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Date: December 6, 2017 
 
To:  CCALAC Membership 
 
From: Louise McCarthy, President & CEO, Nina Vaccaro, Chief Operating Officer, and Becky Lee, Policy Analyst 

 
Re: Social Determinants of Health (Information/Discussion) 
 
Following is an update on CCALAC’s recent activities in the area of Social Determinants of Health (SDoH).  
 
Homeless Health  
In 2015, 16 of our member clinics saw over 30,000 homeless patients, and in 2016, that number grew to 35,000 
patients. Juxtaposing this data with the last Los Angeles Homeless Services Authority’s (LAHSA) Homeless Count 
that revealed there were 57,000 people experiencing homelessness in Los Angeles County demonstrates that 
community clinics are an integral part of the system that combats homelessness. 
 
Homeless Health Advisory Committee 
Out of the growing need to address the escalating crisis of homelessness, the Homeless Health Advisory 
Committee began in July 2017 with a group of member clinics that provide health care and other supportive 
services to homeless patients. This group has examined the various local homeless initiatives and identified 
strategies that community clinics can participate in. The committee has engaged the LAHSA on the Coordinated 
Entry System (CES), DHS Housing for Health, and the County CEO on Measure H contracting opportunities. We 
also continue to discuss Measure H strategies and engage our members. 
• Principles: The Committee developed a set of principles that reflect community clinics’ commitment to 

improve the health status and outcome of care for homeless individuals and families. (attached CCALAC 
Homeless Health Principles)  

• County Engagement: The Committee has engaged LAHSA on the Coordinated Entry System, DHS Housing for 
Health on the CBEST (Benefits Advocacy) program, and the County CEO on Measure H contracting 
opportunities.  
 

Clinic Involvement in Measure H strategies 
Some clinics are now engaged in Measure H Strategies and there remain opportunities to improve engagement. 
CCALAC met last month with Dr. Mark Ghaly and staff of Housing for Health to recommend specific areas for 
improvement. Here are the outcomes of that meeting: 
• General: CCALAC and DHS will meet quarterly meetings on care coordination, information sharing, and gaps 

in resources, policies, and training. CCALAC will initiate scheduling process.  
• Countywide Supplemental SSI and Disability Benefits Advocacy: LA DHS will re-engage with clinics on how 

to create linkages between CBEST benefits advocates with clinics. DHS will explore models that have worked 
in the past for out stationed county services. Also, DHS will develop training or educational materials for 
providers to do medical documentation for benefit applications.  

• Services and Rental Subsidies for Permanent Supportive Housing: CCALAC recommended that more funding 
and resources be allocated to help agnecies improve their infrastructure (physical space, administrative 
infrastructure, etc.). DHS Housing for Health is growing ICMS contracting opportunities, is looking for clinic 
partners, and will provide technical assistance to help clinics contract. CCALAC and members will identify the 
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infrastructure needs of clinics to participate in initiatives like and Housing for Health ICMS and Whole Person 
Care Re-Entry.  

• Multidisciplinary Outreach Teams: CCALAC is pushing for standardized procedures and protocols for clinics 
in multi-disciplinary teams (MDT) and consistency and coordination across service planning areas (SPAs).  
LADHS pointed to the SAPC field-based services as a model for clinics doing street outreach. CCALAC will 
continue explore this strategy with DHS.  

• Strengthen the Coordinated Entry System: CCALAC recommends the the County invest in strategies to 
increase care coordination and relationships between health, homeless and housing service providers. DHS 
and CCALAC will jointly advocate for Clarity HMIS licenses as free and accessible to clinics. DHS and CCALAC 
will also develop a mechanism to check how many clinic patients are entered in the Coordination Entry 
System (CES).  

 
Whole Person Care Reentry Program 
Whole Person Care-Los Angeles (WPC-LA) is an initiative of the LA County Health Agency with $630.2 million 
funded through the State of California’s Medi-Cal 2020 Demonstration. WPC-LA is a multi-year initiative that 
provides comprehensive and coordinated services to the sickest, most marginalized LA County Medi-Cal 
beneficiaries. Through a series of programs, WPC-LA brings together health and social service delivery entities 
across the County to deliver seamless, coordinated services to individuals who are homeless, justice-involved, or 
have serious mental illness, severe and/or persistent substance use disorder or high risk/complex medical 
issues.  
 
WPC-LA is currently focused on rolling out their reentry program which aims to enroll 1,000 LA County jail 
inmates per month who are eligible for Medi-Cal, are high utilizers of health or behavioral health services, and 
are at high risk due to chronic medical conditions, mental illness, substance use disorders, homelessness, or 
pregnancy. An additional 250 individuals per month returning from prison or recently released from custody will 
be enrolled from the community.  
 
Clinic Involvement in WPC-LA 
In May, only 6 of the 62 organizations on the Intensive Case Management Services (Services) contractor list 
were community clinics. That number hasn’t changed. CCALAC has raised concerns with a lack of 
opportunities for our clinics to be able to engage in any formal agreement as a part of the reentry network as 
there is only one community health center that is a contractor through the intensive case management services 
contracting mechanism. CCALAC met with DHS leadership to discuss such barriers. Here are the outcomes of 
that discussion:  
• WPC to provide data on Re-Entry population by geographic location.  
• DHS and CCALAC to work on language of non-financial MOU that will allow County to contract with clinics 

for care coordination. Particular focus will be language on colocation, data sharing, care coordination, 
health outcomes, etc. 

• LADHS to provide an updated timeline of WPC Re-Entry program rollout and implementation. 
• CCALAC to communicate specific needs of clinics—space, tenant improvements, staffing, etc—that would 

facilitate participation in WPC.  
 
In addition to engaging leadership on these issues, CCALAC also participates in the County’s WPC primary care 
advisory workgroup. 
 
PRAPARE-Screening for Social Determinants of Health 
The Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences (PRAPARE) is a national 
effort to help health centers and other providers collect the data needed to better understand and act on their 
patients’ social determinants of health. PRAPARE has been a multi-year effort between NACHC, the Association 
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of Asian Pacific Community Health Organizations, the Oregon Primary Care Association, and the Institute for 
Alternative Futures, along with a group of pioneer health centers and health center networks in Hawaii, Iowa, 
New York, and Oregon. 
 
California PRAPARE Planning - 2017 
In 2017 CCALAC participated in a collaborative planning effort between national partners involved in designing 
and bringing PRAPARE the scale – NACHC and AAPCHO – as well as the California Primary Care Association, 
Alameda Health Consortium, Health Center Partners of Southern California, and Redwood Community Health 
Coalition.  
 
The PRAPARE screening tool collects standardized data through the electronic health record on the following 
core measures: race, ethnicity, education, employment, insurance, income, language, material security, housing 
status, transportation, housing stability, stress along with others and additional optional measures such as 
incarceration history and domestic violence. 
 
The goal of the planning project, funded by the Blue Shield of California Foundation, was to develop a roadmap 
to bring PRAPARE to scale in California. Participating consortia worked with two health centers in their consortia 
to test and refine the PRAPARE Implementation Resources.  Participating Health Centers worked through a 
learning collaborative to share best practices, common challenges and other lessons from implementation of the 
tool. The consortia then worked to document and share best practices across the state. 
  
CCALAC selected two member organizations with a known history of screening for social determinants of health 
(Venice Family Clinic and The Children’s Clinic) to test the PRAPARE tool and screen up to 400 patients. 
  
PRAPARE Planned Activities for 2018  
The PRAPARE partners are now working to submit a proposal to Blue Shield to further pilot and scale our efforts 
on the PRAPARE tool. In the coming year we will work to further implement the tool in our participating health 
centers as well as test the tool in additional member health centers. 


