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What is our strategy at the
Health Agency level?

« Develop evidence-based, standard
INIAA “menu” of screening questions
HeATHAGENSY o Develop recommended menu of
| secondary assessments
« Assist with implementation across

| areas

Overview of Team Structure
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Social Determinants of Health:
LAC+USC Stages of Screening & Who Does What

Phase 2 Since March 2017, CMAs are trained In screening.
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| contact: kharh Trioh
(ktrinh@dhs acounty
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l l Reasons for Referral to Social Work
LAC+USC

|

| What is our strategy at the
\\ DHS Primary Care level?
|

« Select social and behavioral
domains to focus on
« Standardize across primary care
* Revise intake process to include
screening questions

Behaviora Health Domalns and Sreering Questons.

m A Couple of Our Partners

LAC+USC

« Food Insecurity
1) The Wellness Center / community resource
linkages
« on campus
« multiple organizations, produce distribution,
community linkages by navigators e |1
2) Social Work/DPSS weLNeSE ||||
* In clinic CalFresh enrollment Sl
* Housing Insecurity
1) Our social work department
. already with Integrated 8H model n cincs
the most well-versed team member i housng lssues

Job, learning, o language for parents | Not a question at
B time of screening
Cllc Cyce Times with creening I Phase |

Janfreb2017____| 50min

March 2017 39min
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SDOH SCREENING MODEL FOR INACTIVE PATIENTS
TP, Hubert H. Humphrey
D eeosierencann

Harbor-UCLA

CRITERIA TO SCREEN

SGUCLE

* Inclusion
* Adults, 18 years and older
* Medicaid recipients
* Assigned to Harbor-UCLA for primary care
* Not currently engaged in primary care

* Exclusion
* Pediatric patients
* Patients who have seen PCP in last year TEaaIn
* Patients who are active elsewhere | Fooa ....mnws".'."«'ﬁ'i."-':: Ratara Process

Food Insecurity Referral Outcomes

Primary Care Adul Wost Patients with Food Inecurity.
Dec 6th 2017 Feb G 2018).
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LAC+USC

Contact: Barbara Rubino (brubino @ acounty gev)
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| L 7V GONA:

5 Million Al/AN in the US

If culture is prevention,
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we bring culture

fo the youth
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Since 2001, NAHC has

2 ; delivered GONA curriculum to
z In a wilderness setting more than 800 Urban Native
There are 5 million Al/AN in we host: ceremony, clans, Youth, recognized by SAMHSA
el o noselsimillionyilige storytelling, role play, as an effective cultural based
are urban. Causing isolaho[\ skits, art, frust, building intervention.
and a lack of cultural identity. community. o
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Community member
Cultural connectedness can r o S
SAMHSA (one of our funders) Belthe & ore ot e%r:'spe:é,,r,‘goz‘i,ferioo o
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ts?{?r‘fptr:;::\)gﬁc?puniiive, not substance abuse.

oe’'s model for urban

natives.
culturally sensitive/relevant. -

Medicine Wheel
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Sodial Determinants of Health (SDOH):

SDOH High Touch Tracking

Our Mission
:
¢
;
¢

SDOH High Touch
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Trabajemos Juntos por Familias

§ LEsts entrentando problemas con ol comportamiants e 5 o
tras relaciones famifares obre




