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Workstream #1: Seaside Hospital has 
achieved a 93% screening rate for all Social 

Determinants of Health (SDoH) and is 
currently monitoring progress and impact. 

Approximately 11-18% of our patients 
screened had at least one positive SDoH area 

upon screening.

Workstream #2:  Providence Seaside Hospital 
aims to address the disparities in access to 

healthcare providers for houseless patients, 
particularly those suffering from Substance 

Use Disorder (SUD). The objective is to 
improve access to medical care for this 

population.





Data Challenges 

• Data Analyst Departure: Analyst left after Q2 of 2024

• Work Stream 2: Good data available up to Q2 2024
• New Analyst: Uncertainty on previous data pulling 

methods, just starting to resolve in 1st qtr. of 2025
• Analyst working on new way to pull data should be 

completed by 2nd qtr. of 2025

• Inability to pull accurate data has impeded 
interventions/modifications in PDCA workstream—
can’t act on what can’t be checked.

• Currently Social Work Team:
• Identifying houseless patients in ER with no PCP
• Connecting them with PCP 

• Currently Peer Support Team:
• Helping houseless patients needing/wanting SUD 

support
• Facilitating access to necessary resources

• 2nd Qtr. 2025 accurate data will allow for more 
interventions to be modified, implemented,
and checked



Early Data pre-2024 
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Newest Data as of 1st Qtr. 2025
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