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OUR MISSION

Our mission is “to improve the health status of underserved
segments of the population of Los Angeles Area through the direct
provision or coordination of health care, health education services

and research.”
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Legal Name JWCH Institute Inc. 
DBA Wesley Health Centers 


OUR SERVICES

We provide a full continuum of care for the men, women and children in Los

Angeles County.

Primary Medical Care

Behavioral Health Care

Reproductive Health

Pediatrics

STD / HIV Testing, Treatment and Prevention

Optometry

Dental /Oral Health Care
Radiology / X-Ray

Pharmacy and Laboratory Services
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MORE THAN PRIMARY CARE SERVICES

Homeless Health Care
Substance Abuse Services
Recuperative Care Services
Supportive Housing
Enroliment Assistance
Transportation

Reproductive Awareness Program for Teens (RAP)

Extensive HIV Testing services located in 11 men’s club
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= Y
DWC Programs & Servigadass

DWCis nationally recognized as a prototype for unique and effective programs serving
homeless women and ending homelessness. DWCserves over 3,000 women every year.

7 DROP-IN DAY CENTER @ CLINICAL HEALTH SERVICES
W e Services: Meals, « Case management, mental
showers, phones & mail health & medical services
* Trauma Recovery Center
ﬂ HOUSING m PERSONAL & FINANCIAL
e 119 units of permanent OPPORTUNITY

» Education, skill development, on-the-

. Q)mmunity Based Housing for job training & transitional jobs
survivors of Domestic \iolence, « Competitive job placement

Veterans, and utilizers of County W
Health Services

supportive housing
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®

e Building our partnership
e Growing our relationship
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Safe Harbor shelter for women closed
JWCH provided one-day clinic at LA Street location
Lisa Watson was on the board of JWCH
Coordinated planning approach to ensure to close the gaps for women’s services. 
2007-2010—DWC renovated new building
2012-JWCH/DWC-co-located clinic began 

PSH and co-located FQHC’s have become the norm in service provision to homeless providers. 


Leading Together

* Trust
e Teamwork
e Collaboration with the patients served
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Healthcare provision co-located and convenient 

DWC staff: health Program Manager, Medical Social Worker, Health Specialist, MSW/MPH Interns, Peer Health Leaders
JWCH staff: Primary care physician, Medical Assistant, _______

Weekly debriefs
Monthly clinic collaborative meetings: focus on successes 
Quarterly admin meeting with Chief Medical Officer and Chief Program Officer

If time allows: 
Mini case study of person living with diabetes and how the team collaborated together. 






Leading Together--Beyond Primary Health

Care

Transportation

In Home Supportive Services
Medications education/management

Education about Managed Care/Primary Care Physicians
Coordination among multiple doctors

Healthy Food

Apply for benefits: SSI, Medi-Cal, Medicare, and Food Stamps
Health workshops and exercise classes

Falls prevention classes

End of life planning and care

Proactive engagement in hospital discharge planning

Chronic disease self-management interventions

Involvement in systems change and innovation
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Leading for Outcomes

2017 Impact

* 905 women received health services at DWC

» 258 seen in Women’s Health Clinic, through 990
clinic visits

* 83 received mammograms

e 380 women received mental

health counseling
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Leading Together---Women for
Wellness Prograry
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Because programs to improve the management of diabetes do not normally reach homeless populations the Women for Wellness program is co-located where JWCH Institute runs a FQHC  and where Downtown Women’s Center offers housing, daily meals, and access to services to meet subsistence needs. These comprehensive services allow women to take care of urgent needs so that health management and long-term health goals can be pursued. 


The Women for Wellness program includes monthly blood pressure, BMI, A1C level screenings and weight measurements. Additional programming includes health education classes, nutritional counseling, support groups, peer support, fitness classes, and other health screenings. Inclusion criteria
Adaptations
GOAL – LOW-BARRIER
More relevant examples
Incentives Lower literacy and comprehension levels
16+ focus on chronic dx management; nutrition; health advocates
Culturally competent services for monolingual Spanish speakers
Focus on socioemotional health: building social support among group to maintain group cohesion, belonging, and acceptance
Peer advocates involved in Post-Core phase w/ nutritional demos and assisting w/ BP monitoring
DEEP-6 week program 



Leading Together---

DiaBEATIt! Walking

The Women for Wellness

Progromw i ieve

This program starts on October 1, 2015 and ends on September 30, 20161
“ is for ALL WOMEN who want to prevent manage dabetes|

Join this program if gou want to:

»  Win PRIZES for attending DWC's fitness clases;, haalth

workshops, and L
= Leam about the risk factors for gatting disbetes
»  Baea part of a women's suppon group 1o stay haalthy
«  Receve 1.1 support from staff

Interested in jorning? Attend 1 session to enroll!

Wednesday, January 6th: 9:30-10am in the Garden Room
‘Wednesday, January 13th: 9:30-10am in the Garden Room

Group

{Toma control de

su salud!

5i usted se inscribe en este
programa puede:
iGanar premios por asistira
les clases!

iEste programa es para
todas las mujeres que
guiere prevenir o manten-
er su diabetes!

Obtenga més informeacion sobre los factores de riesgo en desamollar diabetes
Sea parte de uno de los grupes de apoyo de mujeres para mantenerse saludable.

iEste program empieza el 13 de Enero, 2016y
termina el 20 de Abril, 20161
Miercoles, 11 am-11:45 pm en el Garden Room de DWC

w

Direccion: 442 5. San Pedro. 5t. Los Angeles, GA 90013

Para mas informacidn, por favor comuniguese con

Stephanie Pozuelos: (213-223-2907 o stephaniep@downtownwomenscenter.org)

‘Wednesday, lanuary 20th: 9:30-10am in the Garden Room
Wednesday, lanuary 27th: 9:30-10am in the Garden Room
Address: 442 5. 5an Pedro. 5t. Los Angeles, CA 90013

Plésase contact Stephanie Chén, Health Program Specialis. W
213-223-2907 or stephaniectaowntawnwamansoenter. org o

WEEK T - Thursday 10/27 §:30-11:30am
You're invited to join us in Gladys Park to check out the health fair
FREE F FREE

WEEK.8 - Thursdey 10/3 from 9:30-11:30am

Walk with s to the City Hall Farmer's Market to shop for some frash food!
Celerate the program with a partyl FREE focd, drinks. and prizes!

‘Walking group leaves at 9:30am from the Dawntown Women's Center, and
returns by 11:30am to the Downtown Women's Center

For move lndo, contast: Sechans (hen |
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This emerged out of our SCALE work through a 100 Day Action Plan 

Jill—examples of what we actually did together 
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_eading for Outcomes—Women for Wellness :rg.

Screenings (Improvement from Baseline)

B Homeless ® Permanently Housed

Body Mass Index

Blood Pressure 46 (92%)

Alc Screening

(*) Percentage based on number of participants who completed the Alc screening at baseline and 1-year (N=34)
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Reference White Paper to understand better. 
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100M Healthier Lives Common Questionnaire Outcomes

The 100 Million Healthier Lives Common Questionnaire is a 7-item survey that assesses for

Physical Health, Mental Health, Spirituality, Social Support, Financial Health, Current Health

%
Suffering (n%)
Thriving (n%)

Total % Increase in
'Healthier Lives'

‘Healthier Lives’ in these domains:

Status, Future Health Status

-32%
12%

44%

-52%
32%

84%

%"’..
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Leading for Equity

--Ildentify who is not thriving; data driven
--Community Champions on the Steering Committee

--Incorporating real-time feedback into our programs and
making changes as needed (PDSAS)

--Conducting a needs assessment

--Working on equity issues in each steering committee meeting
--Implementing Trauma-Informed Care agency-wide
--Supporting an advocates program at DWC


Presenter
Presentation Notes
Jill—highlight impacts of Denise as a community champion (e.g., she did a healthy food assessment of local providers) 

Amy—highlight Downtown Women’s Needs Assessment—how data highlights who is not thriving. 


Leading for Sustainability—lLessons

Learned
Intrinsic and Extrinsic

Co-Design is so important
Plan Do Study Act model helped us increase
clinic usage

Managing change and turn-over
Sharing PHI

Housing is Healthcare
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Intrinsic—motivation to work together; years of respectful relationships/coordination; want to make things better for people

Extrinsic—changes through ACA/JWCH mainstream funding through billing; DWC foundation support for innovative healthcare work

PDSAs/listening to the women/looking at data—resulted in opening clinic up earlier to address realities of being homeless/decreasing barriers to accessing services. 


Trust has allowed us to address personnel issues and weather staffing changes better. 
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