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Illinois Perinatal Quality Collaborative
(ILPQC)

• Multi-disciplinary, multi-stakeholder Perinatal 
Quality Collaborative with 100 Illinois hospitals
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>99% of IL 
births



Birth Equity
Initiative 

6/2021 – current
86/100 birthing 
hospitals

Foundational initiative for that builds on existing hospital
efforts and lay the groundwork for ongoing equity work to

address maternal disparities and promote birth equity
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National Guidelines &  PQC 
Partners
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Expanded resources for engaging 
patients, families and communities

Patient focus groups and 
feedback

Patient, Family and 
Community engagement pilot

Consulting Everthrive to promote 
community engagement

Maternal Health Task 
Force engagement

Patient engagement 
consultant: LaToshia Rouse

Infant and Maternal Mortality Among 
African Americans Task Force



What is the focus of Birth Equity 
(BE)?

Addressing 
Social 

Determinants 
of Health

Review
race/ethnicity 

medical record 
and quality data

Engage patients 
and 

communities in 
patient centered 
respectful care

Develop 
respectful care 

and bias 
education for 

providers,
nurses, and staff

BE AIM: By December 2023, 
• more than 75% of Illinois birthing hospitals

will be participating in the Birth Equity
Initiative and

• more than 75% of participating hospitals will
have the key strategies in place.

86% of Illinois 
hospitals 

participating 



Key QI Strategies 

Optimize race/ethnicity 
data collection & review key 
maternal quality data by race, 
ethnicity & Medicaid status

Universal social determinants 
of health screening tool 
(prenatal/L&D) with system for 
linkage to appropriate 
resources 

Share respectful care 
practices on L&D and survey 
patients before discharge on 
their care experience (using 
the PREM) for feedback

Engage patients and 
community members for 
input on quality improvement 
efforts

Standardize postpartum 
safety education and schedule 
early postpartum follow up 
prior to hospital discharge

Implicit Bias / Respectful 
Care training for providers, 
nurses and other staff



Addressing Social Determinants of Health 
(SDOH)



Addressing social determinants 
of health (SDoH)
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1. Screen all patients for 
social determinants of 
health needs during 
prenatal care and at the 
delivery admission 
(sample screening tools)

2. Create process flow to 
link screen positive 
patients to needed 
resources and services 
(SDOH folder with tip 
sheets, mapping tool)

3. Incorporating social 
determinants of health and 
discrimination factors in 
hospital maternal morbidity 
reviews

SDoH folders 
for patients



Information to start working on SDoH 
screening and linkage to resources  
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SDoH folders 
for patients 

•Folders with patient and 
provider resources for SDoH
screen positive patients

•Sample screening tools

•Community resources and
mapping tool

•Patient Tip Sheets

•Electronic resource navigators

Universal 
Screening 
for SDoH 

Documenting 
positive patients 

for SDoH



Addressing social determinants 
of health (SDoH) – linking to resources
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• ILPQC has provided hospitals teams two 
options for electronic online SDOH 
database of resources:

• FindHelp.org is a free tool to search for 
social determinants of health 
resources by  zip code in multiple 
languages 

• NowPow with options to assist hospital 
access



FindHelp.org One-Pager to help 
link patients to SDOH resources

248Illinois Perinatal Quality Collaborative



ILPQC 
SDoH Tip 
Sheets 
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ILPQC Tip Sheets (for patients)

https://ilpqc.org/ILPQC%202020+/Birth%20Equity/SDoH%20Tip%20Sheet_Patient%20Version_FINAL.docx


Social Determinants of Health 
Screening Tools 

• SDoH EMR Screener (Developed 
by Erie Health Centers, Chicago) 

• ACOG Committee Opinion #729: 
Sample Screening Tool for Social 
Determinants of Health

• Social Determinants of Health In 
Pregnancy Tool (SIPT) with 5Ps 
(Used by Chicago PCC 
Communities Wellness Centers) 
and Actionable Map and Scoring 
Sheet

• Partner Healthcare SDoH
Screening Tool shared by 
Massachusetts General Hospital 
Obstetrics & Gynecology



SDOH EMR Screener (Erie Health Center)
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SDOH Screening tool (ACOG CO 729) 
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SDOH in Pregnancy Tool (SIPT) with 5Ps 
(Chicago PCC Communities Wellness Centers) 
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SDOH in Pregnancy Tool (SIPT) with 5Ps 
(Chicago PCC Communities Wellness Centers) 
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SDOH in Pregnancy Tool (SIPT) with 5Ps 
(Chicago PCC Communities Wellness Centers) 
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SDOH in Pregnancy Tool (SIPT) with 5Ps 
(Chicago PCC Communities Wellness Centers) 
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Partner Healthcare Screening Tool from 
Massachusetts General Hospital Obstetrics 
& Gynecology, and Mass General Brigham

257Illinois Perinatal Quality Collaborative



Partner Healthcare Screening Tool from 
Massachusetts General Hospital Obstetrics 
& Gynecology, and Mass General Brigham
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**Each tool below 
includes screening for the 
following common social 
determinants of health 
(food, housing, 
transportation, utilities) 
in addition to other 
categories listed below
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ILPQC Social 
Determinants 
of Health 
Screening 
Checklist

https://ilpqc.org/ILPQC%202020+/Birth%20Equity/ILPQC%20SDoH_Checklist_FINAL.docx
https://ilpqc.org/ILPQC%202020+/Birth%20Equity/ILPQC%20SDoH_Checklist_FINAL.docx
https://ilpqc.org/ILPQC%202020+/Birth%20Equity/ILPQC%20SDoH_Checklist_FINAL.docx
https://ilpqc.org/ILPQC%202020+/Birth%20Equity/ILPQC%20SDoH_Checklist_FINAL.docx
https://ilpqc.org/ILPQC%202020+/Birth%20Equity/ILPQC%20SDoH_Checklist_FINAL.docx


SDOH QI Strategies

PDSA cycle to test SDOH screening tools 
implementation on L&D

• Start with one nurse, one patient or one 
day on L&D to trial a screen

• Get feedback on process and determine 
best tool and screening process

• Share information with outpatient sites
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Develop a Process Flow Diagram 

• Assist implementation of screening all patients 
on arrival L&D, with paper screening tool or in 
EMR 

• Who screens?  How do you document? How is 
clinical team informed of + results? Who 
connects patient to resources and services? 

• Who identifies community resources available?

Consider steps needed in 30/60/90 day planning process
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Engaging Patients and Communities 



Regional Community Engagement 
Meetings (RCEMs) across Illinois
• 10 RCEMs February – July 2022

• 37 community member/patient panelists

• 66 (77%) of BE teams participated

• Contributed to the development of 
relationships between hospitals and local 
community stakeholders 

• Nearly 250% increase in teams working 
on patient/community engagement from 
start 
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Strategies to continue engaging
patient advisors and community members
for input in QI work
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Invite patents / community members 
to share at hospital grand rounds

Host a community meeting 
(Respectful Care Breakfast)

Engage as members of your BE QI 
team

Develop a patient community 
advisory board



BE Progress

Monthly Hospital Team Data:  

progress on structure measures and random sample of delivered pts



Making Change Happen: 
Hospital Progress with BE Systems Changes 
Structure Measures Baseline (% In Place) December 2022

(In Place)
SDOH Screening (L&D) 16% 67%
Identifying local SDOH Resources 3% 57%
Optimize Self-Reported
Race and Ethnicity Collection

6% 75%

Engage Patients and Community
in QI Work

3% 29%

Sharing Respectful Care Strategies with 
Healthcare Team and Patients

10% 65%

PREM Implementation 8% 55%
Postpartum Safety Patient Education 54% 92% 267
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Structure Measures:
Implementing Systems Changes

Linkage to Community Resources SDOH Screening



Social Determinants of Health (SDoH):
Screening and Linking Patients to Resources
• Since Birth Equity start  summer 2021:

• 3,231 patients with documentation of 
SDoH screening on L&D

• 1,077 (33%) of patients with a positive 
SDoH screen

• 667 (62%) of patients with a positive 
screen for SDoH had documentation of 
connection to resources and services
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SDOH Screening / Linkage to resources

SDOH Screening Linkage to Community Resources 
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SDOH Screening from monthly sample 
all hospitals



Summary
• Disparities in maternal health need urgent action.

• Figure out how to get started, find a way to engage patients and community and get their 
input

• At your institution how can you move forward?  

• Stratify your maternal quality data by race/ethnicity/insurance status to inform QI

• Screen for SDOH and intentionally link to resources

• Engage patients / community stakeholders in QI work

• Promote Respectful Care Practices and ask patients for feedback

• Tiered approach to Implicit Bias / Respectful Care training for staff

• We can each work to address these challenges and improve care
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Questions?

Website:  www.ilpqc.org

Email:  info@ilpqc.org

http://www.ilpqc.org/




Hospital Level 
Implementation:
Integrating SDoH into 
Quality Improvement

St Mary’s Hospital – St Louis



St Mary’s Hospital
2600 Deliveries/year

Labor and Delivery Unit
13 LDR rooms, 6 Triage rooms, 2 ORs

Antepartum Unit
28 Antepartum rooms,10 Perinatal Special Care Unit 
rooms

Mother/Baby Unit
30 Postpartum rooms

Level III NICU
42 beds
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SDoH – Where to Start?



Providing 
Resources
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Integration of SDoH into EHR
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Initiating a 
Screening Process
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What to do with a 
positive screen?
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• Provide resource 
flyers

• Connect with SW 
(when available)

Clinics

• Inpatient SW visit
• Resources flyer if 

neededInpatient
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Challenges:

Clinics:

• No SW consistently present for more urgent 
needs

• Increasing needs identified

Solution:

• In process - grant for CHW positions in 
clinics to act as navigators, creating warm 
handoffs for community resources

Inpatient: 

• 1 SW for all of Women’s services

• Inconsistent referrals to SW

• Lack of documentation of referrals

Solution:

• Increased caseload justified need for 
increased hiring



CMS & TJC Framework 
for Social Equity and 

Requirements to 
Reduce Health Care 

Disparities
CMS Framework for Health Equity

CMS Final IPPS Rule

CMS Definitions of Social Needs 
Domains

Accreditation Standards & Resource 
Center | Make Health Equity a 

Leader Driven Priority
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• Effective January 1, 2023, new and revised 
requirements to reduce health care disparities 
will apply to organizations in the Joint Commission’s 
hospital accreditation programs

• For FY2023 IPPS/LTCH PPS final rule, CMS finalized 
several changes to the Hospital IQR Program and 
adopted 10 new measures

• Several measures support the CMS framework for 
Health Equity and are complimentary to the Joint 
Commission standard (LD.04.03.08)

https://ssmhealth.sharepoint.com/:b:/s/SDOHScreeningReferralProgram/EfF2rvU3c95NmpicIpOqrDABkeOtqHYhGMdlGXE-dzRjvA?e=9E5ztD
https://ssmhealth.sharepoint.com/:b:/s/SDOHScreeningReferralProgram/EcsEVLy6gpFDv-PpTHuFxRoBEScIxrENmPGG4U2Lpp2Hww?e=fhCEj1
https://ssmhealth.sharepoint.com/:w:/s/SDOHScreeningReferralProgram/EdEzceOXUz9BrjcpX3oJq98BDANM1POc7mTR6GCMMXuTUw?e=K9bZ5i
https://ssmhealth.sharepoint.com/:w:/s/SDOHScreeningReferralProgram/EdEzceOXUz9BrjcpX3oJq98BDANM1POc7mTR6GCMMXuTUw?e=K9bZ5i
https://www.jointcommission.org/our-priorities/health-care-equity/standards-and-resource-center/make-health-care-equity-a-leader-driven-priority/
https://www.jointcommission.org/our-priorities/health-care-equity/standards-and-resource-center/make-health-care-equity-a-leader-driven-priority/
https://www.jointcommission.org/our-priorities/health-care-equity/standards-and-resource-center/make-health-care-equity-a-leader-driven-priority/
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Increased Resources:

• Banner notification
• Automatic SW Consult Referral 
• New vendor:

• Increased community connections providing 
resources

• Close loop of referrals

SDoH Integration
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Increasing Support – Expanding the Birth 
Equity Framework

Birth Equity Committee

Initiative Implementation

Regional Community 
Engagement Meetings

Doula Project

Partner with Community Based 
Doulas

Expanded workgroup: feedback

Maternal DEI 
Workgroup

System/Region/Hospital 
Participation

Larger partnership with 
Community Organizations
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Adding the patient perspective
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Bimonthly review of trigger cases

• Multidisciplinary team
• OB & Neonatal Physicians, Nursing Leadership, 

Anesthesia, Perinatal Outreach, Quality 
Improvement

• Previously discussed SDOH challenges as they were 
identified 

• Initiating formal process for integrating SDoH
factors

QI Processes



Thank You


