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Context and Overview



• 2.5 million residents
• 7,200 square miles
• 4th largest county in 

California by area and 
population

• 10th most populous 
county in U.S. 

• 2nd fastest growing County 
in U.S. (of 3k counties)

• HPI 39.3

Riverside County



• > 40 county departments
• > 40 approaches
• County resident may be sent to multiple different departments at 

different locations for different services
•  can we alter our paradigm from program-centered service to 

person-centered service?

Current State: Fragmented County Services



HOW: Single Point of Access & Coordinated Wraparound Services

1 Single Hub “System”

2 Holistic Assessment

3 Joint Triage

4 Navigators

Integrated referral & client 
database with shared provider 
portal and predictive modeling

Online Self-
Service Call Centers Regional 

Offices

 Screening
 Assessment
 Services

LOW NEED HIGH NEED

EARLY 
SUCCESS

ULTIMATE 
GOAL

Safety Net Services: Prevention & Early Intervention

Direct Linkage to Formal Services

• Residents with complex 
challenges receive services and 
supports in a fragmented manner.

• Many residents are not getting 
needed services and supports at the 
optimal time and place for achieving 
positive outcomes

• When residents receive services, we 
address the presenting need, but often 
misses the chance to assess other needs 
and opportunities.

WHY? Reasons for Action



Board of Supervisors Resolution 2021-189
Develop an Integrated and Comprehensive County Health and Human Services System and a 

Coordinated Care Model County (December 12, 2021)

 Strengthen prevention and early intervention services
 Improve service experience for Riverside County residents 

who have complex needs

Goals of Integrated 
Services Delivery



Selecting an Initial Pilot Site

• Local Community Health Center
• Trusted Location
• High Volume of Potential Clients



Recruiting Initial Partners:
Integrated Services Delivery

Office of County 
Counsel



Future State: Integrated Service Delivery

Training and education 
on how to administer 
and use the WPHS

Whole Person 
Health Score 
Integration 

Family Resource Center 
model for co-location 

of services

Referral Processes/Family 
Resource Center

Pre-Visit  
Outreach 

Connection & 
Marketing

Service Kiosks Self-registration, enrollment 
form completion, client 
consent

Service Navigation 

Develop standard 
definition and practice 
for service navigation 
across all settings

Centralized, shared platform 
for client care

Closed Loop 
Referrals

90 Day Reassessment
Reevaluation of clients,
track improvement

• Universal Intake 
• Needs and gaps algorithm 

Referral Criteria



Holistic Health Assessment



Whole Person Health Score Overview
• 6-letter score that provides a 

snapshot of health (each letter 
representing a different 
dimension):

• Physical Health
• Emotional Health
• Resource Utilization
• Socioeconomics
• Ownership & Activation
• Nutrition & Lifestyle

• Letters range from A to Z for 
each dimension (“A” being the 
best and “Z” being the worst)

• Based on a 28-question 
assessment

• Client preference for letters 
over numbers

52 year old gentleman with 
uncontrolled diabetes



Whole Person 
Health Score 

Elements

• Blue font – more fluid
• Purple font – somewhat fluid

• Black font – more static



Whole Person Health Score Construct
• Based on a 28-question assessment
• Each question represents an element that is 

associated with longevity
• Answers to each question have a different weighting 

and are converted into a final 6-letter score
• Client-centered design
• Iterative design process
• Designed for self-administration
• Available in English and Spanish
• Validated instrument
• Allows for more strategic intervention
• Unlike other SDOH tools, designed to track change 

over time and measure impact of interventions
• Can serve as a universal metric
• Can be used at an individual or population level

NEJM Catalyst, August 
2022

CDC Science-in-Brief, 
November 2022



Integrated Service Delivery Pilot:
Preliminary Results 

• Medi-Cal application

• Behavioral Health referral

• Breastfeeding Program referral

• Cal Fresh application

• Dental referral

• Food Bank resources

• Housing Support

Integrated Services Delivery Pilot
Examples of Referrals and Resources Provided to 1300+ Pilot Clients

• Job Fair resources

• Legal Aid referral

• Nutrition referral

• Office on Aging referral

• Transitional Housing referral

• Transportation resources 

• Utility Assistance



Jurupa alley CHC Patient Experience (2023)

NRC WPHS.  Power BI.  
2023 Calendar Year.  
Accessed September 19th, 2023.

Pilot Site: 2023 Client Experience



“Whole Person Health Score Composite.”  Based on September 16th, 2023 RUHS Whole Person Health Score Data Set.  September 
16th, 2023.

Pilot Site Clinic: # WPHS = 4,136 
(# of unique patients = 3,860)

All Clinics: # WPHS = 25,163 
(# of unique patients = 23,912)

81.41

82.62

80.67 80.36
All Sites

Pilot Site

Whole Person Health Score Composite 
Upward Trending at Pilot Site



Based on May 27, 2022 RUHS 
Whole Person Health Score Data 
Set and May 2022 Healthy 
Places Index

City HPI WPHS 
Composite

Hemet 5.9 76.2
Desert Hot Springs 7.9 75.9
Perris, Mead Valley 10.7 81.8

Moreno Valley - High School and Mall 11.2 80.6
Coachella 11.3 80.6
Banning 11.7 81.6
San Jacinto 13.2 78.2
Blythe 14.3 72.9
Indio 18.1 77.5
Jurupa Valley 18.4 81.1
Cathedral City 20.2 79.3
Lake Elsinore 22.9 78.8
Riverside - Arlington / Arlanza 29.4 80.8
Palm Springs 30.6 76.4
Corona, Temescal Valley 34.8 82.9
Wildomar 38.8 79.4
Palm Desert 44.3 79.4
Beaumont 46.4 82.7
Canyon Lake 49.9 83.6
La Quinta 50.5 82.1
Menifee 53.8 82.2
French Valley, Keller Crossing 53.9 84.5
Murrieta - Murrieta Hot Springs 56.4 84.1
Eastvale, Norco, Corona 57.1 85.6
Murrieta 58.5 79.3
Chino, Norco, Corona 63 85.1
Temecula 63.1 82.2
Redlands 64.7 88.3

Riverside County HPI = 39.3 (out of 100)

Whole Person Health Score and Healthy 
Places Index Track Similarly by City



Service Navigation, 
Family Resource Centers, and 

Community Health Workers



• 3 Social Services Practitioners (in-kind contribution by Department of 
Public Social Services)

• 1 Social Services Practitioner (in-kind contribution by First Five) – 
Family Resource Center

• 1 Social Services Supervisor (in-kind contribution by Department of 
Public Social Services)

• 0.5 FTE Health Services Assistant (in-kind contribution by 
Department of Public Health)

Integrated Services Delivery Pilot Site 
Staffing: Current State

 Is there a more sustainable model of staffing?



• Creation of new job classification (Riverside County)
• New Medi-Cal benefit covering Community Health Worker (CHW) 

services as of July 2022
• Health Education (education, coaching, goal-setting)

• Health Navigation (connect to community resources, provide referrals, perform 
outreach, assist with enrollment, address health care barriers, address health-
related social needs, serve as a cultural liaison)

• Screening and Assessment
• Individual Support or Advocacy 

Community Health Worker



• Control and prevention of 
chronic conditions or infectious 
diseases

• Mental health conditions
• Substance use disorders
• Need for preventive services
• Perinatal health conditions
• Sexual and reproductive health

CHW Services May Address Issues that 
Include but are not Limited to:

• Environmental and climate-
sensitive health issues

• Child health and development
• Oral health
• Aging
• Injury
• Domestic violence
• Violence prevention

Medi-Cal Provider Manual for the Community Health Worker.  California Department of Health Care Services.  Updated July 2022.   
https://files.medi-cal.ca.gov/pubsdoco/Publications/masters-MTP/Part2/chwprev.pdf (accessed July 24th, 2022).

https://files.medi-cal.ca.gov/pubsdoco/Publications/masters-MTP/Part2/chwprev.pdf


• “Education and training for patient self-management by a qualified, nonphysician health care 
professional using a standardized curriculum, face-to-face with the patient (could include 
caregiver / family) each 30 minutes”
• 98960: individual patient ($26.66)
• 98961: 2-4 patients ($12.66)
• 98962: 5-8 patients ($9.46)

• Maximum frequency is four units (two hours) daily per beneficiary; additional units per day 
may be provided with an approved Treatment Authorization Request

• Providers should use modifier U2 to denote services rendered by CHW’s
• No place of service restrictions for CHW services
• DHCS clarified that telehealth CHW encounters eligible

Community Health Worker Billing and 
Reimbursement

Medi-Cal Provider Manual for the Community Health Worker.  California Department of Health Care Services.  Updated July 2022.   https://files.medi-
cal.ca.gov/pubsdoco/Publications/masters-MTP/Part2/chwprev.pdf (accessed July 24th, 2022).
Medi-Cal Coverage of Community Health Worker (CHW) Services is Effective July 1, 2022.  California Department of Health Care Services.  Originally published June 29th, 2022.  Updated on 
August 19th, 2022.  https://files.medi0cal.ca.gov/pubsdoco/newsroom/newsroom_31781_01.aspx (accessed October 30th, 2022).

https://files.medi-cal.ca.gov/pubsdoco/Publications/masters-MTP/Part2/chwprev.pdf
https://files.medi-cal.ca.gov/pubsdoco/Publications/masters-MTP/Part2/chwprev.pdf
https://files.medi0cal.ca.gov/pubsdoco/newsroom/newsroom_31781_01.aspx


High Level Diagram: Possible CHW Integration
Critical 

Care Acute Care
Care 

Managem
ent

Prevention

CHW direct (billable) services
CHW support (non-billable) services



RUHS-Community Health Worker HUB

RUHS- Public 
Health

Referral, Intake, 
and, Centralized 

Claims 
Management

RUHS-
Beahavioral 

Health

RUHS-Public 
Health programs

RUHS-
Medical 
Center

RUHS-
Community 

Health 
Centers



Community Health Worker Hub 
Development



Electronic Health Record System

• Template Build and Role-Based Access
• Documentation
• Coding and billing
• Referrals
• Compliance



Administrative Structure, Data 
Sharing, and Lean Process



• Initial Funding: $3 million
• Staffing

• Managing Director, Deputy Director, Regional Manager
• Social Services Planner, Executive Secretary, Research Specialist

• Contracts
• Legal Consultant
• Lean Consultant
• ESRI

Office of Service Integration



• CalAIM
• Health Care Operations (including population-based activities)
• Medicaid and SNAP Enrollment (Medi-Cal and CalFresh)
• Implementation of Social Services
• Multi-Disciplinary Teams

Data Sharing: Overview of What is 
Permitted 



• Current State: County Health System, Office on Aging, Human 
Resources, County Information Technology, Emergency 
Management Department, Fire Department, County Counsel, 
Sheriff’s Department

• Future State: Department of Public Social Services, Office of 
Service Integration, First 5, Child Support Services, Veterans’ 
Services, Housing and Workforce Solutions, Public Authority, 
Probation, Executive Office

HIPAA Covered Entity Designation



•  Training
•  Data Validation
•  Data Retention & Release 
•  Physical & Technical safeguards to data
•  Role-based access & access management (business need to 

access data)
•  Accountability / Responsibilities at department, staff, and 

contractor levels
• **Designated Compliance Liaison / Officer

HIPAA Covered Entity Obligations



Universal Release of Information (1 of 3)



Universal Release of Information (2 of 3)



Universal Release of Information (3 of 3)



• System of Insight
• Geomapping areas of need with existing community resources
• Development of a County Needs Index

• System of Engagement
• Creation of a virtual front door (via kiosks, mobile devices, etc.)

• System of Record
• Consolidated database

• Agile methodology of product development and project 
management

Technology Projects and “Sprints”



Pre-visit/ACC registration 

RAPID IMPROVEMENT 
EVENTS (RIE) 

Whole Person Health Score 
integration 

Kiosks 

Service navigation 

Whole Person Health Score 
reassessment 

Referral processes/FRC

Referral criteria- Universal intake, 
needs/gaps algorithm 

PROJECTS
Marketing, scripting, branding 
Provider WPHS utilization training 
Closed loop referrals 
 Longitudinal Plan of Care operationalization
Needs/gaps algorithm

Child Assessment & Healthy 
Steps Integration

Lean Process



Key Takeaways



Questions?

Danielle Huntsman
Deputy Director Public Health
Dhuntsman@ruhealth.org

Michelle DeArmond
Executive Director Administration
m.dearmond@ruhealth.org

Jennifer Claar
Managing Director Integrated 
Health and Human Services
Jpclaar@rivco.org

Geoffrey Leung
Public Health Officer
g.leung@ruhealth.org
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