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Abstract
Introduction: Social determinants of health (SDOH) screening is crucial in emergency departments (EDs), yet compliance with hospital standards remains inconsistent. This study explored barriers and facilitators to SDOH screening among ED nurses in an urban Philadelphia hospital.
Methods: Qualitative focus groups were conducted with 18 ED nurses. Thematic analysis was used to identify barriers, facilitators, and potential recommendations for improving SDOH screening compliance.
Interviewer: Primary interviewer was Demetrios Frangos, a BSN who completed this project and relevant training in pursuit his Doctorate of Nursing Practice. He was also a registered nurse working in the same department as the conducted study. Laura Sinko provided technical support for the focus groups and assisted with introductions, no other researchers were involved in the interviews.
Results: Barriers included perceived lack of time, skepticism about the screening tool's efficacy, discomfort with sensitive conversations, inadequate training, and resistance to punitive enforcement. Facilitators encompassed user interface features, intrinsic motivation to address social needs, fear of disciplinary action, desire for recognition, and perceived patient vulnerability. Recommendations focused on improving the user interface, enhancing workflow, educating staff on SDOH goals and resources, and reconsidering disciplinary approaches.
Conclusion: Addressing identified barriers and leveraging facilitators can improve SDOH screening compliance in urban EDs. Future research should evaluate the impact of implementing these recommendations on screening rates.
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Contribution to Emergency Nursing Practice
What is already known about this topic?
Social determinants of health (SDOH) screening is crucial in emergency departments, but implementation often faces challenges.
What does this paper add to the currently published literature?
This study provides insights into specific barriers and facilitators to SDOH screening from ED nurses' perspectives, offering actionable recommendations for improving screening rates.
What is the most important implication for clinical emergency nursing practice?
Engaging bedside nurses in developing SDOH screening strategies and addressing their concerns about time constraints, follow-up, and recognition can significantly improve screening compliance and effectiveness in emergency departments.

[bookmark: _heading=h.gjdgxs]Bridging the Gap: Investigating Barriers and Motivations for Social Determinants of Health Screening Among Emergency Department Nurses
Introduction
The emergency department (ED) at a large urban teaching hospital in North Philadelphia uses a social determinants of health (SDOH) screening tool to gather data on patients' social needs. However, data collection has not met expectations. This study examines the reasons for this shortfall and suggests strategies for improvement. The following section provides context and evidence to better understand the issue.
The History of Social Determinants of Health
In 1999, the term "social determinants of health" (SDOH) was introduced to describe health disparities across communities.1 According to the World Health Organization, SDOH are the circumstances in which people are born, grow up, live, work and age, shaped by economics, social policies, and politics. SDOH screening includes issues like food insecurity, housing instability, and economic challenges.1 Since then, healthcare has increasingly used SDOH data to address patients' needs holistically.2-3 
In recent decades, addressing SDOH has become a central focus in public health and healthcare delivery.4 Government and private organizations have recognized that promoting health equity requires addressing root causes such as poverty and unequal access to resources. This requires greater emphasis on policies targeting SDOH.4 
SDOH Data Tracking and Assessment
Integrating SDOH into healthcare strategies can improve population health and reduce inequities.4 Financial incentives exist for understanding patient needs through an SDOH lens, as chronic disease patients' ED overuse raises costs and strains capacity.5 The U.S. healthcare system has a limited impact on social factors linked to premature mortality6 and spends less on social services compared to countries with better health outcomes,6 which suggests that targeting SDOH needs could improve patient outcomes.
SDOH and the Emergency Department
High-frequency ED users can be predicted by identifying SDOH needs.7-10 Consistent data collection can guide targeted interventions beyond standard ED assessments. A study of 9,000 adult Medicaid beneficiaries revealed a strong link between SDOH and ED utilization.11 Patients in higher social risk categories consistently had more frequent ED visits,7-8, 11 highlighting the need to incorporate SDOH data into ED strategies to prevent overutilization.
Understanding barriers to screening is essential for creating an effective process. Some settings have implemented social needs screening with limited success, finding that staff may avoid SDOH screening due to biases, language barriers, and time constraints.12 Successful implementation requires evaluating provider perspectives, planning for sustainability, and analyzing organizational workflow.3, 13-14 Addressing staff needs and having a clear plan may improve screening rates.
SDOH as a Gateway to Discharge Planning and Care Coordination
Stronger discharge planning and well-developed referrals can reduce unnecessary ED visits for chronic disease patients by connecting them with teams specialized in addressing social needs.15-17 Comprehensive care coordination improves outcomes and reduces overutilization, especially for patients with complex needs.17 Implementing a standardized electronic SDOH screening tool at Temple University Health Systems enhances care coordination, enabling the ED to better connect patients with resources. Referrals from Temple Hospital's ED are sent to the Multiple Visits Patient (MVP) clinic, crucial for addressing SDOH needs and reducing healthcare costs.
The Current Study
In 2022, an electronic medical record tool was introduced in the ED to screen patients. Developed by a committee led by the Chief Medical Officer of Population Health and the director of Temple's MVP clinic, the tool identifies patients needing assistance, this may also refer them to the MVP clinic. Completed SDOH screening data triggers a message to connect patients with social workers or a community health worker, available on weekdays to discuss the MVP clinic and improve care coordination.
The hospital's SDOH committee regularly discusses strategies and resource allocation. Initial steps included a needs assessment and team input. According to the Temple University Hospital System SDOH Committee meeting (May 24, 2023), the recent SDOH screening rate was 20-25%. Understanding the reasons behind low screening rates will drive measures that provide social supports for patients to improve health outcomes.
Study Purpose
This study's purpose is to understand the attitudes and perspectives of ED nurses at a large urban teaching hospital regarding SDOH screening. It aims to identify barriers to SDOH screening buy-in and develop solutions to address them. Effective screening can lead to targeted interventions, better care coordination for chronic conditions, cost reduction, and optimized resource allocation, highlighting a holistic approach to equitable healthcare delivery.
[bookmark: _heading=h.30j0zll]Theoretical Framework
The Johns Hopkins Evidence-Based Practice (EBP) Model was used for literature review and synthesis, providing a structured approach to integrate evidence into clinical decision-making.18 This model translates research into actionable insights, emphasizing evidence-based practices in patient care. Leadership support and staff education are crucial for fostering a culture that values these practices, aiming to optimize patient outcomes by aligning care with current evidence.
The Theory of Planned Behavior (TPB), developed by Icek Ajzen, is a framework for understanding and predicting human behavior.19 TPB suggests that behavior intention, influenced by attitude, subjective norms, and perceived behavioral control, is the main predictor of behavior change.20 Positive attitudes, social approval, and self-efficacy increase the likelihood of behavior engagement.20. TPB is used in public health to identify factors influencing behavior and design interventions to modify attitudes, norms, or perceived control.20 This study uses TPB to address the motivations, attitudes, and pressures affecting nurses, aiming to improve screening rates and achieve meaningful outcomes.
<Insert Figure 1 here> 

[bookmark: _heading=h.1fob9te]Methods
Setting
The study was conducted in the ED of a large urban teaching hospital in Philadelphia, Pennsylvania, with over 100 nurses on staff. Focus group interviews were held via Zoom,22 with each session comprising three to five nurses.
Study Design
This study used semi-structured focus groups to collect and thematically analyze qualitative data over 3 months. Funded by a $1,200 grant from the South Eastern Pennsylvania Organization of Nurse Leaders, volunteers received a $20 Amazon gift card upon completing the discussion. Focus groups were chosen over individual surveys or interviews for their strength in fostering discourse, allowing responses to build on one another, which is crucial for understanding attitudes and perspectives.23 
SDOH Screening Tool
The ED's SDOH screening tool consists of 11 questions assessing patients' SDOH needs. The first binary question, "Will this patient be screened?" includes a comment section for nurses to skip screening when inappropriate, though many were unaware of this feature. The remaining questions, which must be read verbatim, cover housing, abuse, food insecurity, financial insecurity related to utilities, and transportation insecurity. The tool concludes by asking, "Would you like assistance with any of the needs from this survey?"
Recruitment
The principal investigator used convenience sampling. Interest surveys were used to inform ED nurses about the study and its purpose. Nurses provided contact information, received a calendar of Zoom focus group times, and were briefed on compensation and study details. To participate, nurses needed to have been employed at the facility for at least six months, as less experienced nurses might still be transitioning from novice to advanced beginner.24 
Focus Group Content
Each focus group was scheduled for one hour. Interview questions, developed with committee input and reviewed thoroughly, covered five main topics:
1. Knowledge of the SDOH tool
2. Attitudes towards using the tool in the ED
3. User experience with the tool in Epic
4. Environmental barriers and facilitators
5. Perspectives on the tool's value and potential impact
Questions included: "Do you complete the SDOH screening tool, why or why not?", "How would you make SDOH screening easier?", "Are you aware of why [this institution] is collecting this data?", "How would you improve the user interface?", and "What would you tell someone training in SDOH screening?" Validity in qualitative data pertains to the "appropriateness" of tools and methods.25 Open-ended questions, such as "Do you think this interview is asking the right questions and is there anything you wish you were asked?", ensured accurate reflection of participants' experiences.
Data Analysis
This study used thematic analysis to examine qualitative data from focus groups with ED nurses. Thematic analysis, a method for identifying and reporting patterns or themes within a dataset, followed Braun and Clarke's six-phase approach26: 1) familiarizing with the data, 2) generating initial codes, 3) searching for themes, 4) reviewing themes, 5) defining and naming themes, and 6) producing the report.
The process began with transcribing focus group interviews. The lead researcher read the transcripts multiple times to become familiar with the data and note initial ideas. Transcripts were then uploaded to ATLAS.ti.27
Human Subject Protection and Data Management
Zoom meetings were password-protected and HIPAA-compliant.22 No patient information was accessed. Audio recordings protected participant identities, and transcripts were edited with coded names. After transcription, recordings and the subject key were deleted to ensure de-identification. Transcripts were not returned to any participants after the focus groups.
The study adhered to ethical guidelines for human subject protection. Informed consent was obtained verbally during each focus group. The study proposal was approved by the academic institution's Institutional Review Board (IRB), which confirmed that the study did not qualify as human subject research and thus did not require IRB approval.
[bookmark: _heading=h.3znysh7]Results
[bookmark: _heading=h.2et92p0]Findings 
The study identified four major barriers and four major facilitators, each with two to three sub-themes. These findings are visually represented in Figures 2 & 3. The next section details the participants' experiences and the patterns that emerged from the discussions.
[bookmark: _heading=h.tyjcwt]Demographics/ Participant Characteristics
[bookmark: _heading=h.3dy6vkm]The study included 18 volunteers from the ED, all of whom consented to participate. The group consisted of seven day-shift nurses (7am-7pm), three mid-shift nurses (11am-11pm), and eight night-shift nurses (7pm-7am). Their nursing experience ranged from 26 years to 6 months, and tenure at the institution varied from 23 years to 6 months. Only two nurses had less than one year of experience. Compliance with the SDOH tool was categorized as high (12 users), medium (five users), and low (one user). Overall, screening rate compliance was skewed by the low usage of the SDOH tool in the department.
Barriers
In the focus groups, participants discussed barriers and obstacles to performing SDOH screening. Understanding these factors is crucial for improving screening rates, as achieving buy-in requires addressing the reasons for avoiding screening in the first place. There were five codes and fourteen subcodes.
<Insert Figure 3 here>

[bookmark: _heading=h.1t3h5sf]Lack of Time
[bookmark: _heading=h.3a5dtult1f1q]Many participants cited lack of time as a major barrier to completing SDOH screening in the ED. All five focus groups identified time constraints as a significant factor. A related issue was the lack of accessibility for those who do not speak English. One nurse noted that addressing language barriers can delay SDOH screening, stating, “[It] would knock an hour off of me trying to find somebody to translate” (Participant_BR2). Requesting an interpreter for SDOH screening can be time-consuming. Another sub-theme was that nurses found the SDOH screening tool to be long, wordy, or tedious. The 11-question tool, with scripted prompts, was seen as cumbersome. Some nurses felt it was too lengthy and the prompts tedious. One participant remarked, “I feel like people would be more willing to answer those questions and do it if it was just less stuff to click” (Participant_ YJ2). Three focus groups mentioned the tool’s length as a barrier, with one noting, “It's a little too wordy to get always good information” (Participant_PK1). Many felt the time required for the tool was excessive, leading to incomplete screenings. The sub-theme ‘I am too busy’ reflected that nurses often struggled to prioritize SDOH screening due to high patient volume or acuity. Some found it challenging to fit screening into the fast-paced ED environment. One participant said, “When you have 40 people in the waiting room… and then you want the triage nurse to do [SDOH Screening]… you fall behind” (Participant_GZ1). Others mentioned that patient acuity sometimes took precedence, with one remarking, “Honestly, sometimes it depends on how sick the patient is… this SDOH is the last thing on my list” (Participant_PQ2). The option to select “patient will not be assessed at this time” was often unknown, indicating a lack of familiarity with the tool. Additionally, high turnover sections were noted to have less time for SDOH screening, a concern common across all focus groups.
[bookmark: _heading=h.4d34og8]Screening Can Lead to Uncomfortable Conversations 
[bookmark: _heading=h.hpz2k4szbcmi]Another key theme was feeling uncomfortable during SDOH screening, which included three sub-themes. Nurses reported that the screening felt awkward and intrusive. For example, one participant said, “I feel like it is a little invasive and people may get offended... are you going to lose your home? … I don't know, sometimes it's almost uncomfortable to ask” (Participant_GA2). The screening questions are personal and sensitive was a nuanced subtheme in which participants described patients feeling embarrassed, especially in the context of an ED visit.
The physical setting of SDOH screening also contributed to discomfort. In the ED, some areas lack privacy, making discussions about sensitive social needs feel exposed. Nurses worried about risk to rapport related to questions deemed as private or inappropriate by patient. One participant noted, “I'm trying not to mar my whole patient experience now that they're like, this nurse is crazy” (Participant_GP4). Additionally, there was a recurring sub-theme of screening being uncomfortable for nurses if they cannot offer anything. In other words, embarrassment about having nothing to offer deterred compliance. One nurse described the frustration: “Do you have a place to go? And they're like, ‘Nope.’ ‘Here's your discharge papers. Have a great night.’ It’s just without something to offer them, that’s the biggest barrier” (Participant_GD3). This feeling of inadequacy often leads nurses to avoid screening altogether.
[bookmark: _heading=h.2s8eyo1]Poor Roll-Out
[bookmark: _heading=h.usgrm6p3fax7] In the ED, the roll-out of SDOH screening was poorly received, largely due to inadequate training and communication. Participants felt the implementation was abrupt and lacked context, leading to frustration by nurses and resentment. Several sub-themes emerged from this issue. The simplest response was frustration, described as irritation with poorly communicated expectations. One participant said, “I feel like it was rolled out poorly, number one. It was just put in EPIC and you were told, do it” (Participant_GZ1). Many nurses expressed a lack of knowledge about purpose and goals of the screening, with one noting, “It would be helpful that we would know... what is the purpose?” (Participant_YM1). Additionally, a lack of training about implementation and follow through further exacerbated their frustration, with some requesting more detailed education and support. As one nurse stated, “We need more education. We need more detail about it” (Participant_PK1). For successful implementation, nurses need to feel supported and well-informed.
[bookmark: _heading=h.17dp8vu]Dissatisfaction in the Way it is Enforced
[bookmark: _heading=h.4y5g5tf70xeq] Focus groups revealed issues with SDOH screening promotion and enforcement. After the roll-out, nurses discovered that compliance would impact their evaluations, leading to aversion to disciplinary enforcement. One nurse noted, “Now [we're] getting dinged on your eval because you didn't do it. There's no positive. It's always negative” (Participant_BL1). Negative feedback and lack of recognition and acknowledgement discouraged participation, with one nurse saying, “I never got a little pat on the back, thanks for completing... I was like, then why am I bothering?” (Participant_GP4). This combination of inadequate encouragement and punitive measures contributed to reluctance.
[bookmark: _heading=h.3rdcrjn]Lack Of Trust That The Tool Actually Helps Patients 
[bookmark: _heading=h.xuvbvedcp4xo]The theme of perceived futility emerged as a major barrier in focus groups, with nurses describing the SDOH screening tool as "pointless" and "useless." This perception was due to a lack of visible outcomes or follow-up, not a disregard for SDOH itself. A key sub-theme, lack of follow-up, was mentioned 29 times across all groups. Nurses felt frustrated by the disconnect between screening and subsequent action. One participant questioned, "I just want to know that they're actually reaching out to people" (Participant_OE3). Another added, "It would be nice to know if good things are happening or if we can fix bad things. We don't know any outcomes" (Participant_PK1). Another subgroup describing screening apathy was nurses often feel like they do not have the resources to help in that moment to help patients or of positive outcomes. This echoed earlier concerns of having "nothing to offer" after screenings. One nurse noted, "I don't think I've ever seen anyone actually intervene" (Participant_PV4), while another said, "Even though we're doing this, it's not connecting people to more resources" (Participant_OS2). The absence of follow-up and tangible support made many nurses question the value of the screening process, significantly impacting their engagement.
Facilitators
In these focus groups, participants were asked about facilitators, motivations, and factors in their work environment that promoted the use of the SDOH screening tool. There was a focus placed on the internal and external influences that contributed to whether the screening was completed consistently. There were 4 codes and 8 subcodes.
<Insert Figure 3 about here>

[bookmark: _heading=h.lnxbz9]Manager Enforcement
[bookmark: _heading=h.aketsuw1jcxy]Nurses reported that manager enforcement, especially negative reinforcement, significantly influenced their SDOH screening compliance. Participants explained they fear discipline and want to avoid poor reviews which drove some compliance, with one participant noting, "We got an email telling us to do it or else... It was like a threat" (Participant_GZ1). This fear was a common theme. In contrast, feeling recognition and positive incentives, was less frequently cited but valued. For instance, one nurse appreciated a $10 gift card for high screening rates, stating, "Don’t you want to see your result?" (Participant_BL1).
[bookmark: _heading=h.35nkun2]User Interface and Workflow
[bookmark: _heading=h.buay9kvn0al] Some nurses found that built-in tools and notifications within the EPIC electronic medical record system made SDOH screening easier. Clearing red badges and notifications, similar to smartphone push notifications, were strong motivators for completing the screening. As one nurse explained, “When I see ... the red circle... I remember to do it, and then that's really the only reason why I do it 'cause I don't like them red things on my screen” (Participant_GA2). Clearing these reminder messages helped some nurses consistently perform SDOH screening. Many nurses explained how to work around screening and the use of hard/soft stops when trying to bypass the tool. The SDOH screening tool in the EMR triggers a "soft stop" reminder that many nurses try to bypass due to its repetitive nature. One nurse admitted, “The soft stop... it's annoying, but honestly, I don't think people would even remember to do it [otherwise]” (Participant_YM1). Another suggested implementing a "hard stop" at discharge to ensure completion, though some nurses noted that a hard stop could interfere with urgent clinical care (Participant_YX4). Many nurses also recommended completing SDOH screening early in the patient encounter to avoid interruptions later on. This approach was discussed 14 times, with one nurse explaining, “I usually just ask them right [at triage]... just to get it done with” (Participant_ BL1). Others suggested doing it during bedside triage when staffing allows (Participant_GD3).
[bookmark: _heading=h.1ksv4uv]Assessing a Need
[bookmark: _heading=h.8oq8p4tl7cqr] Nurses reported using a targeted approach for SDOH screening, prioritizing certain patients based on informal criteria. The first trend of targets a particular population, involved consistent screening for vulnerable groups, such as young women, elderly adults, and the homeless. This approach was mentioned nine times across four focus groups. For example, one nurse noted, “Every time there's a female with a child” (Participant_BL1), while another said, “If you're homeless, I'm going to assume you don't have really good access to food, transportation...So I try to get it done” (Participant_OS2). The second trend, targeted based on assessment was a form of patient advocacy, in which clinical judgment was used to prioritize screening for patients who seemed likely to benefit from SDOH assistance. One nurse explained, “I'll also gauge how the patient is... if I have somebody who looks like they are a little bit afraid to go home or if they aren't taking care of themselves, and I'll ask more questions” (Participant_YJ2). Nurses often prioritized screening based on perceived need or vulnerability.
[bookmark: _heading=h.44sinio]Being Mission-Driven
[bookmark: _heading=h.n3mvfmzd3fvi] During the interviews, a key theme emerged: nurses believe SDOH screening is essential. When asked about their motivations, many nurses acknowledged that while the screening tool has flaws, it aligns with the mission of nursing.28 This mission-driven perspective was divided into two sub-themes. Nurses described seeing value in SDOH data collection in the ED, with this sentiment appearing 22 times across all focus groups. One nurse noted, "I think this tool has a lot of potential, but I don't think enough people know what the potential is. I think it gets ignored" (Participant_ PK1).
When asked whose responsibility screening should be, participants communicated feeling RNs have a responsibility or skill in conducting SDOH screening. One participant stated, “[SDOH screening is] appropriate for the one person that's going to have most face-to-face time with the patient” (Participant_YX4). Another emphasized, “Think about it, nurses are considered the most trusted profession” (Participant_BL1). While the value of SDOH screening was clear to the nurses, they questioned whether the meaningful data was being effectively captured and utilized.

[bookmark: _heading=h.2jxsxqh]Discussion
This study aimed to understand why SDOH screening in the ED at this facility captured only 20% of patients. The SDOH committee sought strategies to increase data collection for broader projects and policy changes. By analyzing bedside nurses' feedback, the study identified patterns for improvement.
Focus groups revealed that while nurses were motivated, they faced significant obstacles. Common frustrations included a lack of support, understanding of data use, and real-time resources for patients. Challenges like enforcement strategies, user interface issues, and high patient volume also hindered effective screening.
Despite these barriers, nurses were committed to SDOH screening and suggested research to address these issues. They found features like notifications and reminders helpful but recommended improvements. Nurses also desired recognition and feedback on their impact. A mission-driven theme emerged, with many sharing strategies to address vulnerable patients' needs. Fostering this inspiration is crucial for improving SDOH screening.
Many barriers and facilitators align with existing research. Nurses seek consistent communication about SDOH screening, supported by studies on the importance of communication with nurse managers.29-31 They also desire fair recognition and professional development.32 Integrating SDOH screening into EHR could help manage time constraints, as research suggests EHR tools do not significantly increase visit times.33 
This study clarified the support ED nurses need for effective SDOH screening. Some solutions, like minor adjustments to the EPIC tool (see Table 1), are straightforward, while others require leadership development. Nurses who felt unsupported still valued SDOH screening and sought validation for their efforts.
Bedside nurses should be involved in developing SDOH data collection strategies. The study’s central question was, "Why aren’t we asking the bedside nurses how to fix this problem?" Without staff input, workflow designs may be flawed and buy-in inconsistent. Findings were shared with the SDOH committee and ED leadership, with actionable recommendations. Future research should evaluate screening rates post-improvements and consider larger samples and other departments or systems.
Limitations and Strengths
This study has limitations, primarily in participant selection. All subjects were volunteers who showed interest after a brief survey or being approached by the researcher. As most participants regularly used the SDOH tool, the study may not reflect the experiences of nurses who infrequently or never use it, as they were likely less inclined to participate. Nurses did not comment or provide feedback after the study was completed.
The study focused on one emergency department in a large urban teaching hospital. However, other departments or institutions looking to improve SDOH screening could benefit from a similar approach, as the identified barriers and solutions are likely common or adaptable elsewhere. A key strength of this qualitative design is the data saturation achieved, with consistent themes and responses across all five focus groups, indicating the findings accurately capture shared experiences. This approach also provided a deep understanding of the issues explored.
Implications for Emergency Nursing
The findings of this study have several important implications for emergency nursing practice. Emergency departments should consider integrating SDOH screening seamlessly into existing workflows. This could involve incorporating the screening tool into the triage process or designating specific times during a patient's stay for screening, balancing it with clinical priorities. In addition, there is a clear need for comprehensive education on the importance of SDOH screening and its potential impact on patient care. Training should focus on how to conduct screenings efficiently and sensitively, addressing nurses' concerns about uncomfortable conversations.
ED leadership should ensure that nurses have access to real-time resources and referral options for patients with identified social needs. This could involve developing partnerships with community organizations or creating a resource guide for common social issues. Implementing a system to provide feedback on the outcomes of SDOH screenings could address nurses' concerns about the perceived futility of the process. Regular updates on how the collected data is being used to improve patient care could increase buy-in. In collaboration, working with IT departments to refine the user interface of the SDOH screening tool in the EHR system could address many of the barriers identified. This might involve creating more intuitive workflows or implementing smart reminders. Finally, fostering collaboration between ED nurses and social workers or case managers could create a more comprehensive approach to addressing patients' social needs identified through screening. By addressing these implications, emergency departments can create an environment that supports effective SDOH screening, ultimately leading to improved patient care and outcomes.
Conclusion
This study offered valuable insights from frontline experiences that will inform future initiatives. Unlike many studies that focus on department compliance metrics, this research took a grassroots approach to a local problem by gathering data directly from bedside nurses. Empowering staff can significantly enhance patient outcomes, as there is no work without the workers. By understanding and addressing the needs and suggestions of nurses, departments can boost buy-in and screening rates. Utilizing a qualitative focus group approach allows departments to empower nurses and leaders to solve issues from the ground up, letting metrics naturally improve.
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Figures
Figure 1. Theory of Planned Behavior21
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(Kondo & Ishida, 2014)












Figure 2. Barriers to Filling out SDOH tool.
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Figure 3. Facilitators to Filling Out SDOH Tool
[image: A diagram of a diagram

Description automatically generated with medium confidence]










Table 1. Proposed Solutions
	Problem Type
	Proposed Solution

	
	

	User Interface
	Location of tool in Epic 
-Change to triage narrator, like Columbia Suicide Screener

	
	Hard Stop at Discharge with less frequent soft stops
-Model after Columbia Suicide Screener

	
	Alter the functionality of the tool
-Use drop downs, “if yes, then” to reduce repetitive clicks for patients who screen negative

	
	Add a question specifically about difficulty obtaining prescriptions

	
	

	Workflow
	Encourage SDOH screening to occur early in the patient visit

	
	Increase the use of ED navigator, Social Work or Case Management

	
	Share SDOH screening responsibility with other Healthcare workers (i.e., Physicians, Residents, Medical/Nursing Students)

	
	Have Positive SDOH screening trigger an automatic Social Work Consult

	
	

	Education
	Educate staff on the goals and purpose of SDOH screening

	
	Educate staff on available resources; “real-time” and long term

	
	Train staff on the use of Open-ended questions vs Verbatim question scripts. 

	
	

	Enforcement
	Provide staff feedback using metrics (i.e., screening rates, intervention success, reductions of readmissions)

	
	Provide staff feedback using anecdotes and success stories from SDOH screening

	
	Reward success, avoid broad disciplinary warnings
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