child
checksfor ages 6-,15-,24-, and 48-months. Ages chosen based on the number of recommendedscreens ateach
visit (eg, developmental, autism spectrum disorder) to reduce burdenon clinicians.

2 Includes atleast one documented perinatal depression screenatthe 1-, 2-,4-, and 6-month visits.

3 Chartdatafor cycle 1186% complete, n=57

Abstract 14 Figure 2 ASHEW run charts. '10 charts or all available were reviewed at the beginning of each month using the previous month’s
well child checks for ages 6-, 15-, 24-, and 48-months. Ages chosen based on the number of recommended screens at each visit (e.g.,
developmental, autism spectrum disorder) to reduce burden on clinicians. 2Includes at least one documented perinatal depression screen at the 1-, 2-,
4-, and 6-month visits. >Chart data for cycle 11 86% complete, n=57; 2Includes at least one documented perinatal depression screen at the 1-, 2-, 4-,

and 6-month visits; >Chart data for cycle 11 86% complete, n=57

Objectives Test a national strategy to increase social needs
assessment, family-centered discussion, referral/linkage, and fol-
low-up with families at 90% of 0-5 years well child checks
(WCC).

Methods The American Academy of Pediatrics (AAP) con-
ducted an 11-month quality improvement (QI) virtual learning
collaborative using the Model for Improvement to address
social needs (figure 1). Seven AAP chapters, supported by
AAP, provided 66 primary care practices monthly education/
collaboration, data review, and coaching. Practice teams
included a physician leader, staff, administrative support, and
family advisor. Practices conducted monthly chart reviews
(N=40) following 6-month WCC for perinatal depression
(PD), and following 6, 15, 24, and 48-month WCC for social
drivers of health (SDOH) and social emotional development
(SED). Chart reviews assessed (yes/no) documentation of
screening, discussion, and referral/linkage. Improvements from
baseline were examined wusing run charts.  Practice

transformation strategies included family engagement during
WCCs, embedded family advisors on practice QI teams,
strengthened community partnership, and enhanced support
from AAP chapter family advisors. Quarterly qualitative sur-
veys further assessed practice transformation on trauma and
resilience informed care, family-centered approaches, and care
to advance race and ethnic equity.

Results Chart review data shows nonrandom variation in 8 of
10 measures or a shift of 6 consecutive points above the
median (figure 2).

Conclusions Pediatric providers can make quality improve-
ments to address unmet social needs using early relational
health to foster family resilience. Next steps include continued
progress toward goals during a second phase and enhanced
training resources shared with all pediatric providers to
increase rates of screening, discussion, referral/linkage, and
ascertaining outcomes from families.
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