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WAIANAE COAST COMPREHENSIVE HEALTH CENTER
• Established 1972 as a community-driven response to the
lack of health care providers available on the Waianae
coast.
• The largest and oldest of Hawaii’s 14 community health
centers.
• In 2015, served nearly 35,000 patients through 196,326
encounters from the main clinic and its satellite sites in
Nanakuli, Kapolei and Waipahu.
• Largest employer on the Waianae coast with nearly 635
employees – most of them residents of the community.

The Waianae Coast Primary Area
• Highest number of households in the state
receiving financial aid and food stamps.
• Highest number of obese adults, adults with
diabetes and adult smokers.
• Highest cancer and heart disease mortality.
2009 State of Hawaii Primary Care Needs Assessment Data Book
(Hawaii State Department of Health, January 2010)

Education Data
• Though improving over the past 3 years, the two high schools
in the Waianae School complex have high drop out rates
(22%) and relatively low on-time graduation rates (74%).
• Chronic absenteeism (missing >15 days per year) though also
improving averages 27% for Waianae complex elementary
Schools.
Hawaii Public Schools School Year 2014−2015 Strive HI School Performance Report

NOT ALL BEACH FRONT HOMES ARE THE SAME
• A Healthcare Home in Waianae is NOT the same as a Medical Home in Kahala…just
like beachfront homes in the two places are NOT the same.
• “The most reliable predictor of population health may be the zip code lived in.”
Income – Schools – Crimes – Unemployment – Stress – Access Barriers

WAIANAE

KAHALA

Long History of Addressing SDoH

• 1991 developed a Perinatal program to address
poor birth outcomes from high risk pregnancies in
the Waianae community.
• Homeless outreach program.
• ‘No wrong door’ approach of referring complex
patients to case management.
• Enabling codes developed and tracked .

PRAPARE
Protocol for Responding to and Assessing Patient Assets,
Risks, and Experiences
•

September 2013, NACHC, AAPCHO, OPCA, and IAF
launched a project funded by the Kresge Foundation,
Kaiser Community Benefit, and Blue Shield of CA
Foundation to create, implement and promote a
national standardized patient risk assessment
protocol going beyond medical acuity to identify risk
related to social determinants of health (SDoH).

PRAPARE Project Goal
• Develop and pilot a consensus-driven
national standardized patient risk
assessment protocol in partnership with
CHCs and their networks.
• Help CHCs better understand and manage
their patient population.
• Support development of a more
appropriate payment methodology that
sustains SDoH-related interventions.

PRAPARE Primary Aims
• Develop a free, open-source EHR vendor
specific data collection protocol based on
a national standard tool developed and
designed in partnership with the four
implementation teams.
• Implement and test the patient risk protocol.
• Share best practices and resources with
other implementation teams.

PRAPARE Long-term Goals
• Define and better understand patient complexity.
• Improve patient care and drive health center
practice transformation.
• Enable CHCs to advocate for policy changes
that positively shape SDoH and ensure that
favorable interventions are sustainable.

Assessing SDoH Will Allow CHCs to:
• Comprehensively address patient health needs.
• Predict which patients are at risk for chronic
disease, poor outcomes and preventable
utilization of costly health care services.
• Work with payers to ensure that CHCs model of
care is adequately reimbursed.
• Evaluate the impact specific interventions
(e.g. enabling services) have on patient health.

WCCHC Experiences in Collecting Data
• Initial plans were to expand our ‘no wrong
door’ approach to data collection
• Every ‘door’ a patient enters contributes to
the understanding of who we serve
• This includes: receptionists, medical assistants
and providers
• However, resulted in incomplete data
• Recognized need to develop a standardized
method of data collection

WCCHC Experiences in Collecting Data Cont.
• Trained RN care coordinators to administer
the survey.
• Survey administered to a cohort of 500
Medicaid non-pregnant adults with either
diabetes or cardiovascular disease.
• Time it took to administer the survey varied
from 15 minutes to an hour.
• Care coordinators were trained to address
concerns raised during the course of
administering survey.

Implementation
• Built community resource data base.
• Initially implemented survey into care
coordinators’ workflow.
• Found to be too time consuming.
• Adapted process to create a ‘talk story’
environment.
• This process allowed care coordinators a
‘foot in the door’.

PRAPARE Survey Experiences

• Resistance noted on some questions,
especially regarding household income and
incarceration.
• Care coordinators needed to provide
reassurance that this data was not going to
be shared.
• Surveyors felt flow of survey as written did
not flow smoothly, they therefore modified the
order in which they asked specific questions.

Suggestions For PRAPARE Modifications

Expand certain categories to include assessing:
o Stability of housing situation
o Access to health care
o Work situation
o Legal concerns and rights
o Social and emotional health to include
screening for depression and domestic
violence

Future Plans
• Disseminate PRAPARE tool to a larger population
• Develop a patient mode of PRAPARE to allow
patients the ability to self administer the survey
• Ultimately develop a holistic risk score,
incorporating SDoH with claims based data, to
better define the complex patients we serve

SUMMARY
•

CHCs are uniquely positioned to address the needs
of the hardest to serve with their model of
coordinated care.

•

CHCs have long sought solutions to providing care
enabling services with limited resources – they are
used to doing “more with less”.

•

CHCs need sustainable resources to provide
comprehensive care coordination and care enabling
services.

•

When budgets are tight – care enabling services
lose resources.

SUMMARY (cont.)
•

Need to develop a reliable method of objectively
defining and measuring the adverse impact of SDoH.

•

CHCs must be appropriately compensated
for the medically, psychologically and socially
complex patients they serve.

•

With appropriate compensation, targeted intensive
care enabling services can be provided, ultimately
resulting in improved quality of care.
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