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Introduction 
Kedren Community Care Clinic (Kedren) operates as a division of Kedren Community Health 
Center, Inc., Acute Psychiatric Hospital, and Community Mental Health Center. Kedren was 
established to address core barriers to accessing health care in our service area, including a low 
provider-to-population ratio, a high rate of residents living in poverty, and a high percentage of 
medically uninsured residents, although many more have acquired insurance since Kedren was 
established, due to the Affordable Care Act. Nearly all (97.4%) of the patients Kedren served in 
2021 lived below 200% Federal Poverty Guidelines (FPG).  
 
The need for primary care services in Kedren’s service area was long recognized by the top 
managers, line staff, and Board of Directors. Kedren has served as the major resource for outpatient 
and inpatient behavioral health services as a recipient of Los Angeles County funding for more than 
30 years, and has received Substance Abuse and Mental Health Services Administration 
(SAMHSA) funds for integrated care. Kedren has maintained a 72-bed (55 adult and 17 children) 
behavioral health inpatient hospital unit and an outpatient unit that serves more than 4,500 patients 
per year. Kedren has been long recognized as the major behavioral health provider in most of South 
Los Angeles.  
 
Kedren’s recognition of the need for primary care services within its behavioral health services 
population and in the communities surrounding Kedren’s campus was the catalyst for Kedren to 
apply for FQHC funding in 2013. In 2021, Kedren provided primary care services to 3,348 patients, 
with 397 patients with uninsured, which underscores the continued need for affordable, and high-
quality primary care services in the service area. 
 
Kedren is located in South Los Angeles, which is a densely populated section of Los Angeles 
County which is sometimes referred to as Service Planning Area (SPA) 6. This is where a majority 
of our patients (77.8%) reside. SPA 6 spreads over 51.08 square miles and includes 25 
neighborhoods within the city of Los Angeles and three unincorporated districts. It is home to an 
estimated 1,056,870 people and holds the distinction of having the greatest health disparities among 
the County’s eight SPAs, as well as the highest poverty rate. Kedren slightly overlaps with SPA 4, 
and SPA 8.  More than one-half (52.7%) of residents in the service area live at or below twice the 
FPG. 
 
Major health disparities exist within SPA 6 considering that there are high mortality rates from 
heart disease, cancer, stroke, diabetes, pneumonia, and hypertension, as well as liver and kidney 
disease. The age-adjusted death rate for all causes, at 724.5 per 100,000, is 4% lower than the 
county as a whole; 12.9% higher than California’s rate; and 15.7% higher than the nationwide rate.  
 
Knowing that these and other health disparities exist, Kedren established its community care clinic 
to expand services and increase access to health care for this high-need area. Since receiving 
Federally Qualified Health Center (FQHC) designation in 2013, Kedren has provided high-quality 
comprehensive health care across the age continuum to meaningfully address health disparities in 
our service area. Using a Board-approved sliding fee schedule, Kedren ensures that no patient is 
denied services based on their ability to pay. 
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Need 
 
Service Area 
Kedren’s designated service area within South Los Angeles, covers 59.3 square miles and includes 
Southeast, Westlake, and Mid City areas of Los Angeles. It comprises a part of Compton in the 
southeast corner of the service area (ZIP code 90222), the unincorporated areas of Florence 
Graham (90001), View Park-Windsor Hills, West Athens, West Rancho Dominquez (90061), 
Westmont, and Willowbrook (90059). Most of the service area and service area residents are within 
the City of Los Angeles. These include ZIP codes 90002-90003, 90006-90008, 90011, 90015-
90019, 90037, 90043-90044, 90047, 90057, and 90062. The boundaries of the service area are 
roughly South San Pedro and Alameda Streets to the east; El Segundo Boulevard and Rosecrans 
Avenue to the south; Van Ness Avenue, La Cienega Boulevard, and Fairfax Avenue to the west; 
and Olympic Boulevard, James M Wood Boulevard, and 9th Street to the north. 
 
This is a densely populated urban area with 1.1 million residents for an average population density 
of 17,600 per square mile. The low-income penetration among FQHCs in 2020 was below 50% 
(45.93%), with coverage rates among the uninsured and Medicaid populations even lower (33.24% 
and 43.03%, respectively). There remain 324,000 unserved low-income residents, 112,000 remain 
medically uninsured and 256,000 on Medicaid (call Medi-Cal in California).  
 
Service Area Review  
Kedren updates its needs assessment every three years. The document is updated after the annual 
service area review during that year to ensure that the needs assessment covers an area that includes 
the residential ZIP code of 75% of our patients.  
 
When the needs assessment is completed, it is presented to the Board of Directors for review, 
discussion, questions, and approval. The Board uses the findings in this document to chart the 
direction of Kedren for the next several years, including services offered, new referral partners, and 
expansion of services to areas with documented unmet need.  
 
Factors Associated with Access to Care and Health Care Utilization 
Many factors can limit health care access for the service area’s low-income population. These 
factors include geography and risk of natural disasters, occupation, unemployment, poverty, 
housing affordability and homelessness, and lack of sufficient medical insurance, and they increase 
the likelihood that service area residents’ earnings are insufficient to pay for basic needs, including 
health care. Throughout this section, indicators for Kedren’s service area were compared with Los 
Angeles County, the state of California, and, where available, the U.S. The section highlights 
indicators where the service area is worse off than all three of these larger comparison areas. Where 
possible, data focuses on measurement indicators of the service area’s low-income residents (below 
200% FPG) to match Kedren’s population of focus. 
 
Geography/Transportation Factors: Kedren is in South Los Angeles, which is a culturally rich 
and diverse area, but also an area with one of the largest concentrations of poverty in the United 
States—more than 300,000 service area residents are living below the FPG, and at a rate that is 
more than twice the state and national averages. The area is entirely urbanized and has been for  
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many years—more than one-third of its development pre-dates World War II and almost two-thirds 
were established before 1960. The urban fabric is dense with a population density of 16,357 per 
square mile. The area is crossed by several of the most crowded, congested freeways in the 
nation—Interstates 10, 105, and 110, each with average annual daily traffic exceeding several 
hundred thousand vehicles that emit air pollution inhaled by residents. 
 
For the many impoverished and low-income residents of the service area, transportation presents a 
potential barrier to accessing services. Notably, according to the American Community Survey, 
17.7% of households have no vehicle, and more than one-quarter (28.6%) have a vehicle shortage, 
where there are fewer vehicles than employed persons in the household. Families are thus 
challenged in traveling for employment, and also to get to medical appointments. This is also true 
for family members who do not work and are without private transportation to get to medical 
appointments or to take children to appointments. The following table details the number and 
percentage of service area residents who report having no vehicle and those with a vehicle shortage, 
as well as the percentage of residents countywide, statewide, and nationwide without vehicles or 
with vehicle shortages. As demonstrated in the table, vehicle shortage is significantly higher in 
Kedren’s service area than elsewhere in the county or nation. 
 

Vehicle Shortage 
Service Area 

Number 
Service Area 

Percent 
LA 

County Calif. U.S.A. 

No vehicles available 58,752  17.7 % 8.8 % 7.0 % 8.5 % 

Two workers, one vehicle available 21,288  6.4 % 4.3 % 3.5 % 3.2 % 

Three or more workers, fewer than three vehicles 
available 

14,791  4.5 % 2.8 % 2.1 % 1.6 % 

Total households 331,880 100.0 % 100.0 % 100.0 % 100.0 % 

Total households w/ a vehicle shortage 94,831  28.6 % 15.8 % 12.7 % 13.3 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Table B08122 and C17002. 
Some data extrapolated by Gary Bess Associates. 

 
While public transportation is available in the service area, its complexity is difficult for some area 
residents to navigate, as well as challenging for families with small children or individuals with 
physical disabilities (per patient feedback). From some parts of the service area, patients can take 
three or more buses to get to Kedren, and it can require a lot of coordination on behalf of the patient 
and their family/caregivers. 
 

Means of Transportation to Work 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. U.S.A. 

Drove alone 196,867  68.5 % 72.4 % 72.4 % 75.3 % 

Carpool 27,249  9.5 % 9.5 % 10.0 % 8.9 % 

Public transportation 32,258  11.2 % 5.4 % 4.6 % 4.6 % 

Walked 7,497  2.6 % 2.4 % 2.2 % 2.2 % 

Other means 7,654  2.7 % 2.3 % 2.4 % 1.8 % 

Worked at home 15,990  5.6 % 8.0 % 8.4 % 7.2 % 

Total Workers Age 16+ 287,515 100.0 % 100.0 % 100.0 % 100.0 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Table B08122 and C17002. 
Some data extrapolated by Gary Bess Associates. 
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Public transportation, walking, and other means of transportation in Kedren’s service area are 
higher than those recorded in the county, California, or in the U.S. The use of public transportation 
is close to a 6% difference (5.8%) compared with the county’s population and even more so for 
California (6.6%) and the United States (6.6%). Although walking and other means of 
transportation are higher in Kedren’s service area the difference is less than 1%. Carpool 
accessibility in Kedren’s service area is about equal to that of county, California, and the United 
States’ populations’ access. 
 
Additionally, Kedren’s service area population’s American Community Survey’s responses to 
driving alone or working at home is less than for the county, state, or U.S. Kedren’s service area’s 
rate of driving alone (68.5%) is less than the county (72.4%), California (72.4%), and the U.S. 
(75.3%), with a 3.9% (county and California) and 6.8% (United States) difference respectively.  
 
Occupation: The service area’s high rates of individuals living in poverty or on low incomes has a 
root cause in the occupations of its workers and the low wages they earn, even those working full 
time. The following table displays the percentages of service area residents within each 
employment category, compared with the percentages countywide, statewide, and nationwide. 
 
Employment by General Category 
Occupation (Occupations Sorted by 
National Median Wage) 

Service 
Area Avg. 
Ann. Wage 

Service 
Area 

Number 

Service 
Area 

Percent 
LA 

County Calif. U.S.A. 

Mgmt., business, science, and arts $ 49,662 116,166  23.4 % 38.7 % 40.3 % 39.5 % 

Installation, maintenance, and repair $ 34,483 11,629  2.3 % 2.4 % 2.6 % 3.1 % 

Office and admin. support $ 31,321 54,819  11.0 % 11.8 % 11.0 % 11.3 % 

Transportation $ 29,912 27,614  5.6 % 4.0 % 3.5 % 3.8 % 

Protective service $ 27,835 13,652  2.8 % 1.9 % 2.1 % 2.1 % 

Construction and extraction $ 26,449 35,653  7.2 % 4.8 % 4.7 % 5.0 % 

Sales and related $ 23,387 48,317  9.7 % 10.0 % 10.0 % 10.0 % 

Production (manufacturing) $ 23,198 42,331  8.5 % 5.5 % 4.7 % 5.6 % 

Material moving $ 23,029 28,920  5.8 % 3.9 % 3.7 % 3.7 % 

Building/grounds cleaning and 
maintenance 

$ 21,593 40,151  8.1 % 4.2 % 3.9 % 3.7 % 

Food prep. and serving related $ 21,328 37,462  7.5 % 5.7 % 5.6 % 5.6 % 

Healthcare support $ 21,138 22,471  4.5 % 3.8 % 3.6 % 3.3 % 

Farming, fishing, and forestry $ 19,188 2,368  0.5 % 0.3 % 1.4 % 0.6 % 

Personal care and service $ 18,887 14,772  3.0 % 3.0 % 2.9 % 2.7 % 

Avg. Wage, Total Employed Population $ 28,076 496,325 100.0 % 100.0 % 100.0 % 100.0 % 

Employment in Occupations with Average 
Incomes Less Than $26,2001 

n/a 236,792  47.7 % 20.9 % 21.2 % 19.6 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Tables B24011 and C24010. 
1This value is the 2019 FPG for a family of four, or what each parent of a two-parent family of four would earn to 
be at 200% FPG. Values for comparison areas were calculated separately. 
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In Kedren’s service area, as per the American Community Survey, many residents work in 
industrial or labor positions rather than in professional or management positions that have higher 
wages. Higher percentages of area workers hold jobs in areas such as construction, maintenance, 
grounds keeping, and food preparation than countywide, statewide, or nationwide, while lower 
percentages work in positions such as engineering, management, finance, education, legal services, 
or technical fields.  
 
General categories of occupation found in the Kedren service area indicates that 47.7% of the 
population (236,792) have an average income less than $26,000. This is much higher as much as a 
28.1% difference than seen in LA County (20.9%), California (21.2%), or United States (19.6%). 
Although management, business, science, and arts have a large number of people employed 
(116,166) the percentage of these jobs at 23.4% compared to LA County (38.7%), California 
(40.3%), and the United States (39.5%) is considerably lower by as much as a 16.9% difference.  
 
Homelessness: Housing challenges are resulting in increasing homelessness across the service 
area. Reliable, consistent counts for this population are challenging because homeless counts are 
independent for each county and each year, with different count timing and methods for finding, 
counting, surveying people found living on streets and in parks and shelters, and methods for 
interpolating populations not found during counting. Additionally, the point-in-time (PIT) counts 
for Los Angeles County were not conducted in 2021 due to the pandemic but resumed in February 
2022. However, the resulting counts are not yet available. Therefore, the most current data at hand 
is from January 2020.1 All of these methods vary at least slightly from year to year, although the 
volume of increasing homeless counts in the service area and the increasing visibility of 
homelessness throughout the area are testimony to this worsening situation. 
In the service area, there were 63,706 individuals experiencing homelessness based on the Los 
Angeles County’s January 2020 PIT count. More specifically, Kedren’s service area includes zip 
codes located in Los Angeles County’s Service Planning Areas (SPA) 4 and 6. These SPAs 
includes 9,788 individuals who were sheltered and 20,345 living “unsheltered” in public and 
private spaces, with or without temporary shelters such as camping tents. The number of homeless 
persons is growing – the 2020 PIT count showed a 13.2% increase in homelessness in just one year. 
 
Homeless encampments are readily visible on the sidewalks of several nearby streets and in the 
park directly adjacent to Kedren’s main site. Kedren patients who have, or are experiencing, 
unstable housing may at times end up in the park as a temporary home. Thus, compassionate care, 
such as the programs and services provided at Kedren, is of the upmost importance, as well as a 
strong referral and partnerships network that we have established over five decades of providing 
mental health services in the community.  
 
In Kedren’s service area, which extends beyond SPA 6, Census Tract estimate from the 2020 PIT 
count is 8,098. Of these, 3,117 were sheltered and 4,981 were unsheltered. Kedren’s service area 
does not include Los Angeles’ Skid Row, where are majority of homeless individuals are located. 
 
Unemployment: Kedren’s service area has experienced higher rates of unemployment than the 
county, state, or nation, with an overall unemployment rate of 6.9% for civilians in the service area, 

 

1 Los Angeles County Homelessness & Housing Map. 
https://storymaps.arcgis.com/stories/400d7b75f18747c4ae1ad22d662781a3  
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compared with 4.7% countywide, 4.5% statewide, and 3.9% nationwide. Another factor impacting 
income levels of service area residents is the high percentage of individuals who are not in the labor 
force for one reason or another, such as those living on Social Security or who have disability 
insurance, and those who have given up on finding employment. This rate, at 33.0%, is higher than 
the rate for the county as a whole, for the state, and for the nation. The percentage of residents ages 
20 to 64 who are not participating in the labor force is also higher, making the labor participation 
rate (60.2%) lower than in the county, state, or nation.  
 
Civilian Employment Status, Zip Code Service 
Area, Ages 20-64 

Target Pop. 
Number 

Target Pop. 
Percent 

LA 
County Calif. U.S.A. 

Employed 118,642  60.2 % 73.6 % 73.6 % 75.0 % 

Unemployed 13,539  6.9 % 4.7 % 4.5 % 3.9 % 

Not in labor force 65,011  33.0 % 21.6 % 21.9 % 21.1 % 

Total civilians ages 20-64 197,191 100.0 % 100.0 % 100.0 % 100.0 % 

Labor participation rate   67.0 % 78.4 % 78.1 % 78.9 % 

Civilian unemployment rate   10.2 % 6.0 % 5.8 % 5.0 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Table B23025. 

 
Income: Sources of income for Kedren’s service area refers to the amount of money or other 
transfers of value received as compensation for services, which is based on the 5-year estimates 
from American Community Survey’s tables. 
 
Household Source of Income (Households may 
have more than one source of income) 

Service Area 
Number 

Service Area 
Percent 

LA 
County Calif. U.S.A. 

w/ Wage or Salary Income 253,323  76.3 % 78.3 % 77.0 % 74.9 % 

w/ Self Employment Income 50,461  15.2 % 16.1 % 14.2 % 11.0 % 

w/ Interest, Dividends, Rent Income 27,581  8.3 % 18.3 % 22.1 % 20.6 % 

w/ Retirement Income 33,680  10.1 % 13.9 % 18.5 % 21.1 % 

w/ Social Security Income 72,386  21.8 % 25.5 % 28.0 % 31.4 % 

w/ Supplemental Security Income (e.g., 
Disability) 

31,114  9.4 % 6.7 % 6.1 % 5.2 % 

w/ Public Assistance Income or SNAP 70,447  21.2 % 10.6 % 10.2 % 12.1 % 

w/ Other Income (primarily UI, worker's comp., 
VA, alimony/child support, contribution, and 
military family payments) 

27,188  8.2 % 8.8 % 10.5 % 10.6 % 

Total Households 331,880 100.0 % 100.0 % 100.0 % 100.0 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Tables B19052 through B19060. 

 
The sources of income that households in Kedren’s service area are compared with Los Angeles 
County, California, and the US. Wage/salary and self-employment income for Kedren’s service 
area (91.5%) are close to the county (94.4%), state (91.2%) and nation (85.9%) percentages.  The 
other categories of income are lower than the county, state, and nation, and include interest, 
dividends, rent income (8.3%); retirement income (10.1%); social security income (21.8%); and 
other income (8.2%).   
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Poverty: Partly due to the high unemployment rate in the neighborhoods served by Kedren, the 
percentage of impoverished and low-income residents has also been high, with 24.8% living on 
incomes below the FPG – close to twice the state’s rate of 12.6% and the nation’s rate of 12.8%. 
With low-income service area residents struggling in low-paying occupations, unemployment, and 
limited earned income, it is not surprising that nearly one in two service area residents (52.7%) are 
living below 200% FPG. 
 
Almost two of three individuals (62.3%) in Kedren’s service area live at or below 200% of the 
FPG, nearly twice the State (29.4%) and U.S. (29.8%). In essence, the majority of people living in 
the service area (572,209) are affected by low incomes and financially struggle. Large family size, 
including both children and elderly dependents, contributes to a significant number of working poor 
households in Kedren’s service area. The following table includes data on the income status of 
residents of the service area, county, state, and nation. 
 
Income as a Percent of Federal Poverty 
Guideline (FPG) 

Service Area 
Number 

Service Area 
Percent 

LA 
County Calif. U.S.A. 

Below 100% FPG 269,512  24.8 % 14.2 % 12.6 % 12.8 % 

100% to 137% FPG 122,775  11.3 % 7.3 % 6.3 % 6.3 % 

138% to 199% FPG 179,922  16.6 % 11.8 % 10.5 % 10.7 % 

200% to 399% FPG 320,160  29.5 % 28.9 % 27.6 % 29.7 % 

400% FPG and above 193,317  17.8 % 37.8 % 43.0 % 40.5 % 

Total pop. for whom poverty is determined 1,085,686 100.0 % 100.0 % 100.0 % 100.0 % 

Total below 138% FPG 392,287  36.1 % 21.5 % 18.9 % 19.1 % 

Total below 200% FPG 572,209  52.7 % 33.2 % 29.4 % 29.8 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Table B17024 and C27016. 
Some data extrapolated by Gary Bess Associates. 

 
The following map shows the concentration of low-income residents by Census Tract 
neighborhood in and around Kedren’s service area, denoted by orange and red areas. The poverty 
hotspots illustrate the many pockets of higher poverty (greater than 50% of residents being low-
income) despite the presence of neighborhoods with much lower rates (less than 20%). The map 
demonstrates how lower income neighborhoods can be found in every neighborhood of the service 
area, and how most of the larger places have at least one Census Tract with a greater than average 
share of low-income residents.  
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Poverty Hot Spots, Kedren Service Area 

 
 
The 572,209 residents who live in households earning less than 200% FPG are Kedren’s target 
population. This includes the one-third of service area residents that live below 138% FPG, which 
is roughly the income eligibility threshold for Medi-Cal (Medicaid), and nearly one in four (24.8%) 
live below 100% FPG.  
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Educational Attainment: One root cause of the low incomes earned by service area residents is 
their low educational attainment. The following table illustrates the rates for educational attainment 
of residents 25 years of age and older of the service area, county, state, and nation. Of the 
individuals served by Kedren, 41.9% lack a high school diploma or GED. These rates far exceed 
the rates for adults countywide (20.1%), statewide (15.9%), or nationwide (11.2%).  
Lower educational attainment, often a result of limited English language conversancy and/or 
limited opportunities, can be a barrier to income mobility. In the service area, a significantly lower 
concentration of residents with higher degrees (13.7%) are among Kedren’s target population 
compared with the averages for the LA County (33.7%), California (35.0%), or the U.S. (33.3%). 
These rates also illustrate how Kedren’s patient health education services are so crucial. 
 

Educational Attainment 
Target Pop. 

Number 
Target Pop. 

Percent 
LA 

County Calif. U.S.A. 

Less than high school graduate 133,682  41.9 % 20.1 % 15.9 % 11.2 % 

High school graduate (includes equivalency) 74,520  23.3 % 20.3 % 20.2 % 26.4 % 

Some college or associate degree 67,311  21.1 % 25.9 % 28.9 % 29.0 % 

Bachelor's degree or higher 43,723  13.7 % 33.7 % 35.0 % 33.3 % 

Total persons age 25+1 319,235 100.0 % 100.0 % 100.0 % 100.0 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Table B15001. 
1Population for whom poverty status is determined. 

 
Insurance Status: Intended as protective factor for health, medical insurance can often deter access 
to healthcare. Patients with public insurance who seek care at a private facility may be turned away 
as many private practices only accept private insurances or patients who can pay the full cost of 
care out-of-pocket. As described previously, service area residents are often employed in unskilled 
and manual labor positions such as construction, maintenance, grounds keeping, and food 
preparation, and less often in professional jobs that require advanced educations or training. 
 

Primary Health Insurance 
Service Area 

Number 
Service Area 

Percent 
LA 

County Calif. U.S.A. 

Private insurance (incl. purchase through state 
insurance exchange) or VA coverage 

411,483  37.6 % 58.0 % 62.8 % 65.6 % 

Medicare (incl. Medi-Medi) 94,333  8.6 % 10.4 % 10.1 % 10.9 % 

Medicaid or other means-tested coverage 424,944  38.8 % 22.5 % 19.9 % 14.8 % 

None/uninsured 164,645  15.0 % 9.2 % 7.2 % 8.7 % 

Total noninstitutionalized persons 1,095,405 100.0 % 100.0 % 100.0 % 100.0 % 

Total uninsured or on Medicaid 589,589  53.8 % 31.6 % 27.1 % 23.5 % 

Source: Gary Bess Associates. Estimates derived from U.S. Census Bureau, 2020 American Community Survey 5-
Year Estimates, Table B27010. Some values extrapolated by Gary Bess Associates. 

 
In addition to being physically challenging and having higher accident risk, these unskilled, 
physical jobs are often without healthcare benefits and often are not full-time or permanent. These 
factors affect residents’ incomes and health, and their access to healthcare services. Nearly 46% 
have private insurance or Medicare coverage. More than one in three (38.8%) of service area 
residents depend on Medicaid for their healthcare coverage, compared with 22.5% countywide, 
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19.9% statewide, and 14.8% nationwide. And 15% of the target population are medically 
uninsured. 
 
While being uninsured poses barriers to receiving healthcare, so can being underinsured, having 
insurance that is not widely accepted, or having a high deductible that precludes the patient from 
receiving services. Close to one in three of service area residents (38.8%) are insured through 
Medi-Cal (California’s Medicaid program). In many cases, providers in the service area and 
surrounding communities accept only limited numbers of Medi-Cal enrollees in their practice due 
to low reimbursement rates. Consequently, many Medi-Cal patients report difficulty finding a 
provider who is willing to accept new Medi-Cal patients. This can be especially true when specialty 
services are needed. Though being covered by Medi-Cal is better than being uninsured, recipients 
still have difficulty accessing healthcare in a timely manner, if at all. Together, more than one-half 
of residents (53.8%) are either on Medi-Cal or medically uninsured.  
 
Nearly six in 10 service area uninsured (57.3%) are below 200% FPG, and more than one-third 
(36.3%) are below 138% FPG, which is roughly the income threshold for Medi-Cal eligibility, as 
long as other public coverage requirements are met. 
 

Uninsured by FPG Percentage 
Service Area 

Number 
Service Area 

Percent 
LA 

County Calif. U.S.A. 

Below 100% FPG 40,392  24.6 % 20.7 % 20.0 % 23.1 % 

100% to 137% FPG 19,205  11.7 % 10.2 % 9.7 % 10.6 % 

138% to 199% FPG 34,498  21.0 % 17.8 % 17.1 % 17.3 % 

200% to 399% FPG 52,689  32.1 % 34.5 % 34.5 % 32.6 % 

400% FPG and above 17,503  10.7 % 16.7 % 18.7 % 16.4 % 

Total uninsured 1 164,287 100.0 % 100.0 % 100.0 % 100.0 % 

Total below 138% FPG 59,597  36.3 % 31.0 % 29.7 % 33.7 % 

Total below 200% FPG 94,095  57.3 % 48.7 % 46.8 % 51.0 % 

Source: Gary Bess Associates. Estimates derived from U.S. Census Bureau, 2020 American Community Survey 5-
Year Estimates, Table C27016. 
1Population for whom poverty status is determined. 

 
As referenced above, even when patients have medical insurance, they encounter challenges in 
accessing care. Among the service area’s residents with low incomes, 6.6% reported that their 
medical insurance was not accepted by their primary care physician. Additionally, when in need of 
specialty care, 12.3% encountered a cost barrier as their insurance was not accepted by their 
specialist. Although the percentages may seem small, they translate to thousands of low-income 
residents being unable to afford preventive and treatment services that impact their quality of life 
and, possibly, their longevity. The main reason for no medical insurance in Kedren’s service area is 
the cost, where 39.8% of uninsured are unable to afford insurance.  
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Medical Insurance Challenges 
Service 

Area Low-
Inc. No. 

Service 
Area Low-

Inc. Pct. 
LA 

County Calif. 

Has private or employer-based coverage from covered California. 18,000  3.1 % 4.5 % 4.1 % 

Had no insurance the entire past year (ages 0-64). 57,000  10.9 % 7.0 % 5.5 % 

Had insurance only part of the past year (ages 0-64). 37,000  7.2 % 6.7 % 6.3 % 

Total had no insurance at least part of the past year (ages 0-64). 94,000  18.1 % 13.7 % 11.8 % 

Main reason for currently uninsured status is cost (percent of 
uninsured). 

37,000  39.8 % 43.2 % 41.1 % 

Medi-Cal eligible (percent ages 18-64 who are uninsured). 28,000  30.6 % 22.0 % 21.2 % 

Medical insurance not accepted by general physician any time in the 
past year (ages 18+, percent of medically insured). 

19,000  6.6 % 6.3 % 5.3 % 

Medical insurance not accepted by specialty physician (ages 18+ 
who needed to see a specialist and were medically insured). 

11,000  12.3 % 11.6 % 10.5 % 

Ever had problems paying for self or household family's medical 
bills in past year (ages 18+, 2017-20). 

45,000  11.7 % 9.6 % 10.1 % 

Ever unable to pay for basic necessities due to medical bills (ages 
18+, 2017-20). 

19,000  4.8 % 3.2 % 3.4 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey, 5-year average, unless 
otherwise specified. 

 
Access to Medical Care (Ages 18 and Older, Unless 
Otherwise Specified) 

Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

No Routine Check-up in the Past year 104,000  26.8 % 26.7 % 27.8 % 

Only Sometimes or Never Able to Get a Doctor Appt. Within 
2 Days in Past year When Sick or Injured (Percent of Those 
Who Needed Such an Appt.) 

415,000  47.6 % 40.4 % 36.6 % 

Had Difficulty Finding Primary Care 23,000  5.9 % 6.3 % 6.5 % 

Visited an Emergency Room in the Past Year (2016-18) 125,000  21.9 % 19.9 % 19.4 % 

Respondent or a Doctor Thinks They Needed to See a 
Medical Specialist in the Past year 

119,000  30.7 % 38.0 % 38.9 % 

Had Difficulty Finding Specialty Care (Those Who Needed 
to See a Specialist) 

23,000  19.3 % 14.6 % 13.8 % 

Does not use the Internet at least a few times per day (2019-
20), Ages 12+ 

87,000  19.5 % 13.4 % 11.0 % 

Received care from health provider through video/phone in 
past year (2019-20) 

18,000  4.6 % 7.1 % 7.8 % 

Difficulty Understanding Doctor (Percent of Adults Who 
Have Seen a Doctor in the Past Two Years, 2015-18) 

44,000  9.6 % 8.2 % 8.2 % 

Last Mammogram Screening Was More Than 2 Years Ago or 
Never (Women Ages 40 and over, 2015-16) 

26,000  25.2 % 22.4 % 23.6 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey, 5-year average, unless 
otherwise specified. 
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Impact on Access to Medical Care: About one quarter (26.8%) of the individuals surveyed noted 
that they had no routine checkup in the past year. Although 5.9% had difficulty finding primary 
care providers, their access to medical care is startling. For example, 47.6% weren’t always able to 
get a doctor’s appointment within two (2) days in the past year when sick or injured, which may 
explain why the visits to the emergency department were at 21.9%. Also, 30.7% of those able to 
see a doctor were recommended to seek a specialist care, yet 19.3% of these individuals had 
difficulty finding specialty care. During the past two (2) years of the pandemic, the use of virtual 
care has been on the rise to stop the spread of COVID-19 infections. However, 19.5% do not use 
the Internet a few times per day and only 4.6% received virtual care from a health provider.  
 
Along with access to medical care is utilization of medical care. About 70% (69.9%) of the 
population visited a doctor or health care provider 1 to 6 times, which is on par with both LA 
County and California. However, only 18.7% did not visit the doctor or health care provider at all. 
The high and very high users of medical care totaled 11.7%, with the high users at 8.3% 
(countywide at 8.2% and statewide at 8.1%) and very high users at 3.4% (countywide at 4.0% and 
statewide at 4.3%).  
 

Medical Care Utilization in the Past Year 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

No doctor visits 107,000  18.7 % 17.1 % 16.8 % 

1 to 6 doctor visits 398,000  69.6 % 70.7 % 70.8 % 

7 -12 doctor visits (high users) 48,000  8.3 % 8.2 % 8.1 % 

13 or more doctor visits (very high users) 19,000  3.4 % 4.0 % 4.3 % 

Total population 572,000 100.0 % 100.0 % 100.0 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey, 5-year average. 

 

Delay of Medical Care 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

Delayed or Forgone Needed Medical Care Due to Cost or 
Lack of Insurance 

31,000  5.4 % 5.3 % 5.2 % 

Delayed or Forgone Needed Medical Care Due to Healthcare 
System or Provider Issues and Barriers 

9,000  1.6 % 2.3 % 2.2 % 

Delayed or Forgone Needed Medical Care Due to Personal 
Reasons 

18,000  3.1 % 4.4 % 4.5 % 

Delayed or Forgone Needed Medical Care Due to COVID 
(2020 only) 

7,000  1.2 % 2.1 % 2.6 % 

Total Delayed or Forgone Needed Medical Care 58,000  10.1 % 12.0 % 11.9 % 

Those Who Never Received Needed Medical Care 33,000  5.8 % 7.2 % 7.1 % 

Total Who Delayed or Did Not Get Medicine Prescribed to 
Them 

58,000  10.2 % 8.5 % 8.8 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey, 5-year average, unless 
otherwise specified. 

 
A serious challenge to medical care access is the delay of receiving care. The preceding table 
shows the various reasons for delay of medical care. About 10% (10.1%) delayed or forgone 
needed medical care. The most common reason at 5.4% was due to cost or lack of insurance.  
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Provider-patient trust is fundamental in the provision of quality care as building rapport can lead to 
better health outcomes.2 However, provider-patient trust is difficult to establish if a patient does not 
have a usual source of care, including a stable primary or specialty care provider. Among patients 
with low incomes in our service area, about one in five (19.3%) report that they do not have a usual 
source of care, which accounts for more than 100,000 people in our service area. Additionally, 
more than four in 10 (44%) rely on community clinics, government clinics, or community hospitals 
for care—nearly 20% (19.3%) more than the population of LA County as a whole. Furthermore, 
approximately 21,000 low-income individuals report seeking care at emergency rooms, urgent care, 
or more than one place. These figures speak for the need for health centers such as Kedren, which 
can help bridge the need for consistent, affordable medical care for underserved populations. 
 

Usual Source of Medical Care 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

Doctor's Office, HMO, or Kaiser 189,000  33.1 % 57.6 % 61.3 % 

Community Clinic, Government Clinic, or Community 
Hospital 

252,000  44.0 % 24.7 % 23.0 % 

Emergency Room, Urgent Care, Some Other Place, or No 
One Place 

21,000  3.6 % 2.5 % 2.4 % 

No Usual Source of Care 111,000  19.3 % 15.2 % 13.3 % 

Total Population 572,000 100.0 % 100.0 % 100.0 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey, 5-year average. 

 
Most Significant Cases of Morbidity and Mortality, as well as Associated Health Disparities 
 
Underlying Causes of Mortality: The five leading causes of death in Kedren’s service area 
include heart disease, COVID-19, cancer, cerebrovascular disease, and diabetes. The following 
table demonstrates the leading 15 causes of mortality per 100,000 population which is age-adjusted 
for annual averages 2016 to 2020, and compares the percentages from Kedren’s service area with 
Los Angeles County, California, and US.  
 Heart disease is one of the leading causes of death in the nation. Kedren’s service area has a 

rate of 176.5 per 100,000, which is higher than countywide (150.3), statewide (141.3) and 
nationwide (164.8) rates.  

 COVID-19, which is the third leading cause in the nation, is the second largest cause of death in 
Kedren’s service area at 151.6 per 100,000 and is calculated for one (1) year only for 
appropriate comparison to other causes. Compared to the county, state, and nation rates, 
COVID-19 deaths are more than double that of the state (71.0), and higher than the county 
(101.0) and nation (88.5). 

 Although deaths due to cancer is the third leading cause in Kedren’s service area at 131.4 per 
100,000, it is lower than the county (132.5), state (134.6), and nation (149.4). 

 The cerebrovascular disease age-adjusted rate per 100,000 people is 42.4 in the service area, 
compared with 34.4 per 100,000 in the county, 37.6 per 100,000 in California, and 37.6 per 
100,000 in the U.S.A.  

 
2 Birkhäuer, J., Gaab, J., Kossowsky, J., Hasler, S., Krummenacher, P., Werner, C., & Gerger, H. (2017). Trust in the 
health care professional and health outcome: A meta-analysis. PloS one, 12(2), e0170988. 
https://doi.org/10.1371/journal.pone.0170988  
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 The fifth leading cause of death in Kedren’s service area is diabetes with an age-adjusted rate 
per 100,000 people of 39.3 compared with 26.0 per 100,000 countywide, 22.4 per 100,000 in 
California, and 22.1 per 100,000 in the U.S.A.  

 
Leading 15 Causes of Mortality, Age-Adjusted Rates 
per 100,000 Population, Annual Average 2016-2020 

Service Area 
Number 

Service 
Area Rate 

LA 
County Calif. U.S.A. 

Diseases of heart (I00-I09,I11,I13,I20-I51) 1,908  176.5 150.3 141.3 164.8 

COVID-19 (U07.1)1 1,690  151.6 101.0 71.0 88.5 

Malignant neoplasms (C00-C97) 1,559  131.4 132.5 134.6 149.4 

Cerebrovascular diseases (I60-I69) 469  42.4 34.4 37.6 37.6 

Diabetes mellitus (E10-E14) 428  39.3 26.0 22.4 22.1 

Accidents (unintentional injuries) (V01-X59,Y85-Y86) 418  34.1 27.7 35.8 50.4 

Alzheimer disease (G30) 314  31.9 38.3 37.6 30.8 

Chronic lower respiratory diseases (J40-J47) 307  28.0 27.5 30.5 39.1 

Influenza and pneumonia (J09-J18) 228  21.6 18.3 14.0 13.6 

Essential hypertension and hypertensive renal disease 
(I10,I12,I15) 

225  21.2 13.4 12.5 9.1 

Chronic liver disease and cirrhosis (K70,K73-K74) 206  17.1 13.2 12.6 11.5 

Nephritis, nephrotic syndrome and nephrosis (N00-
N07,N17-N19,N25-N27) 

186  16.5 12.1 9.0 12.9 

Assault (homicide) (X85-Y09,Y87.1) 183  12.2 6.0 5.1 6.4 

Intentional self-harm (suicide) (X60-X84,Y87.0) 85  5.3 8.2 10.5 13.8 

Parkinson disease (G20-G21) 46  4.8 7.7 8.4 8.8 

All other causes 1,020  111.9 74.5 104.6 159.6 

Annual Average Deaths, 2016-2020 7,919  724.5 610.3 630.7 747.6 

Source: Gary Bess Associates, calculated from California Department of Public Health Master Death Files 2016-20 
using the U.S. 2000 Standard Population. County, state, and national data are from Centers for Disease Control 
and Prevention, National Center for Health Statistics. Underlying Cause of Death 2016-2020 on CDC WONDER 
Online Database, released December 2021. 
1One-year mortality rates are calculated for COVID-19, only, for appropriate relative comparison with other 
underlying causes. 

 
Important health statistics show higher age-adjusted death rates per 100,000 persons for influenza 
and pneumonia, kidney disease, liver diseases, and hypertension. The annual average deaths for all 
causes topped 724.5 per 100,000 in the service area, far exceeding rates in the county and state 
(610.3 and 630.7, respectively), but was lower than the nation (747.6).  
 
Underlying Causes of Morbidity: Kedren’s healthcare providers see a number of conditions or 
symptoms of disease among its population. The most common condition is overweight and obesity 
which leads to illnesses such as diabetes, heart disease and hypertension as well as a greater risk for 
asthma which is exacerbated by environmental factors (i.e., cleaning and disinfectants, tobacco 
smoke, dust mites, pollution, pests, mold, and pets).  
 
Overweight and Obesity: A factor contributing to the high rates of diabetes in the service area, 
and subsequently Kedren’s patient population, is the percentage of adults who are overweight or 
obese in SPA 6, South Los Angeles, and especially among the low-income residents who are the 
target population for Kedren. Almost four of five (70.1%) adults in South Los Angeles are 
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overweight or obese, compared with 61.2% of all California adults. In Kedren’s service area, 
36.7% are obese, which is more than the county’s all-persons rate of 29.0%, and the rate of 27.6% 
for California adults. 
 

Obesity 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

Overweight for Age (Ages 0-11) 20,000  16.0 % 13.7 % 14.3 % 

Adult BMI <25.0 (Healthy or Underweight) 115,000  30.0 % 38.1 % 38.8 % 

Adult BMI 25.0 - 29.99 (Overweight) 129,000  33.4 % 32.9 % 33.6 % 

Adult BMI 30.0 or higher (Obese) 142,000  36.7 % 29.0 % 27.6 % 

Total Adults 386,000 100.0 % 100.0 % 100.0 % 

Source: 2020 California Health Interview Survey, 5-year average. Some data may have been extrapolated by Gary 
Bess Associates. 

 
Diabetes: Residents of the service area exhibit high rates of diagnosis for diabetes, with a total of 
16.9% of adults, or about 65,000 individuals, having been diagnosed with some form of diabetes, 
compared with 10.9% of Los Angeles County and 10.2% of California residents. 
 

Diabetes (Ages 18 and Older) 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

Ever diagnosed with type II diabetes 55,000  14.3 % 9.2 % 8.7 % 

Ever diagnosed with other or unknown type of diabetes 10,000  2.7 % 1.7 % 1.5 % 

Total ever diagnosed with diabetes (excl. pregnancy) 65,000  16.9 % 10.9 % 10.2 % 

Ever diagnosed with pregnancy diabetes (percent of non-
diabetic adult women 2016-18) 

11,000  2.8 % 2.2 % 2.4 % 

Ever diagnosed with pre- or borderline diabetes (2016-18) 64,000  16.7 % 16.2 % 15.0 % 

Total with diabetes issues 141,000  36.4 % 29.3 % 25.2 % 

Less than "very confident" in controlling or managing 
diabetes (percent of those ever diagnosed, 2016-18) 

30,000  45.8 % 43.5 % 40.8 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey, 5-year average, unless 
otherwise specified. 

 
Heart Disease and Hypertension: Heart disease comprises a large number of cardiovascular 
problems. In Kedren’s service area, 7.6% of the population has been diagnosed with heart disease 
for individuals ages 18 and older. By comparison, Los Angeles County is at 6.2% and California at 
6.7%. The same is true for hypertension for those ever diagnosed with high blood pressure; Kedren 
at 29.5% compared with 26.1% in Los Angeles County, and 25.7% for California. 
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Heart Disease and Hypertension (Ages 18 and Older) 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

Total ever diagnosed with heart disease (2016-2020) 29,000  7.6 % 6.2 % 6.7 % 

Never provided heart disease management plan (percent of 
those ever diagnosed) (2016-2018) 

9,000  30.7 % 25.3 % 24.5 % 

Ever diagnosed with high blood pressure (hypertension) 114,000  29.5 % 26.1 % 25.7 % 

Ever Diagnosed with borderline hypertension 13,000  3.5 % 7.2 % 7.5 % 

Does not have someone at doctor's office/clinic who helps 
coordinate care, Ages 18+ with USC and asthma, diabetes, or 
heart disease 

56,000  20.6 % 22.4 % 25.0 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey, 2-year average, unless 
otherwise specified. 

 
Associated Health Disparities: The types of health differences associated or linked with social, 
economic, and/or environmental disadvantages in Kedren’s service area include prenatal/ neonatal 
health, behavioral health, and oral health. 
 
Prenatal/Neonatal Health: Teen birth rates in the Kedren service area are high. On average, 
between 2016 and 2020, 895 teen births (less than age 20) occurred out of 11,448 total births at a 
rate of 78.2 per 1,000 live births. This rate is much higher than in Los Angeles County (37.4), 
California (38.1), or the U.S. (48.7). The low-birthweight rate is 83.5 per 1,000 live births, which is 
higher than the county (72.8), state (69.4) and nation (82.5). The rate of births where the mother’s 
first prenatal care was some time after the first trimester (or never), was 225.8 per 1,000 live births, 
higher than the county (150.7) and the state (156.6) rates. 
 
Prenatal/Neonatal Health Disparities (Annual Average 
2016-2020, Rates per 1,000 Live Births, Unless 
Otherwise Specified) 

Public 
Insurance 
Number 

Public 
Insurance 

Rate 

LA 
County 

Rate 
Calif. 
Rate 

U.S.A. 
Rate 

Low birth weight (<2,500g) 956  83.5 72.8 69.4 82.5 

Teen birthmothers (ages <20) 895  78.2 37.4 38.1 48.7 

Late prenatal care (after 1st trimester) 2,585  225.8 150.7 156.6 244.6 

Pre-term births (<37 full weeks of gestation, obstetrical 
estimate) 

1,216  106.2 90.7 87.5 100.1 

Mother smoked during pregnancy (at least once per day for 
at least three months) 

1,062  92.8 19.0 18.0 68.7 

Total births 11,448     

Source: Calculated by Gary Bess Associates using California Department of Public Health Master Birth Files 
2016-2020 and U.S. Census Bureau American Community Survey, 5-Year Average 2016-2020, Table B01001. U.S. 
data are from Centers for Disease Control and Prevention, National Center for Health Statistics, Natality public-
use data on CDC WONDER Online Database, released October 2021. 

 
Behavioral Health: The need for mental health and substance abuse services for low-income 
residents of Kedren’s service area is evidenced by the number of South Los Angeles residents who 
reported having mental health challenges and/or have sought mental health care, and/or treatment 
for alcohol or drug use. According to the 2020 California Health Interview Survey, about 39,000 
seriously considered suicide; and an estimated 49,000 low-income residents 18 years and older self- 
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reported having had serious psychological distress in the year before being surveyed. While the 
percentages of residents reporting these situations are close to the percentages for the county and 
statewide, they total a large number of people and point to a need for services for low-income 
residents. 
 
Mental Health Impacts (Ages 18+ Unless Otherwise 
Specified) 

Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

Likely had serious psychological distress in the past year 49,000  12.7 % 10.7 % 10.8 % 

Moderate to severe social life impairment in the past year 10,000  2.6 % 17.8 % 18.0 % 

Moderate to severe family life impairment in the past year 10,000  2.5 % 1.9 % 1.9 % 

Moderate to severe household chore impairment in the past 
year 

9,000  2.4 % 1.8 % 1.8 % 

Moderate to severe work impairment (percent who worked in 
the past year) 

4,000  2.4 % 1.8 % 1.8 % 

Unable to work more than 30 days in the past year due to 
serious psychological distress 

2,000  4.7 % 3.6 % 3.7 % 

Loneliness scale among seniors (ages 65+, UCLA 3-item 
loneliness scale, 2019) 

14,000  26.0 % 21.4 % 23.1 % 

Ever seriously thought about committing suicide 39,000  10.1 % 10.3 % 12.1 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey, 5-year average, unless 
otherwise specified. 

 
Kedren offers substance use disorder services as part of behavioral health care. Kedren’s approach 
to care addresses patients with primary and specialty care needs, such as patients with co-occurring 
conditions. The following table illustrates the level of substance misuse in Kedren’s service area 
compared with Los Angele County and California rates. Of note, misuse of a prescription pain 
killer (3.5%) and use of methamphetamine (1.6%) are higher than county- (2.1% and 0.9% 
respectively), and statewide (2.1% and 1.0%, respectively) numbers. 
 

Substance Misuse (Ages 18+ Unless Otherwise Specified) 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

Binge Drinking in the Past Year (2013-15) 103,000  26.7 % 32.0 % 32.9 % 

Ever Had an Alcoholic Drink (Ages 12-17, 2016-20) 4,000  5.9 % 18.6 % 23.5 % 

Ever Tried Marijuana or Hashish 143,000  31.9 % 42.2 % 46.6 % 

Used Marijuana Within the Past Month 50,000  11.2 % 13.7 % 14.7 % 

Ever Misused a Prescription Pain Killer 14,000  3.5 % 2.1 % 2.1 % 

Used Heroin in Past year 4,000  0.9 % 0.4 % 0.4 % 

Ever used methamphetamines in past year 6,000  1.6 % 0.9 % 1.0 % 

Prescription stimulant misused in past year 1,000  0.3 % 1.2 % 1.0 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey, 4-year average unless 
otherwise specified. 

 
Oral Health: Kedren’s population of focus experience disparities in access to medical care, and 
these same disparities carry over to dental care. In comparison with Los Angeles County (47.3%) 
and California (53.0%), a greater percentage of low-income children and teens (57.9%) in our 
service area had dental visits that were more than six (6) months earlier. Similarly, nearly two- 
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thirds of adult residents with low incomes (65.4%) had dental visits that were more than six (6) 
months earlier, which is higher when compared with Los Angeles County at 50.0% and California 
at 46.1%. 
 
Time Since Last Dental Visit (Ages 18+ Unless 
Otherwise Specified) 

Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

6 months ago, or less 133,000  34.6 % 50.0 % 53.9 % 

More than 6 months up to 1 year ago 79,000  20.4 % 17.9 % 16.6 % 

More than 1 year up to 2 years ago 56,000  14.6 % 11.8 % 11.1 % 

More than 2 years up to 5 years ago 54,000  14.0 % 9.5 % 8.7 % 

More than 5 years ago or never 64,000  16.5 % 10.8 % 9.7 % 

Total Ages 18+ 386,000 100.0 % 100.0 % 100.0 % 

Total More than 6 Months Ago 253,000  65.4 % 50.0 % 46.1 % 

Child's last dental visit was more than six months ago 
(Ages 3-11, 2016-20) 

30,000  34.9 % 29.3 % 29.7 % 

Teen's last dental visit was more than six months ago 
(Ages 12-17) 

14,000  23.0 % 18.0 % 23.3 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey, 4-year average unless 
otherwise specified. 

 
Poor oral hygiene can lead to dental cavities and gum disease, and has also been linked to heart 
disease, cancer, and diabetes. Data in the table below indicates that 46.6% of Kedren’s patient 
population have fair, poor, or no teeth conditions; higher than county or state numbers. 
 

Condition of Teeth 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

Excellent 26,000  6.7 % 10.8 % 12.6 % 

Very good 58,000  15.1 % 25.9 % 27.7 % 

Good 122,000  31.6 % 33.2 % 32.1 % 

Fair 105,000  27.1 % 19.9 % 17.7 % 

Poor or no teeth 75,000  19.5 % 10.2 % 9.9 % 

Total Ages 18+ 386,000 100.0 % 100.0 % 100.0 % 

Total fair or poor (including none) teeth condition 180,000  46.6 % 30.1 % 27.6 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey, 4-year average unless 
otherwise specified. 

 
 Any unique health care needs or characteristics that impact health status (e.g., language 

barriers, food insecurity, housing insecurity, financial strain, lack of transportation, 
neighborhood and the built environment, environmental issues/changes, intimate partner 
violence, human trafficking). 

 
There are several unique needs and characteristics identified within the target population of 
Kedren’s service area, which may affect health care demand and delivery methods. This section 
offers a presentation of the unique needs and/or characteristics that may contribute to the reduced 
access to care and/or healthcare utilization within the service area. These unique needs/ 
characteristics include the service area’s age profile, the racial/ethnic and linguistic diversity of 
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target population, housing conditions, and the impacts of environmental experiences among youth 
raised in the service area (e.g., internet access, parks/healthful activities, and child development). 
 
Age: Residents of Kedren’s service area are younger, on average, than elsewhere, with higher 
percentages of children and young adults. Close to one-third (32.5%) of the population are children 
under age 18, compared with 21.7% of the county’s population, 22.8% of the state’s, and 22.7% of 
the nation’s. Furthermore, 44.2% of residents are under age 25, exceeding the percentages in the 
county, state, and nation, and only 9.5% are 65 years or older, a percentage much lower than 
elsewhere. These demographics present specific needs and challenges, i.e., the need for family 
planning and pediatric care. These young families are primarily low-income or impoverished, with 
many children living in poverty. 
 

Age Distribution 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. U.S.A. 

Ages 0-5 58,018  10.1 % 7.0 % 7.3 % 7.3 % 

Ages 6-17 128,064  22.4 % 14.7 % 15.5 % 15.4 % 

Ages 18-24 66,892  11.7 % 9.0 % 8.9 % 8.5 % 

Ages 25-44 156,030  27.3 % 30.2 % 28.7 % 26.8 % 

Ages 45-64 108,932  19.0 % 25.5 % 25.1 % 26.0 % 

Ages 65-74 32,713  5.7 % 7.8 % 8.4 % 9.5 % 

Ages 75+ 21,560  3.8 % 5.8 % 6.0 % 6.5 % 

Total population 572,209 100.0 % 100.0 % 100.0 % 100.0 % 

All Children Age 0-17 186,082  32.5 % 21.7 % 22.8 % 22.6 % 

All Seniors Age 65+ 54,273  9.5 % 13.6 % 14.4 % 16.0 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Table B08101. 

 
Race/Ethnic Background and Language: Understanding the racial and ethnic background of its 
service area residents allows Kedren’s Board of Directors to ensure that its patient composition 
reflects the racial/ethnic make-up of the service area. It also allows human resources to hire 
qualified staff who are reflective of the cultural, racial, and linguistic characteristics of the patient 
population. Patients of diverse races, ethnicities, and cultures can face health disparities unique to 
them, which challenges Kedren to identify interventions and treatments that are acceptable. Finally, 
it allows for targeted cultural competency training for Kedren staff to improve cultural sensitivity 
and understanding of cultural beliefs and experiences. Strategies such as these are designed to 
allow Kedren to provide the appropriate patient education and outreach, and to reduce or eliminate 
cultural barriers to receiving care.  
 
An overwhelming majority (96.2%) of residents in Kedren’s service area belong to ethnic and/or 
racial minorities. More than two-thirds (68.4%) of service area residents self-identify as 
Hispanic/Latino and close to than one-fifth (21.3%) as Black or African American. Only 3.8% of 
residents are non-Hispanic Whites with 8% representing the rest. The racial and ethnic diversity of 
the service area may be associated with the high level of unmet need for medical and behavioral 
health services. According to the National Poverty Center (recently merged with the University of 
Michigan’s Poverty Solutions initiative), ethnic communities, and especially those primarily 
composed of Hispanic residents, have access to only about one-half as many social services as 



22 | P a g e  
 

residents living in predominately white neighborhoods.3 This difference in availability of social 
services acts to widen the observed socioeconomic disparities in the area. 
 

Race/Ethnicity1 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. U.S.A. 

Hispanic or Latino 391,495  68.4 % 48.3 % 39.1 % 18.2 % 

Black or African American 121,798  21.3 % 8.1 % 5.7 % 12.6 % 

Asian (South or East) or Asian Indian 29,767  5.2 % 14.8 % 14.8 % 5.6 % 

Caucasian, Non-Hispanic (incl. North African 
and West/ Central Asian) 

21,590  3.8 % 25.9 % 36.5 % 60.1 % 

Other/ Multiple (non-Hispanic) 10,029  1.8 % 3.0 % 3.7 % 3.1 % 

American Indian, Alaska Native, Native 
Hawaiian, or Pacific Islander 

5,883  1.0 % 1.0 % 1.2 % 1.0 % 

Total 572,209 100.0 % 100.0 % 100.0 % 100.0 % 

Total non-Caucasian 550,619  96.2 % 75.2 % 64.5 % 40.6 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Table B03002. 
1Hispanic/Latino is separated only from Caucasian and Other. It is duplicated in all other race categories. 

 
Income disparity is experienced unequally by race and ethnicity. Furthermore, in Kedren’s service 
area, all race and ethnic income averages fall below county, state, and national averages. The per 
capita income for all residents within the service area ($20,889) is nearly half of the state ($38,576) 
and national ($35,384) averages. The burden of income disparity is borne by service area 
Hispanics/Latinos more so than for other groups. The lowest earning race/ethnicity within the 
service area are Hispanics/Latinos, annually collecting $15,555 per capita. American Indians, 
African Americans, and Asians collect $20,240 to $32,510 per capita and Non-Hispanic Caucasians 
collect higher incomes per capita at $54,846. 
 
Income by Race/Ethnicity1 Service Area LA County Calif. U.S.A. 

Caucasian, Non-Hispanic $ 54,846 $ 61,426 $ 55,603 $ 41,758 

Asian (South or East) or Asian Indian  $ 32,510 $ 39,346 $ 45,111 $ 42,331 

Black or African American  $ 26,713 $ 31,175 $ 31,057 $ 24,454 

American Indian, Alaska Native, Native Hawaiian, or 
Pacific Islander 

 $ 20,240 $ 26,224 $ 27,238 $ 22,452 

Hispanic or Latino  $ 15,555 $ 21,587 $ 21,952 $ 21,846 

Per capita income, all persons  $ 20,889 $ 35,685 $ 38,576 $ 35,384 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Tables B19301, B19301B 
through B19301D, B19301H, B19301I. 
1Hispanic/Latino is separated only from Caucasian. It may be duplicated in other race categories. 

 
According to data from the latest ACS, more than one-third of service area residents are foreign-
born (38.0%). This rate is more than LA County (33.7%), state (26.6%), and national (13.5%) 
averages. These residents come from a wide variety of nations located all over the world. 
 

 
3 The Colors of Poverty: Why Racial & Ethnic Minorities Exist Persis. Policy Brief. (2009). National Poverty Center. 
http://www.npc.umich.edu/publications/policy_briefs/brief16/PolicyBrief16.pdf  
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Nation of Birth, Top 10 Nations 
Service Area 

Number 
Service Area 

Percent 
LA 

County Calif. U.S.A. 

U.S. or U.S. Territories 682,134  62.0 % 66.3 % 73.4 % 86.5 % 

Mexico 192,542  17.5 % 12.3 % 10.1 % 3.3 % 

El Salvador 74,907  6.8 % 2.7 % 1.1 % 0.4 % 

Guatemala 57,965  5.3 % 1.7 % 0.7 % 0.3 % 

Korea 22,795  2.1 % 1.4 % 0.8 % 0.3 % 

All Other Nations 69,136  6.3 % 15.6 % 13.9 % 9.1 % 

Total Population 1,099,479 100.0 % 100.0 % 100.0 % 100.0 % 

Total Foreign-Born 417,345  38.0 % 33.7 % 26.6 % 13.5 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Tables B05006 and B01003. 

 
Language barriers are important to address as they can create obstacles that interfere with one’s 
quality of life and health status. For example, residents may have trouble communicating about 
their medical condition, which often discourages them from seeking information or treatment that 
may have a direct impact on their health and wellbeing. Obtaining a job is difficult for non-English 
speakers who are pushed into low-skill and low-wage occupations that require long working hours 
and no interaction with customers or clients. Integrating into the larger community is also a 
challenge as they may have difficulty connecting to, relating to, and understanding others who do 
not speak their primary language.  
 
Nearly two-thirds (67.1%) of service area residents speak a language other than English in their 
homes, compared with 56.8% in L.A. County, 43.9% in California, and 21% in the U.S.A. The 
predominant home language in the service area is Spanish, with 61.0% of service area residents 
speaking Spanish at home. 
 
Primary Language Spoken at Home, Top 10 
Languages 

Service Area 
Number 

Service Area 
Percent 

LA 
County Calif. U.S.A. 

Spanish 591,908  61.0 % 39.4 % 28.8 % 13.0 % 

English 319,648  32.9 % 43.2 % 56.1 % 79.0 % 

Korean 26,103  2.7 % 2.0 % 1.0 % 0.4 % 

Chinese 6,901  0.7 % 3.9 % 3.1 % 1.0 % 

Tagalog 6,038  0.6 % 2.5 % 2.2 % 0.6 % 

All other languages 20,311  2.1 % 9.1 % 8.8 % 6.0 % 

Total Population Ages 5+ 970,909 100.0 % 100.0 % 100.0 % 100.0 % 

Total who Speak a Language Other than English 
at Home 

651,261  67.1 % 56.8 % 43.9 % 21.0 % 

Source: U.S. Census Bureau, 2011-2015 American Community Survey 5-Year Estimates, Table B16001. 

 
Among all residents who reported speaking a non-English language in their homes, close to one-
third of them (36.2%) reported that they do not speak English “very well.” This percentage 
represents more than 376,853 residents who report not feeling confident in their ability to speak 
English, and consequently, for whom language may be a barrier to healthcare.  
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Persons who Don't Speak English "Very Well" 
(Percent of Persons Ages 5+) 

Service Area 
Number 

Service Area 
Percent 

LA 
County Calif. U.S.A. 

Spanish 344,475  33.1 % 17.3 % 12.3 % 5.5 % 

Korean 19,596  1.9 % 1.2 % 0.6 % 0.2 % 

Chinese 3,692  0.4 % 2.3 % 1.8 % 0.6 % 

Tagalog 2,252  0.2 % 0.8 % 0.7 % 0.2 % 

African languages 1,572  0.2 % 0.1 % 0.1 % 0.1 % 

All other languages 5,266  0.5 % 3.6 % 3.3 % 2.0 % 

Total ages 5+ who don't speak English "very well" 376,853  36.2 % 25.3 % 18.8 % 8.6 % 

Source: U.S. Census Bureau, 2011-2015 American Community Survey 5-Year Estimates, Table B16001. 

 
Housing Insecurity: Home ownership and affordability in the service area demonstrates a 
challenge related to residents’ low-income status. Housing costs sometimes consume so much of a 
household’s income, residents are forced to choose between paying the rent and other necessities, 
such as food, transportation, or medical expenses. The total number of owner-occupied housing 
units in the service area is only 98,895, compared with 232,985 renter-occupied units.  
 
Comparing home cost with income produces an indicator of housing affordability. The standard 
affordability threshold used by the U.S. Census Bureau is 30% of income, meaning that households 
spending more than 30% of income are living in an unaffordable housing situation. Recent 
increases in housing costs and income, compared with other costs, may make this threshold too low 
to measure affordability in 2021, although it remains a comparative indicator of affordability across 
different locations. Using this standard, over one in two service area occupied housing units 
(55.0%) are unaffordable for their occupants’ income, which is indeed similar to Los Angeles 
County (45.5%), California (40.1%), and much higher than average in the U.S. (30.3%). 
Affordability is particularly difficult for renters, with 59.9% of households paying more than 30% 
of their income on rent, which is higher unaffordability rate compared with the LA County, state, 
and national averages. 
 
Housing Affordability (Number and 
Percent of Households paying 30% 
or More of Income on Housing) 

Service Area 
Occupied 

Housing Units 

Service Area 
Unafford-
able Units 

Service 
Area 

Percent 
LA 

County Calif. U.S.A. 

Owner-Occupied Housing Units w/o 
Mortgage 

23,753 3,708  15.6 % 16.0 % 15.0 % 13.1 % 

Owner-Occupied Housing Units w/ 
Mortgage 

75,142 39,115  52.1 % 43.1 % 37.9 % 27.2 % 

Renter Occupied Housing Units 232,985 139,559  59.9 % 54.4 % 51.5 % 45.7 % 

All Occupied Housing Units 331,880 182,382  55.0 % 45.5 % 40.1 % 30.3 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Table B25091. 

 
The bottom 20% of households earn less than $17,577 per year, and using the 30% of income 
housing affordability threshold in the table above, these households could afford about $439 per 
month in rent. According to Zillow’s Internet housing research tools, however, the lowest rent to be 
found for a one-bedroom unit in the service area as of February 2022 is $1,450/month. This means 
that across the service area, despite lower housing costs, all available housing is unaffordable to the 
bottom 20% of households by a factor of nearly three. 
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Household Income Quintile Thresholds/ Income 
Inequality Service Area 

LA 
County Calif. U.S.A. 

20th percentile income  $ 17,577 $ 27,581 $ 31,310 $ 26,685 

40th percentile income $ 35,730 $ 55,109 $ 61,366 $ 51,136 

50th percentile income (median income) $ 46,154 $ 71,358 $ 78,672 $ 64,994 

60th percentile income $ 58,958 $ 90,214 $ 99,297 $ 81,496 

80th percentile income $ 98,441 $ 146,988 $ 160,999 $ 130,545 

95th percentile income $ 173,276 <$ 250,000 <$ 250,000 $ 247,124 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Tables B19013, B19080, and 
B19083. 

 
Housing Factors: Because housing within the service area is unaffordable for thousands of 
residents, some choose to combine households as a way to alleviate the cost burden. Overcrowding 
is defined as households having more than one person per room, with a room defined as an 
enclosed area not including bathrooms, closets, and garages, but including kitchens, living rooms, 
dens, lofts, etc. Overcrowding can contribute to poor health because communicable diseases and 
illnesses are more easily spread in crowded conditions, and in general, it is difficult to keep 
common areas in the home clean/sanitary when there are many people living within the household. 
Overcrowding in the service area (20.6% of all occupied units) is higher than the Los Angeles 
County (11.2%), the state (8.2%), and the U.S. (3.3%) average. As housing costs have increased, 
overcrowding is expected to continue to worsen. This is especially true of renter-occupied units 
which are more likely to be occupied by low-income residents, 24.1% of which are overcrowded in 
the service area. 
 

Overcrowding (Number and Percent 
of Households with More Than 1 
Person per Room) 

Service 
Area 

Occupie
d 

Housing 
Units 

Service Area 
Overcrow-ded 

Units 

Service 
Area 

Percent 
LA 

County Calif. U.S.A. 

Owner-occupied housing units 98,895 12,329  12.5 % 5.7 % 4.2 % 1.8 % 

Renter-occupied housing units 232,985 56,092  24.1 % 16.0 % 13.2 % 6.2 % 

All occupied housing units 331,880 68,421  20.6 % 11.2 % 8.2 % 3.3 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Table B25014. 

 
Internet Access: As mentioned earlier, access to internet has become very important to access 
health care through virtual appointments. Kedren’s service area residents have a lower percentage 
of broadband subscribers (59.1%) as compared with county (72.9%), state (75.2%), and nation 
(70.3%) numbers. Additionally, the bandwidth needed to support virtual care is likely to be 
insufficient (24.2%) if broadband is available to the resident in the service area as compared to 
insufficiency in the county at 16.3%, the state at 14.7%, and the nation at 18.6%. 
 



26 | P a g e  
 

Broadband Internet Access 
Service Area 

Number 
Service Area 

Percent 
LA 

County Calif. U.S.A. 

Broadband subscription (e.g., cable, fiber optic, 
or DSL) 

196,230  59.1 % 72.9 % 75.2 % 70.3 % 

Cellular data only 55,235  16.6 % 10.8 % 10.1 % 11.1 % 

Dial-up only 454  0.1 % 0.2 % 0.2 % 0.3 % 

Satellite service only 1,215  0.4 % 0.6 % 0.6 % 0.6 % 

Some combination of cellular, dial-up, and 
satellite 

7,527  2.3 % 2.6 % 3.0 % 3.1 % 

Other service or access w/o subscription 13,017  3.9 % 2.6 % 2.2 % 2.7 % 

No Internet access 58,202  17.5 % 10.3 % 8.7 % 11.8 % 

Total households 331,880 100.0 % 100.0 % 100.0 % 100.0 % 

Access likely insufficient for reliable video 22,213  24.2 % 16.3 % 14.7 % 18.6 % 

Source: U.S. Census Bureau, 2020 American Community Survey 5-Year Estimates, Table B28002. 

 
Neighborhood: Kedren’s service area youth spend time on activity-friendly pursuits that reduce the 
chance of obesity and other sedentary-lifestyle related diseases. 
 

Access to Parks and Healthful Activities 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

Total who did not walk, bike, or skate home from school in 
the past week (ages 0-17 in school, 2016-20) 

50,000  39.1 % 59.1 % 61.2 % 

Three or more hours spent on sedentary activities on typical 
weekday after school (ages 2-17) 

90,000  36.1 % 33.0 % 32.8 % 

Five or more hours spent on sedentary activities on typical 
weekend days (ages 2-17, 2016-20) 

46,000  18.3 % 26.0 % 30.4 % 

Did not visit park or other open space in past month (ages 1-
17) 

91,000  30.5 % 33.5 % 32.3 % 

Nearest park or open space is not within walking distance 
(ages 1-17) 

23,000  7.7 % 6.8 % 9.4 % 

Source: 2020 California Health Interview Survey, 5-year average. Some data may have been extrapolated by Gary 
Bess Associates. 

 
Child Development: Healthy early child development is important to set the foundation for 
lifelong health, behavior, and learning. Children in certain types of home situations can be linked to 
higher probability of facing adverse childhood experiences (ACEs). The majority of care for youth 
is by independent married couple/domestic partnership with at least one adult is a parent is at 
54.8% for Kedren’s service area, but it is lower when compared to LA County (66.8%), California 
(70.4%), and U.S.A. (68.7%) numbers. An independent single mother who cares for youth is at 
19.5%, which is higher when compared with Los Angeles County (13.5%), California (12.3%), and 
U.S.A. (15.7%) numbers. The total number of youths in home situations that are linked to higher 
probability of experiencing ACEs is 125,877 (45.2%). This number is greater than Los Angeles 
County (33.2%), California (29.6%), and U.S.A. (31.3%) numbers. 
 



27 | P a g e  
 

Youth Ages 0-17 by Person Responsible for 
Their Care 

Service Area 
Number 

Service Area 
Percent 

LA 
County Calif. U.S.A. 

Independent married couple/domestic 
partnership, at least one is a parent 

152,668  54.8 % 66.8 % 70.4 % 68.7 % 

Independent single mother 54,303  19.5 % 13.5 % 12.3 % 15.7 % 

Independent single father 6,169  2.2 % 2.2 % 2.5 % 2.9 % 

Grandparent(s) 12,633  4.5 % 3.3 % 3.0 % 3.7 % 

Parent or other person in grandparent's home 27,669  9.9 % 7.9 % 6.3 % 4.4 % 

Other relative 20,562  7.4 % 4.5 % 3.6 % 2.4 % 

Nonrelative, including foster children 4,210  1.5 % 1.6 % 1.7 % 1.8 % 

Child in group quarters or homeless 331  0.1 % 0.3 % 0.2 % 0.3 % 

Total children, ages 0-17 278,499 100.0 % 100.0 % 100.0 % 100.0 % 

Children in home situations linked to higher 
probability of having experienced adverse 
childhood experiences (ACEs) 

125,877  45.2 % 33.2 % 29.6 % 31.3 % 

Source: Gary Bess Associates. Estimates derived from U.S. Census Bureau, 2020 American Community Survey 5-
Year Estimates, Table B27010. Some values extrapolated by Gary Bess Associates. 

 
The table below details specific activities for children ages 0-5 in which helps build the foundation 
for child development. The activity that is not done most often is reading a book to the child every 
day, which in Kedren’s service area sits at 55.5%, which is lower than the county average of 37.7% 
and the state average of 36.1%. Also on the high side, is taking the child out of the house less than 
three times per week, which sits at 32.7% for Kedren, 25.5% for LA County, and 21.3% for 
California. 
 

Child Development (Ages 0-5 Unless Otherwise Specified) 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

Does not read a book to child every day 32,000  55.5 % 37.7 % 36.1 % 

Does not play music or sing songs with child every day 17,000  28.7 % 28.6 % 30.2 % 

Takes child out of the house less than three times per week 19,000  32.7 % 25.5 % 21.3 % 

Never breastfed or fed breast milk (ages 0-3) 9,000  23.5 % 9.6 % 9.9 % 

Not able to find childcare for a week or longer, ages 0-11 
(2019-20) 

11,000  9.1 % 10.7 % 10.2 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey. 

 
COVID-19 Public Health Emergency / Impact on the Service Area and Target Population 
Like the rest of the United States, California’s LA County, including Kedren’s service area, 
continues to be significantly impacted by the COVID-19 pandemic, with vigilance being 
maintained with Omicron strain cases spiking dramatically during the first quarter of 2022.  
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Figure 1: Los Angeles County COVID-19 Cases by Week

 
Source: U.S. Centers for Disease Control and Prevention COVID Data Tracker, Accessed July 5, 2022. 
 
COVID status has been an ever-changing factor from its first reported entry into the service area in 
March 2020 through the present day. However, lower vaccination rates are a concern for ongoing 
impacts of COVID-19. Scientific debate around immunity threshold rates continues (currently at 
70-90%). As of June 30, 2022, the CDC COVID Data Tracker notes that Los Angeles County 
stands at 73% of total population fully vaccinated. Even adding in any natural immunity from 
infections (research continues to determine how long natural immunity lasts, and many who have 
tested positive have also been vaccinated, so the numbers can be duplicated), the service area is far 
from herd immunity that would offer the community long-term protection against the virus. 
Therefore, ongoing efforts to combat and control spread, as well as public education to increase 
vaccination rates, will be necessary for at least the near-term future. 
 
COVID-19 Impacts: At the onset of the pandemic, Kedren quickly adjusted operations to address 
the impact that the COVID pandemic had on patient care. This includes transitioning to using 
telehealth and telephonic services to replace onsite visits for medical and behavioral health, when 
applicable. Kedren purchased the necessary equipment and supplies to improve telephonic 
capacities and virtual encounter capacity, installed barriers inside the health centers to limit 
employee and patient exposure when interacting in person, installed multiple hand sanitizer 
stations, implemented regular and frequent disinfecting of common areas, added additional COVID 
screening tools prior to any in-person encounter, purchased additional Personal Protective 
Equipment (PPE) for employee protection, updated patient and clinical workflows as necessary, 
added COVID testing capabilities, and became a COVID-19 vaccination hub. 
Kedren’s service area was impacted by the pandemic and the following table demonstrates the 
residents COVID-19 experiences. The about two-thirds (66.1%) of the residents did not say they 
would get a COVID-19 vaccine when asked, which is lower when compared to the county (76.1%) 
and state (76.6%) numbers. Close to one in 15 (14.1%) experienced an increase in household 
interpersonal conflict during the pandemic, which is higher when compared to the county (13.2%) 
and state (12.9%) numbers.  
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COVID-19 Impacts, Ages 18+ (2020) 
Service Area 
Low-Inc. No. 

Service Area 
Low-Inc. Pct. 

LA 
County Calif. 

Ever had or thought had COVID-19 45,000  11.8 % 10.7 % 10.9 % 

Ever tested for COVID-19 56,000  14.6 % 16.6 % 13.5 % 

Did not say they would get COVID-19 vaccine when asked 255,127  66.1 % 76.1 % 76.6 % 

Childcare difficulties due to COVID-19 pandemic 6,000  1.5 % 1.7 % 1.8 % 

Mental health challenges due to the COVID-19 pandemic 5,000  1.2 % 0.7 % 0.5 % 

Increase in household of interpersonal conflict during 
COVID-19 pandemic 

55,000  14.1 % 13.2 % 12.9 % 

Increase in household of snapping or yelling 38,000  9.9 % 11.6 % 12.8 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey. 

 
In addition to the medical and behavioral impacts of COVID-19, the Kedren service area residents 
also faced economic impacts. Although most of the country was able to work from home during the 
pandemic, the types of employment seen in Kedren’s service area are not conducive to remote 
activities as 86.5% of Kedren’s residents were unable to work from home, whereas 70.0% of 
county and 70.4% of state residents could. Additionally, more than twice as many (24.1%) of 
service area residents encountered difficulty paying for basic necessities, which is higher when 
compared to LA County (10.6%), and California (9.2%). Furthermore, 25.8% of service area 
residents continued to work as essential employees, which is higher when compared to LA County 
(21.7%), and California (23.8%). 
 

Economic Impacts of COVID-19, Ages 18+ (2020) 
Service 

Area Low-
Inc. No. 

Service 
Area Low-

Inc. Pct. 
LA 

County Calif. 

Difficulty paying for basic necessities due to COVID-19 pandemic 93,000  24.1 % 10.6 % 9.2 % 

Difficulty paying rent/mortgage due to COVID-19 pandemic 79,000  20.5 % 10.3 % 8.4 % 

Continued work as an essential worker due to COVID-19 pandemic 
in workforce 

51,000  25.8 % 21.7 % 23.8 % 

Lost job due to COVID-19 pandemic in workforce 42,000  21.2 % 15.5 % 13.2 % 

Reduced hours or income due to COVID-19 pandemic in workforce 54,000  27.4 % 25.5 % 23.8 % 

Could not work from home due to COVID-19 pandemic in 
workforce 

172,000  86.5 % 70.0 % 70.4 % 

Source: Gary Bess Associates, calculated from the 2020 California Health Interview Survey. 

 
Kedren continues to allocate medical personnel to provide COVID-19 vaccinations, and now 
boosters, at Kedren clinics. This includes staff time preparing for, promoting, distributing 
vaccinations to clinic sites, as well as administering COVID-19 vaccinations and boosters. We have 
also distributed COVID-19 vaccinations to all clinic sites. Kedren staff continue to also administer 
COVID-19 tests. With the recent surge in COVID-19 cases due to the Omicron variant, we were 
well prepared for the uptick in not only COVID-19 testing, but vaccinations.  
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Implementation Strategy 
 
 
Service Delivery Sites 

1)  Describe how you will ensure access to all required and additional services (consistent 
with Form 5A: Services Provided) and other activities, as applicable, (consistent with 
Form 5C: Other Activities/Locations) to meet the identified needs, including: 

 
a)  The method of provision of services (as indicated on Form 5A: Services Provided). 

 
Kedren’s compassionate, culturally responsive service delivery model is designed to address the 
health problems and disparities of our target populations across their lifecycle. Kedren’s programs 
and services are thus designed to address the most common causes of morbidity and mortality in 
our community and among our target population in a way that conveys to patients that staff are 
non-judgmental and are understanding of their healthcare needs. Providers are trained in both 
cultural competency and motivational interviewing in order to ensure cultural responsiveness. 
Furthermore, our providers are well-versed in the latest chronic disease care guidelines and one 
provider is also an obesity specialist, which is critical in that there are high rates of diabetes in our 
service area. As described in the Need Section, major health care needs among the service region 
population are the prevention, diagnosis, and management of chronic diseases, such as diseases of 
the heart, cancer, cerebrovascular disease (stroke), diabetes and hypertension. These and other 
health issues in the service area are addressed by Kedren through the provision of family-oriented, 
evidence-based primary health care services. 

 
As indicated in Form 5A: Services Provided, Kedren provides all of the Required Services either 
directly or through referral, which together comprise a comprehensive primary health care system. 
Diagnostic Laboratory services are provided via contract with Quest Clinical Laboratory and  
Labcorp, Kedren  staff collect specimens and send them to the laboratory for analysis. 
Pharmacy services are provided via contract with Prime Pharmacy Services, Inc., a licensed 
pharmacy  on  Kedren’s  campus.  Diagnostic  Radiology  is  provided  through  a  contract  with 
Broadway Radiology. Prenatal, and Obstetrical/Intrapartum Care are provided by California 
Hospital Medical Center (CHMC) hospitalists, as well as through a formal Memorandum of 
Understanding  (MOU)  with  AllSafe  Obstetrics  and  Gynecology.  Finally,  Kedren  provides 
Preventive Dental Services via an arrangement with Los Angeles County Health Department, Dr. 
David Frederick, DDS, and Western Dental, all who provide sliding fee schedules. 

 
Kedren refers patients to providers that treat and bill Medi-Cal (Medicaid) and offer a sliding fee 
discount schedule to those with incomes under the 200% FPG. Kedren has several written 
agreements with allied services providers that will accept referrals for specialty care services, such 
as those listed above, while Kedren’s mental health program accepts referrals for behavioral health 
issues. Additional non-clinical services, such as benefits establishment, are provided by Kedren 
and several of its community-based partners. Furthermore, a significant percentage of the uninsured 
patient referrals made by Kedren providers are to County facilities. These Los Angeles County 
facilities do not enter into written affiliation and/or referral agreements with FQHCs. There are, 
however, written transfer agreements with key hospitals.
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Kedren is organized as multi-specialty, as opposed to a family practice model for physician 
services, which affords the opportunity for Kedren to expand the range of services offered. This 
allows Kedren to provide a broader array of services and limits the number of referrals that are 
required. This method maximizes patient retention, and ensures that Kedren continues to address 
a broad array of patient care needs. Kedren’s spectrum of services is comprehensive and includes 
primary and behavioral health care services that are most needed by the target population. Kedren 
offers a model of care that has primary medical services augmented with selected specialty care, 
and enabling services. Inpatient and outpatient behavioral health services are provided via Kedren’s 
Acute Psychiatric Hospital and Mental Health Center, which is on the same campus as Kedren 
Community Health Center, Inc., affording patients the convenience of an exceptionally 
comprehensive service delivery site. 

 
Kedren’s Board of Directors also reviews the service delivery plan annually, taking into account 
the annual update of the health center’s Needs Assessment, to determine which, if any, additional 
health services to offer in order to meet the health needs of the service area population. 

 

 
b)  How services provided through contractual agreements (Form 5A: Services 

Provided, Column II) will be documented in the patient’s health center record and 
how the health center will pay for the services. 

 
Kedren staff document patient visits by contracted providers by recording the visit in the patient’s 
electronic health record, which becomes part of our annual UDS year-end report, as appropriate. 
Kedren is accountable for paying and/or billing for the direct care provided via a contractual 
agreement in place with third parties (Column II). All Kedren contracts/agreements shown in on 
Form 5A: Services Provided, Column II include language ensuring that patient fees are based on 
Kedren’s sliding fee discount schedule. Moreover, the contracts state that all consult reports are 
required from all referral specialists and discharge information from referral hospitals. This 
information is required in order for Kedren to bill for the services. The contracts also outline that 
fees are paid to the contractor only when appropriate documentation and signatories are provided 
by the provider. 

 
Moreover, a significant percentage of the uninsured patient referrals made by Kedren providers 
are to Los Angeles County (Health Department) facilities. These Los Angeles County facilities do 
not enter into written affiliation and/or referral agreements with FQHCs. There are, however, 
written transfer agreements with key hospitals (see Collaboration Section). 

 
c)  How services provided through referral arrangements (Form 5A: Services Provided, 

Column III) will be managed, and the process for tracking and referring patients 
back to the health center for appropriate follow-up care. 

 
Services provided by a formal written referral arrangement (Column III) are rendered by the 
referring entity (the referral provider); however, Kedren maintains responsibility for the 
establishment of the referral arrangement(s) for Kedren patients and follow-up care subsequent to 
the referral. Kedren ensures that there is a seamless communication process between the health 
center and the referral agency to ensure comprehensive, wrap-around services to Kedren patients.  
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All Kedren Memoranda of Understandings (MOUs) include language that states all the referring 
entity is responsible for ensuring that the use a sliding fee discount schedule for all patients with 
incomes at or below 200% of the FPG. As illustrated above, the MOUs include language that states 
consult reports are required for all patients who were referred for specialty services, so Kedren 
staff can properly track the information in eCW and follow-up, as appropriate. 

 
Furthermore, Kedren  maintains  four (4) agreements  with  Independent  Practice Associations 
(IPAs), with which approximately 2,000 enrollees are assigned to Kedren. Each of these IPAs 
maintains a network of specialists and referral hospitals that can be accessed by this enrolled 
population most of who are Medicaid Managed Care enrollees. Kedren providers are familiar with 
these referral sources and regularly receive information on referred patients. This organized system 
of care works very well for a significant number of Kedren patients. The organized system of care 
includes excellent specialty referral resources and systems for tracking patients who are referred 
for specialty care. Consult forms are routinely received for referrals within these systems. 

 

 
d)  How you make arrangements and provide resources that address health care access 

and utilization barriers (e.g., transportation, transience, unemployment, income level, 
educational attainment) and other factors that impact health status (e.g., social factors, 
the physical environment, cultural/ethnic factors, housing status). Additionally, 
describe such services for any targeted special populations. 

 
Kedren’s service delivery model continues to be based on meeting the specific healthcare needs of 
South Los Angeles, which includes residents of disadvantaged communities with many barriers to 
accessing services. Kedren’s staff are responsible for locating, coordinating, and monitoring all 
medical and rehabilitation services on behalf of patients being treated, as well as monitoring 
patients’ health status, health care needs, and utilization of health care services. Medical case 
management services include a comprehensive functional, social, health and resource assessment; 
interdisciplinary plans of care; ongoing case conferencing; monitoring of the patient’s health, 
knowledge and progress toward goals; review of community and medical services, and discharge 
planning and transition from case management. 

 
Kedren routinely participates in collaborative outreach activities through a range of programs and 
services established by Kedren. The health center benefits from a comprehensive list of 
community-based collaborative and organizational activities, which further its reach into the 
community. Examples include the provision of health care services for low-income residents in 
supportive housing and a team approach to substance use services through co-location at the Amity 
Foundation, a residential and outpatient substance use provider. An extensive summary of 
collaborative relationships is in the Collaboration Section of this application. Furthermore, Kedren 
staff also maintain, and regularly update, a list of community agencies that can assist patients with 
housing, linguistic skills, and other enabling services with which Kedren patients can be referred.
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Kedren also conducts educational presentations to the community to increase awareness of various 
health issues and risky behaviors that are prevalent in the community, such as heart disease, 
obesity, diabetes, cancer, pneumonia among the elderly, and binge drinking that may lead to 
chronic liver disease and cirrhosis. Additionally, the health center employs outreach coordinators 
who provide education and awareness workshops at the clinic for area residents. We anticipate 
expanding these services to include chronic disease clinics (focused on for example, diabetes) to 
help the patient identify ways to be more involved in their care. Furthermore, while Kedren sites 
are located near a bus stop, tokens for subsidized (free) transportation are offered to those in need. 

 

 
e)  If HCH funding is requested: Document how substance abuse services will be made 

available (consistent with Form 5A: Services Provided). 
 
Not applicable. 

 
 
Primary Care Services 

2)  Describe the proposed service delivery sites (consistent with Form 5B: Service Sites) and 
how the sites assure availability, prompt accessibility, and continuity of services 
(consistent with Forms 5A: Services Provided and 5C: Other Activities/Locations) within 
the proposed service area relative to where the target population lives and works (e.g., 
areas immediately accessible to public housing for health centers targeting public 
housing residents). Specifically address: 

 
Kedren’s main campus has a community garden, as well as ample visitor parking and three 
buildings (two of which are for the clinic). The largest building on campus consists of 
adult/children outpatient and inpatient mental health services, including a wellness department. 
These are services that Kedren provides ensuring continuity of care across services, and fully 
integrating primary care with behavioral health. The main primary care sites are two contiguous 
modular buildings on the eastern edge of Kedren’s campus. The modular buildings are 
approximately 12-feet apart and have the same street address. These facilities described below as 
Suite A and Suite B essentially function as a single primary care site as all systems are identical 
and integrated. As illustrated previously, Kedren is located along major transit and bus routes, with 
bus stops located near all sites. Free transportation tokens are provided to patients in need in order 
to access services. We are also not far from other social service organizations, including Homeless 
Outreach Program Integration Care System and Hope Food Center. Furthermore, Kedren is located 
close to many providers with which we refer to, including as radiology, podiatry, and cardiology, 
so that patients have fewer barriers to accessing a continuity of care. 

 
Kedren’s care management model is accountable for meeting the majority of each patient’s 
physical and mental health care needs, including prevention and wellness, acute care and chronic 
care. The primary care medical home model that Kedren utilizes provides primary health care that 
is relationship-based with an orientation toward the whole person. Partnering with patients and 
their families requires understanding and respecting each patient’s unique needs, culture values, 
and preferences. Kedren coordinates care across all elements of the broader health care system 
including specialty care, hospitals, home health care, and community services and supports. The
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health center delivers accessible services with shorter waiting times for urgent needs, enhanced in- 
person hours, around-the-clock telephone or electronic access to a member of the care team, and 
alternative methods of communication such as email and telephone access. Kedren staff 
demonstrate  a  commitment  to  quality and  quality improvement  by ongoing  engagement  in 
activities such as using evidenced-based medicine and clinical decision-support tools to guide 
shared decision making with patients and families, engaging in performance measurement and 
improvement, measuring and responding to patient experiences and patient satisfaction, and 
practicing population health management. 

 
a)  Access barriers (i.e., barriers resulting from the area’s physical characteristics, 

residential patterns, or economic and social groupings). 
 
Transportation barriers include residents having adequate access to vehicles. According to the 
2012-2016 American Community Survey 5-Year Estimates, 20% of service area residents do not 
own a vehicle. Moreover, more than one-quarter (30.8%) of total households have a vehicle 
shortage. While Kedren is located near major transit ways, there is heavy traffic congestion, and 
some patients are required to take two to three buses in order to access services at Kedren. Knowing 
this, Kedren provides free transportation tokens to those in need to ensure that all patients have 
access to services. 

 
In addition, as stated in the Needs Section of this application, a disproportionately high number of 
service area residents (38.4%) are not in the labor force. Moreover, nearly one in 10 (11.7%) 
service area residents are unemployed, which is greater than LA County (8.9%) and the State 
(8.7%). Nearly one-half (45.6%) of patients have income that falls below 138% of the FPG. These 
factors make a resident less likely to have a regular source of income and health insurance. Kedren 
addresses these barriers by providing services to all patients, regardless of their ability to pay. 
Further, we help enroll patients into Covered California or My Health LA. While this holds true, 
Kedren has the best possible sites to serve the intended target patient population. 

 
b)  Distance and duration for patients to travel to or between service sites to access the 

full range of services proposed (consistent with Form 5A: Services Provided). 
 
Kedren’s sites, Suite A, and B, are located next door to each other, and on the same campus as 
Kedren’s Acute Psychiatric Hospital and Community Mental Health Center. The distance between 
Suite A and B, and the Amity site are 1.4 miles away (five-minute car ride, or 16 minutes by bus). 

 
Should a service or patient wait time be less at one of Kedren’s facilities, transportation vouchers 
are available for patients to access the other site for more timely services. Kedren strives to always 
have referrals for other services available within a reasonable distance of the health clinic so 
patients do not have to travel far to access specialty care services. 

 

 
c)  How the total number and type (e.g., fixed site, mobile van, school-based clinic), 

hours of operation, and location (e.g., proximity to public housing) of service delivery 
sites facilitate scheduling appointments and accessing services.
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To meet the identified needs of our service area population, Kedren has three service delivery sites. 
 

 Kedren Community Care Clinic (Suite A) – 4211 Avalon Blvd, Suite A, Los Angeles, 
CA 90011. This is Kedren’s main site, located on the same campus as Kedren’s Acute 
Psychiatric Hospital and Community Mental Health Center. 

 
    Community Care Clinic (Suite B) – 4211 Avalon Blvd. Suite B, Los Angeles, CA 90011. 

This site is located adjacent to Kedren’s main site, and is on the same campus as Kedren’s 
Acute Psychiatric Hospital and Community Mental Health Center. 

 
 Kedren Community Health / Amity – 3745 S. Grand Avenue, Suite KA 102, Los 

Angeles, CA 90007. This site is through a partnership with Amity Foundation, a substance 
use disorder treatment program in Los Angeles. Kedren providers offer an array of general 
primary care services onsite via one (1) exam room and one (1) triage room. While many 
patients who access services at this location are receiving substance use disorder services 
at Amity, the site is open to the public. 

 
All three sites are located in South Los Angeles, and are open to the public January through 
December. Each site is handicap accessible, and furthermore, in 2017, Kedren received a grant 
from LA Care Health Plan to purchase three (3) ADA-compliant, adjustable exam tables with 
integrated accessible scales for patients who are wheel-chair bound, as well as four (4) listening 
devices with ear covers for patients who are hard of hearing. This affords Kedren the ability to 
properly accommodate patients with physical limitations, and/or hearing or literacy limitations. 

 
To best assure that services are available and accessible at times that meet the needs of the 
population, Kedren is open Monday through Friday, including evening hours. Our site hours are: 

 

 
 4211 Avalon Blvd, 

Suite A 
4211 Avalon Blvd, 

Suite B 
3745 S. Grand Avenue, 

Suite KA 102 

Monday 8:00 am to 5:00 pm 8:00 am to 5:00 pm Closed 
Tuesday 8:00 am to 8:00 pm 8:00 am to 5:00 pm 8:00 am to 5:00 pm 
Wednesday 8:00 am to 5:00 pm 8:00 am to 5:00 pm Closed 
Thursday 8:00 am to 5:00 pm 8:00 am to 12:00 pm Closed 
Friday 8:00 am to 5:00 pm Closed Closed 
Saturday Closed Closed Closed 
Sunday Closed Closed Closed 

 

 

Emergency Response 
3)  Describe how you will promptly respond to patient medical emergencies during and after 

regularly scheduled hours, including: 
 
During the health center’s regularly scheduled hours, Kedren staff are properly trained to handle 
emergencies. Front office staff ensure that each provider has availability during the day to take 
same-day appointments and walk-in patients, should an urgency arise and a patient needs to be
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seen during the same business day. Kedren also has a policy and procedure protocol approved by 
the board on an annual basis which outlines the steps for handling medical emergencies onsite 
during regular hours, which includes triaging the patient, a provider observing the patient and if 
necessary, calling an ambulance and alerting the hospital that the patient is en-route. Staff are also 
trained on these operating procedures and life support skills. 

 
When Kedren is closed, professional medical after-hours coverage is offered through on-call 
provider rotation. When a patient call comes in after hours, the call is answered by the 24-hour 
answering service and the on-call provider is contacted. The provider handles the call according 
to standard medical protocols and procedures and decides on the best response, and if necessary, 
refers to immediate emergency medical attention. This type of flexibility ensures that Kedren 
patients will have adequate treatment with a reduction in barriers and issues that result from a lack 
of available care when needed. Having an on-call provider for afterhours health concerns is an 
additional support for persons who may have had difficulty accessing the health center during its 
ample normal hours of operation. Most of the support for patients is handled sufficiently during 
these regular hours, but this additional service ensures that adequate support is provided to meet 
the needs of the target population regardless of the time of day. 

 

 
a)  How you ensure that at least one staff member certified in basic life support skills is 

present at each service delivery site (consistent with Form 5B: Service Sites) during 
regularly scheduled hours of operation. 

 
Kedren has on staff at all times a minimum of one staff member certified in basic life support skills 
at each service delivery site. Furthermore, every staff member is mandated to take CPR training 
every two years. 

 

 
b)  How you ensure after-hours coverage that: 
• Is provided via telephone or face-to-face by an individual with the qualifications and 
training necessary to exercise professional judgment in assessing the need for emergency 
care. 
• Includes the ability to refer patients either to a licensed independent practitioner for 
further consultation or to locations, such as emergency rooms or urgent care facilities, 
for further assessment or immediate care, as needed. 

 
Kedren maintains 24-hour coverage and access for its patients. Access is organized around in- 
clinic availability and after-hours coverage (evenings, weekend, and holidays), through direct 
access to providers via the on-call provider panel. When patients call the clinic offices after hours, 
the answering service picks up the call and immediately notifies the provider on call. The provider 
on-call responds to the caller within 30 minutes and documents each call in the patient’s medical 
record, including the chief complaint, instructions provided, whether or not  a health center 
appointment  was  made,  prescriptions  ordered,  and  a  follow-up  plan.  In the case of  a life- 
threatening or other acute condition, patients are instructed to dial 911 or go to a nearby emergency 
room.
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For those with Medi-Cal, Medicare, or private insurance, Kedren’s primary care physicians 
currently maintain “refer and follow” privileges at California Hospital Medical Center (CHMC), 
which is 2.8 miles (11 minutes) away from Kedren’s main site, and 2.2 miles (8 minutes) away 
from the Amity site. Patients are also referred to Los Angeles County’s system of three public 
acute care hospitals: Los Angeles County + USC Healthcare Network, which is 6.5 (15 minutes) 
and 7.7 (14 minutes) miles away from Kedren’s three sites; Harbor-UCLA Medical Center, 13.4 
and 13.2 away from Kedren’s clinics, and Olive View-UCLA Medical Center, 34.3 and 32.8 miles 
from the health center’s clinics. 

 

 
c)  How patients are informed of after-hours coverage, including those with limited 

English proficiency (i.e., language(s), literacy levels, and formats of 
materials/messages). 

 
As patients are first established at Kedren, they are informed of the health center’s after-hours 
procedures as described above, and provided with both the agency’s and local hospital’s telephone 
number on an information card, along with other helpful patient services information. In addition, 
a sign is posted at each health center’s entrance for any patients that may arrive after hours, 
indicating the clinic phone number, directions to the nearest hospital, and instructions for dialing 
911 in case of an emergency. We also have Welcome Patient Packets that are shared with new 
patients which provides the after-hours coverage information to patients. All posted signs, and 
informational handouts are provided in English and Spanish. 

 
Furthermore, to better serve our Hispanic/Latino community, Spanish/English speaking staff 
members are actively recruited for each area of health center operations, and local residents are 
hired whenever possible. More than 75% of the clinic staff live within our service area. In addition, 
Kedren strives to assist its patients with practical arrangements for additional and supporting 
services in a linguistically appropriate manner, including transportation, translation, referrals for 
primary and specialty care, medication management, and assistance with understanding and 
adhering to provider-recommended care plans. 

 

 
Continuity of Care 
4) Describe how you address the following related to continuity of care: 

 
a)  Hospital admitting privileges, such as provider(s) with admitting privileges at one or 

more hospitals and/or formal arrangements with one or more hospitals or entities 
(e.g., hospitalists, obstetrics hospitalist practices). 

 
Kedren has adopted a primary care medical home model that fits the needs of its target population 
and establishes systems in place to ensure continuity of care. Kedren continues to maintain a 
transfer agreement with California Hospital Medical Center (CHMC), a full-service hospital that 
address all in-patient and ER needs. Kedren’s family physicians, Dr. Gill, and Dr. Jones, have 
privileges at CHMC and hospitalists also treat our admitted patients. We receive discharge 
summaries from CHMC via a secure online portal, which are scanned into patients’ electronic 
health record by Kedren’s front office staff and sent to the primary care provider to review and
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sign. We also receive a secure e-mail daily that lists the patients who were discharged from the 
hospital and the ED. Front office staff will call these patients within one (1) day post discharge to 
schedule follow-up appointments as per our clinical protocols within seven (7) business days. The 
provider ensures continuity of care and appropriate follow-up by working collaboratively with the 
hospitalist and discussing further management of the patient’s condition, as needed. 

 
For expecting mothers, Kedren staff work closely with OB hospitalists who handle the labor and 
delivery at California Hospital Medical Center (CHMC). Through this collaborative partnership, 
Kedren staff ensure patient discharge summaries are documented in the patient’s medical record. 
Similarly, front office staff follow-up with the patient post-discharge, and schedule a follow-up 
appointment with their provider within seven (7) business days. 

 
As referenced above, inpatient care for medically indigent patients is also provided by Los Angeles 
County’s system of three public acute care hospitals (Los Angeles County+USC Healthcare 
Network, Harbor-UCLA Medical Center and Olive View-UCLA Medical Center). Some hospitals 
have transitioned to a hospitalist model, and referring Kedren providers work closely with the 
assigned hospitalist. Between the County hospitals, all inpatient and ER needs of uninsured 
patients can be met that cannot be addressed by CHMC. 

 
Continuity of care is of utmost importance to Kedren. Planning for appropriate continuity of care 
allows Kedren and its network of specialty care providers to minimize resource and service 
duplication, while facilitating a seamless care among multiple providers and facilities. Through 
Kedren’s primary care providers’ admitting privileges at local hospitals and network of specialists, 
the health center provides a continuum of care that enables patients to obtain inpatient and 
outpatient care, while being never disconnected from their medical home. 

 

 
b)  Health center receipt and recording of medical information from non-health center 

providers/entities for patients who are hospitalized or visit a hospital’s emergency 
department (e.g., hospital or emergency department discharge follow-up instructions; 
laboratory, radiology, or other results). 

 
Kedren staff closely follows the care of its hospitalized patients and maintains open 
communication with specialists and hospital staff. As demonstrated above, Kedren has designated 
referral staff that work directly with patients, clinicians, and specialists to ensure a seamless system 
of care when patients require services outside the range of our health center. Through the various 
consultation portals for specialty care, Kedren’s staff can access consultation notes upon their 
completion. For example, laboratory results are electronically sent to Kedren providers and entered 
into eCW. Kedren’s contracts and MOUs have language that states the referral provider agrees to 
cooperate with Kedren’s patient tracking system; ensuring patient consult reports are provided 
back to the health center in a timely manner to ensure high quality of care. 

 
c)  Health center staff follow-up, when appropriate, for patients who are hospitalized or 

visit a hospital’s emergency department.
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Regarding discharge planning and patient tracking, inpatients are followed by a Kedren provider, 
who reports in the patient’s medical record the anticipated discharge date, and anticipated aftercare 
needs. Kedren staff coordinate with the hospital discharge planner to arrange for the transition from 
discharge to resumption of timely and necessary ambulatory care. Patient discharge information 
is shared with Kedren and entered into the patient’s medical record. As the patient service 
information is received and recorded, any necessary follow-up actions are identified and initiated. 

 
With the new Chief Medical Officer (CMO) of Primary Care on board, Kedren is in the process 
of creating a weekly “Discharge Clinic” for any patients who have been recently discharged from 
the hospital in order to conduct medication reconciliation and confirm appropriate consultation 
appointments. Furthermore, this will include the opportunity for the provider to order necessary 
labs and provide diagnostic imaging, if needed. 

 

 
Sliding Fee Discount Schedule Components 
5) Describe the sliding fee discount program (consistent with Attachment 10: Sliding Fee 
Discount Schedule). Specifically address how: 

 
a)  Define income and family size. 

 
A review of individual or family income is conducted once each year, and updated at each visit to 
determine eligibility for the sliding fee discount schedule. Types of income that are counted for 
eligibility in the sliding fee discount schedule are based upon adjusted gross income on a federal 
tax return, excluded foreign income, nontaxable social security benefits, and tax-exempt interest 
received or accrued during the tax year. Family size is indicated by the number of family members 
comprised of a primary head of household or individual, spouses, and dependents of the head of 
household or spouse. 

 

 
b)  Assess the eligibility of all patients for sliding fee discounts based only on income and 

family size. 
 
Kedren’s Board of Directors has established policies and procedures, which are reviewed annually, 
to ensure that the sliding fee discount schedule is appropriately implemented. Billing clerks and 
front office staff are trained in fee schedule implementation and assess a patient’s ability to pay 
during the patient’s initial financial screening, and then reconfirm upon each subsequent visit. The 
ability to pay is determined by the patient’s annual income and household size, which is applied 
to the schedule showing the income thresholds for the levels sliding fee discount levels. The result 
is an organized system of eligibility determination for the sliding fee discount schedule with which 
all applicable staff are trained. Kedren is committed to ensuring that no patient is denied service 
based on an inability to pay. 

 

 
c)  Apply sliding fee discounts to all required and additional services (Form 5A: Services 

Provided).
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To honor the mission of Kedren to provide comprehensive healthcare to all consumers in the 
service area, the Board has established policies that create options for low-income persons to obtain 
medical care. A schedule of fees has been established for all services  (required and additional) 
listed on Form 5A: Services Provided. The Sliding Fee Discount Schedule (Attachment 
10), provides discounts for persons with demonstrated incomes below 200% of current FPG, and 
available for a nominal fee ($10) to patients with incomes below 100% of FPG. Persons with 
incomes above 200% of the current FPG are expected to pay full fees as determined by the 
Kedren’s charge schedule, which is based on the cost of providing care. Prevailing rates and 
charges for care by other primary care providers in the service area are also used in the 
development and updates of the sliding fee discount schedule. 

 
For those services that are not directly provided, Kedren will refer patients to providers who treat 
and bill Medi-Cal and/or offer a sliding fee scale to those with incomes under the 200% FPG. 
Kedren has several written agreements with allied services providers that will accept referrals for 
specialty healthcare services, while Kedren’s mental health program accepts referrals for 
behavioral health issues. Additional non-clinical services, which are provided by Kedren and 
several of its community-based partners, have equally adopted a sliding fee schedule (see 
Collaboration Section). 

 
d)  Determine the number and income ranges of sliding fee discount pay classes. 

 
As is congruent with the sliding fee schedule, Kedren offers adjustments of fees for individuals 
and families with incomes above 100 percent of FPG, and at or below 200 percent of the FPG. 
There are currently four pay classes: Class A is 100% or below, Class B is 101% to 133%, Class 
C is 134% to 166%, and Class D is 167% to 200%. No discounts are available for patients with 
incomes above 200% of the FPG. With a graduated fee schedule, every effort is made to ensure 
access to affordable health care for all residents of the service area. 

 

 
e)  Establish a nominal charge, if applicable, for patients at or below 100 percent of the 

Federal Poverty Guidelines (FPG), available at  https://aspe.hhs.gov/poverty- 
guidelines. 

 
Note: The nominal fee must be a flat charge considered nominal from the perspective 
of the patient. It cannot reflect the actual cost of the service provided. 

 

 
Nominal charges are determined by Kedren’s Board of Directors, taking into consideration 
nominal costs for patients seen by other health centers in the service area. Receptionists collect a 
nominal fee of $10 from those who qualify unless it poses a barrier to the patient receiving the 
necessary care, in which case they will not be charged for services. While Kedren’s nominal fee is 
$10, no patient will be denied services based on their ability to pay. 

 

 
f) Inform patients of the availability of sliding fee discounts (e.g., language and 

literacy-level appropriate materials, intake process, health center’s website).
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The availability of discounted services is posted in Kedren’s patient areas, including the waiting 
room and intake window. Additionally, informational materials are handed to patients in brochures 
and other written documents. These postings are written in a variety of languages, including 
Spanish and English, with basic and easy to read format. Receptionists are responsible for ensuring 
that all patients are aware of the discounts available and ensuring that signage remains visible, and 
that organizational brochures that include information about services and the fee structure are 
always available. 

 

 
g)  Evaluate the sliding fee discount program to ensure its effectiveness in reducing 

financial barriers to care. 
 
The Board of Directors evaluates and updates policies and procedures supporting the 
implementation of the sliding fee discount schedule on an annual basis. Kedren’s Board of 
Directors is committed to ensuring that no consumer is unable to access care due to financial 
restraints and continually adjust the sliding fee schedule accordingly. The Board also continues to 
evaluate penetration rates for low-income populations and gaps in services that become evident 
while doing so via monthly briefings from the CFO and utilization of Electronic Health Record 
system dashboard updates. Kedren also considers feedback from patients on the effectiveness of 
the sliding fee schedule to reduce financial barriers to care. Payment questions are included on the 
distributed patient satisfaction survey. In its latest report (April 2022), 84.3% of patients who 
responded reported that what they pay is “good” to “great.” 

 
6)  In Attachment 10: Sliding Fee Discount Schedule, document how the Sliding Fee 

Discount Schedule(s) (SFDS) is structured to provide: 
 

a)  A full discount for individuals and families with annual incomes at or below 100 
percent of the current FPG, unless there is a nominal charge. If there is a nominal 
charge, it is a flat fee and less than the fee paid by a patient in the first sliding fee 
discount pay class above 100 percent of the FPG. 

 
As demonstrated above, and illustrated in Attachment 10: Sliding Fee Discount Schedule, the 
sliding fee scale for primary medical care incorporates a nominal fee of $10 for patients who earn 
at or below 100% of the FPG. While Kedren’s nominal fee is $10, no patient will be denied services 
based on their ability to pay. 

 

 
b)  Partial discounts for individuals and families with incomes above 100 percent of the 

FPG, and at or below 200 percent of the FPG, that adjusts in accordance with 
income using a minimum of three discount pay classes. 

 
For primary medical care, patients pay 25% of the cost for services if they earn between 
101% and 133% of the FPG,50% of the cost for services if they earn between 134% and 
166% of the FPG, and 75% of the cost for services if they earn between 167% and 200% of 
the FPG. No discount is given to patients above 200% of the FPG. See Attachment 10: Sliding 
Fee Discount Schedule.
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c)  No discounts to individuals and families with annual incomes above 200 percent of 
the FPG. 

 
As illustrated in Attachment 10: Sliding Fee Discount Schedule, no discount is given to patients 
above 200% of the FPG. 

 
d)  Discounts based on the most current FPG. 

 

 
Kedren’s Board of Directors evaluates and updates the policies and procedures supporting the 
sliding fee discount schedule annually following the Federal Register’s release of the updated 
FPGs. 

 

 
Unduplicated Patient Commitment 

7)  Describe the unduplicated patient commitment (number of patients projected to be served 
in 2020 as documented on Form 1A: General Information Worksheet), including how it 
was determined and how it is achievable given any recent or anticipated changes in the 
local health care landscape, organizational structure, and/or workforce capacity. 

 
As shown on Form 1A: General Information Worksheet, Kedren projects to serve 4,750 
unduplicated patients in the year ending on December 31, 2022. This is equal to the patient target 
number listed in the Service Area Announcement Table (SAAT).5 Kedren’s visit-to-patient ratio 
is 3.06 (14,535 visits per 4,750 unique patients). Kedren continues to increase staffing in order to 
meet the needs of our target population, and we are on track to achieving our patient target. In 
addition, with the continued uncertainty of – and proposed changes to – the Affordable Care Act, 
Kedren anticipates the demand for low-cost/no-cost services to increase, and more patients to need 
quality health care services in our service area. 

 

 
Only new and competing supplement applicants should address items 8 and 9 below. 

8)  Upload a detailed operational plan to Attachment 12: Operational Plan (see Appendix 
C). The plan must include reasonable and time-framed activities which assure that, 
within 120 days of receipt of the NoA, all proposed sites noted on Form 5B: Service Sites 
will have the necessary staff and providers in place to begin operating and delivering 
services as described on Forms 5A: Services Provided and 5C: Other 
Activities/Locations. 

 
Not applicable. 

 
 
 
 
 
 
 
 

5 “FY 2022 SAC Service Area Announcement Table.” Retrieved from 
https://bphc.hrsa.gov/sac/default.aspx.
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9)  Describe plans to: 

 
 
 

a)  Hire, contract, and/or establish formal written referral arrangements with all 
providers (consistent with Forms 2: Staffing Profile, 5A: Services Provided and 8: 
Health Center Agreements, and Attachment 7: Summary of Contracts and 
Agreements) and begin providing services at all sites for the stated number of hours 
(consistent with Form 5B: Service Sites) within 1 year of receipt the NoA. 

 
Not applicable. 

 
b)  Minimize potential disruption for patients served by the current award recipient (as 

noted in the SAAT) that may result from transition of the award to a new recipient. 
 
Not applicable. 

 
COLLABORATION 

 

 
Coordination and Collaboration 

1)  Describe efforts to coordinate and integrate activities with other providers (consistent 
with Attachment 1: Service Area Map and Table) and programs in the service area, 
including those that serve targeted special populations, to support: 

 
    Continuity of care across community providers. 

 
Kedren has a long history of working with other community clinics and health centers, many of 
which are FQHCs, as well as other health and human services agencies in the service area. Several 
have come to rely on Kedren as a resource for mental health and substance abuse services for their 
patients. Moreover, Kedren is always seeking new partnerships within and adjacent to the service 
area. The 59.4 square mile service area is notably medically underserved, with 79.8% designated 
as a Medically Underserved Area (MUA). In total, there are more than 50 organizations and 
agencies with which Kedren has partnerships, and together they comprise a network of services 
for low-income and marginalized residents of the service area. 

 
Kedren and allied service providers have a history of working collaboratively by forming inter- 
organizational teams to discuss patients in common and share information to produce a unified 
treatment plan based on HIPAA guidelines. Peer outreach staff, family members, and patients are 
often included in the treatment planning process as well. Kedren has identified a set of specialty 
referral providers and hospitals for its Medi-Cal managed care patients, which are immediately 
accessible to patients who qualify. For uninsured/underinsured patients, Kedren has formal and 
information partnerships with other section 330 grantees, Look-Alikes, Los Angeles County, 
hospitals,  and  other  health  and  human  service  organizations.  For  all  formal  and  informal
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partnerships, Kedren staff consistently track referrals and enter results of those referrals and 
hospital visits in eClinicalWorks (eCW) for continuity of care across providers. 

 
Since 2005, Kedren has worked collaboratively with Vernbro Medical Center, which is 
approximately half a mile away from Kedren’s main campus, who provide specialty medical 
services not offered by Kedren. In turn, Vernbro refers patients to Kedren for mental health services 
that are beyond their scope. Furthermore, Vernbro offers urgent care, radiology, and other services 
which coupled with Kedren’s ensures that we provide whole person care to our patients. In 
addition, through a long-standing formal partnership with the Los Angeles County Department of 
Health Services (DHS), Kedren patients are referred for oral health and preventive dental services 
based on a sliding fee schedule. Moreover, Kedren partners with DHS to provide patients with 
specialty care services such as endocrinology, urology, mammography, gynecology, nephrology, 
ear-nose-throat, cardiology, and nutrition services. For many years now, Kedren also has a close 
working relationship with DHS’s counterpart, the Los Angeles County Department of Mental 
Health (DMH) for mental health and substance abuse services. 

 
Kedren is in the process of becoming a member of the California Primary Care Association 
(CPCA). Affiliation with CPCA will provide Kedren with access to information and programs on 
a variety of timely topics, including state and federal regulatory compliance, leadership 
development, managed care, chronic disease management, financial management, operational 
efficiency, technology management, and quality improvement and assurance. It also offers 
participation in special events, such as the CPCA Tech Summit, CFO Conference, and UDS 
seminars. 

 
Finally, Kedren is a member of the Community Clinic Association of Los Angeles County 
(CCALAC), which facilitates communication with several FQHCs in and around the service area, 
and links health centers with DHS, as illustrated above. CCALAC serves as a County-wide 
community health planning council, and also services to facilitate collaboration with other service 
providers. Kedren’s membership with CCALAC has supported development of new collaborative 
relationships, facilitating even greater reach throughout its largely medically underserved service 
area. Kedren participates in CCALAC- sponsored workgroups such as the Policy Advisory Group 
(PAG); the eCW workgroup, disaster preparedness workgroup, and now the Clinical Advisory 
Group (CAG) for sharing information and best practices. 

 
 Access to other health or community services not available through the health 

center that impact the patient population. 
 
There are several other health and human services providers in, and adjacent to, the service area 
with which Kedren collaborates to meet the needs of our target population. Through these formal 
and informal partnerships, Kedren works collaboratively to ensure quality of health care services 
for community residents. For example, many health and human services delivery organizations 
have partnered with Kedren for the provision of specialized mental health and psychiatric services. 
In turn, Kedren refers its health center patients to these organizations for specialty care services 
not provided directly by Kedren. In 2017, Kedren had a total of 5,352 referrals for all services.
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Approximately, 2,116 (39%) of these referrals were for behavioral health services, emphasizing 
the importance of our community partnerships as well as our integrated model of care. 

 
Although Kedren does not receive funding for special populations, Kedren serves homeless men 
and women, and works closely with several homeless services providers. These include the 
Downtown Women’s Center, Los Angeles Mission, Union Rescue Mission, Volunteers of 
America, Midnight Mission, the Weingart Center, and Veteran’s Affairs. 

 
Additional formal and informal partnerships include: 

 

 
Name Summary 

 
 
 
Amity Foundation 

Kedren and Amity began working together in 2010. Amity 
operates a 200-bed residential alcohol and drug treatment facility 
in South Los Angeles where residents receive a structured 
curriculum and aftercare services in the six-month intensive 
program. In 2016, Kedren opened a satellite site at Amity 
Foundation. 

 
 
BAART Community Healthcare 

BAART offers substance abuse services that comprise a full- 
service wraparound continuum of care, including opiate treatment, 
methadone maintenance, individualized counseling, psychosocial 
services, and HIV screening. 

 

Clifford Beers Housing Provides supportive housing and case management services in Los 
Angeles County. 

 

A Community of Friends 
Provides supportive housing and case management services in Los 
Angeles County 

 
Breathe California of Los Angeles 

An advocacy organization providing environmental education and 
lung health awareness to the Los Angeles Area, including Kedren’s 
proposed service area. 

 
 
 
Los Angeles Veterans Administration 

Kedren works with the Los Angeles Veterans’ Administration 
primarily with regard to behavioral health services, though local 
residents that are veterans are also welcome to use its medical 
services as a convenience. These are also offered to homeless 
veterans through allied homeless services and substance use 
agencies, as well as with regard to supportive housing programs. 

Urban League, Los Angeles Opportunities 
Center, and Employment Development 
Department 

Provide employment services to Kedren patients. 

 

Olive View – UCLA Medical Center Provides substance use disorder and mental health treatment and 
counseling 

 
Charles R. Drew University of Medicine 
and Science 

Kedren works closely with the school on projects to enhance the 
health center. Most recently, students worked with Kedren to 
complete a state-of-the-art telemedicine room to help facility patient 
intake, as well as host treatment sessions. 

All Safe Obstetrics and Gynecology Provides OBGYN services to Kedren patients. 
Nathan Javari, Doctor of Podiatric 
Medicine (DPM) 

Provides podiatry services to Kedren patients. 

 
•    A reduction in non-urgent use of hospital emergency departments.
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Kedren works closely with other health and human services agencies in order to reduce the number 
of community residents who may access a hospital emergency department for non-urgent care. 
With a focus on preventive care, we strive to treat/prevent health conditions and events before they 
become an emergency. We also work closely with partners who provide additional and specialty 
care services not currently offered at Kedren to ensure the patient receives the treatment they need. 
As outlined in our policies and procedures for referring patients for services, Kedren staff keep 
open lines of communication with our partners to track whether the patient has followed up with 
the referred entity, and should a consult report/treatment take place, that the information is shared 
with Kedren to ensure continuity of care. 

 
Per our own Patient Centered Medical Home (PCMH) model, Kedren has a minimum of one walk- 
in slot per hour that the clinic is open and has readily available open appointment slots within three 
days of an appointment request in order to encourage patients to come to the health center for care 
before going to the emergency room. Furthermore, we also have same day appointments available. 
Additionally, when Kedren is closed, professional medical coverage is offered through an on-call 
provider rotation. When a patient call comes in after hours, the call is answered by the 24-hour 
services and the on-call provider is contacted. The provider handles the call according to standard 
medical protocols and procedures and makes a determination for its resolution, and only if 
necessary refers out to either immediate urgent care services at Vernbro Medical Center 
(immediately near the main campus) or emergency medical attention. Patients are educated on 
these services and how to access them after-hours. The on-call provider also has immediate access 
to the CMO, should she not be the one on call, for any needed further consultations with a 
supervisor. 

 

 
2)  In Attachment 9: Collaboration Documentation, document collaboration with primary 

care and other providers serving similar patient populations in the service area 
(consistent with Attachment 1: Service Area Map and Table), including: 

 
    Other Health Center Program award recipients and look-alikes. 

 
As can be seen in Attachment 1: Service Area Map and Table, Section 330 grantees and FQHC 
Look-Alike clinics in Kedren’s service area include: 

 
Sites 

AltaMed Health Services Corporation Clinica Msr. Oscar A Romero 

APLA Health & Wellness University Community Health Center 

Benevolence Industries Incorporated University Muslim Medical Association, Inc. 
Central City Community Health Center, Inc. Watts Healthcare Corporation 
Central Neighborhood Health Foundation Wilmington Community Clinic 
Eisner Pediatric & Family Medical Center Queenscare Health Centers 
JWCH Institute, Inc. KHEIR Center 
Los Angeles Christian Health Centers Los Angeles LGBT Center 
Northeast Valley Health Corporation Westside Family Health Center 
Northeast Community Clinic Saban Community Clinic 
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South Central Family Health Center Venice Family Clinic 
St. Anthony Medical Centers South Bay Family Health Center 
T.H.E. Clinic, Inc.  

 
Kedren requested letters of support from these health centers as documentation of current and 
future collaboration efforts in the community. Letters of support have come from the following 
health centers (see Attachment 9: Collaboration Documentation): a) Central City Community 
Health Center, Inc.; b) Central Neighborhood Health Foundation; c) Eisner Pediatric & Family 
Medical Center; d) Mission City Community Network, Inc.; e) Los Angeles Christian Health 
Centers; f) Los Angeles LGBT Center; g) St John’s Well Child & Family Health Center; h) To 
Help Everyone T.H.E. Health and Wellness Center; i) UMMA Community Clinic; j) Watts 
Healthcare Corporation, and k) Wilmington Community Clinic. Requested letters are also 
documented in Attachment 9. 

 
    Health departments. 

 
While DHS does not provide letters of support as policy with rare exceptions, Kedren works 
closely with DHS, having applied as a contractor for Healthy Way LA services, and also has 
worked with DHS and DMH for more than 30 years as its single largest vendor. As illustrated 
above, Kedren has an excellent working relationship with DHS and DMH and actively refers 
patients to them for selected referrals, including dental. We are also providers of care under the 
My Health LA program (MHLA) which is an LA Country program that provides primary health 
care at no cost to eligible residents of the County. MHLA is a health care program for the uninsured 
(and un-insurable) residents. 

 
A letter of support was also requested from the California Department of Health Care Services, 
and documentation is included with Attachment 9: Collaboration Documentation. 

 
    Local hospitals 

 
Kedren has a hospital transfer agreement with California Hospital Medical Center (CHMC), which 
is approximately 2.7 minutes (12-minute drive) from Kedren’s main site (Suite A and B), and 1.9 
miles (10-minute drive) from the Amity clinic. Furthermore, two of Kedren’s providers, Dr. Gill 
and Dr. Jones, have hospital admitting privileges at CHMC. A letter of support from CHMC is 
included with Attachment 9: Collaboration Documentation. 

 
    Rural health clinics. 

 
As Kedren’s service area and geographic region resides completely within urban areas, there are 
no rural health clinics within or adjacent to our service area. 

 

 
Note: If documentation of collaboration with one or more of the entities above is not provided in 
Attachment 9: Collaboration Documentation, explain why it could not be obtained and provide 
documentation of the request.
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EVALUATIVE MEASURES 
 

 
1)  Describe how the health center’s QI/QA program addresses: 

 
a)  Adherence to current clinical guidelines and standards of care in the provision of 

services. 
 
Kedren’s Quality Improvement/Quality Assurance (QI/QA) program is composed of clinicians 
and managers, and is overseen by the health center’s CMO, who also sits on Kedren’s corporate 
QI Committee. The QI/QA program also receives oversight from the Quality and Compliance 
(QC) Committee of the Board. All QC Committee members have a skillset that includes clinical 
and programmatic evaluation as part of their education and training. The objectives of Kedren’s 
QI/QA program ensure that the provision of healthcare services is consistent with our clinical and 
financial performance measures. Kedren’s QI/QA program objectives also include adherence to 
the current standard of care in the community, while providing accessibility and timeliness of 
primary and sub-specialty services to the community. 

 
Kedren’s QI/QA program responsibilities include: (1) updating credentials of professional staff 
through medical staff membership activities; (2) ongoing peer reviews; (3) facility-specific site 
reviews including medical equipment safety, maintenance, emergency preparedness, and facility 
safety; (4) maintaining and updating—when necessary—guidelines for clinical performance; and 
(5) regulatory agency compliance (California Department of Health Care Services and California 
Department of Public Health licensing, health plans, etc.). 

 
Moreover, the QI/QA program sets the standards for the overall coordination of all clinical quality 
management activities. Hence, the QI/QA plan establishes a multidimensional, planned, systematic 
and comprehensive approach to assess and improve the quality of care and services delivered by 
Kedren. In addition, continuing education and training, staff improvement and participation, and  
enhancement  of employee recognition  programs  are  strongly emphasized. Periodic chart 
reviews are used to monitor compliance with QI/QA standards. 

 
The QC Committee’s responsibilities relative to the QI/QA program include: (1) a form for 
reporting pertinent clinical aspects of patient care, safety, risk management, and QI/QA functions; 
(2) inform board of problems identified and progress on resolution; (3) provide a setting for 
creating, discussing, and recommending program ideas, and for identifying opportunities for 
improvements in the quality of care provided by the health center; and (4) monitor the health 
center’s compliance with all applicable laws and regulations pertaining to the provision of health 
care services for patients. 

 
b)  Identification and analysis of patient safety and adverse events, including 

implementation of follow-up actions, as necessary.
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Kedren is fully committed to the safety and satisfaction of our patients; as such, we have a well- 
developed and effective Risk Management Program, which is overseen by our CMO in 
collaboration with key managers and executives from throughout Kedren. Kedren’s Risk 
Management Program utilizes proactive strategies to prevent adverse events and to properly 
mitigate adverse events when they do occur. These strategies include monthly Quality Assurance 
(QA) audits where health center staff complete a log and ensure that all health care equipment, 
supplies, and sample medicine are working properly, and not expired, etc. The lead for the QA 
audit shares the log with both the Chief Medical Officer (CMO) and Chief Operating Officer 
(COO) of Primary Care for review, and follows up on any action items. Risk management activities 
under the CMO also entail maintaining comprehensive medical records, credentialing and peer 
reviews. 

 
Another Risk Management Program strategy includes regular collection and review of all incident 
reports, planning for sentinel events, infection control policies, and safety training and education 
programs for patients and staff. All applicable Kedren staff members are required to participate in 
risk management by reporting incidents, assisting in problem identification, and following policies, 
procedures and standards of care and conduct to prevent future incidents. If a sentinel event (e.g., 
death; serious physical injury, including loss of limb or function; serious psychological injury; or 
risk of any of the preceding consequences if a similar event were to reoccur) occurs an incident 
report will be prepared which will be reviewed by the CMO, COO, and key management staff. For 
serious incidences, a response team will be formed comprising of senior clinic management, and 
other appropriate managers. The team will perform a detailed review of the event followed by 
immediate corrective measures to  prevent  recurrence. The effectiveness of the corrective 
measures will be assessed to determine whether the response was sufficient or whether additional 
action is required. This process will be performed on an ongoing basis until the issue underlying 
the event is resolved. 

 
Essential elements of the incident reporting process include: 

 
    Consistent and timely incident reporting in a fair and just culture; 
 Evaluation   of  incidents   and   development   of  corrective  action   plans   to   prevent 

future/similar events from occurring again; 
    Triage and communication of service errors for review, 
    Investigation and appropriate follow-up action; and 
    Monitoring,   trending   and   assurance   of   compliance   with   all   relevant   standards. 

 
Kedren’s Board-approved policy and procedures for reporting of incidents are reviewed and 
updated as needed, at least annually. Analysis of incidents provides a mechanism to improve care 
by identifying opportunities to enhance internal processes and prevent future similar incidents. The 
QC Committee reviews significant incident reports and sentinel events requiring communication 
with staff, additional staff training, and/or policy revision or development. The QC Committee also 
works with QI/QA program staff to develop and document a corrective action plan, as well as follow 
each incident or sentinel event to closure.
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Kedren recognizes that patient safety is also a top priority in the event of an emergency or natural 
disaster. As evidence of this core value, Kedren participates in Los Angeles County’s emergency 
and disaster planning efforts, and as a member of the Community Clinic Association of Los 
Angeles County (CCALAC), Kedren participates in CCALAC’s Disaster Preparedness 
Workgroup. In addition, Kedren has its own disaster plans in place, which includes detailed 
evacuation plans for the entire facility, policies and procedures for communication during an 
emergency, guidelines for staff to follow in an emergency, risk assessments, and implementing 
disaster drills. Further, Kedren has developed internal emergency plans and installed information 
and energy back-up systems in the event of a power failure or other act of nature. Kedren is 
compliant and up-to-date with all government mandates and other requirements for emergency 
response and disaster preparedness. In the event that a disaster should strike within our 
neighborhood, Kedren will be well-apprised and well-equipped to mitigate the disaster. 

 
c)  Assessment of patient satisfaction, including hearing and resolving patient 

grievances. 
 
Not only does Kedren value patient safety, but we also prioritize patient satisfaction. Kedren is sincere in 
our desire to provide a positive patient experience to all who visit our facilities. To this end, Kedren ensures 
that all patients are aware of their rights, and aware of what they are entitled to as patients in our care. We 
encourage patients to participate actively in their care and to express dissatisfaction arising from problems 
with the care they received, and/or any perceived unfair treatment. Kedren follows written policies and 
procedures that establish a process for hearing and resolving patient grievances. These policies illustrate 
that the COO, with support from the key management team, is responsible for handling all patient 
complaints, grievances, and/or issues that arise. The key management team will meet, as needed, to identify 
solutions to resolving area issues. The QC Committee will also receive and monitor patient grievances, 
and consider policy changes which may be useful in reducing grievances. 

 
Patient feedback is solicited from patients at the time services are provided, and is collected through 
patient satisfaction surveys, patient suggestions, and patient grievances. Kedren’s first quarter 
patient satisfaction findings surveyed 115 patients that had been seen at the health center. The 
survey utilized a scale from one (1) to five (5) (1 = Poor; 2 = Fair; 3 = OK; 4 = Good; and 5 
= Great), and assessed patient satisfaction in the following areas 1) ease of getting care; 2) wait 
times; 3) staff friendliness and professionalism; 4) payment processes; 5) the clinic itself (e.g., 
cleanliness, safety); and 6) confidentiality. The survey also queries patients about the likelihood 
of referring family and friends to the health center, and whether patients consider the clinic as their 
regular source of health care. First quarter key findings included the following: 

 
 Ease of Getting Care: The average response (i.e., the most frequently occurring response) for 

each statement was 5 (Great). Mean scores for each of the statements suggest that patients reported 
the ease of getting care at Kedren was good. 

 Wait Times: The average response for each statement was 5 (Great). Mean scores for each of the 
statements suggest patients reported that the wait times at Kedren are good. 

 Staff: The average response for each statement was 5 (Great). Mean scores for each of the 
statements suggest patients reported that the professionalism of providers as good.
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 Payment Processes: The modal response for each statement was 5 (Great). Mean scores for each 
of the statements suggest patients reported that the payment processes at Kedren were good to 
great. 

    Regular Source of Care: The vast majority of patients (93.0%) reported that they considered 
Kedren as their regular source of care. 

 
d)  Completion of quarterly (or more frequent) QI/QA assessments to inform 

modifications to the provision of services. 
 
At Kedren, our QI/QA and risk management programs allow for continuous assessment, so that 
we can effectively and efficiently update clinical practices when needed, adjust policies and 
procedures when appropriate, and understand the experience of our patients. Accordingly, 
Kedren’s QC Committee implements, monitors, revises, and sustains improvements in the delivery 
of health care to patients through the monitoring of clinical outcomes, including HRSA’s required 
16 clinical performance measures (e.g. IVD and aspirin use). Every month, QI/QA program 
meetings are held. The CMO and other key management staff are in attendance of these meetings, 
and any QI/QA activities, or recommended revisions to any aspect of the QI/QA or risk 
management plan, and other related policies are reported to the Board on a monthly basis. 
Moreover, the CMO meets regularly with other key management and clinical staff to ensure that 
the provision of health care services is consistent with Kedren’s clinical and financial performance 
measures  and meets the current needs of our service area population.  Modifications to the 
provision of services are made as required, and are thoroughly communicated internally across all 
programs and departments. 

 
Additionally, Kedren recognizes the importance of patient and community input to inform the 
QI/QA process. We intend to garner information from our patients and the community in order to 
provide programs that meet the needs of those in our service area. Suitably, we consider internal 
data on utilization, clinical and financial performance measures, and patient satisfaction through 
surveys. Bi-lingual (English and Spanish) surveys assess patients’ experiences in a number of 
areas, including quality of service, availability of care, patient/provider communication, patient 
experience, and patient safety. To further inform the QC Committee and to assist the committee in 
meeting their objectives, we pull information and data from local Community Health Needs 
Assessments conducted by hospitals with overlapping service areas, the United States Census 
Bureau, and the UCLA California Health Interview Survey (CHIS) findings for Los Angeles 
County. 

 
e)  Production and sharing of QI/QA reports to support oversight of and decision- 

making regarding the provision of services by key management staff and the 
governing board. 

 
The management team meets monthly to review a variety of QI/QA agenda items. At these 
meetings, QI/QA reports are used to support oversight of and decision making regarding the 
provision of services. These reports may include, but are not limited to: unusual 
occurrence/incident reports and trends; copies of patient complaints and trends; patient satisfaction
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questionnaire/survey results or trends; reports on employee health and safety issues; clinic risk 
audit results; facility inspection reports; licensing and accreditation audit results; and random 
medical chart and electronic record audit results. The QI/QA program staff prepare this 
documentation for the monthly management team meetings to facilitate oversight and offer 
evidence for decision making regarding the provision of services. 

 
In addition to the management team, Kedren’s QI/QA team provides monthly reports to the QC 
Committee, so that appropriate measures can be taken by the staff and Board of Directors to ensure 
Kedren is fulfilling its stated mission of providing total quality care to its clients. Additionally, the 
QI/QA program staff work with information technology (IT) staff, to prepare monthly dashboard 
reports, which are useful in tracking progress toward and compliance with the goals laid out in the 
clinical and financial performance measures. This information is also useful in framing issues for 
the QC Committee to consider, and as the committee identifies areas of concern, the embedded 
strategic planning process can be informed by the committee’s observations. 

 
2)  Describe the responsibilities of the individual designated to oversee the QI/QA program 

related to: 
 

a)  Implementation of the QI/QA program and related assessments. 
 
The CMO is involved extensively in the activities of the QI/QA program at Kedren. Specifically, 
the CMO provides clinical leadership for implementation of the QI/QA plan and is responsible for 
leadership of the QC Committee, oversight of chart reviews, supervision and review of assessments 
of progress toward clinical performance measure target goals, oversight of compliance  with  and  
participation  in  quality improvement  and  risk  management  plans  and activities, and review of 
and response to any reported incidents. 

 
Furthermore, the Board of Directors participates once a year in a one-day retreat to review strategic 
planning for the organization and to develop annual goals. During this retreat, the QC Committee 
chair or other key management staff provide a comprehensive report to the Board on the progress 
made to date, including the monitoring of QI/QA outcomes, and strategic areas that may need to 
be revisited as indicated by QI/QA documentation or reporting. The QC Committee chair used this 
opportunity to accept expertise and input from the Board to guide the QI/QA and risk management 
processes. 

 
b)  Monitoring of associated QI/QA outcomes. 

 

 
The CMO regularly monitors outcomes which are critical in order to determine if interventions, 
strategies, and approaches are successful at improving performance and/or achieving desired 
objectives. One strategy to monitor QI/QA outcomes is to conduct a comprehensive review of 
health records for each patient, using Kedren’s Electronic Health Record (EHR) system, 
eClinicalWorks. For this purpose, the CMO leads and supervises regular review of patient records 
in the EHR system conducted by licensed health professionals to assess the appropriateness of 
utilization of services and the quality of services. Review of appropriate utilization of services
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includes review of data on: a) clinical performance measures related to preventive services; b) 
chronic disease patients to assess appropriateness and timeliness of visits, testing and medications, 
based on clinical guidelines; c) practice management system data on numbers and types of visits 
per patient; and d) quality of services focusing on clinical performance measures and compliance 
with clinical guidelines. 

 
Additionally, the frequencies of patient incidents, complaints, and/or grievances are compared 
monthly, quarterly, or annually to determine if these issues are being handled successfully and if 
outcomes are trending favorably. Results from patient satisfaction surveys are reviewed each 
quarter and compared to previous quarters to determine if improvements are being made in those 
areas. Moreover, as mentioned previously, the QC Committee produces monthly dashboards that 
track our progress toward meeting clinical and financial performance measures. If QI/QA program 
activities are successful, these dashboards should reveal that progress is being made in achieving 
the performance measures. 

 
Besides reviewing QC Committee outcomes, it is also important to evaluate the effectiveness of 
the committee, itself. Hence, a quarterly organizational assessment, conducted by the Board and 
the management team, is completed to evaluate the effectiveness of all QI/QA activities. This 
assessment  facilitates  the planning of the following  year’s  QI/QA activities  related  to  goal 
accomplishment, resource efficiency, team collaboration, utilization, and peer review activities. 

 

 
3)  Describe how the health center’s physicians or other licensed health care professionals 

conduct QI/QA assessments using data systematically collected from patient records, to 
ensure: 

 
a)  Provider adherence to current clinical guidelines, standards of care, and standards 

of practice. 
 
Kedren’s QI/QA program is dynamic, in that participation across multiple disciplines within the 
clinic is required to be successful. Any physician or licensed healthcare professional who comes 
in contact with a patient will participate in the QI/QA process. As such, Kedren maintains an active, 
ongoing assessment and planning process that allows physicians and other licensed health care 
professionals to respond to the rapidly changing health care environment and the medical needs 
of the service area residents. 

 
Under the Board’s direction, both our COO and CMO and other clinical staff regularly review new 
and existing services, patient care delivery, work-flows, and support systems that maximize results 
and satisfaction for our patients and their families, as well as for our own staff. A systematic 
evaluation of patient records (e.g., chart reviews) are also performed by the CMO, or her clinical 
designee, to identify areas for improvement and to ensure that documentation of services are 
clearly provided and that standards of care and standards of practice are always followed. 

 
b)  The identification of patient safety and adverse events, and the implementation of 

related follow-up actions
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Kedren’s QI/QA program utilizes a proactive approach to prevent and/or reduce adverse events, 
and to implement related follow-up actions, as needed. As mentioned previously, one of Kedren’s 
primary proactive strategies is to properly train staff members. Staff trainings include: a) current 
evidence-based practices; b) providing culturally competent service; c) recognizing and reducing 
safety hazards; d) proper documentation in the EHR system; e) proper documentation of incidents, 
complaints, and grievances; f) assisting in problem identification; and g) following policies, 
procedures and standards of care and conduct to prevent adverse events. 

 
If a serious event occurs, a response team comprised of senior clinic management, including 
Kedren’s CEO, will be informed. The team will perform a detailed review of the event, followed 
by immediate corrective measures to prevent recurrence. The effectiveness of these corrective 
measures will then be assessed to determine whether the response was sufficient or whether 
additional action is required. The QC Committee will continue to follow-up until the incident 
and/or the underlying issue is resolved. 

 
4)  Describe how the organization’s health record system (e.g., electronic health record 

(EHR) system) will: 
 

a)  Optimize health information technology. 
 
Kedren uses eClinicalWorks (eCW) as its EHR and practice management system for tracking 
clinical outcomes by disease and to aggregate data by population group. The use of eCW is also 
fully integrated  with  claims  billing  systems.  With Kedren’s  EHR  system,  patient  care  and 
communication is optimized and streamlined via the online patient-access portal. Through the 
portal, online appointments can be made, on-line check in is available, patients can access their 
own health records, and physicians can share secure messages with patients. The eCW system also 
allows  patient  tracking  for periodic preventive  checks,  the  tracking of  patient  demographic 
information, patient scheduling, and billing functions. 

 
Besides improving individual patient care and patient record keeping, eCW also can be used as an 
evaluative tool for the clinic. For example, our EHR system provides Kedren with the ability to 
analyze and report on a variety of data for use in program evaluation, quality management, and 
planning and development by the management team. The system produces comprehensive detailed 
reports and analytics of required HRSA clinical performance measures as well as other established 
benchmarks. With eCW, physicians are afforded the opportunity to make prudent clinical 
judgments based on predictive analysis. Moreover, by using eCW, Kedren is able to determine if 
there is a provider issue, an operations issue, or an access issue with respect to the delivery of 
quality health care services. Kedren fully maximizes a Clinical Decision Support System (CDSS) 
tool that affords Kedren to share with its patients’ timely alerts for preventive care, according to 
the latest clinical guidelines. As a result, we continue to provide efficient and timely quality of 
care to our patients.
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Components of risk management and QI/QA programs are incorporated into our EHR system, 
which allow us to quickly determine the entirety of a clinical case, especially when there has been 
a complaint. Kedren also uses data accumulated through eCW and accounting software to evaluate 
the health  center’s financial performance, including specific financial  measures  required by 
HRSA. Patient care activity summaries are produced for each individual clinical provider to assess 
their respective clinical practice performance. 

 
Ultimately, Kedren’s EHR system helps to optimize health care delivery by cutting costs, reducing 
medical errors, empowering the patient to be involved in his/her care through the patient portal; 
streamlining data and reporting, and providing an automated evaluation tool. Suffice it to say, eCW 
plays a critical role in ensuring personal, efficient, and effective health care delivery to our patients. 

 
b)  Protect the confidentiality of patient information and safeguard it against loss, 

destruction, or unauthorized use, consistent with federal and state requirements. 
 
The  Health  Information  Portability and  Accountability Act  (HIPAA)  is  used  in  setting  the 
standards for patient confidentiality and the protections that are to be provided to patients regarding 
the sharing of their medical information. Kedren’s key management team is trained in HIPAA and 
assumes responsibility in ensuring that all staff members are trained in HIPAA confidentiality 
requirements, either before they begin working or within 30 days of hire. Kedren’s patient records 
are maintained securely on the organization’s servers to ensure the privacy, security, and 
confidentiality of its clients’ personal health information and histories. In addition, Kedren staff 
have the ability to make confidential notations in its EHR system to alert their colleagues to issues 
related to clinical service delivery (e.g., an inappropriate pharmaceutical request), patient behavior 
or health care needs, or concerns identified by the risk management team. Documentation in eCW 
is secure and confidential, yet easily accessible by staff when interacting with our patients. 

 
Medical records, information, and reports that are not located within Kedren’s EHR system are 
also subject to strict HIPAA confidentiality protections. The COO is responsible for storage of all 
copies of minutes, reports, worksheets and other data in a manner ensuring strict confidentiality. 
A written confidentiality policy detailing procedure for maintenance and release of data and other 
QI/QA-related information governs the release of such information. This policy specifies the use 
of record numbers or other identifiers in place of patient names, and code numbers in place of 
physician or other provider and staff names. This policy also provides methods for restricting 
access solely to authorized individuals. In addition, all peer reviewed documents completed by 
medical staff, as defined in the California Statute, shall be considered protected information under 
the provisions of the California Evidence Code 1157. 

 
c)  Facilitate the collection and organization of data for the purpose of monitoring 

program performance. 
 
As has been described previously, the eCW EHR system can also be used as an evaluative tool; in 
this manner the system supports the collection and reporting of UDS data. The software provides 
benchmarking, which makes it user-friendly to review, track, and print summaries on the 16 
clinical  performance measures,  and  other  important  data.  In  conjunction  with  the  IT  team,
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Kedren’s QC Committee staff is responsible for maintaining the EHR practice management 
system, including data extraction for annual UDS reporting. The eCW system has been 
programmed to provide daily and weekly operations reports which are used for monitoring 
program performance. 

 
5)  On the Clinical Performance Measures form only (see detailed instructions in Appendix 

B), establish realistic goals that are responsive to clinical performance and associated 
needs. Goals should be measure-specific and informed by contributing and restricting 
factors affecting achievement: 

 
Kedren’s Clinical Performance Measures have been designed to address the community health 
needs identified in Need Section of the narrative. The Clinical Performance Measures are reported 
in the Clinical Performance Measures form, including the proposed baseline and target statistics 
for the project period. The QC Committee is responsible for reporting and monitoring the stated 
HRSA Clinical Performance Measures and has determined that the goals for the designation period 
are responsive to the needs identified for the target population. For more detailed information, 
including contributing and restricting factors for each measure, as well as details on how each 
measure will be approached, please see Clinical Performance Measures, as submitted in the EHB. 

 
6)  Describe how the health center will focus efforts on the following HRSA clinical priorities 

to achieve goals cited in the Clinical Performance Measures form and improve the health 
status of the patient population: 

 
Though there are 16 clinical performance measures, each of which are important factors in our 
patients’ overall health, HRSA has identified four (4) of the measures to be clinical priorities. These 
clinical measures are: 1) Diabetes; 2) Depression Screening and Follow-up; 3) Child Weight 
Assessment Counseling; and 4) Body Mass Index. Accordingly, Kedren will place more emphasis 
on these measures using a care management process to improve the status of the patient population. 
The focus on these four (4) measures does not in any way diminish the importance of the other 12 
clinical measures, their role in optimal health, nor our dedication to improving outcomes around 
these other 12 measures. 

 
a)  Diabetes. 

 
As illustrated in the Need Section, there are high rates of diabetes in Kedren’s service area. Kedren 
patients are often seen for the first time with untreated diabetes, and conditions associated with the 
disease. In 2021, 499 Kedren patients received one or more visits associated with their diabetes 
(3,510 diabetes visits total).6 Knowing this, we continue to establish programs, and services that 
address patients  with  untreated diabetes.  Furthermore,  Kedren  has  a  provider on  staff who 

 
 
 
 
 
 
 

6 Kedren’s 2021 Uniform Data System (UDS) Report



57 | P a g e  
 

specialists in obesity, and developing appropriate treatment plans to address this critical need. We 
anticipate expanding our services to include a diabetes clinic to help the patient identify ways to 
be more involved in their care 

 
To establish a baseline for the Diabetes clinical performance measure, Kedren measures the 
percentage of patients 18-75 years of age with diabetes who had hemoglobin A1c greater than 
9.0% during the measurement period. Kedren providers are trained on how to document A1c levels 
for diabetic patients during their visit in the patient’s electronic medical record. To increase control 
of hemoglobin A1c for patients with diabetes, Kedren will continue to provide diabetes education 
to patients. Education is given to patients during the visit, and also to community residents during 
health fairs and other health education events. Additionally, Kedren will encourage patients and 
their families to partake in healthy eating and exercise habits. Providers will discuss various 
strategies for addressing the need for acquiring healthy foods for patients and their families, 
including ideas on food preparation and where to shop for healthy food options. Additionally, 
Kedren empowers diabetic patients by assisting them in developing self-management goals so that 
they can learn to manage their own condition. Patient education is documented in their chart. 

 
Kedren  staff  also  hold  monthly provider meetings  wherein  workflow  strategies  and  patient 
education tactics are discussed. We are also in the process of identifying patient ambassadors, who 
have shown substantial improvements and who can attend health fairs, and other community 
events, as well as provide testimonials on a patient education video that is shared in the waiting 
room for all patients to see. Furthermore, our QC Committee will continue to monitor the 
performance measure around diabetes, and review patient records to ensure that providers are 
appropriately documenting hemoglobin A1c levels, and that the performance measure continues 
to improve during the project period. 

 
b)  Depression Screening and Follow-Up. 

 
To establish a baseline for the Depression Screening and Follow-Up clinical performance measure, 
Kedren measures the percentage of patients aged 12 years and older screened for clinical 
depression on the date of the encounter using an age-appropriate standardized depression screening 
tool (e.g. the PHQ-9 and PHQ-2) and if positive, a follow-up plan is documented on the date of 
the positive screen. With Kedren Acute Psychiatric Hospital and Community Mental Health Center 
being around for more than 50 years, and specializing in mental health treatment, we are well 
versed in depression screening and proper follow-up. We are equipped to do a full integration of 
care between primary and behavioral health, and are in the process of recruiting a Licensed Clinical 
Social Worker (LCSW) on the FQHC side who can see patients with mild to moderate depression 
before being referred to Kedren’s Acute Psychiatric Hospital and Community Mental Health 
Center for more intensive treatment. 

 
Staff will also educate patients and their parents/guardians on the risks of untreated depression. 
The QI/QA program team will monitor patient charts to ensure that eligible patients are screened, 
to ensure that follow-up plans and appointments are made, that appropriate mental health referrals 
are made, and that patients are receiving the proper education for their condition. Furthermore,



58 | P a g e  
 

Kedren has experienced bilingual, culturally competent staff, and materials printed in languages 
other than English. We will link a staff member with a patient, as needed, so they feel more 
comfortable receiving care. 

 
c)  Child Weight Assessment and Counseling. 

 
To establish a baseline for the Child Weight Assessment and Counseling clinical performance 
measure, Kedren measures the percentage of patients aged 3 -17 years of age who have had 
evidence of Body Mass Index (BMI) percentile documentation and who have had documentation 
of counseling for nutrition AND who had documentation of counseling for physical activity during 
the measurement year. To achieve this goal, Kedren providers have been trained and workflows 
have been  established to collect  and track  child/adolescent’s  BMI percentile at  every visit. 
Additionally, patients (or their parents) will be offered nutrition and physical activity counseling. 
Further, there will be follow-up consultations for patients whose BMI is 30 and greater or 18.5 and 
lower. Kedren will also educate children and their families on the importance of healthy eating 
and exercise. Recommendations to Boys and Girls Club locations, and other safe places for 
exercise will be provided. 

 
d)  Body Mass Index. 

 
To establish a baseline for the Body Mass Index clinical performance measure, Kedren measures 
the percentage of patients aged 18 years and older with a BMI documented during the current 
encounter or during the previous six months and when the BMI is outside of normal parameters, a 
follow-up plan is documented during the encounter or during the previous six months of the current 
encounter. To achieve this objective, the BMI will be automatically calculated and documented in 
the patient’s record after entering their height and weight. Medical assistants will arrange follow- 
up appointments for patients who are within the overweight or obese ranges. Documentation of 
overweight/obese patients will be documented in the patients’ charts, as well as any identified 
treatment goals and plans and any education provided. Education on healthy eating and exercise 
will be given, and patient involvement in the identification of treatment goals/plans will be 
encouraged. 

 
7)  On the Financial Performance Measures form only (see detailed instructions in Appendix 

B), establish realistic goals that are responsive to the organization’s financial 
performance and associated needs. Goals should be measure-specific and informed by 
contributing and restricting factors affecting achievement. 

 
As part of Kedren’s management team’s responsibility, timely and accurate reporting contribute 
to financial viability of the organization. Compiled from Kedren’s financial management system 
and accounting records, we have documented required baseline and targeted financial goals for the 
project period on the Financial Performance Measures form. For more details, including 
contributing and restricting factors, please see Financial Performance Measures, as submitted in 
the EHB.
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RESOURCES AND CAPABILITIES 
 

 
Organizational Structure 

1)  Describe how the organizational structure (including any sub-recipients/contractors) is 
appropriate to implement the proposed project (consistent with Attachments 2: Bylaws 
and 3: Project Organizational Chart, and, as applicable, Attachments 6: Co-Applicant 
Agreement and 7: Summary of Contracts and Agreements), including whether your 
organization is part of a parent, affiliate, or subsidiary organization (consistent with 
Form 8: Health Center Agreements). 

 
As per Kedren’s bylaws and the organizational chart, the structure is appropriate to implement the 
proposed project. Specifically, Kedren’s Board of Directors is directly responsible for the 
employment and annual evaluation of the Chief Executive Officer (CEO). With policy and 
procedure guidance from the Board, the CEO provides clinical, operational, and fiduciary oversight 
of the organization. The Chief Operating Officer (COO) of Primary Care is responsible for the 
daily operation of the clinic, including the Medical Assistant, clinic schedules, and customer service 
workflows, and routinely reports to the CEO. Furthermore, the Chief Financial Officer (CFO) and 
Director of Human Resources report directly to the CEO. The lines of authority from the Board of 
Directors to the CEO to the management team are delineated in Attachment 3: Organizational 
Chart. Furthermore, the COO, CFO and CMO present on a monthly basis at the Board of 
Directors’ meeting. This management structure ensures that the daily and long-term needs of the 
clinic can be addressed on both an immediate, timely manner as well on a long-term strategic basis 
that takes into account operational, clinical and financial goals. 

 
Kedren maintains open lines of communication with each of its salaried and contracted clinical 
staff, and our CMO of Primary Care guides, sets, and reviews the services provided to Kedren’s 
patients. When we do engage provider-contractors outside of our agency, such as for specialty 
care, we receive consult reports electronically from these providers for each patient referred for 
services. The Kedren provider who made the referral signs off on these reports, or in the case of 
his or her absence, an assigned substitute provider fulfills this responsibility under the review of 
the CMO. Adhering strictly to HIPAA regulations, we also confer directly with  contracted 
providers by telephone when there is an immediate need for authorization or when more extensive 
testing is recommended. 

 
Kedren also complies with the Health Center Program Compliance Manual, and any updates to 
the Compliance Manual are reviewed by the key management team to ensure compliance, and any 
adjustments to operations in order to stay compliant are shared with the Board of Directors for 
review, and approval. Kedren is in the process of reviewing the revised Compliance Manual that 
was released August 2018 to ensure compliance to all program requirements. 

 
Kedren is not part of a parent, affiliate, or subsidiary organization.
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Staffing 
 

2)  Describe the following related to the staffing plan (consistent with Form 2: Staffing 
Profile): 

 
a)  How it ensures that clinical and related support staff, contracts, or formal referral 

arrangements with other providers/provider organizations, will be in place to provide 
all required and additional services (consistent with Form 5A: Services Provided). 

 
Kedren has successfully demonstrated that clinical and related support staff, including contracts 
and formal referral arrangements with other providers/provider organizations, are in place to 
provide required and additional services, consistent with Form 5A: Services. We accomplish this 
by performing ongoing assessments, including patient satisfaction surveys, of patient needs and 
health center capacity to ensure that we have sufficient providers and other staff in place to support 
the continued growing demand for services. We also strive to ensure a good work environment in 
the clinic, and through our partners, in order to proactively address staff burnout and thus decrease 
staff turnover as continuity of care and ongoing patient-provider as well as patient-support staff 
communication is key to patient adherence and access to care. 

 
As described in Form 2: Staffing Profile, our direct hire clinical staff for year one of the next 
project period include: 

 
Position Direct Hire 

Full Time Equivalent (FTE) 
Chief Medical Officer 0.30 FTE 
Family Practice Physician 0.20 FTE 
Nurse Practitioners 2.00 FTE 
Medical Assistants 5.00 FTE 
Phlebotomy Technician 1.00 FTE 
Licensed Clinical Social Worker 1.00 FTE 
Case Managers 1.00 FTE 
Outreach Workers 1.00 FTE 
Eligibility Assistance Workers 1.00 FTE 

Total Direct Hire FTE 12.50 FTE 
 
Furthermore, Kedren also has contracts with general practitioners, and nurses who help Kedren 
carry out its scope of work. Finally, through our formal contracts with Medi-Cal Managed Care, 
Kedren has access to specialty referrals and associate hospitalization affiliations which covers a 
large portion of Kedren’s service population. 

 
b)  How the size, demographics, and health care needs of the service area/patient 

population were considered in determining the number and mix of clinical support 
staff.
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Kedren pays close attention to local health assessment data, economic trends, population 
movement, and shifts in insurance coverage/payer mix. We continue to expand and diversify our 
provider types based on the evolving needs of our target population. For example, we have a set 
of patients who are monolingual Spanish speakers. As a result, we have a salaried Nurse 
Practitioner who is bilingual in Spanish and English. Further, all our front desk support staff are 
bilingual as are 75% of our back office Medical Assistants. 

 
Kedren’s proposed mix of clinical providers and support staff is appropriate to maintain our 
existing scope and availability of services at our health center locations. Per our projections, we 
anticipate serving 4,750 unique patients in 14,535 visits during year one of the project period. 

 
c)  How credentialing and privileging are implemented for all health center employees, 

individual contractors, and volunteers who provide clinical services, including: 
• Clinical staff members (licensed independent practitioners (LIPs), addressing provider 
categories separately (e.g., physicians, dentists, physician assistants, nurse 
practitioners). 
• Other licensed or certified practitioners (OLCPs), addressing provider categories 
separately (e.g., registered nurses, licensed practical nurses, registered dietitians, 
certified medical assistants). 
• Other clinical staff providing services on behalf of the health center, addressing 
provider categories separately (e.g., medical assistants, community health workers). 

 
Note: Contracted providers should be indicated on Form 2: Staffing Profile and the 
summary of current or proposed contracts/agreements in Attachment 7: Summary of 
Contracts and Agreements. If a majority of core primary health care services will be 
secured via contract, include the contract/agreement as an attachment to Form 8: Health 
Center Agreements. 

 
Kedren’s credentialing and privileging process is clearly documented in the Policies and 
Procedures manual, which contains the minimum standards and requirements for certifying and 
the recredentialing of all medical providers, including contracted providers. Kedren’s credentialing 
team, led by the CMO and COO, gathers and verifies all required information. The team assembles 
a packet that is then presented to the board for approval. Kedren’s leadership has entrusted the 
medical staff with the responsibility for assuring that all patients admitted or treated in any of the 
referral hospitals receive uniform standard of quality patient care, treatment, efficiency, and the 
level of professional performance consistent with generally accepted standards attainable within 
Kedren’s means and circumstances. 

 
To ensure that all practitioners, including contracted, are qualified to deliver quality health care, 
regular verification of their credentials and definition of their privileges are required at Kedren in 
order to increase patient safety and reduction of medical errors. With the goal of improving quality 
health care, Kedren utilizes the Joint Commission on Accreditation of Health Care Organization 
(JACHO) standards, and the National Practitioner Data Bank (NPDB) to search for high-quality 
employees with valid credentials. During a pre-employment investigation, Kedren staff research
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NPDB to determine if there are items of concern pertaining to the prospective hire. During the 
initial hiring and credentialing phase of employment, Kedren uses a government-issued picture 
identification for verification of credentials, including a Drug Enforcement Administration (DEA) 
registration (as applicable), hospital admitting privileges (as applicable), immunization status, and 
documentation of current Basic Life Support skills (as applicable). Credentialing of providers also 
requires primary source verification of current licensure including relevant education, training, or 
experience, and health fitness, including physical and mental health status. Each position is 
regularly reviewed for clinical competence and training and education are recommended, based 
on the outcome of the review. Information pertaining to each person’s credentialing and privileging 
is kept in a folder in a secure location. 

 
Kedren’s credentialing/privileging team also keeps a tracking sheet which lists all Licensed 
Independent Practitioners (LIPs) – Medical Doctors - and Other Licensed Independent 
Practitioners (OLIP) – Nurse Practitioners, Medical Assistants - along with their a) hire date; b) 
initial credentialing data; c) most recent credentialing date; d) most recent privileging date; e) who 
on staff reviewed their credentialing and privileging; and f) the date the provider is due for another 
review. This tracking sheet, which was provided by Kedren’s Project Officer, is actively monitored 
to ensure that an ILP and/or OLIP credentialing/privileges do not lapse. Moreover, Kedren requires 
that a privileging delineation form be completed for all referral providers listed on Form 5A: 
Services Provided, Column III. This form includes the providers requested privileges, initial 
criteria, renewal criteria, and proctor requirements. The form is signed by the referring providers, 
and vetted by key management and the QC Committee prior to becoming final. 

 

 
Management Team 

3)  Describe the management team (e.g., project director (PD), clinical director (CD), chief 
executive officer (CEO), chief financial officer (CFO), chief information officer (CIO), 
chief operating officer (COO), including: 

  
Kedren’s senior management team includes. Dr. John H. Griffith, President/CEO; Mr. William 
Hobson, COO of Primary Care; Dr. Kelly Jones, CMO; and Ms. Maureen Sabino, CFO. With the 
exception of Dr. Griffith, who has been with Kedren for more than 40 years, the senior management 
team is new as of 2021. Mr. Hobson joined Kedren as the health center’s COO of Primary Care in 
August 2020. Dr. Jones has been with the health center since August 2018, and Maureen Sabino 
has been with the health center since September 2021. While the senior management team is new 
to Kedren, they bring an array of experience (over 65 years accumulated experience) and education 
that will benefit Kedren long-term. 

 
a)  How it supports the operation and oversight of the proposed project, consistent with 

scope and complexity. 
 
Kedren’s senior management team is appropriate given the organization’s current size and scope 
of services, and the Board of Directors regularly reviews each position and is prepared to adjust, 
as needed, to ensure that oversight capacity keeps pace with organizational growth. During our 
last operational site visit from HRSA in March 2021, and through our own analysis, it was 
determined that a reorganization of the senior management staff at Kedren would improve 
management and accountability of the primary and behavioral health programs. In a reorganization 
plan that was submitted to HRSA, we outlined steps that have since taken place in order to ensure 
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that the key management team was appropriate for health center operations. These changes 
included: 

 
 Chief Operating Officer – Primary Care. Kedren added a new position, COO of Primary 

Care. In his role as COO for Primary Care, Mr. Hobson supervises, guides, and implements 
everyday operations for targeted outcomes in the clinic. Additionally, he facilitates and 
leads adherence to successful business operational standards and enforces accountability 
for the meeting of those standards within the departments. Mr. Hobson reports directly to 
the CEO. 
 Chief Financial Officer – Ms. Maureen Sabino is responsible for directing and overseeing 
all the financial activities of the corporation including preparation of current financial 
reports as well as summaries and forecasts for future business growth and general 
economic outlook. She provides reports, and updates to the Board of Directors on a 
monthly, or as needed, basis. 

 Chief Medical Officer – Primary Care – Kedren most recently recruited a full-time Medical 
Director (CMO). Dr. Jones is responsible for overseeing and managing all clinical functions 
of Kedren. She promotes organizational goals and objectives, and assures that high quality 
health care services are delivered at all times. 
Director of Information Systems – Mr. Jason Warner who has been director for Kedren’s 
Acute Psychiatric Hospital and Community Mental Health Center since 2021 supports the 
health center’s capacity to effectively use information technology, business intelligence, 
customer service, as well as provide data security/HIPAA management. Mr. Warner has 
been an incredible asset to the health center, and we anticipate his involvement will 
continue assist us in bridging the gap between its primary and behavioral health care 
programs and services. 

 Director of Clinical Services & Family Nurse Practitioner – Dr. Shenyell Morales, who 
previously served in a clinic management capacity continues to split her time between 
direct patient care services and program management in the position of Clinical Services 
Director. Dr. Morales serves as the supervisor of the team of Medical Assistants who are 
key to patient flow in the clinic and provides assistance to both the COO for Primary Care 
and the CMO. Dr. Morales reports directly to the COO for Primary Care for her 
management responsibilities. 

 
These updates have been shared with Kedren’s Project Officer, Christie Williams, and are reflected 
in the organizational chart. These staff additions have greatly improved Kedren’s ability to provide 
appropriate management staff for the operation and oversight of the proposed project. 

 
The senior management team has substantial experience working for large complex organizations 
and in providing health and mental health services. Dr. Griffith, President/CEO, has been a strong 
catalyst of expansion of existing programs and services, demonstrating a strong commitment to 
patients’ needs, as well as dedication to the current scope and complexity of the services provided
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to patients. Additionally, all of Kedren’s senior management team have lived in or near the service 
area and have been active members of the surrounding community. They are also committed to the 
goal of maintaining a primary health care clinic to serve residents of the underserved and 
economically challenged community. Furthermore, Kedren’s senior management have substantial 
experience providing comprehensive programs and services for patients residing in Los Angeles 
County that are experiencing serious and persistent mental illness and emotional disturbances. 

 
b)  Training, experience, skills, and qualifications necessary to execute each defined role 

(demonstrated in Attachment 4: Position Descriptions for Key Management Staff), as 
well as the amount of time that each will dedicate to Health Center Program 
activities (consistent with Form 2: Staffing Profile). 

 
Kedren’s senior management team has the training, experience, skills, and qualifications necessary 
to execute their defined roles as outlined in Attachment 4: Position Descriptions for Key 
Management Staff. Each staff member brings an array of experience from working with complex 
systems to their role at Kedren. One of Kedren’s focus areas is the integration of primary and 
behavioral health care services, and the senior management team has the skills and experience 
necessary to continue along this path of integration. Furthermore, as outlined in Attachment 4, we 
provide more detail on each position’s description of duties and responsibilities; position 
qualifications; supervisory relationships; skills, knowledge, and experience requirements; and 
work hours. 

 
Kedren’s key management team continues to identify conferences and trainings that will benefit 
clinic staff in providing services to patients. When an opportunity arises, Kedren will identify a 
few staff to attend trainings and/or will bring consultants to Kedren to educate staff on various 
important  topics.  Moreover, when  possible,  we  use supplemental  award  opportunities  (e.g., 
Delivery System Health Information Investment, Patient Centered Medical Home, Expanding 
Access to Quality Substance Use Disorder and Mental Health Services) to identify opportunities 
to expand our current scope of services, including enhanced staff training, experience, skills, and 
qualifications in order to enhance and expand services currently offered at Kedren. 

 
c)  Identification of individuals who will serve in the defined roles (demonstrated in 

Attachment 5: Biographical Sketches for Key Management Staff). If applicable, 
identify individuals that will fill more than one key management position, including 
the positions they will fill (e.g., CFO and COO combined role), and describe any 
changes in key management staff in the last year or significant changes in their roles. 

 
Kedren’s senior management team comprises individuals who are skilled in their outlined roles 
and well-equipped to guide an organization the size and scope of the health center. Brief 
biographical background on Kedren’s senior management team can be found below and additional 
information is included in Attachment 5: Biographical Sketches for Key Management Staff. 

 
 President/Chief Executive Officer, John H. Griffith, Ph.D. – A recognized medical care 

leader, Dr. Griffith is credited with more than 40 years’ experience with Kedren’s Acute 
Psychiatric Hospital & Community Mental Health Program, rising through the position of
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Chief Operating Officer of Mental Health Services, and serving in the capacity of 
President/CEO for more than ten years. Dr. Griffith was the founder of Kedren Community 
Health Center, and continues to provide direct oversight of the clinic in his role. Dr. Griffith 
has a Bachelor of Arts in Psychology from the University of Sheffield, England, and a 
Ph.D. from the Institute of Psychiatry, University of London, England. 

 Chief Operating Officer – Primary Care, William Hobson. – Mr. Hobson joined Kedren in 
2021 in the midst of the COVID pandemic as COO for Primary Care. He brings to his 
position a distinguished career in preventive and primary care programs. He served as the 
President and CEO of Watts Health Center, an FQHC in Los Angeles between 2002 – 2016. 
Mr. Hobson received his Master of Science in Environmental Health & Community Health 
Planning. 
 Chief Financial Officer, Maureen Sabino – Ms. Maureen Sabino joined Kedren in 
September 2021 as CFO. Ms. Sabino received her Bachelors of Science in Accountancy 
from Far Eastern University, Magna Cum Laude. Prior to joining Kedren, Ms. Sabino 
was the Controller for the City of Los Angeles Homeless Services Authority. She was 
responsible for the recording of admin and direct program budget of $75 million and a 
total of program and admin budget of $382 million. Her experience in overseeing 
preparation for annual financial reports while maintaining GAAP standards in her 
practice.   

 Chief Medical Officer- Primary Care, Kelly Jones, M.D. - Dr. Kelly Jones joined Kedren 
in August 2018 as CMO. Dr. Jones earned her Medical Degree from the University of 
Kansas Medical Center in Kansas City, Kansas, in 1994. She did her residency in family 
medicine at Georgetown University / Providence Hospital in Washington, D.C. Dr. Jones 
participated in a fellowship in Maternity and Family Health at University of Southern 
California’s (USC) Family Medicine Residency Program from 2001 to 2002, and a faculty 
development fellowship with the Keck School of Medicine at USC from 2010 to 2011. Dr. 
Jones is Board Certified and passed the American Board of Family Medicine for California 
(A76087). She also had a certification CEO DATA 200 Waiver to prescribe buprenorphine. 
She has been providing culturally competent and linguistically appropriate services for 
Kedren’s diverse patient population, and has provided additional guidance/expertise in its 
Quality Improvement program. 

 

 
d)  Employment arrangement of the CEO (consistent with Form 2: Staffing Profile).
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Dr. Griffith, Kedren’s President/CEO is on payroll. While he currently provides 0.10 FTE to his 
role as President/CEO of the health center, he works closely with Mr. Hobson, who is 1.0 FTE, 
and provides direct day-to-day oversight of all Kedren health center activities. None of the key 
management staff are employed through a contract. 

 
e)  Responsibilities of the CEO for and reporting to the governing board and overseeing 

other key management staff in carrying out the day-to-day activities of the proposed 
project. 

 
Kedren’s line of authority runs from the Board of Directors to the CEO to senior management to 
mid-level staff. An organization chart (Attachment 3: Organizational Chart) illustrates Kedren’s 
structure. The Board delegates oversight of day-to-day operations of the organization to the CEO. 
The CEO delegates day-to-day management responsibility of the HRSA project to the COO for 
Primary Care. The COO of Primary Care, CFO, and CMO report directly to the CEO. The CMO 
is  responsible  for  all  medical  matters  and  directly oversees  all  medical  staff.  The  CFO  is 
responsible for the overseeing the fiscal and billing staff of Kedren, and the COO of Primary Care 
is responsible for overseeing all other health center staff not currently supervised under the CFO 
and CMO. The CEO’s specific duties are detailed in Attachment 4: Position Descriptions for Key 
Management Staff. 

 
Contracts and Sub-awards 

4)  If applicable, describe how you will maintain appropriate oversight and authority over 
all contracts for substantive programmatic work and all sub-awards services and sites 
(consistent with Forms 5A: Services Provided, 5B: Service Sites, and 8: Health Center 
Agreements, and Attachment 7: Summary of Contracts and Agreements), including: 

 
a)  The structure of the agreement (i.e., contract or sub-award). 

 
While Kedren does not have a sub-recipient or affiliation arrangement that could compromise the 
integrity of operations or care provided, Kedren maintains agreements with contracted providers 
and our CMO exercises full authority over the services provided to Kedren patients. When we 
engage provider-contractors outside of our agency, such as for specialty care, we electronically 
receive consult reports from these providers for each patient referred for services. This is consistent 
with Form 5A: Services; Form 5B: Sites; Form 8: Health Center Agreements, and Attachment 7: 
Summary of Contracts and Agreements. 

 
Adhering strictly to HIPAA regulations, Kedren confers directly with contracted providers by 
telephone when there is an immediate need for authorization or when more extensive testing is 
recommended. Kedren includes in its service contracts and MOUs that the services are provided 
on a sliding fee to Kedren patients, and that no patient will be denied services based on their ability 
to pay. Kedren also ensures that there are formal written processes to ensure that the consult report 
will be shared with Kedren providers for follow-up with the patient Kedren reviews the operation 
history of these service contracts on an annual basis using a set of evaluative standards.
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Please see Attachment 7: Summary of Contracts/Agreements for a summary of our active contracts. 
 

b)  Ensuring the contractor/sub-recipient performs in accordance, with all applicable 
award terms, conditions, and requirements, including those found in section 330 of 
the PHS Act, implementing program regulations, and grants regulations in 45 CFR 
Part 75. 

 
All contracts through referral have within them specific expectations. These include seeing patients 
with limited means on a sliding fee schedule, follow-up with Kedren as their medical home, etc. 
The senior management team is assigned to monitor and approve services rendered by contracts. 
The record retention and all other Section 330 and 45 CFR Part 75 requirements are conveyed to 
all recipients if any contract funds from Kedren are paid to outside providers. 

 
c)  Mechanisms to monitor contractor or sub-recipient performance. 

 
While Kedren does not have a sub-recipient or affiliation arrangement, contracts and MOUs for 
services are reviewed by the senior management team on an annual, or as needed, basis. New 
contracts and MOUs are brought to the Board of Directors for review and approved before signed. 

 
d)  Requirements for the contractor or sub-recipient to provide data necessary for you to 

meet applicable federal financial and programmatic reporting requirements, as well 
as provisions addressing record retention and access, audit, and property 
management. 

 
As illustrated above, while Kedren does not have sub-recipient or affiliation relationship, all grants, 
contracts, and agreements are on file and incorporate data reporting requirements. The senior 
management team is responsible for assuring that all contractors provide the necessary data to meet 
both federal requirement and internal management requirements in addition to information related 
to accounting, expenditure, and other external reporting requirements. 

 
Note: Upon award, your organization will be the legal entity held accountable for carrying out 
the approved Health Center Program scope of project, including the portion of these activities 
that may be carried out by contractors or sub-recipients. 

 

 
Financial Accounting and Controls 

5)  Describe how your financial accounting and internal control systems will: 
 

a)  Have the capacity to account for all federal award(s) in order to identify the source 
(receipt) and application (expenditure) of funds for federally-funded activities in 
whole or in part, including maintaining related source documentation pertaining to 
authorizations, obligations, unobligated balances, assets, expenditures, income, and 
interest under the federal award(s).
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The CFO, Maureen Sabino, is supervised directly by the CEO, and is responsible for the financial 
operations of the corporation, and also reports to the Board of Directors. Ms. Sabino, with support 
from her qualified financial staff, is responsible for the financial condition of the Health Center 
Program Award and other Federal Awards and follows the policies and procedures regarding 
internal control systems and segregation of financial duties to ensure transparency and accurate 
accounting. The CFO provides monthly reports to the senior management team on the senior 
management team.  As  part  of the duties,  the  Finance Department  maintains  related  source 
documentation pertaining to authorizations, obligations, unobligated balances, assets, 
expenditures, income, and interest under the federal awards. The CFO is very efficient and 
organized in the execution of these required duties. 

 
b)  Assure that expenditures of the federal award funds will be allowable in accordance 

with the terms and conditions of the Federal Award and Federal Cost Principles. 
 
Ms. Sabino, CFO, conducts regular in-depth analyses of the financial results of each Federal Award 
and reports to the senior management team, and Board of Directors monthly. She reviews all 
budget expenditures to assure that they are both allowable and can be allocated to the grant. Kedren 
has established policies and procedures which utilize a financial management and internal control 
system that is based on GAAP principles, safeguards assets and tracks financial performance of 
the health center. In addition, Kedren has written procedures for utilization of the Federal Payment 
Management System requirements. Systems are in place with all applicable accounting staff to 
assure that all grant funds in the scope of project are both allowable and allocable. 

 
6)  Describe how you conduct billing and collections, including: 

 
a)  Requesting applicable payments from patients, while ensuring that no patient is 

denied service based on inability to pay. 
 
Sliding fee discounts are developed based on policies that take into account patient responsibility, 
preferences, and need. A $10 nominal fee is charged for patients at 100% of the Federal Poverty 
Guidelines (FPG) and below. Patients scheduled for service are informed about fees and given the 
opportunity to apply for the sliding fee scale, if eligible. Consumers applying for the sliding fee 
discount program must provide written verification of monthly income and family size. Examples 
of written verification include prior year’s W-2 forms or the two most recent pay stubs. Consumers 
providing this level of income documentation must have their income verified no less than once 
each year, and billing clerks are trained in eligibility requirements for the sliding fee discount 
program and re-confirm eligibility each visit. If a patient has a permanent disability and receives 
SSI or other insurance, this is also noted along with income. A sliding fee application spells out 
all details. 

 
In addition, providers will discuss costs with patients before ordering recommended, but not 
medically necessary, lab tests or procedures. Patients are asked to pay their sliding scale fees at 
the time the services are received, however no patient is denied services based on his or her ability
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to pay. Kedren front office staff are trained every six months on handling billing, and are re-trained 
every year on the sliding fee schedule. 

 
b)  Educating patients on insurance and, if applicable, third-party coverage options 

available to them. 
 
Comprehensive primary and preventive health care services are provided to all patients across their 
lifecycles, either directly or through contract or referral to collaborative partners and agencies, 
regardless of the patient’s insurance coverage or ability to pay. Our billing staff is in constant 
communication with patients who have private insurance to assist them with a payment plan for 
co-pays and co-insurance fees, as well as educating them on third-party coverage, when 
appropriate. Patients scheduled for service are informed about fees and given the opportunity to 
apply for the sliding fee scale, if eligible, by completing a hardship form. In addition, providers 
will discuss costs with patients before ordering recommended, but not medically necessary, lab 
tests or procedures. 

 
Furthermore, the availability of discounted services is posted in Kedren patient areas, including 
the waiting room and intake window. Receptionists are responsible for ensuring that signage 
remains visible, and that organizational brochures that include information about services and the 
fee structure are always available. 

 
c)  Billing Medicare, Medicaid, Children’s Health Insurance Program (CHIP), and 

other public and private assistance programs or insurance in a timely manner, as 
applicable. 

 
Kedren has a high collection rate from Medi-Cal and Medicare. A patient’s eligibility for a given 
program is determined at the time of the initial visit and re-confirmed semi-annually thereafter or 
as required by our specific contracts and grants. Kedren’s billing staff, with support from MedCor, 
Kedren’s contracted billing company, reviews third-party payment denials weekly and ensures that 
issues are addressed immediately. Furthermore, the CFO and COO review all standard reports from 
MedCor on a monthly basis, and have standing meetings with MedCor to review billing activity. 
The Board of Directors also reviews third-party collection rates on a quarterly basis. 

 
Through the combined efforts of Kedren billing staff, the COO, and the assigned MedCor billing 
staff, Kedren has established systems to assure that every reasonable effort is made to both 
accurately bill and collect appropriate reimbursement from Medi-Cal, Medicare, CHIO, patients 
and other service reimbursement sources. 

 
Should an uninsured patient not meet the criteria for any public assistance programs, he or she is 
categorized as a self-pay patient. As such, payment for Kedren’s services rendered is based on a 
sliding fee schedule. The extent of the discount is determined by the patient’s household income 
and number of dependents relative to the FPG. Payment is requested at the time of each visit and 
upon receipt of a monthly statement of account. The billing process is conducted in accordance
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with Kedren’s financial policies and procedures. Kedren also has an enrollment specialist who on 
a weekly basis helps enroll patients into appropriate insurance plans, including My Health LA. 

 

 
Telehealth 

7)  Describe how you use or plan to use telehealth for the following, as applicable: 
 

a)  Facilitating access to required primary and additional (including specialty) services. 
 
In collaboration with Charles R. Drew University of Medicine and Science, Kedren just completed 
a telemedicine room located at the health center. The room includes state of the art equipment to 
help facilitate patient intake, as well as host treatment session. While the process is still being 
finalized, we anticipate providing behavioral health services at our health clinic through the use of 
our telehealth equipment. However, we are taking into account that many Kedren patients do not 
have their own homes, or even cell phones, thus providing telehealth services could be difficult. 
Knowing this, we anticipate conducting a needs assessment, as well as feasibility study, to 
determine the best use of this innovative service. 

 
Using a care management, and patient centered medical home model, we anticipate using 
telehealth to confer with other providers and provider organizations with which Kedren has 
referred patients. 

 
b)  Providing long-distance primary and additional health services to health center 

patients. 
 
Based on the needs assessment and feasibility study which will be conducted over the next year, 
we will have a better sense of how best to implement this innovative service. 

 

 
c)  Providing health education to health center patients. 

 
As illustrated previously, we anticipate having a better sense of how to use health information 
technology following a needs assessment and feasibility study, which could potential include 
health education to patients via a telehealth platform. 

 

 
d)  Facilitating professional education. 

 
Plans for using the telehealth equipment for professional education is under development. 

 
 

e)  Promoting public health. 
 
Population health improvement uses of the new telehealth capability is being planned.
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National Quality Recognition 
8)  Describe any national quality recognition your organization has received or is in the 

process of achieving (e.g., HRSA National Quality Leader, HRSA Health Center Quality 
Leader, Patient-Centered Medical Home, Accreditation Association for Ambulatory 
Health Care, Joint Commission, state-based or private payer initiatives). 

 
Kedren is in the process of obtaining Patient Centered Medical Home (PCMH) recognition for its 
main service delivery site, which will be completed by September 2018. 

 

 
Federal Benefits Participation 

9)  Describe your current status or plans for participating in related federal benefits (e.g., 
Federal Tort Claim Act (FTCA) coverage, FQHC Medicare/FQHC Medicaid/CHIP 
reimbursement, 340 Drug Pricing Program, National Health Service Corps providers). If 
you do not have plans to seek FTCA coverage, describe plans for maintaining or 
obtaining private malpractice insurance. Refer to Section VIII for details. 

 

 
As an FQHC, Kedren takes advantage of related federal benefits, including a state license to 
operate as a community clinic, and participation in the PPS reimbursement program. Kedren also 
participates in Medicare and Medi-Cal reimbursement, and medications dispensed at our health 
center sites are purchased through the 340B Drug Pricing Program. Children vaccines are obtained 
through the Vaccine for Children’s Program, with Kedren following all required guidelines. We 
are also registered with the National Health Service Corps in that our FQHC designation establishes 
us as a Health Professional Shortage Area. Today, we currently have two clinical staff participating 
in the program. In 2019, we anticipate applying for FTCA coverage having developed a solid quality 
assurance program. 

 

 

GOVERNANCE 
 

 
1)  Describe where in Attachment 2: Bylaws and other components of this application you 

document meeting the Health Center Program board composition and authority 
requirements, as follows: 

 
a)  Board size is at least 9 and no more than 25 members, with either a specific number 

or range of board members prescribed (compliance demonstrated on Form 6A: 
Board Member Characteristics). 

 
Kedren’s bylaws are reviewed annually; the most recent version of Kedren’s bylaws were 
adopted at a Board meeting held on June 30, 2017. Regarding board size, Article Three, Section 
3.3 of Kedren’s bylaws states: “The number of directors shall be no less than nine and no more 
than 25, with an optimum range of 11-15.” As indicated on Form 6A, there presently are 11 
members serving on Kedren’s Board.
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b)  At least 51 percent of board members are patients served by the health center 
(compliance demonstrated on Form 6A: Board Member Characteristics). 

 
Consistent with Form 6A, Article Three, Section 3.4 of Kedren’s bylaws stipulates that “A 
majority of the board members (51%) shall be individuals who are, or will be, served by the 
Center.” Additionally, the Article states that, “User members are individuals who are served by 
the health center and who utilize the Health Center as their principal source of primary care. It 
is essential that each user member uses the Health Center's services on a regular basis, with no 
lapse in utilization of services for more than two years while serving as board members. A legal 
guardian of a consumer who is a dependent child or adult, or a legal sponsor of an immigrant 
consumer, may be considered a consumer for purposes of Board representation.” 

 
c)  Patient members of the board, as a group, reasonably represent the patient 

population in terms of demographic factors (e.g., gender, race, and ethnicity) 
(compliance demonstrated on Form 6A: Board Member Characteristics, consistent 
with Form 4: Community Characteristics). 

 
Article Three, Section 3.4 additionally stipulates that board members shall, “as a group, represent 
the individuals being served in terms of demographic factors, such as race, ethnicity, age, sex, and 
economic status.” The Kedren Board of Directors’ demographic makeup is illustrated in the table 
below and is compared to Kedren’s patient distribution. The information presented is congruent 
with Form 6A: Board Member Characteristics, and Form 4: Community Characteristics. 

 
 

Characteristic 
Kedren 

Board of Directors 
Kedren 

Patient Distribution 
Gender 

Male 18% 17% 
Female 82% 83% 
Ethnicity 

Hispanic or Latino 27% 50% 
Non-Hispanic or Latino 73% 50% 
Race 

White 0% 0% 
Latino/Hispanic 27% 50% 
Native Hawaiian/ Pacific Islander 0% 0% 
Black/African-American 73% 50% 
American Indian/Alaska Native 0% 0% 
Asian 0% 0% 

 
d)  Non-patient members are representative of the community in which the health center 

is located, either by living or working in the community or by having a demonstrable 
connection to the community.
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As indicated in the bylaws, all board members are expected to live and/or work within Kedren’s 
service area, regardless of whether they are patients or community representatives. Article Three, 
Section 3.4 stipulates that, “As  a rule,  user or  patient b o a r d members s h o u l d live  and/or 
work in the service  area.” Regarding non-patient members, Article Three, Section 3.4 also states, 
“The “non-user” board members will be representative of the community in which the Health 
Center is located and should live or work in the service area.” Additionally, Article Three of 
Section 3.2, of the bylaws states that, “There shall be representation from each community where 
Kedren has established a satellite.” 

 
e)  Non-patient members provide relevant expertise and skills (e.g., community affairs, 

local government, finance and banking, legal affairs, trade unions and other 
commercial and industrial concerns, social services) (compliance demonstrated on 
Form 6A: Board Member Characteristics). 

 
Article Three, Section 3.4 states, “the remaining members of the Board (49%) shall be selected for 
their expertise in local government, finance and banking, legal affairs, business, education, clinical 
services, marketing, or any other expertise needed by the Corporation to fulfill its mission and 
meet its goals and objectives of serving the communities it represents.” At present, Board members 
represent the following professions: Social Work, Psychology, Business/Administration, Finance, 
Accounting, Health Care, Nursing, Construction, and Foster Care. 

 
f) No more than one-half of non-patient board members may earn more than 10 percent 

of their annual income from the health care industry (compliance demonstrated on 
Form 6A: Board Member Characteristics). 

 
Consistent with Form 6A, and as indicated in Article Three, Section 3.4, “No more than one half 
of the remaining members of the Board may be individuals who derive more than ten (10) percent 
of their income from the health care industry.” At present, less than one-half of board members 
are from the health care industry. 

 
g)  Health center employees, contractors, and immediate family members of employees 

may not be health center board members. 
 
Article Three, Section 3.4 of Kedren’s bylaws states, “No member of the Board shall be an 
employee of the Center, or spouse, or child, parent, brother or sister, aunt, uncle, grandparent, first 
cousin by blood or marriage of such an employee.” Furthermore, the “CEO may be a non-voting 
ex-officio member of the Board.” Kedren strictly adheres to this policy. 

 
h)  Board meetings occur monthly. 

 
According to Article Three, Section 3.1 in the Bylaws, as part of Board Functions and 
Responsibilities, the Board of Directors shall “hold regularly scheduled meetings, at least once 
each month.” Additionally, as stated in Article Four, Section 4.1 of the Bylaws, the Board “shall 
hold regular monthly meetings at a time and place to be determined.” The Kedren Board currently
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holds monthly meetings on the last Friday of each month at Kedren Community Health Center, 
Inc., 4211 S. Avalon Blvd., Los Angeles, CA 90011 (Executive Board Room, 2nd Floor). 

 
i)   Approving the selection and dismissal or termination of the project director/CEO. 

 
Article Three, Section 3.1 indicates that one of the board’s “General Powers” is “to select, evaluate, 
and dismiss the Chief Executive Officer…” Additionally, as described in the same Section, under 
the Board Functions and Responsibilities, the bylaws state that one of the Board’s primary 
functions is to, “approve the selection and dismissal of the Chief Executive Officer and evaluate 
his/her performance on an annual basis.” This power is further discussed in Section 3.1 with the 
following statement. “Implementation of the policy and day-to-day operations are delegated to the 
President/Chief Executive Officer who is hired, evaluated and dismissed by the Board of 
Directors.” 

 
j) Approving applications related to the health center project, including approving the 

annual budget, which outlines the proposed uses of both federal Health Center 
Program award and non-federal resources, including revenue. 

 
Article Three, Section 3.1 of the bylaws state primary functions of the Board of Directors, which 
include “to approve annual budgets and ensure the conduction of annual independent audits.” This 
duty includes ensuring the budget outlines the proposed uses of revenue, and both federal and non- 
federal resources. The Section also states that the Board monitors and evaluates center activities 
that include “financial goals including projected budget to actual expenditures.” At each Board 
meeting, members received a revenue and expenditure report that is compared with budget 
projections. Variances between budgeted and actual revenue and expenses are discussed. 

 
Article Three, Section 3.1 also addresses the Board’s function to approve applications related to 
the health center. Under the Board Function and Responsibilities, the Board shall, “participate 
actively in grant activities including approving scope of service…provide input to grant 
applications, obtain board approval of all grants prior to submission, review Notice of Grant Award 
upon receipt including all terms and conditions… and due dates by which grant conditions must 
be met.” 

 
k)  Approving proposed sites, hours of operation, and services. 

 
As stated in Article Three, Section 3.1, of the bylaws, the Board of Directors will determine 
“…location and hours of operations...” Hours of operation are reviewed at least once each year 
based on input from patients and consumer Board members with consideration given the days and 
hours that maximize patient access to care. 

 
l)   Evaluating the performance of the health center. 

 
According  to  Article  Three,  Section  3.1  in  the  Bylaws,  as  part  of  Board  Functions  and 
Responsibilities, the Board of Directors shall “monitor and evaluate center activities.” Monthly
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reports to the board include but are not limited to the following: service utilization patterns, 
productivity of the center, quality of care, patient satisfaction, achievement of project objectives 
(annual and long-range strategic plans), financial goals including projected budget to actual 
expenditures, and patient grievances. The Board also reviews its clinical performance measures 
monthly to ensure that each metric is approaching goal attainment. 

 
m) Establishing or adopting policy related to the operations of the health center. 

 
Article Three, Section 3.1 of the bylaws states that “The Board shall have the power to . . . 
establish center priorities, develop policies, rules, regulations, and reporting systems to govern 
and monitor the affairs of the Corporation.” Furthermore, the Section also states that one of the 
Board’s primary functions is to “establish policies and assure the center is operating in 
accordance with its established policies and procedures.” Benefiting from an active Board of 
Directors, which understands it role as a policy and oversight body, members work closely with 
the CEO to address policy concerns that are within its purview. In addition, The Board of 
Directors reviews its overall operating plan for Kedren annually, and approves the annual 
operating budget. 

 
n)  Assuring the health center operates in compliance with applicable federal, state, and 

local laws and regulations. 
 
According to Article Three, Section 3.1 in the Bylaws, as part of Board Functions and 
Responsibilities, the Board of Directors shall “assure the center is operating in compliance with 
all applicable federal, state and local laws and regulations.” Further, in this same Section, the 
bylaws state, “The Board has the responsibility to assure the center is operating in compliance with 
federal, state, and local laws, including but not limited to, compliance with Federal Procurement 
standards and grant requirements including conflict of interest policies.” 

 
Moreover, following the directive in the HRSA Compliance Manual, Chapter 13: Conflict of 
Interest, Kedren maintains written standards of conduct that inform employees, officers, and board 
members of conflict of interest, including organizational conflicts of interest, and for governing its 
actions with respect to the selection, award, and administration of contracts. In cases where a 
conflict of interest was identified, Kedren’s procurement records document adherence to its 
standards of conduct, and disciplinary actions take place for those who violate the standards of 
conduct. 

 
2)  Describe how your governing board (consistent with Attachment 3: Project 

Organizational Chart) maintains authority and oversight over the proposed project, as 
outlined in Attachments 2: Bylaws, 6: Co-Applicant Agreement, and 8: Articles of 
Incorporation. Specifically affirm that: 

 
Kedren’s Board of Directors have taken steps to assure that the Section 330 funded primary care 
program receives sufficient time and attention as part of the governance of the overall organization. 
To achieve this goal, Kedren’s corporate Board divides its monthly Board meetings into two parts 
with the first part focused exclusively on Kedren Community Health Center. In this first segment  
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of the meeting, a minimum of the first two hours is dedicated exclusively to the health center, with 
the COO and CMO of Primary Care not only in attendance but providing monthly reports on 
progress made towards operational and clinical goals. During which all board members participate 
in review, discussion and action-plan setting, when needed. This Board meeting agenda 
management is one of several steps taken to assure compliance with the HRSA requirements that 
the Board maintains authority and oversight over the proposed project. 

 
a)  No individual, entity, or committee (including, but not limited to, an executive 

committee authorized by the board) reserves or has approval/veto power over the 
board with regard to the required authorities and functions. 

 
In accordance to Kedren policies, and consistent with Attachment 3, Attachment 2, Attachment 6, 
and Attachment 8, Kedren’s Board of Directors maintains authority and oversight over the 
proposed project. As indicated by Board resolution approved July 27, 2018, Kedren explicitly 
ensures that no individual, no committee, and no entity of any kind reserves the power over the 
board to veto/approve any decisions, with regard to the required authorities and functions of the 
board. 

 
b)  Collaboration or agreements with other entities do not restrict or infringe upon the 

board’s required authorities and functions. 
 
As indicated by board resolution approved July 27, 2018, Kedren explicitly provides assurance 
that any collaborations or agreements with other entities do not restrict or infringe upon the board’s 
required authorities and/or functions. 

 
c)  New public agency applicants with a co-applicant board: Attachment 6: Co- 

Applicant Agreement delegates the required authorities and functions to the co- 
applicant board and delineates the respective roles and responsibilities of the public 
agency and the co-applicant in carrying out the project. 

 
Not applicable. 

 
 

d)  Applicants requesting PHPC funding: The service delivery plan was developed in 
consultation with residents of the targeted public housing and describe how residents 
of public housing will be involved in administration of the proposed project. 

 
 

SUPPORT REQUESTED 
 

 
1)  Provide a complete, consistent, and detailed budget presentation through the submission 

of the following: SF-424A, Budget Narrative, and Form 2: Staffing Profile, and Form 3: 
Income Analysis that reflects projected costs and revenues necessary to support the 
proposed project (see Form 3: Income Analysis for details regarding revenue sources). 

 

 
Kedren is requesting $1,206,507 per year in Federal section 330(e) funds, which matches the  
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proposed allocation on HRSA’s Service Area Announcement Table (SAAT). The federal funding 
represents 26.8% of the total projected budget of $4,499,030 in Year 1, 25.5% of the total budget 
of $4,728,951 in Year 2, and 25.5% of the total budget of $4,728,951 in Year 3. Kedren maximizes 
operational use of federal support through effective financial management and economies of scale. 
The requested funding is appropriate to Kedren’s proposed service delivery plan, detailed in this 
narrative, which will serve 4,750 unduplicated patients via 14,535 patient visits in the year ending 
December 31, 2022. This budget is aligned and consistent with the proposed service delivery plan 
and projected new patients to be served. The Board of Directors has approved this budget. 

 

 
2)  Describe how you have considered and planned for mitigating the adverse impacts of 

financial or workforce-related challenges (e.g., payer mix changes, workforce 
recruitment or retention challenges). 

 
With the continued evolvement of and uncertainty of federal and state healthcare policy changes 
as they relate to the Affordable Care Act, value-based health care versus a per-procedure 
reimbursement model, and progress toward a single-payer healthcare system, Kedren expects the 
demand for low-cost/no-cost care to continue to increase in the service area. These changes include 
the potential elimination of Medicaid expansion and a growth in the uninsured population due to 
high premium costs driven by private insurers. Though Kedren is committed to keeping costs 
down, it will continue to respond to the increasing demand for low-cost healthcare. 
 

Kedren will continue to pursue and strengthen collaborations with community partners to leverage 
resources, maximize third-party payers, practice appropriate billing and collections procedures, 
and pursue private foundation support in order to optimize financial support, in-kind contributions, 
and any other assistance for its operations. The amounts of federal grant funds being requested in 
this application will be supplemented by these other sources of support. 

 
Finally, Kedren intends to pursue funding more aggressively from individuals, foundations, state, 
and local government sources to ensure a strong financial foundation in light of the above- 
mentioned uncertainties. 

 
In light of workforce recruitment challenges, Kedren participates in the National Health Services 
Corp (NHSC) where clinicians working at an approved site, like Kedren, receive funding for their 
initial two-year commitment and may be eligible for additional years of support to help pay their 
student loans. With the addition of students who are completing their residencies at Kedren, we 
anticipate some of them joining Kedren full-time and also benefitting from the NHSC program. 
We also provide a competitive benefits package, and are developing a provider incentive program 
based on QI/QA activities (e.g. quality, patient satisfaction, productivity). 

 
 
 
 
 
 
 
 
 


