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Clinic Multidisciplinary Team Volume and Demographics Contacts

UCSF (pediatric)

Benioff Children’s Hospitals

Locations

• 2 main campuses (San 

Francisco and Oakland)

• 6 satellite clinics

• 24 attending physicians 

(16 provide diabetes care, 

~7 FTE)

• 6 fellows (1 med/peds)

• 1.2 NP (for diabetes)

• 6 RN/CDCESs

• 3.6 dieticians/CDCESs

• 2.5 social workers

• 1 psychologist (pending)

• 1 transition coordinator

• LVNs

• MAs

• Office Assistants

Volume

• 150-200 newly diagnosed 

T1D patients seen annually

• ~1600 established T1D and 

~420 T2D patients

Demographics

• 53% with government 

insurance (40% in SF, 63% 

in Oakland)

• 30% Latinx, 9% Black, 7% 

Asian American/Pacific 

Islander

West Bay lead

Jenise Wong, MD PhD

East Bay lead

Angel Nip, MD

Quality Improvement 

Advisor, Pediatric 

Diabetes

Barbara Liepman, RN 

MS CDCES
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UCSF Benioff  Children’s Hospitals

West Bay

East Bay
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Screening for Social Drivers of  Health (SDoH)
FY25

▪ SMART Goal: Increase annual screening rates 

for SDoH [food insecurity, transportation] for 

patients with diabetes seen Cross-Bay using 

APeX screening tools from an average of 

46.3% (FY24 baseline) to > 75% between 

7/1/2024 to 6/30/2025.

▪ Secondary Impact: Address SDOH to improve 

engagement with diabetes care and medical 

outcomes.

7-01-2024
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Project Charter

5

• Project Name

• Charter Date

• SMART GOAL/Global 

Aim

• Problem Statement

     and Business Case

• Project Timeline/Key Milestones

• Project Team/Taskforce

• Project Scope

• Project Measures



EQUIPMENT
Equipment, computers, tools, 

required to accomplish the job

METHOD
How the process is 

performed 

PEOPLE
Anyone involved with 

the process

MATERIALS
Raw materials to produce 

the final product

ENVIRONMENT
Conditions under 

which the process operates

THE 
PROBLEM:

Inconsistent 
screening for 
Social Drivers 

of Health 
(SDOH) in 

patients with 
diabetes

Fishbone Diagram FY24/25

Lack of standard 

screening questions

Belief that 

screening is 

not necessary

Lack of knowledge 

of how to do 

screening and 

provide resources

Lack of easily accessible 

resources specific to patient 

needs and locations

Unclear which 

SDOH domains 

should be 

prioritized

No workflow or 

expectations to 

screen

Feb 24, 2023

Revised Dec 20, 2023



SDoH Screening Project KDD FY25 

Primary 

Drivers

Increase Spread of 

Screenings

Connect patients to 

resources that will address, 

minimize and/or eliminate 

barriers

Screening by MyChart/eCheck-

in

Screening via Video Visit

Intervention

Establish efficient screening 

methods

Screening in multiple settings 

or using multiple modalities

Provide meaningful and 

accessible resources for 

positive screens

Secondary 

Drivers

Screening at Satellites

Send Screening Questionnaire 

with New Patient Packet

Screen at each in-person 

clinic appointment with 

provider

Provide written resources for 

food and transportation as 

paper handouts 

SMART Aim

Increase annual screening 

rates for SDoH [food 

insecurity, transportation] 

for patients with diabetes 

seen Cross-Bay using APeX 

screening tools from an 

average of 46.3% (FY24 

baseline) to > 75% between 

7/1/2024 to 6/30/2025.

Global Aim:

Address SDOH to 

improve engagement 

with diabetes care and 

medical outcomes

Not Started

       In Progress

       Complete

Limit the need for 

excessive clinic staff 

time/resources

Provide written resources via 

AVS

Give the patient the option to 

meet with RD or SW for 

positive screens 

Provide patient with link to 

Findhelp.org using QR code

4-04-2025
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Measurement/
Data Collection Plan

▪ General Report: number of patients screened per month out 

of all total eligible visit encounters (virtual and in-person)

▪ Project Report: number of patients screened per month out of 

total eligible visit encounters (in-person only)

▪ Positive Screenings: number of patients screening positive for 

food and transportation (add-on)
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SDoH Paper Screening Questionnaire
Available in English, Spanish, Russian, Simple and Traditional Chinese
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Resources
Available in English, Spanish, Russian, Simple and Traditional Chinese

Food and Nutrition Resources
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FY25 SDoH Screening Rates
General Population: Cross-Bay Pediatric Diabetes

Goal >75% Crossbay % Screened Data Source: APeXFY24 Baseline: 46.3%

Goal >75%

Began Screening via eCheck in for All SF Encounters (1/1/2025

Began Piloting Screening via Telehealth in SF, 2/2025 

Created new SDoH General Resource Handout and Smartphrase 2/2025

FY25TD(March): 73.1%

Started new SDoH Screening Workflow in Oakland, i.e. no SW referral 2/2025

Began Piloting In-person Screening for SDoH in SR, 2/11/25

Began Piloting Screening via Telehealth in SR, Oakland, 2/2025 
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% Screening Positive for Food Insecurity FY25
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% Screening Positive for Food Insecurity FY25

% Positive OAK Food Insecurity % Positive SF Food Insecurity % Positive Crossbay Food Insecurity

Data Source: APeX Cross-Bay % Positive Range: 21.0% - 28.1% 
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Percent Screening positive for Transportation Barriers  FY25

% OAK Transport Needs % SF Transport Needs % Positive Crossbay Transportation

Cross-Bay % Positive Range: 7.0% - 12.2%Data Source: APeX

% Screening Positive for Transportation Barriers FY25



Interventions in Progress for FY25
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▪ Decrease the Frequency of Screenings to Annually ~ 4/09/25

▪ Begin Screening for All Domains TBD

▪ Screening at All Video Visits TBD

▪ Screening at All Satellite Clinics TBD

▪ Screening in Main Clinics using Welcome Application on iPad 

TBD

▪ Screening via eCheck-in at All Clinics TBD
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West Bay

▪ Jenise Wong MD PhD

▪ Katie Hynes RD, 
CDCES 

▪ Andrea Nunez SW

▪ Nicole Rotter PNP, 
CDCES

East Bay

▪ Angel Nip MD

▪ Mackenzie Allen RD 

▪ Rocel Gamiao LCSW

▪ Yanming Jiang RD, 

CDCES

SDoH Taskforce Members
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