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Introduction
The InterCommunity Health Network Coordinated Care Organization (IHN-CCO) Transformation Pilot Summary Report
Quarter 4 2017 has two sections; 1) a brief summary of pilots, and 2) detailed pilot reports.
1) Brief summaries include:
• Location and site(s) where the pilot is occurring
• Pilot description
• Health outcomes
• Sustainability
• Community Health Improvement Plan (CHIP) areas, outcomes, and indicators
• Links to the detailed pilot reports
2) Detailed reports written by the pilot representatives
Thank you for your interest in IHN-CCO Transformation pilots occurring in Benton, Lincoln, and Linn Counties. Please
email transformation@samhealth.org with questions. You may also visit www.ihntogether.org for more
information.
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IHN-CCO Transformation Pilots
Current as of January 2018

These are the active InterCommunity Health Network Coordinated Care Organization
(IHN-CCO) Transformation pilots in Benton, Lincoln, and Linn Counties.
Pilots are selected from a competitive Request for Proposals process. The goal is to achieve
better quality healthcare, lower costs, and more access to services. To be considered, pilots must
meet at least one of the Eight Elements of Transformation and at least one Community Health
Improvement (CHIP) area.
For more information, please visit IHNtogether.org.

Transformation Pilots
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The CHIP areas addressed by each pilot are shown by the icons. The small numbers below the icons
reflect the Outcomes and Indicators Concepts outlined in the CHIP Addendum – January 2016.

For more information email transformation@samhealth.org or visit IHNtogether.org
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IHN-CCO Transformation Pilots
Current as of January 2018

Breastfeeding Support Services
Date range: July 2016 – September 2018
Location: Linn County 										
Sites: Samaritan Mid-Valley Pediatrics and Linn County Women, Infants, and Children (WIC)
This pilot places a Spanish speaking Lactation Consultant in a medical clinic. The goal is to
promote and support new mothers trying to breastfeed their babies.
Health Outcomes:
• Increase the number of women who breastfeed
A1, A2
• Increase the length of time women breastfeed
• Help providers work together to make sure women receive the care they need
• Connect women with WIC and other community resources

CH3

MH3

Sustainability: If successful, Willamette Nutrition Services will work with IHN-CCO on a
contract to keep providing services.

CHANCE 2nd Chance
Date range: July 2017 – June 2018
Location: Linn County
Site: Communities Helping Addicts Negotiate Change Effectively (CHANCE)
This pilot provides a system of support for peers, people with mental health conditions, and
addiction recovery. The pilot is focused on emergency housing assistance, transitional housing
support, transportation support, entering into the community, and education around quality
health, health care, and navigation.
Health Outcomes:
• Increase employment rates
• Increase access to necessary support networks
• Increase permanent housing for addicts

A3

BH3

Sustainability: If successful, CHANCE will work with IHN-CCO to contract for additional
Peer Support Services.

For more information email transformation@samhealth.org or visit IHNtogether.org
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IHN-CCO Transformation Pilots
Current as of January 2018

Children’s SDoH and ACEs Screening
Date range: January 2018 – December 2018
Location: Linn County
Site: MidValley Children’s Clinic
MidValley Children’s Clinic is adding a screening tool for Social Determinants of Health
(SDoH) and Adverse Childhood Experiences (ACEs) at well-child checks. The pilot goal is to
improve the health and wellbeing of families who are dealing with violence and trauma, and who
need to be connected with community resources.
Health Outcomes:
• Identify families in need of community resources
• Provide resource connections to families in need
• Improve the health and wellbeing of families

BH3

CH1, CH2

Sustainability: If successful, MidValley Children’s Clinic will continue using the screening tool
and connecting families to community resources.

Community Doula
Date range: January 2018 – December 2018
Location: Benton, Lincoln, and Linn Counties
Site: Heart of the Valley Birth and Beyond
Birth doulas are Traditional Health Workers that build trusting relationships with pregnant
women and provide physical, emotional, and informational support during labor and birth.
The goals of the pilot are to increase the number of birth doulas, improve health outcomes, and
evaluate medical cost savings for pregnant members of IHN-CCO.
Health Outcomes:
• Increase number of women trained as birth doulas
• Improve birth outcomes such as prematurity, cesarean-section
and pain medication use

A1

CH

MH3

Sustainability: If successful, Heart of the Valley Birth and Beyond will bill for services and seek
out funding for the training portions of the pilot.
For more information email transformation@samhealth.org or visit IHNtogether.org
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IHN-CCO Transformation Pilots
Current as of January 2018

Community Paramedic 2
Date range: July 2017 – June 2018
Locations: Linn County
Sites: Albany Fire Department
This pilot provides an opportunity for paramedics to work outside of their normal emergency
response and transport roles. The paramedics help IHN-CCO members use emergency care
resources better and increase access to Primary Care Physicians (PCPs) and community resources.
Health Outcomes:
• Decrease non-emergent use of the emergency department
• Increase access to PCPs
• Reduce healthcare costs due to poor healthcare usage

A

CD

Sustainability: If successful, the Albany Fire Department will work with IHN-CCO to
contract for services.

Eating Disorders Specialty Care Teams
Date range: September 2016 – February 2018
Locations: Benton, Lincoln, and Linn Counties
Sites: Primary Care Physicians in Benton, Lincoln, and Linn Counties
This pilot uses Coordinated Specialty Care Teams (CSCTs) which are teams that are trained
to treat eating disorders. This model is useful when a community is too small to support a
specialty clinic.
Health Outcomes:
• Create a process to get members to CSCTs
A
BH2
• Recruit and train medical providers
• Recruit and train mental health specialists and nutritionists
• Increase correct diagnoses of eating disorders and decrease hospital stays

CH

CD2

Sustainability: If successful, the pilot will make recommendations to continue these efforts
within the operations of Samaritan Health Services.

For more information email transformation@samhealth.org or visit IHNtogether.org
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IHN-CCO Transformation Pilots
Current as of January 2018

Expanding Health Care Coordination
Date range: November 2016 – April 2018
Locations: Benton and Linn Counties
Sites: Samaritan Family Medicine Resident Clinics in Albany, Corvallis, and Lebanon
This pilot expands the role of Medical Assistants (MAs). The MAs will make phone calls,
send reminders, and follow-up with members so they are aware of needed screenings and
appointments. MAs will take on new duties in the exam room so providers have more time to
spend with patients.
Health Outcomes:
• Improve patient and provider satisfaction
A1
BH
• Improve clinic quality measures
• Improve population health through disease control and prevention

CH

CD

MH1

Sustainability: If successful, clinics will maintain additional MA services using cost savings
and increased access.

Family Support Project
Date range: January 2017 – April 2018
Locations: Benton and Lincoln Counties
Sites: Benton and Lincoln County schools
This pilot uses Family Support Liaisons (FSLs) in the schools. FSLs help families meet their
basic needs. This model has worked well in Linn County. The pilot expands the model to Benton
and Lincoln Counties.
Health Outcomes:
• Serve 90-100 families in Benton and Lincoln Counties
• Link youth with social services and Patient-Centered
Primary Care Homes
• Ensure that families in need have access to care

A

CH

CD

Sustainability: If successful, the Family Support Liaisons will use existing structure within the
Linn Benton Lincoln Education Service District to bill Medicaid.
For more information email transformation@samhealth.org or visit IHNtogether.org
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IHN-CCO Transformation Pilots
Current as of January 2018

Health Equity Summits and Trainings
Date range: January 2018 – December 2018
Location: Benton, Lincoln, and Linn Counties
Sites: Willamette Neighborhood Housing Services and the Health Equity Workgroup
This pilot works to put on health equity summits and trainings across Benton, Lincoln, and Linn
Counties. These trainings identify and develop strategies and approaches that best meet local
needs. The goal is to make sure that the health equity lens is used in the delivery of healthcare
and social services.
Health Outcomes:
• Create a plan to address health equity issues faced by IHN-CCO members
• Increase collaboration among local organizations
• Improve provider understanding of health equity

A2

Sustainability: If successful, Health Equity Summits and Trainings will continue the trainings
with fees to cover costs.

Improving Infant and Child Health in Lincoln County
Date range: July 2017 – June 2018
Location: Lincoln County
Site: Lincoln County Health and Human Services
This pilot supports families and healthy growth and development with babies 0-4 years. The
pilot works to enroll families in the Parents as Teachers (PAT) program to provide skills around
communication and child development, and provides links to resources.
Health Outcomes:
• Improve Ages and Stages Questionnaire (ASQ) scores
• Increase immunization rates
• Increase the number of families enrolled in the PAT program

CH

Sustainability: If successful, Lincoln County Health and Human Services will work with
billing partners and other funding streams to continue providing services.

For more information email transformation@samhealth.org or visit IHNtogether.org
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IHN-CCO Transformation Pilots
Current as of January 2018

Oral Health Equity in Vulnerable Populations
Date range: July 2017 – June 2018
Location: Benton and Linn Counties
Sites: Boys & Girls Club of Albany and the Community Health Centers of Benton
and Linn Counties
This pilot offers bilingual oral health education in community based settings such as senior
centers and schools. The pilot aims to help organizations connect and work together to improve
oral health.
Health Outcomes:
• Increase understanding of the importance of dental health
• Increase sealant rates for IHN-CCO members
• Improve return of consent forms for school-based sealant programs

A

CD

Sustainability: If successful, the pilot will work with schools to continue education and will
offer billable services in older adult settings.

Peer Wellness Specialist Training
Date range: January 2018 – December 2018
Location: Benton County (impacting Benton, Lincoln, and Linn Counties)
Sites: Family Tree Relief Nursery and Traditional Health Worker Workgroup
This pilot will have certified training courses for Peer Wellness Specialists (PWSs) in the tricounty area. PWSs are Peer Support Specialists (peers trained in addiction and recovery) with
additional training. They work to help people become healthier.
Health Outcomes:
• Identify members in need of Peer Wellness Services
• Increase the number of PWSs working in the region

A2

BH

Sustainability: If successful, the training will continued to be offered by the Traditional Health
Worker Hub at an affordable cost.

For more information email transformation@samhealth.org or visit IHNtogether.org
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IHN-CCO Transformation Pilots
Current as of January 2018

Pharmacist Prescribing Contraception
Date range: June 2016 – May 2018
Locations: Benton, Lincoln, and Linn Counties
Sites: Samaritan Retail Pharmacies in Benton, Lincoln, and Linn Counties
This pilot provides hormonal birth control to women in the pharmacy. Women can receive
contraception counseling and birth control from a pharmacist without needing an appointment
with a medical provider.
Health Outcomes:
• Reduce unintended pregnancies
A
• Increase access for women to hormonal birth control
• Reduce healthcare costs by having less expensive options for getting birth control

MH1

Sustainability: If successful, Samaritan Pharmacies will work with IHN-CCO on a contract to
keep providing services.

Regional Health Education Hub
Date range: January 2018 – December 2018
Location: Benton, Lincoln, and Linn Counties
Site: Samaritan Health Services Health Education
This pilot transforms the delivery of health education in the tri-county region by establishing
a central health education hub. This allows community members, social service agencies, and
healthcare professionals to easily access the full range of health education offered.
Health Outcomes:
• Improve member chronic disease self-management skills
• Reduce overall healthcare utilization
• Decrease Emergency Department visits

A

CD

Sustainability: If successful, the partnerships will continue and funding will occur through costsharing and insurance contracts.

For more information email transformation@samhealth.org or visit IHNtogether.org
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IHN-CCO Transformation Pilots
Current as of January 2018

Social Determinant of Health Screening with a Veggie Rx Intervention
Date range: July 2017 – June 2018
Location: Benton and Linn Counties
Sites: Community Health Centers of Benton and Linn Counties
This pilot increases food screening in the Patient-Centered Primary Care Home. The pilot
partners with local food agencies and programs, working to provide resources to those with food
security needs.
Health Outcomes:
• Increase the availability of fresh fruits and vegetables to meet
A
daily needs of individuals and families
• Create and improve referral pathways for food security screening and interventions
• Increase the number of IHN-CCO members screened for food security

CD

Sustainability: If successful, the Community Health Centers of Benton and Linn Counties will
continue to provide food security services.

The Warren Project: Nature Therapy
Date range: November 2016 – April 2018
Location: Lincoln County
Site: The Olalla Center for Children and Families
This pilot provides mental and behavioral health care to under-served children and families in a
natural setting. The pilot helps children reflect, heal, and learn new coping strategies to find hope
and motivation for the future.
Health Outcomes:
• Improve the child’s connection to their culture
• Decrease in mental health or behavioral health needs
• Improve the child’s quality of life

A

BH1, BH3

CH4

Sustainability: If successful, Olalla Center for Children and Families will work with
IHN-CCO on a contract to keep providing services.

For more information email transformation@samhealth.org or visit IHNtogether.org
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IHN-CCO Transformation Pilots
Current as of January 2018

Traditional Health Worker Hub
Date range: July 2017 – December 2018
Location: Benton County (impacting Benton, Lincoln, and Linn Counties)
Site: Benton County Health Services
This pilot creates a Traditional Health Worker (THW) Training Hub in Benton County to train
and supervise THWs. The pilot provides training and education in the issues, barriers, solutions,
and strategies that best fit the needs of the community and their work in primary care.
Health Outcomes:
• Workforce will better represent the local population
• 20 THWs will have completed certification and be eligible to enroll
in the Oregon Health Authority’s state registry

A2

Sustainability: If successful, the Traditional Health Worker Hub will be self-sustained through
payments for services.

Veggie Rx in Lincoln County
Date range: January 2018 – December 2018
Location: Lincoln County
Site: Lincoln County Health & Human Services and Lincoln County School
Based Health Centers
Lincoln County Public Health and the Lincoln County School Based Health Centers will work
with local food agencies and programs to provide resources to those with food security needs.
Families with food security needs will be referred to Food Share of Lincoln County.
Health Outcomes:
• Improve the food security screening rate
• High graduation rate from nutrition education courses
• Increased enrollment in Food Share for members with food security needs

A

CD

Sustainability: If successful, the Lincoln County Health & Human Services will continue to
provide food security services.

For more information email transformation@samhealth.org or visit IHNtogether.org
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IHN-CCO Transformation Pilots
Current as of January 2018

Youth and Child Respite Care
Date range: October 2016 – March 2018
Locations: Benton, Lincoln, and Linn Counties
Sites: Benton, Lincoln, and Linn Counties
This pilot provides temporary care (respite care) for children in the foster care system that
have special mental and/or behavioral health needs. This pilot will fill an identified gap in
the delivery system.
Health Outcomes:
• Recruit and certify at least 10 new families to provide respite care
BH
• Improve the quality of life and stability for children and their foster families
• Establish a process for referring and finding safe respite care for children in foster care

CH

Sustainability: If successful, Morrison Child and Family Services will work with IHN-CCO
on a contract to keep providing services.

For more information email transformation@samhealth.org or visit IHNtogether.org
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Breastfeeding Support Services
July 2016 – September 2018

Summary:
Linn County 2015 Women Infants and Children (WIC) data show that although 92% of WIC moms start breastfeeding,
only 38% exclusively breastfeed for six months. This pilot seeks to reduce the barriers new mothers have in being able to
successfully breastfeed their children through the placement of a Spanish speaking International Board-Certified
Lactation Consultant (IBCLC) in the Samaritan Lebanon Health Center - Pediatrics clinic and by expanding breastfeeding
support services in Linn County WIC clinics. By the placement of a Lactation Consultant in the clinic setting, evaluation
and consultation to the mother-baby can be provided in coordination with the other medical services delivered by
Primary Care Providers (PCPs). An IBCLC's contribution to the care of the new breastfeeding family can meet the
American Academy of Pediatrics recommends that breastfed babies be seen within three to five days of birth.
Progress Report:
A. Quarterly progress:
Goal
Maintain exclusive
breastfeeding

Maintain exclusive
breastfeeding

Increase number of
breastfeeding women seen
by an IBCLC for lactation
counseling

Increase number of IHNCCO members receiving
lactation support services
in Samaritan Lebanon
Health Center - Pediatrics
clinic

2018 Quarter 1

Measure(s)
Use of infant formula in
first 1-6 days of life

Use of infant formula at 2
months of age

Number of referrals made
to IBCLC by PCP

Number of IHN-CCO
members receiving
lactation support services
in Samaritan Lebanon
Health Center - Pediatrics
clinic

Activities
IBCLC is providing client
consultations and is
collecting data
Appointment schedules are
always full
IBCLC is providing client
consultations and is
collecting data
Appointment schedules are
always full
The pediatric providers and
the IBCLC, as well as a
hospital based IBCLC, met
03/06/18 to discuss ways
to better coordinate
IBCLC/WIC appointments
with pediatric well-child
visits
Plans were made for
coordinating IBCLC/WIC
visits with 2-week wellchild checks
Samaritan Lebanon Health
Center - Pediatrics IBCLC
services continue to be
promoted to all WIC clients
seen in Linn County as well
as all breastfeeding
patients of Samaritan
Lebanon Health Center Pediatrics clinic

Results to Date
See attached data sheet

See attached data sheet

There were 5 known
referrals made to the IBCLC
from the pediatric
providers or hospital staff
between 01/01/18 and
03/20/18 (Please see
below for why this is likely
not representative)

Number of lactation
consultation sessions
provided to IHN-CCO
members:
January 2018: 27
February 2018: 20
March up to 03/20/18: 13
Total: 60 clients
This is a 14.3% decrease
from the last quarter, likely
due to the necessity of
15 of 76

Posters are also displayed
in the Lebanon pediatric
and obstetric offices

Achieve PCP satisfaction
with lactation support
services in Samaritan
Lebanon Health Center Pediatrics clinic

PCP feedback on lactation
support services

Participate in the progress
toward IBCLC licensure and
insurance reimbursement
for lactation services

Contacts with IHN-CCO and
Oregon Health Authority
(OHA) leadership regarding
lactation support as a
covered benefit

At a February 2018
meeting with IBCLCs, WIC
supervisor, and Samaritan
office staff; all 3 pediatric
providers commented on
the positive impact the
lactation support service is
having on their patients
IBCLCs are in contact with
WIC and public health
staff, at the state and local
level, who are working to
get IBCLCs credentialed
with Oregon Health Plan
(OHP) and IHN-CCO so that
services can be reimbursed

collecting March 2018 data
before the month ended
An additional 5+ non-IHNCCO clients were seen for
consultation
Pediatricians report
satisfaction with lactation
support services and desire
to continue the program
when the pilot ends

Both IBCLCs are now
licensed

B. What has been successful?
• Successful appointments and lactation consultations with moms and babies.
• All family members currently on WIC can receive WIC services when mom comes to clinic for a lactation
consultation.
• A monthly breastfeeding support group (“Breastfeeding Circle”) began in June 2017 and continues to be
facilitated by both IBCLCs. Numbers of mothers reached have increased from two at the first meeting to
more than eight at the most recent ones.
• Pilot-funded IBCLC will be collaborating with Lebanon Hospital IBCLC to provide a weekly support group for
breastfeeding mothers to offer weight checks and basic breastfeeding support on a drop-in basis.
• The pilot applied to and was accepted to extend through September 2018 to give time to make the position
sustainable, once billing becomes possible with licensure in place.
• One IBCLC is in continuing contact with staff at the state WIC office and the local level about how IBCLCs
billing may work in the context of public health and WIC and about getting lactation consultants
credentialed so their services can be reimbursed by OHP and IHN-CCO.
C. What are the challenges and how are you addressing them?
• IBCLCs and pediatricians have discussed ways to coordinate lactation support and WIC appointments with
pediatric well-child visits to reduce the time pediatricians have to spend discussing breastfeeding and to
reduce the number of visits new parents have to make to the clinic. IBCLCs are unable to have a schedule in
Samaritan’s EPIC (the electronic medical records system), so coordinating appointments require families and
Samaritan staff to call WIC staff to schedule IBCLC appointments and rearrange appointments as needed.
• The December 2017 data collection was only recently received. The results of the March 2018 data
collection will not be ready until the next quarterly report.
• One challenge with referral data collection is when appointments are made with the IBCLC and the client is
already on WIC or is eligible for WIC, a standard WIC appointment is made and it may not be clear that the
client was recommended by the physician.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• After a meeting with pediatricians and hospital IBCLC, the plan is to add a weekly drop-in breastfeeding
support group for one hour each week at Lebanon Hospital. This will usually be staffed by the pilot-funded
IBCLC.
2018 Quarter 1
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•

E.
F.

G.
H.

The pilot is also working to coordinate appointments with the hospital-based IBCLC and pediatric visits to
maximize patient access to support and to minimize the number of visits patients must make to the clinic.
Have there been any significant changes to your Pilot Budget? Explain.
• Because the pilot was extended to longer than originally designed, the plan is to use some of the remaining
funds for IBCLC required continuing education.
Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• February 2018 and March 2018 meetings with pediatric providers revealed strong interest in continuing the
lactation support and WIC service even when the pilot ends.
• Continue to work toward insurance reimbursement options for IBCLC consultations and discussions to
determine how the position will continue after the pilot ends.
Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• None to report.
Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• During the March 2018 meeting with IBCLCs and pediatricians, all pediatricians said they want the lactation
support service to continue. One told the group about a mother she has worked with for several years. She
said the mother never breastfed her older children past a month but she had ongoing support from the
IBCLC with her most recent baby and has now breastfed over six months. The pediatrician believes this
success is due to the support and multiple visits this mother received from the IBCLC.

ATTACHMENT
Analysis of new data collection:
- An unusually large percentage of babies born in June 2017 were exclusively breastfed at their newborn
appointment (85%). Rates for the other months range from 60% for babies born in December 2017 to 73% for
babies born in August 2017. There is not a clear increase or decrease in breastfeeding rates for babies born
between June and December 2017.
- Babies born in October 2017 (54%), June 2017 (52%), and August 2017 (48%) were slightly more likely to be
breastfed at their two-month appointment than babies born in September 2017 (44%) or July 2017 (41%). As with
the newborn appointment, there is not a clear increase or decrease in breastfeeding rates for babies born between
June and December 2017.
- Babies who saw a lactation consultant after discharge were more likely to be exclusively breastfed at their newborn
appointment (79% and 83%) than babies who did not see a lactation consultant (63%). Moreover, babies who were
seen by the pilot-funded IBCLC were more likely to be exclusively breastfed at their newborn appointment (83%)
than babies seen by another lactation consultant (79%).
- Babies who saw the pilot-funded IBCLC after discharge were more likely to be exclusively breastfed at their twomonth appointment (69%) than babies who did not see a lactation consultant (43%) or babies who were seen by
other lactation consultants (40%).
- Logistic regression analyses examining the relationship between seeing the pilot-funded IBCLC after discharge and
exclusive breastfeeding showed that seeing the pilot-funded IBCLC is a statistically significant predictor of exclusive
breastfeeding at the two-month appointment but not at the newborn appointment.
Data collection regarding feeding method for newborns and two-month old infants on next page.
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Newborn Feeding Method:
Infant Birth Month
June 2017
July 2017
August 2017
September 2017
October 2017
November 2017
December 2017 (data collected before the month
ended)
Total:

Two-Month-Olds Feeding Method:
Infant Birth Month
June 2017
July 2017
August 2017
September 2017
October 2017
Total:

2018 Quarter 1

Newborn Feeding method
85.2% breastfeeding (23)
3.7% mixed feeding (1)
11.1% formula feeding (3)
62.5% breastfeeding (20)
28.1% mixed feeding (9)
9.4% formula feeding (3)
73.1% breastfeeding (38)
15.4% mixed feeding (8)
11.5% formula feeding (6)
65.4% breastfeeding (17)
23.1% mixed feeding (6)
11.5% formula feeding (3)
70.8% breastfeeding (17)
12.5% mixed feeding (3)
16.7% formula feeding (4)
72.7% breastfeeding (16)
13.6% mixed feeding (3)
13.6% formula feeding (3)
60% breastfeeding (3)
20% mixed feeding (1)
20% formula feeding (1)
71.3% breastfeeding (134)
16.5% mixed feeding (31)
12.2% formula feeding (23)

2- Month Feeding Method
51.9% breastfeeding (14)
14.8% mixed feeding (4)
33.3% formula feeding (9)
40.6% breastfeeding (13)
12.5% mixed feeding (4)
46.9% formula feeding (15)
48% breastfeeding (24)
16% mixed feeding (8)
36% formula feeding (18)
43.5% breastfeeding (10)
30.4% mixed feeding (7)
26.1% formula feeding (6)
53.8% breastfeeding (7)
23.1% mixed feeding (3)
23.1% formula feeding (3)
46.9% breastfeeding (68)
17.9% mixed feeding (26)
35.2 formula feeding (51)
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CHANCE 2nd Chance
July 2017 – June 2018

Summary:
The purpose of the pilot is to set in place a system of support for our peers. The program focuses on meeting daily
needs, reducing health disparities, and increasing health engagement. The focus is on five primary areas; emergency
housing assistance, transitional housing support, transportation support, reintegration into the community, and
education around quality health, health care, and navigation. Goals include increasing permanent housing, employment,
education, and other necessary support networks for those with the challenges associated with mental health and
addiction recovery.
Progress Report:
A. Quarterly progress:
Goal
Document all IHN-CCO
members served by the
pilot

Measure(s)
IHN-CCO members served
by the pilot

Provide emergency
housing support for
families and individuals

Number of people
applying for emergency
assistance

Provide 1 month rent
support to help people stay
in their home

Number of individuals
requesting and provided
housing support

Must engage in services to
improve overall health

Provide case-managed
housing assistance

Number of people housed
in program
Number of individuals
provided housing
assistance

Provide transitional
housing for hard-to- house
individuals, not limited to

2018 Quarter 1

Number of individuals
provided housing
assistance

Activities
Try to only offer this
support to peers who have
IHN-CCO

Create a plan and budget

Ties into the above metric
All support is case
managed

Building relationships with
local landlords to create a
pool of properties

Results to Date
Helped over 124 people
and households
Helped 1 individual who
has Medicare
Provided 37 rental
assistance to help people
stay in their home
Have had to recreate the
assistance application form
due to the high number of
requests
The number of how many
have applied is not
accurate but estimate
about 70 requests for
housing support alone
Anyone who got
assistance, had to meet
with the facility at least
once for follow up
Worked with them to
engage in services and to
create a plan so they are
not in the same situation
again, as finding another
person (or program) to pay
the next month rent is not
acceptable and not
sustainable, and they have
to show self-sustainability
There is no transitional
housing still
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people in drug and alcohol
treatment programs

Working on solutions in
Linn and Lincoln
Pilot is offering support for
pretrial housing, case
managed, and housing
support/solutions for
people who are Lesbian,
Gay, Bisexual, Transgender,
Queer/Questioning
(LGBTQ)

Provide emergency
transportation services

Provide support for
reintegration back into the
community

Provide employment
support

2018 Quarter 1

Number of emergency
transportation requests

Number of birth
certificates and IDs
provided

Clothing vouchers
provided and resumes
completed

Offering bus passes on
Albany Transit, LinnBenton Loop, Lincoln
County Transit, and Coast
to Valley

Provide birth certificates
and ID for gainful
employment

Help create resumes and
provide employment
support

Helped 5 LGBTQ to date
The bus pass requests have
grown to about 20
requests a month for bus
tickets
Have been able to help
with local passes in Albany
and Corvallis and have
purchased bulk sets for
Lincoln County and Valley
to Coast
Still provide personal rides
on an ongoing basis to and
from doctor appointments,
court dates, treatment,
detox, residential inpatient
facilities, and other
qualifying places
Provided 9 Oregon IDs
through the C2C pilot
A small Social
Accountability Grant (SAG)
through Samaritan Albany
General Hospital has
provided support for
people in Albany
Through that grant, 34
people have been helped
with Birth Certificates and
IDs; the need is great
Offered daily resume
support and helped people
with applications for
employment
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Provide education around
budgeting, food prep,
grocery shopping, and
healthy living

Number of participants
engaged in groups

Provide education around
finding a Primary Care
Physician (PCP), living with
chronic issues, & using IHNCCO wisely

Members assigned to PCPs

Provide gift cards for
clothing

Connected people with
livable wage jobs

Provided budget template
and support around
“adulting”

Provided 16 Walmart gift
cards for employment
clothing in Albany and
Newport
Branding the “Food Box
101” and “Living Well”
programs

Building a program around
healthy living and food box
Worked with individuals to
connect with a PCP
Attend “Living Well”
workshop

Have a budget template to
help people with when
asking for rent assistance
Had conversations around
the need of the peer and
help them understand
when it is ok to go to the
emergency department vs.
when to seek PCP help

B. What has been successful?
• Rent support and application support has been a very popular program. It allows another conversation with
people and work on ways to continue to support, but also show them a way to be self-supporting and not
dependent on a system.
C. What are the challenges and how are you addressing them?
• Lack of housing inventory.
• Lack of affordable housing.
• Word has got out we can help, but not everyone is eligible and there are guidelines. Some people don’t
want to work a program. Have in place a sustainability clause that they need to show that they won’t need
funds again next month. They need to show stable employment or another stable stream of funds that
allows them to be self-supportive. The pilot works with them to create a sustainability plan to be selfsufficient.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• None yet; review on a regular basis.
• Want people to be more engaged in programs to better help them be self-supportive and not to depend on
a “system” for major support.
E. Have there been any significant changes to your Pilot Budget? Explain.
• No.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Looking at overall cost and how this can be blended into the monthly (Per Member Per Month) PMPM rate.
• Looking at other funding methods. Looking at The Substance Abuse and Mental Health Services
Administration (SAMHSA) and partnering with housing recovery based programs in the tri county region.
Partnering with other agencies to make money stretch as far as possible to make it last.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• No.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• This pilot is allowing a larger impact with people, including helping to find stable and sober housing. After
that happens, it addresses employment, engagement with health care, and accountability for themselves.
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•
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Someone who lived on the streets for two years connected with the pilot which found her stable housing,
got her engaged in treatment, got her rent paid, and helped her with a birth certificate and ID. Talked about
starting to change her life. She got connected with a PCP, got nicotine patches, had Nexplanon implant done
for birth control, and she got a job! Now she is paying her own rent, making positive life choices, and is
being a productive member of the community. It is because of this pilot that these funds were available to
help her stay focused on her recovery. She did not have to stress about staying warm and dry or to find
food. The pilot took care of her basic needs and she is not starving and no longer needs assistance. This all
took place in a six-month period.
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Children’s SDoH and ACEs Screening
January 2018 – December 2018

Summary:
MidValley Children's Clinic is implementing a combined Social Determinants of Health (SDoH) and Adverse Childhood
Experiences (ACEs) screening tool at selected well child checks. Positive screens will be referred to the Community
Health Worker (CHW) or Social Worker (SW) based on the results of the screening. The pilot uses the existing Center for
Youth Wellness (CYW) screening tool for ACEs and evidenced based questions (from Health Leads) to screen for food
security, housing, and utility stability, childcare availability, transportation, and health and dental care accessibility. The
primary pilot goal is to improve the health and wellbeing of families who are experiencing, or who have experienced,
violence and trauma, and who have a need for connection with social resources.
Progress Report:
A. Quarterly progress:
Goal
Track all IHN-CCO members
served by the pilot by
submitting diagnosis code
‘Z02.9’ on all appropriate
claims
Actively participate in at
least 1 DST workgroup; the
DST recommends SDoH,
Universal Care
Coordination, or
Traditional Health Worker
Develop a clinic workflow
integrating this screening

Measure(s)
IHN-CCO members served
by the pilot

Activities
Pilot provider trained and
began implementing
coding January 2018

Results to Date
Provider reports entering
code, not reflected in data
pulled from billing

Attend either by phone or
in person

Pilot director attended the
SDoH workgroup meeting

Participation in DST SDoH
workgroup meetings, also
involved in Child and
Family System of Care
Executive Council

Team agrees on initial
defined workflow

Workflow established and
implemented

Develop a screening tool
for pediatric ACEs/SDoH
and integrate it into Epic

Tool is defined and in Epic

Screening well-child visits
of a selected age using the
SDoH screening tool during
this pilot time frame

Percent of patients
screened using the SDoH
tool

Clinic workflow outlined
and implemented,
modifications made as
needed
Initial tool revised 3 times
based on patient/ family
feedback, worked with
EPIC team to integrate
ACEs and SDoH questions
into EPIC
Pilot physician began
screening patients
screened at first visit, 9
months, 2 years, and every
year after

Assess the tool’s user
friendliness and
appropriateness for the
selected population

2018 Quarter 1

Numeric scoring on a
survey assessing the
readability, acceptability of
the tool, and
understanding of why the
questions are being asked

Masters of Public Health
(MPH) intern spoke with
families following visits to
assess readability,
acceptability, and
understanding of the
questions, modifications
were made as needed

Final paper screening tool
defined, ACEs and SDoH
questions are live in EPIC

Pre-pilot (October 1, 2017
to December 31, 2017)
89% of qualified patients
screened
From January 1, 2018 to
February 28, 2018, 40% of
qualified patients were
screened
Final tool defined and
implemented at designated
visits
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Identify families in need

Provide resource
connections to families in
need

Develop ACEs handout as a
resource for parents
Assess the additional
workload placed on the
CHW and clinic SW from
use of the screening tool
Determine improvement in
health and wellbeing based
on screening and referral

Track ACEs scores of
children screened at
behavioral health visits
Track families in need of
the various services
screened for in the SDoH
questions
Children, with an ACE’s
score ≥1 and with
symptoms, accept the
referral and meet with the
SW
Children, who have any
positive on the SDoH
questions, accept the
referral and meet with
CHW
Handout developed
# of referrals to SW and
CHW
# of children/families with
improvement in health and
wellbeing after accepting a
referral

ACEs and SDoH
questionnaire provided to
families at initial visit for
behavioral concerns

This was a recent
modification and data is
not currently available

Pilot provider refers
children with ACE score of
2 or higher with symptoms
or 4 or higher with or
without symptoms to SW
unless child is already
engaged in services;
families who have any
positive score in SDoH are
offered referral to CHW

Pilot provider is
consistently offering
referrals to appropriate
resources within the clinic
(SW and/or CHW)

Gathering existing
resources and modifying to
fit needs
Discussed referral and
increased workload with
CHW, SW, and pilot
provider
Developed questions to
include with the screening
regarding wellbeing and
knowledge of services

No progress to report
Exact numbers not
currently available
Began using these
questions in February 2018

B. What has been successful?
• Information has been collected on the patient ACE scores and SDoH and, of over 140 families screened:
o ACE scores
 13% of children have an ACE score of 4 or higher.
 26% of children have a score of 2 or higher.
 13% of children have at least 2 additional social stressors.
o SDoH
 5% of families experience food insecurity.
 2% of families experience housing instability.
 11% of families experience difficulty working or going to school due to child care issues.
• Having this information will allow the clinic to better address the needs of the patients.
C. What are the challenges and how are you addressing them?
• Time required to do the screening has been the biggest challenge. To address this challenge, attempted to
mail the screening tool but had approximately a 50% return rate. The time required for families to fill out
the information in clinic has interfered with workflow. Will be providing families with a handout with the
questions, an explanation of the impact of trauma, how to build resilience, and what resources are available.
The percentage screened is a reflection of the business of the clinic. Screening was implemented in October
2017 as a trial phase. From October 1, 2017 to December 31, 2017, 89% of the appropriate patients were
screened. As patient volumes increase greatly in the winter months and providers need to see more
patients, the time to do these screening was limited. Only 40% were screened from January 1, 2018 to
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D.

E.
F.
G.
H.

February 28, 2018. Modifications will be made so that families will be screened, but with less interference
with clinic flow.
Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• As there are a significant number of families with high ACE scores, focus will be shifted to general education
of families on trauma and building resilience. ACEs screening will continue at visits related to behavioral
issues. SDoH screening will continue as planned.
Have there been any significant changes to the Pilot Budget? Explain.
• No.
Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Recognizing the time requirements needed for screening and adjusting the screening/education accordingly
will allow for sustainability.
Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• No.
Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues the DST should be aware of, etc.).
• Stressors in a child’s life have a significant impact on growth and development. Identifying these stressors
early and providing resources to the family is essential to ensure that the child has an opportunity to reach
her/his fullest potential. Understanding the impact of trauma and stress on a child’s life provides insight to
caregivers and health care providers regarding child behaviors. Helping families and providers understand
this impact and providing families with the tools to build resilience will result in a healthier population.
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Community Doula

January 2018 – December 2018

Summary:
This pilot facilitates the recruitment, training, and reimbursement of birth doulas to serve pregnant members of IHNCCO. The target population is pregnant women in Benton, Lincoln, and Linn Counties who have been identified as
priority populations by the Oregon Health Authority (OHA). Birth doulas build trusting relationships with pregnant
women and provide physical, emotional, and informational support during labor and birth. The Community Doula
Program builds relationships and strengthens connections with providers and key stakeholders, recruits and trains
trusted community members, and connects doulas to pregnant women. The goals of the pilot are to increase the
number of maternal and child health Community Health Workers, improve health outcomes, and evaluate medical cost
savings for pregnant members of IHN-CCO.
Progress Report:
A. Quarterly progress:
Goal
Document all IHN-CCO
members served by the
pilot

Measure(s)
IHN-CCO members served
by the pilot

Activities
Beginning phase II;
connecting with providers
and other professional
social support services and
educating them about the
program and how to refer

Results to Date
3 referrals to date:
• 1 provider referral
• 1 professional support
service referral
• 1 self-referral

The program website also
has an option for selfreferral

Actively participate in at
least 1 DST workgroup; DST
recommends Traditional
Health Worker (THW)
workgroup

Attend either by phone or
in person

30 community members
# of women trained to
will complete requirements meet THW registry
to become birth doulas
requirements as doulas

2018 Quarter 1

Staff culturally-matches
referrals, to the best of
their ability, with program
participants (i.e. doulas)
who have received the
preliminary birth doula
training and/or have
previous doula experience
Since January 2018, at least
1 program representative
has attended the THW
workgroup, Health Equity
workgroup, and DST
workgroup meetings with
the exception of dates
when program events are
scheduled at the same
time as a workgroup
meeting
Prepare, coordinate, and
provide birth doula
trainings and additional
registry-required course
trainings for all program
participants who are
becoming birth doulas and

• 2 THW workgroups
attended
• 2 Health equity
workgroups attended
• 6 DST workgroups
attended

March 2018: 18 finished a
birth doula training
April 7, 2018: 52 are
enrolled for a one-day
training relevant to topics
required for the state
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maternal and child health
Community Health
Workers (CHWs)

registry; including interprofessional collaboration,
HIPPA, and traumainformed care
April 19-22, 2018: 16 are
enrolled for a second birth
doula training

Client satisfaction with
community doula program

Doula satisfaction with
training and support

Improved health outcomes
compared to non-doula
group

2018 Quarter 1

Reported satisfaction with
doula experience

Reported satisfaction
participating as a doula

Birth outcomes
(prematurity, cesareansection, pain medication
use)

Develop/adapt materials to
measure client satisfaction
via maternal autonomy,
maternal satisfaction
scales, and exit interviews
Plan is to administer
measures and conduct
interviews with the client
after they have received
their services
Administer evaluations at
the end of each birth doula
training and additional
trainings for the state
registry
Develop and conduct openended exit interviews with
doulas to reflect on their
experience about training
in the program
Develop tools to measure
outcomes of doula care
using Midwives Alliance of
North America (MANA)
Stats data collection tool

Additional trainings are
being scheduled including:
• Cultural competency
(04/28/18)
• Oral Health (early May
2018)
• Adult and infant CPR
(05/25/18)
• Various Continuing
Education Unit (CEU)
courses relevant to
postpartum care, home
visiting, mandatory
reporting, and
breastfeeding are under
consideration
Beginning material
development in
preparation for earliest
referrals who will complete
client satisfaction reports
late spring and early
summer of 2018

18 evaluations completed
at the March 2018 birth
doula training (see
attachment for results)
Developing interview guide
for doula exit-interviews

Developing training
materials to educate
program participants about
how to use MANA stats at
April 7, 2018 training
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Provide doulas with
training and materials to
adequately collect
outcomes data
B. What has been successful?
• There has been an overwhelming response to the program. The goal is to have 30 community doulas as
registered THWs providing services in Linn, Benton, and Lincoln counties at pilot close. To date, there have
been over 100 interested individuals in the program representing each county and skill sets/experiences
necessary to serve OHA’s priority populations. Additionally, there have been several individuals from other
counties in Oregon who have requested more information and expressed interest in the program and have
provided these individuals with information about doula trainings and resources across the state despite
their ineligibility for this program.
• There was a 100% percent attendance rate for the first birth doula training, which trained 18 individuals
who did not have previous birth doula experience.
• There were 53 individuals enrolled for an upcoming one-day training on topics relevant to the state registry
which include: inter-professional collaboration, Health Insurance Portability and Accountability Act (HIPAA),
and trauma-informed care.
• A second birth doula training that is being offered in April 2018 with full enrollment of 16 individuals.
• Successful early referral and doula-client matching for five IHN-CCO members with several other prospective
referrals. Program staff have had to slow the referral process with county partners and providers until the
participants are fully-trained. It’s expect that training for the first cohort will be completed by end of May
2018.
C. What are the challenges and how are you addressing them?
• Have an overall strong and diverse set of individuals who are taking courses offered through this program;
however, seeking to increase the number of representatives from Lincoln County (n=2) which has been
reported as a very high service area. Have met with collaborators in Lincoln City to assess their need and
they reported that they would need enough doulas to service 200+ births per year. Also intend on offering a
birth doula training in Lincoln County in the late summer/early fall of 2018.
• Some individuals cannot attend the birth doula training or other trainings offered spring 2018. The pilot
intends on offering a second round of trainings in late-summer 2018 to accommodate a wide variety of
scheduling needs.
• This project is currently trying to manage much higher interest than was anticipated. Had hoped to train 15
culturally diverse doulas and to assist 15 existing doulas to get on the state registry but have 35 culturallydiverse community members who want to be trained as doulas and 20 existing doulas who want help
getting on the registry. As a result, have had to figure out selection criteria for the program rather than
focusing on recruitment strategies. The trainers have offered the classes at a flat-fee so the pilot has been
able to over-train without additional costs.
• Three of the courses that are required to become a state registered doula have no existing in-person
programs. However, have been able to identify specialists in the region to develop these courses and they
will be offered for the first time in this pilot on April 7, 2018.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• None.
E. Have there been any significant changes to the Pilot Budget? Explain.
• None.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• There is one graduate intern and three undergraduate interns supporting the needs of this project; two of
which are also enrolled in the program. The interns are critical to the upstart component of this project with
refining web presences, training organization and scheduling, grant-writing, data entry, and other lastminute requests.
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Have increased the attention to connecting with professional support services for families and maternity
care coordinators in each county as potential referrers for this pilot because of the capacity in which they
serve prospective clients (i.e. IHN-CCO members) and their role as resource and information providers.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• Had three community informational sessions at public libraries in Linn, Benton, and Lincoln counties to
recruit and share information about this pilot.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues the DST should be aware of, etc.).
• As the project has been unfolding, have started to appreciate the need to find more innovative ways to tell
the story. One of the interns has just started a new company that provides PhotoVoice and digital storytelling services. In addition, the Program Champion, has worked on several PhotoVoice projects. Were
excited to see at the last DST meeting that the interest in digital and photographic storytelling aligns well
with DST’s priorities around getting the story out.
• Have had 18 doulas complete a 32-hour in-person training, the basic course for doula care. At the end of the
training all of the participants were asked to reflect on their experience; there were many stories of
transformation.
o One participant said, “It has been an amazing four days!! We had a closing ceremony today that was
so beautiful! Our class is so awesome and we are looking forward to working together to serve this
community! A few of us have organized a ‘book club’ together so we can read all of the
recommended books that the trainer brought up in the class. Thanks so much for letting me be a
part of this project!!”
o Another participant said, “I met so many interesting people. It was so great to be in a room with
such diverse, smart, committed, caring people. Also this training gave me a different perspective on
my own births. I’m excited but a bit nervous about my role in this project. I feel grateful to be
receiving all of this training. Thank you for allowing me to be a part of it…This training has already
made me a better parent and daughter. I have so much more compassion for my mom and
[daughter’s name]. I wish everyone could learn this material.”
o The trainer for the March 2018 birth doula training said, “This was a special group. It was far more
diverse than any group I have ever worked with…They kept me on my toes. I have already integrated
things I’ve learned from them into my trainings!”
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Community Paramedic
July 2017 – June 2018

Summary:
Community Paramedic is a model of community-based healthcare in which paramedics function outside their customary
emergency response and transport roles in ways that facilitate more appropriate use of emergency care resources and
enhance access to primary care for medically underserved populations. Development of the referral system and
Alternative Payment Methodologies (APM) is underway with Samaritan Health Services (SHS) and IHN-CCO to ensure
long-term sustainability.
Progress Report:
A. Quarterly progress:
Goal
Establish sustainable APM

Establish referral criteria
and process with
healthcare providers that
also targets IHN-CCO
members
Establish patient status
communication system
between healthcare
providers and Community
Paramedic pilot

Measure(s)
Within 12-month project
period

Activities
Working with SHS to
establish APM for the
referral of heart failure and
sepsis patients
To be completed within the Drafting protocols and
first 6 months
referral process with SHS
to provide post-discharge
care with heart failure and
sepsis patients
To be completed within the Developed service
first 6 months
agreements with IHN-CCO
Care Team Link

Promote program with
private healthcare and
social service providers

Provide the number of
presentations and
participations within the
healthcare and social
service provider networks

Reduce number of
ambulance transports to
the Emergency
Department (ED) of IHNCCO members

Count number of referrals
to alternate care that
otherwise would have
been ambulance transports
of IHN-CCO members to an
ED (Referrals will be
considered avoidance of
ambulance transport to an
ED)
Determine why IHN-CCO
patients are accessing 9-1-

Identify/track issues that
cause IHN-CCO members

2018 Quarter 1

Next step is for the 2
agencies’ Information
Technology (IT)
departments to share
information
Presentations and
meetings were made to
Samaritan Evergreen
Hospice, Linn County
Multi-Disciplinary Team,
Steelworker’s Union, Signs
of Victory, the Lion’s Club,
and Adult Protective
Services (APS)
Received referrals for 43
IHN-CCO members

Falls, neglect, dementia,
complications from

Results to Date
Received a preliminary
proposal from SHS; waiting
for follow-up details
The referral process is
complete within the
working group
Services agreements have
been signed
City of Albany IT is working
on its portion of the system

6 presentations with 102
participants

Referred 43 IHN-CCO
members to alternate care

Installed fall prevention
devices in patients’ homes
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to call 9-1-1 and develop
resolutions to reduce the
most common issues

1, quantify total number of
patients, focus on common
solutions to reduce
continued reoccurrence

medications, and mental
health emergencies were
the primary causes for IHNCCO members to call 9-1-1

Reduce ambulance
transports of IHN-CCO
Mental Health patients to
ED by referring these
patients to Mental Health
providers
Track all IHN-CCO members
touched by the pilot
Provide in-home
evaluation and services to
reduce repeat patient
entrance into the
healthcare system

Increase number of
referrals from Community
Paramedic pilot to Mental
Health providers

Contact made on all
referrals into the program
to see if they were working
with a mental health
provider

Count of IHN-CCO
members touched
Track services provided to
IHN-CCO members by
Community Paramedic
pilot services, i.e. blood
sugar levels, fall
prevention, home safety
evaluations, medication
reconciliation, etc.

22

22
Out of 100 IHN-CCO
member encounters, 22
members received in-home
evaluations and services to
reduce entrance into the
healthcare system

Conduct a costeffectiveness analysis

Program costs, minus
infrastructure cost, divided
by unique member

All in-home evaluations
were condition-specific;
however, everyone
received a medication
reconciliation, review for
activities of daily living, and
a home safety inspection
including fire and fall
prevention
Cost-effective analysis

Program costs, minus
infrastructure cost, divided
by encounter

to reduce falls; contacted
APS and Senior and
Disability Services;
contacted primary care and
care coordinators; helped
place 5 clients into assisted
living; conducted
medication reconciliation,
evaluated and updated inhome care; and provided
referrals and mobile
mental health to IHN-CCO
members in mental health
crisis
There were 20 referrals to
mental health providers

$1,159.09 per unique
member (22 members)
$255.00 per encounter
(100 encounters)

B. What has been successful?
• Ongoing relationships of supportive workgroups with SHS and Care Link Team for cooperative process for
referral of specific patients.
• Increased ability for Community Paramedic communication with primary care physicians through EPIC.
• Reduction of 9-1-1 calls from patients in the program.
C. What are the challenges and how are you addressing them?
• Administrative communications with SHS, as it relates to patient referral into the program from primary care
physicians, have not progressed. With more traction occurring on the referral of heart failure and sepsis
patients, this will be pursued later.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• No changes.
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E. Have there been any significant changes to your Pilot Budget? Explain.
• No changes.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Received a preliminary proposal from SHS to establish APM for referral of heart failure and sepsis patients
and working on details.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• Have made local presentations to groups and care facilities including Lion’s Club, Rotary, and Kiwanis. Have
also made multiple presentations to SHS.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• Seeing an increase of encounters with veterans (under 60 years old) who are also not IHN-CCO members.
• Encountering more members with mental health issues and resulting calls to local homeless shelters, as well
as more elder falls and neglect.
• Transportation for members to help them with independence is an ongoing challenge (running errands,
going to appointments, etc.).
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Expanding Health Care Coordination
November 2016 – April 2018

Summary:
This pilot examines and compares the effectiveness of different approaches for using Medical Assistants (MAs) to extend
care coordination to IHN-CCO members. One approach is to use MAs to proactively engage assigned members to come
in for needed follow-up care. The other effort expands the role of MAs in the exam room by having them work side by
side with the provider during visits to attend to documentation and assist with orders. The MA then wrap up the visit
and help the patient arrange testing, treatments, and follow-up. Shifting appropriate tasks to the MAs ensures better
care coordination while freeing up provider time to engage with patients and manage more complex medical care.
Progress Report:
A. Quarterly progress:
Goal
Improve access

Measure(s)
Average visit per half-day
clinic
Average time from
appointment request to
occurrence

Improve patient
satisfaction

Improve provider
satisfaction

Improve MA job
satisfaction

Establish transferable work
flow and MA training
protocols
Improve diabetic care
metrics
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Clinic created survey

Clinic created survey

Clinic created survey

Provider and MA
assessment, not directly
measured
Percent of patients
assigned to provider with
documented up to date:
• HGBA1C (A1c)
• Diabetic eye exam

Activities
Continued progress on
prioritized patients being
seen sooner

A new vendor for patient
satisfaction scores is being
implemented in April 2018;
National Research Council
(NRC) scores are listed

The clinics have no new
activities to report
New Maslach Burnout
Inventory (MBI) will be
sent at the end of project
The clinics have no new
activities to report
New MBI will be sent at
end of project
New overdue-Pap letter
sent to patients
Patient outreach
conducted and in-office
coordination

Results to Date
Average visits per half day
remain the same; however,
prioritized patients
(hospital follow up and
acute needs) are being
seen in a more timely
manner via increased
same-days and hospital
follow-up slots
Samaritan Family Medicine
Resident Clinic - Corvallis
(SFMRC): 89.3% would
recommend provider office
Samaritan Family Medicine
Resident Clinic – Lebanon
(SFMRL): 92% would
recommend provider office
New MBI will be sent out in
April 2018 to compare
baseline and end-of-pilot
data
New MBI will be sent out in
April 2018 to compare
baseline and end-of-pilot
data
Sending to all patients with
overdue-Pap health
maintenance topic
SFMRC A1c: 80%
Geary Street Family
Medicine (GSFM) A1c:
82.8%
SFMRL A1c: 77.4%
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Improve colon cancer
screening rates

Diabetic foot exam

Percent of patients
assigned to provider with
documented up-to-date
colon cancer screening

Improve adult
immunizations rates

Percent of patients
assigned to provider with
documented up to date:
Influenza vaccine, Tetanus
vaccine

Improve adolescent
immunization rates

Percent of patients
assigned to provider age
10-18 with documented up
to date:
• Meningococcal vaccine
• Tetanus
• HPV vaccine
Percent of patients
assigned to provider with
documentation of annual
contraceptive counseling
Percent of patients
assigned to provider with
up to date cervical cancer
screening, in whom
cervical cancer screening is
appropriate
Percent of patients
assigned to provider ages

Improve documentation of
contraceptive counseling
Improve cervical cancer
screening rates

Improve breast cancer
screening rates

2018 Quarter 1

Of note; reporting
databases run off of
calendar year, rather than
rolling year, thus data
reflected is lower at the
beginning of the year
because of more patients
being due for the measure
and less time to be
completed
Patient outreach
conducted and in-office
coordination.

SFMRC: 78%
SFMRL: 76.68%
GSFM: 80.74%

Of note; reporting
databases run off of
calendar year, rather than
rolling year, thus data
reflected is lower at the
beginning of the year
because of more patients
being due for the measure
and less time to be
completed
No training yet conducted

SFMRC: Influenza vaccine
rate went from 52% in
No special patient outreach 2017 quarter 3 (Q3) to 48%
within the pilot yet
in 2017 Q4 and up to 68%
in 2018 Q1
Outreach/in-office
SFMRL: 52% influenza in
coordination
2018 Q1
In-office coordination
Tracking mechanism still
needs to be created for this
metric; none created

Care team chart scrubbing

GSFM: 41.39%
SFMRC: 42.95%
SFMRL: 35.48%

Sending out Pap letter

SFMRC: Increase from 57%
to 59% over 2017 Q4 but
remains at 59% for 2018
Q1
SFMRL: 55%
GSFM: 60%
SFMRC: Screening rate
remains the same at 73%74% over 2017 Q4 and

Not yet addressed in pilot
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56-75 with documented
breast cancer screening
Improve percentage of
patients utilizing MyChart

Percent of patients
assigned to provider with
MyChart access

Blood pressure (BP)
management

BP measured in the office

In-office Coordination
Handing out sheets at
check-in
Added BP clinics 2 times
per month
Ongoing Plan-Do-Study-Act
(PDSA) group measure
Patient outreach
conducted

Hemoglobin A1c’s at goal

Hemoglobin A1c

Hemoglobin A1c’s
measured

Frequency of A1c
measurements

Patient outreach
conducted

Colon cancer screening
rates

Percent of patients with
iFob or colonoscopy
complete

Staff training and outreach
conducted

Decrease MA burnout

MBI

Staff Retreat/Engagement
Events

Increase MA retention

Staff retention

No activity

Adolescent well care visits

Percent of teen who get an
annual Well Child Care
(WCC) visit

Staff training and patient
outreach conducted

Cervical cancer screening
rates

Percent of age appropriate
women whose Pap smears
are done

Pap letters to be sent

Chlamydia screening age
16-24

Percent of women in target
age group who are
screened for Chlamydia

In-office coordination

2018 Quarter 1

drops down to 64% with
beginning of 2018 metrics
SFMRL: 65%
SFMRC: Data remains at
55% over 2018 Q1
SFMRL: 49%
SFMRC: 76% to 73% drop
over 2018 Q1
SFMRL: 80.69%
SFMRC: 21% to 19%
progress over 2018 Q1
FMRCL: 22.94%
GSFM: 23%
SFMRC: Increase from 76%
in October 2017 to 78% in
December 2017 and 80% in
March 2018
SFMRL: 77.4%
GSFM: 83.3%
SFMRC: Rate has remained
steady at 72%
SFMRL: 76.68%
GSFM: 81.86%
New MBI will be sent out in
April 2018 to compare
baseline and end-of-pilot
data
MA staffing level has
remained the same over
2018 Q1
SFMRC: Increase seen from
26% to 42% over 2018 Q1
and a drop to 18% with
2018 metrics
SFMRL: 33.84%
GSFM: 24.4%
SFMRC: Increase from 57%
to 59% over 2017 Q4 and
2018 Q1 remains at 59%
SFMRL: 55%
GSFM: 60%
SFMRC: Remains close at
44% to 43% over 2017 Q4
and a drop to 23% with
2018 metrics
SFMRL: 27%
GSFM: 44%
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Create a stable
infrastructure for more
active population
management
Cost savings - short term

Cost savings - long term

MAs have administrative
time, ongoing education,
and meetings happen

In process

Savings of avoided MA
turnover cost

Meeting held with Oregon
State University (OSU)

Major components include
(1) avoided recruitment
cost and (2) avoided
training cost
Benefits from disease
control and prevention

Meeting held with OSU

Patient outreach for
metrics is becoming more
of a consistent part of the
MA duties
No results received

No results received

Examples include savings
related to increased cancer
screening rates, and
savings of avoided
hospitalization/emergency
department visits due to
hypertension and diabetes
B. What has been successful?
• The medical assistants within the clinic have appreciated the additional training and have found it useful to
hear from providers as to why certain screenings are conducted. The education provided to MAs better
enables them to explain the intent of the screening to patients
C. What are the challenges and how are you addressing them?
• MAs do not always have the time within the clinic to conduct patient outreaches. The clinic is having to
schedule very specific time for the MAs to conduct this work outside of their normal workflow during the
day.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• No changes.
E. Have there been any significant changes to your Pilot Budget? Explain.
• No changes.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• MAs do not always have the time within the clinic to conduct patient outreaches. The clinic is having to
schedule very specific time for the MAs to conduct this work outside of their normal workflow during the
day.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• None
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• MAs do not always have the time within the clinic to conduct patient outreaches. The clinic is having to
schedule very specific time for the MAs to conduct this work outside of their normal workflow during the
day.
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Family Support Project
January 2017 – April 2018

Summary:
The Family Support Project uses Family Support Liaisons from Linn Benton Lincoln Education Service District (LBL ESD) to
function as a safety net to catch students who are falling through the cracks. Liaisons, who are Qualified Mental Health
Associates, licensed professional counselors, and social workers will provide services and outreach to youth and families
in homes, schools, and the community helping them to acquire the basic resources, health and social services,
educational supports, positive opportunities and life skills they may need. Liaisons collaborate with schools to support
efforts to ensure students are attending school consistently and making academic progress. The Liaisons work with each
youth and family to develop a culturally appropriate, individualized and coordinated service plan that reduces the
likelihood of duplication and maximizes the impact of services.
Progress Report:
A. Quarterly progress:
Goal
Increase referrals to Youth
Service Teams (YST)

Successful linkage to access
youth-serving agencies and
establish a process for
notifying the PatientCentered Primary Care
Home (PCPCH)

2018 Quarter 1

Measure(s)
90-100 students/families
participating in YSTs and
number of youth-serving
agencies integrating
services to provide
supports

All students/families
served will have a secure
connection to youthserving agencies and
PCPCHs

Activities
Family Support Liaisons
(FSLs) have referred
families to YSTs and
regularly attended YST
meetings to provide
services, assist families,
ensure that the strengthbased plans are successful
and progress is monitored,
and to determine if
adjustments to the plan
are necessary
FSLs have successfully
coordinated and secured
links, and have monitored
the services for youth and
families to these
community agencies:
Oregon Health Plan (OHP)
Navigators; Community
Services Consortium;
Oregon Food Bank; Same
House; Oregon Family
Support Network;
McKinney Vento, Services
for families experiencing
homelessness; Community
Outreach, Inc.; Love INC;
Family Tree Relief Nursery;
Boys & Girls Club-Corvallis,
Newport, and Lincoln City;
Corvallis Parks &
Recreation; We CareBenton County; Salvation
Army; Vina Moses; June’s

Results to Date
This quarter, the Family
Support Program (FSP) had
32 new referrals to YSTs
In total, FSLs supported
and served 140 individual
students/families
participating in YSTs

The FSLs have connected
228 individuals and made
648 secure connections to
health- and youth-serving
social service agencies
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Assist uninsured youth and
families to obtain or
reinstate insurance
through the OHP

All uninsured students and
families needing assistance
will obtain health
insurance

Create tracking system for
all referrals and touches

All referrals and touches
are tracked

2018 Quarter 1

Kids Closet; Benton County
Furniture Share; Fish
Emergency Services; Legal
Aid; Signs of Victory
Shelter; Benton County
Developmental Disabilities;
Department of Human
Services (DHS) in Benton
and Lincoln counties; Jesus
Pursuit Church-Clothing;
Benton County Dental
Clinic; Benton County
Mental Health; School
Backpack Food Program;
Willamette Neighborhood
Housing Services; Center
Against Rape and Domestic
Violence (CARDV); Trillium
Family Services
/Counseling; First Christian
Church; Alsea Rural Health
Center; Habitat for
Humanity; Camp Erin-Greif
Counseling; School-based
Health Center; Newport
Primary Care Clinic (1010);
Toledo Samaritan Health
Center; Oregon
Connections Academy;
Oregon Telephone
Assistance Program; InterAgency Partnership Team;
Philomath Medical Center;
Hospice Grief Support;
Linn-Benton Comm.
College, Family
Connections; Oregon
Education Association,
Clothing Grant; and
Operation School Bell
FSLs have been in frequent
contact with 7 OHP
Navigators to assist youth
and families to obtain or
reinstate OHP
FSLs track all referrals and
touches on a spreadsheet
and into a database to
allow information to be
corroborated and counted

This quarter, 37 youth and
families have obtained or
reinstated insurance
through OHP
This quarter, FSLs have
assisted 228 individuals
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Explore Traditional Health
Worker (THW) certification
opportunities to enable
contracting for services
with IHN-CCO

Evaluate THW training
opportunities and
certification for pilot
sustainability

FSLs have submitted their
Community Health Worker
applications to the Oregon
Health Authority (OHA)

2 FSLs have received
certification; whereas,
there are still 2 more FSLs
completing the process for
certification

B. What has been successful?
• FSLs have successfully assisted students and families make secure connections with health and social service
agencies.
• Their case management skills have helped clients identify and address medical and social needs.
• FSLs have mobilized clients and promoted health equity among underserved populations.
C. What are the challenges and how are you addressing them?
• Medicaid billing was not an option for FSLs serving school-aged youth; only FSLs serving birth to five can bill
Medicaid. Some school districts in the region expressed interest in purchasing Family Support services. Also,
the Linn County Juvenile Department will provide Juvenile Crime Prevention funds to support an FSL in Linn
County.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• Not at this time.
E. Have there been any significant changes to your Pilot Budget? Explain.
• Not at this time.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Only FSLs serving birth to five can bill Medicaid, FSLs serving school-aged youth cannot bill Medicaid. Some
school districts in the region will purchase Family Support services.
• The Linn County Juvenile Department will continue to provide Juvenile Crime Prevention funds for FSLs in
Linn County.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• No progress to report.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• The FSL in Lincoln County shared that a larger barrier for students and families in Lincoln County is
transportation. She was able to provide students and families transportation for food benefits, medical
appointments, obtaining identification cards, and other basic needs.
• Currently, two FSLs have THW Certification and two more are in the process of receiving their THW
Certification.
• LBL ESD acquired a volunteer agreement with DHS/OHA for FSLs to be trained as OHP assisters in May 2018.
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Health Equity Summits and Trainings
January 2018 – December 2018

Summary:
This pilot develops, organizes, and implements health equity summits and trainings across Benton, Lincoln, and Linn
Counties. The target audience for these summits and trainings are medical professionals, clinical staff, social service
providers, traditional health workers, administrators, and decision makers serving the needs of IHN-CCO members. The
health equity summits function as a convening space for initial discussion, networking, and learning; they allow local
stakeholders to engage in an informative and meaningful discussion on health equity and why it matters to their
communities. Summits are used to identify and develop strategies and approaches that best meet local needs to ensure
that the health equity lens is used in the delivery of health care and social services.
Progress Report:
A. Quarterly progress:
Goal
By January 31, 2018,
convene a steering
committee with key
stakeholders
By May 31, 2018, host 2
regional health equity
summits

By November 15, 2018, will
host 6+ health-equity
trainings addressing
county-specific needs

Measure(s)
Identification and
engagement of 12+
stakeholders familiar with
the needs of healthcare
and social services in the
region
# of participants attending
health-equity summits

Activities
Advisory conference calls
scheduled for April 12,
2018 and April 16, 2018;
key stakeholders invited to
join either call

Results to Date
No progress to report

Regional Health Equity
Summits scheduled for
May 4, 2018 in Newport,
Oregon and May 18, 2018
in Albany, Oregon;
facilitators and venues
have been contracted

Improved provider and
organizational awareness
and knowledge around
health equity
Increased opportunities for
collaboration and
partnership among local
organizations
# of participants attending
health-equity trainings

No progress to report

As of April 1, 2018, 24
participants have
registered to attend the
May 4, 2018 summit in
Newport and 13 have
registered to attend the
May 18, 2018 summit in
Albany
No progress to report

No progress to report

No progress to report

Invited by the Boys and
Girls Club and the Corvallis
School District to help
sponsor a Courageous
Conversations training in
Corvallis during late August
2018

Discussion on the
Courageous Conversations
training are ongoing

This training would be
open to social service
agencies and health care
providers and includes
discussions on the role of
race and bias in
interactions
2018 Quarter 1
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By December 15, 2018,
provide technical
assistance to 6+ local
healthcare or social-service
organizations, including
their administrators or
other decision makers

By December 31, 2018,
complete a pilot evaluation

Improved provider and
organizational self-efficacy
implementing health
equity skills in jobs or
organizations
Increased intention to
develop action plans to
address health equity in
their job or organizations
# of organizations
requesting technical
assistance
Development of an action
plan to address healthequity issues faced by IHNCCO members
Strengthened
organizational capacity to
implement a health-equity
lens in its services
Quantitative data collected
to assess
impact/effectiveness of
summits and trainings
Qualitative data collected
to assess providers’
perceived impact of the
summits and trainings on
their daily work with IHNCCO members
Qualitative data, collected
from agencies participating
in technical assistance, will
cover what changes they
plan to implement and
how the technical
assistance helped them
develop action plans

No progress to report

No progress to report

No progress to report

No progress to report

No progress to report

No progress to report

No progress to report

No progress to report

No progress to report

No progress to report

Have begun discussions on
how to best collect this
data during the upcoming
summit
Have begun discussions on
how to best collect this
data during the upcoming
summit

Survey development
ongoing

No progress to report

No progress to report

Survey development
ongoing

B. What has been successful?
• Very excited about the facilitators that have been identified and hired to lead the summits. Both have years
of experience in consulting, facilitation, training, and implementation around diversity, equity, and inclusion.
C. What are the challenges and how are you addressing them?
• Had some challenges figuring out times and locations for meeting with the steering/advisory committee.
Addressed that by scheduling multiple conference calls and allowing each stakeholder to attend the most
convenient one.
• Had a hard time securing catering for the summit in Newport, but have continued to investigate options as
far as Lincoln City.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• Meetings for the steering/advisory committee did not start until April 2018. Expected meetings to happen
between January and March 2018, rather than between April and June 2018.
2018 Quarter 1
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E. Have there been any significant changes to the Pilot Budget? Explain.
• No significant changes to report.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• No progress to report.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• No progress to report.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues the DST should be aware of, etc.).
• No progress to report.
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Improving Infant and Child Health in Lincoln County
July 2017 – June 2018

Summary:
This pilot develops an innovative model of care for babies from 0-4 years old. This pilot strengthens families, increases
understanding of human development, supports healthy growth and development, promotes self-sufficiency and
socialization skills using culturally appropriate methods for our population. The pilot is implementing an evidence-based
home visiting curriculum, developing and implementing group parenting sessions, and developing and implementing
evidence-based group parenting classes. The pilot also includes elements of tobacco cessation, closed-loop referral
system development, quality improvement, and assisting clients finding a patient-centered primary care home.
Progress Report:
A. Quarterly progress:
Goal
Document all IHN-CCO
members served by the
pilot
Lincoln County Health and
Human Services (LCHHS)
will have 50 enrolled
families in the Parents as
Teachers (PAT) program by
June 30, 2018

Measure(s)
IHN-CCO members served
by the pilot

Complete at least 20 group
parenting sessions at
various locations
throughout the county by
June 30, 2018

Number of group sessions
held throughout Lincoln
County

Enroll at least 50% of PAT
families into a parenting
group by June 30, 2018

Existing PAT members who
are attending group
sessions in their preferred
county location

75% of PAT participants
with a below-average ASQ
score will enroll in group
sessions or parenting
classes by December 31,
2017
90% of participants
referred to group sessions
or parenting classes will
2018 Quarter 1

Number of Lincoln County
families enrolled in PAT
program

ASQ scores

ASQ scores

Activities
Lincoln County Families
with children 0-4 year;
Mostly IHN-CCO members
Coordination of referrals
and outreach through
Public Nurses, Women,
Infants, and Children (WIC),
Early Intervention, Head
Start Program, and Public
Community sites (libraries)
A connection with Public
libraries has been
established: Lincoln City,
Newport, and Waldport
groups are conducted
monthly
The PAT team developed a
Plan-Do-Study-Act (PDSA)
to increase families in
groups
The team has already
started to coordinate with
other community groups
that parents are interested
in such as the Samaritan
Women Support Group
and School District
Conscious Discipline group
Continue inviting families
to engage in PAT groups
through home visit and
text
The Parent Educators are
providing follow-up
activities to improve scores

Results to Date
Serving 53 families at this
moment
54 families enrolled at this
moment

13 groups were completed
in the last 3 months:
• 5 groups in Lincoln City
• 5 groups in Newport
• 3 groups in Waldport
53% (28) of PAT families
were enrolled into a
parenting group in this
quarter

80% (8) participants with a
below-average ASQ score
participated in at least 1
time in a group
100% of participants
referred to groups sessions
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have ASQ results in the
normal range or above by
June 30, 2018
100% of families who use
tobacco and are enrolled in
PAT will be referred to
cessation services using a
closed-loop referral system
by June 30, 2018

Number of families who
use tobacco and who have
been referred to cessation
services

depending on
development area

are screened and entered
in a tracking system

Already started to refer to
Cessation Services by
offering the phone number
and contact information
and also by using the
Cessation fax form

22% of families who use
tobacco and are enrolled in
PAT were referred to the
Cessation services
• 54 families were
screened
• Based on the
screenings, 9 families
enrolled used tobacco
• As a result of the
Cessation Service, 2
families stopped using
tobacco
• Tobacco information
was provided to the
other 7 families; 1 of
them is interested in
taking tobacco
cessation classes, and
the other 6 are not
interested at this
moment
• The Parent Educators
will continue offering
Tobacco Cessation
information
Second round Nurturing
Parenting classes continue
going at the Oregon State
University (OSU) Extension
and the set of classes will
be completed by 3/22/18
• Adults attending: 12-14
per class
• Children: 10
• Families enrolled in
PAT: 5
• Families from the
community: 7
The total of Lincoln County
children enrolled in WIC
services under 5-years-old
is 1471
• The total number of
children enrolled in
IHN-CCO/WIC
participating in PAT
program is 63 children

The PAT program tracks
tobacco follow-up with a
referral system
The PAT team connected
with the new LCHHS Health
Promoter Tobacco
specialist

3 rounds of Nurturing
Parenting classes will be
offered in Lincoln County
with at least 10 families
participating in each class
by June 30, 2018

Number of families
enrolled in Nurturing
Parenting classes

Enroll 75% of IHN-CCO/WIC
eligible children between
0-3 years living in Lincoln
County in the PAT program
by June 30, 2018

Number of IHN-CCO and/or
WIC eligible children
between 0-3 years enrolled
in PAT program

The PAT program and
Reconnections Counseling
continue coordinating the
Nurturing Classes in the
Newport area
The third set of classes will
start in April 2018 in the
Waldport area

The Parent Educators use a
referral and follow-up
system to better support
families to reach out for
these services
The Parent Educators
support families with
questions regarding their
IHN-CCO and help call
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90% of children enrolled in
PAT will have a medical
home and be current on
immunizations by June 30,
2018

Number of PAT children
who list a regular
practitioner and are
current on immunizations

when changes need to be
done
The 4 PAT workers are
enrolled in Alert system to
check children
immunizations status
regularly
The PAT program uses the
Alert system to remind
parents about their
children immunizations

100% of children enrolled
in PAT will be screened for
child development using
the Ages and Stages
Questionnaire (ASQ) and
referred to any additional
services needed by June
30, 2018

ASQ data collected by
home visitors

The referrals and follow up
are tracked in the Penelope
system
Set up ASQ screening times
for all children of 2, 4, 6, 9,
12, 18, 24, 30, 36, 42, and
48 months

96% of children enrolled in
PAT immunizations are
current

100% of children enrolled
in PAT are screened for
child development and
needed services using the
ASQ

Identified a referral form to
Early Intervention (EI) and
Continue faxing ASQ
medical services
results to primary provider
PAT started to use a
tracking Community
Resource Referral system

LCHHS will develop a
closed-loop referral system
to track referrals to
medical and nonmedical
support services for PAT
families by December 31,
2017

All referrals made from the
PAT program will use a
closed-loop referral system

50% of enrolled families
will have completed a
feedback survey regarding
the program by December
31, 2017

Feedback survey data
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• 4% eligible children are
enrolled in PAT program
At this moment, 100% have
medical homes

The PAT program has
already started to use the
Tobacco Cessation Referral
Fax form
Health Education
Specialist, Tobacco
Prevention, and Education
Program Coordinator plans
to follow up with the
Tobacco Cessation system
with the results of the PAT
outcomes
Started to pass surveys to
families who completed at
least 1 year in the PAT
program

3 children were referred to
EI; 1 qualified and 2 have
an evaluation appointment
scheduled
Total children participating
in Early Intervention: 10
The PAT team already
started to track tobacco
screening, follow ups,
education, and results of
the referrals on an Excel
sheet and also PAT referral
system (Penelope)

50% of enrolled families
had completed a feedback
survey regarding the
program
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B. What has been successful?
• The PAT program has been enrolling more families successfully. Parent Educator has already enrolled five
families and just got another five new referrals.
• In the last three months, the program had made progress in motivating families to participate in groups. The
Lincoln City and Newport PAT groups have been consistently attended by at least 5-10 families.
• Based on the ASQ screening, the PAT team has been able to refer children to primary doctors and EI services
as soon as the score is in the black areas. As a result, in the last quarter, three children were referred for
further evaluations.
C. What are the challenges and how are you addressing them?
• One of the challenges is engaging families to participate in groups in the South County. The PAT group
changed the location and schedule, and based on this change, two families enrolled in PAT had attended in
the last quarter. The PAT team decided to reassess attendance strategies within a couple months to see if
more families attend; otherwise the PAT team will look for alternatives, like coordinating with Lift preschool
program or through the public schools.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• With the addition of the Parent Educator, the program may increase to 75 families by the end of June 2018.
E. Have there been any significant changes to your Pilot Budget? Explain.
• Not at this moment.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• The sustainability plan is to train a new Parent Educator. The new Parent Educator is coordinating with other
groups and has support to increase family participation in different groups.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• None to report.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• One of the families, who had been involved with Department of Human Services (DHS) in their goal to get
full custody of their child, had been participating in at least eight Parenting Nurturing Classes. The parents
shared that this is the first time they participated in group-setting discussions and that they feel comfortable
participating with their child in groups now.
• At least three dads, enrolled in PAT, have been participating consistently in the Nurturing Parenting classes.
• Another successful story is two young moms, who suffer depression and anxiety, have been participating in
the group regularly and they also participate in the group discussions now.
• Two families decided to quit smoking. One of them shared that they decided to have “A free [of] tobacco
and drug environment”. Both families increase their participation in parent-child groups.
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Oral Health Equity for Vulnerable Populations
July 2017 – June 2018

Summary:
This pilot offers bilingual oral health education in nontraditional community-based settings. For children and youth, this
increases understanding of the importance of dental prevention, increases consent form return rate for the schoolbased sealant program, and increases sealant encounters with IHN-CCO members within the targeted settings. The pilot
also delivers education to nurses and/or caregivers about oral health to increase understanding of the importance of
dental prevention and oral care for the geriatric patient.
Progress Report:
A. Quarterly progress:
Goal
Document all IHN-CCO
members served by the
pilot

Measure(s)
IHN-CCO members served
by the pilot

Activities
Dental integration within
nontraditional geriatric
settings
Outreach limited dental
services in nontraditional
settings

Connect geriatric IHN-CCO
members with PatientCentered Primary Care
Homes (PCPCHs) or provide
brief screening and refer to
health navigator
Offer bilingual oral-health
education in nontraditional
community-based settings

Number of IHN-CCO
members that are
connected with a PCPCH or
provided brief screening
and referred to a health
navigator
Number of nontraditional
settings that offer bilingual
oral-health education

Oral health education in
nontraditional settings
Dental integration within
nontraditional geriatric
settings

Oral health education in
nontraditional settings

Results to Date
Total count: 168*
Total IHN-CCO count: 70*
*Does not include entire
pilot data reporting; pilot’s
final report will reflect all
data

To date, we have found
members to be well
connected and having had
recent Primary Care
Provider (PCP) visits
Target: 50% (4) of facilities
and programs that need bilingual education were
offered and received
education
Results to Date: 50% (4) of
targeted schools have
accepted the bilingual oral
health education

Increase understanding of
the importance of dental
prevention at a young age

2018 Quarter
2018
1 Quarter 1

Efficacy of bilingual oralhealth education in the
elementary school setting

Oral health education in
nontraditional settings

4 facilities have
participated in bilingual
oral health education, 2 of
which were not a part of
the original targets
Target: 80% of survey
participants show an
increased understanding in
oral health prevention as
demonstrated by an
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increase in pre and post
test scores
Results to date: 100% (254)
of students showed an
increased understanding of
oral health from the pre
and post test scores

Increase consent-form
return rate for schoolbased sealant program

Increase sealant
encounters with IHN-CCO
members within the
targeted settings

Number of consent forms
returned post education

Number of sealant
encounters acquired

Oral health education in
nontraditional settings

Outreach limited dental
services in nontraditional
settings

Deliver education to nurses
and/or caregivers about
oral health and the
geriatric patient

Number of facilities and/or
programs that receive oral
presentation

Oral health education in
nontraditional settings

Increase understanding of
the importance of dental
prevention and oral care
for the geriatric patient

Efficacy of nurse/caregiver
presentation

Dental integration within
nontraditional settings

Slight decrease in decay
noted in the population of
3-18 year olds due to
education sessions with
parents/guardians/older
siblings at each dental
appointment
Target: 20% increase in
consent form return rate
from targeted schools in
previous years
Results to date: No data at
this time; will reflect in
final report
Target: 20% increase in
IHN-CCO sealant
encounters from targeted
schools in previous years
Results to date: No data at
this time; will reflect in
final report
Target defined as 50%
Results to date: 77% (10) of
targeted facilities accepted
oral health education for
their staff
Target: 80% of survey
participants show an
increased understanding of
the importance of dental
prevention and oral care
for the geriatric patient as
demonstrated by an
increase in pre and post
test scores
Results to date: 100% (55)
of survey participants
showed an increased

2018 Quarter 1

48 of 76

Strengthen collaboration to
improve geriatric oral
health in Linn and Benton
Counties

Appropriate dental
referrals for IHN-CCO
geriatric members by
targeted facilities and/or
programs

Dental integration within
nontraditional settings
Outreach limited dental
services in nontraditional
settings

understanding of the
importance of dental
prevention and oral care
for the geriatric patient
Target defined as 95% of
screened members
received referral as needed
(specific to IHN-CCO
members only)
Results to date: 100% of
needed referrals achieved
(58 total, 45 IHN-CCO
members)

B. What has been successful?
• Boys & Girls Club of Albany (B&GCA)
o Development of outreach education program materials in both English and Spanish (they have been
shared with Transformation).
• Benton County Health Department (BCHD)
o Facilities are slowly yet consistently incorporating oral health measures into their patient care; some
facilities more than others.
o Starting to see improvement in overall periodontal status at return visits.
o Many patients referred are being scheduled with the assistance of the facility to address their
restorative needs; pilot is moving towards a recall schedule for each facility served.
o More awareness of oral lesions/concerns are being shown to the facility nurses and management
staff to see firsthand what they are looking for and why it is significant, ex: candida infection,
abnormal or suspicious lesions, etc.
o One facility is open to having a short article addressing oral health in their newsletter that goes to
patients and their families and that has gained attention and interest in that particular facility.
C. What are the challenges and how are you addressing them?
• B&GCA
o Continuing to work on breaking down some of the barriers of services being for all children, not just
club members. Have met with some of the target school principals for suggestions and have
discussed, at a district level, how to help facilitate even greater access in the schools with the hope
to connect even more low-income and Latino families to the dental clinic.
• BCHD
o Engaging the last few facilities has been challenging; lots of staff turnover makes scheduling
presentations and services difficult. Have a running list of those who we would still like to serve and
make efforts to reengage regularly.
o Still breaking down the barrier of this being “normal.” Having onsite dental care is new and there is
still some resistance to commit, mostly from family members who are making health care decisions.
A more regular presence will eventually normalize this type of outreach.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• B&GCA
o Have only been able to visit two of the target schools for education sessions in both English and
Spanish, but have visited two other schools in the district to give education sessions. Oral Hygiene
kits have been distributed in four schools thus far, with plans to distribute more this spring.
• BCHD
o No real need for a health care guide or navigator, as patients are well connected to PCPs, etc.
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E. Have there been any significant changes to your Pilot Budget? Explain.
• No.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• B&GCA
o Have received pilot funding toward supplies, expanded dental access in the clinic, and continued
utilization of bilingual dental staff that begins in June of 2018.
• BCHD
o Six sites are on regular recall schedules, ranging from monthly visits to quarterly.
o There is a possibility of creating a fund for people to contribute to for residents to receive care;
more details to come if that is something that can be done.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• No progress to report.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• BCHD: Article in local paper and newsletter in facilities. One story published featured the hygienist dedicated
to this project had reached out to offer funds to pay for a veteran’s hygiene visit.
• IHN-CCO member living in the veterans’ home due to a traumatic brain injury, who is nonverbal, was taken
to her assigned Primary Care Dentist (PCD) and was uncooperative to all attempts of the traditional dental
service delivery system. Through the efforts of the OHEV pilot, have been able to provide prevention
services within a familiar setting for this patient. This allowed for success in treatment across multiple visits
and were able to avoid this member being hospitalized for regular prevention care.
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Peer Wellness Specialist Training
January 2018 – December 2018

Summary:
This pilot expands and integrates the existing collaborative partnerships of the Traditional Health Worker (THW)
community in the tri-county area by building upon previous pilots and work of the THW Workgroup. This expands the
ability of the THW Hub to train, supervise, and support the growing network of all types of THWs; Community Health
Workers (CHWs), Health Navigators (HNs) Peer Support Specialists (PSSs), Peer Wellness Specialists (PWSs), and Birth
Doulas. This pilot focuses on design, creation, accreditation, and delivery of a certified training course for Peer Support
Wellness Specialists in the tri-county area. The pilot will demonstrate the strategic focus of; effectiveness and
sustainability, expanding, connecting and demonstrating access to person-centered Medicaid focused healthcare, and
connecting social determinants of health and upstream health to the traditional healthcare system.
Progress Report:
A. Quarterly progress:
Goal
By 12/31/18, THW
Subcommittee will engage
at least 2 agencies, working
with IHN-CCO members in
need of PWS services, in
developing a plan utilizing
PWSs in their communities
Actively participate in at
least 1 Delivery System
Transformation (DST)
workgroup; DST
recommends the THW
Workgroup
By 04/30/18, create and
submit a curriculum for
PWS training course for
certification

Measure(s)
Identification and
engagement of 2 new
agencies working with
identified populations that
are interested in using
PWSs in service delivery
Attend either by phone or
in person

Create curriculum

Activities
Benton County Health
Services (BCHS) completed
survey of organizations
utilizing CHWs
Family Tree Relief Nursery
(FTRN) to review survey
Executive Director (ED) and
Program Director(PD) of
FTRN attends THW
workgroup
Review CHW Curriculum
from Multnomah County
Align CHW Curriculum to
learning objectives of Peer
Wellness Specialist Training
(PWST) of Oregon Health
Authority (OHA)
Identify modules

By 12/31/18, 2 stateapproved PWS workshops
will be completed, 1 in
Benton or Linn County and
1 in Lincoln County

2018 Quarter 1

Submit curriculum for
accreditation
Completed PWS training
workshop in Linn-Benton
County
Completed training
workshops in Lincoln
County

Results to Date
FTRN reviewed survey
No other action taken yet

FTRN ED and PD attended
3 THW meetings and
training on Popular
Education from BCHS and
Multnomah County
Capacitation Center
Reviewed CHW Curriculum
Aligned modules with OHA
requirements for PWST
Began writing learning
outcomes for curriculum
and creating lesson plan
documents

Write Learning Objectives

Attended training on
Popular Education

Not submitted yet

Identify areas for re-write
to support local community
Not submitted yet

No progress yet

No progress yet

No progress yet

No progress yet
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By 12/31/18, 20 attendees
will have completed local
state-approved PWS
workshops and be eligible
to apply for enrollment
into the state THW registry
by the Oregon Health
Authority

# of certified PWS who
have completed a local
workshop

No progress yet

No progress yet

B. What has been successful?
• Dovetailing this curriculum development with BCHS development of the CHW training has made creation
streamlined as well as ensuring alignment around curriculum delivery and content consistency.
• Sharing expertise across organizations has been a growing experience.
• Receiving training in Popular Education principles which has enriched curriculum and made it more learner
focused.
C. What are the challenges and how are you addressing them?
• No challenges at this time.
• It is taking more time to align and create curriculum modules.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• No.
E. Have there been any significant changes to the Pilot Budget? Explain.
• No.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• The plan for sustainability is to offer the curriculum as classes to the public in the fall of 2018; still on course
for this.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• No.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues the DST should be aware of, etc.).
• It is powerful to work with multiple organizations in creating something that will impact the entire region.
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Pharmacist Prescribing Contraception
June 2016 – May 2018

Summary:
This pilot seeks to provide low barrier oral contraceptives to IHN-CCO members through trained pharmacists in
pharmacies so that patients can be interviewed, assessed and counseled regarding their choice of hormonal
contraceptives in each of our Samaritan Health Services (SHS) retail pharmacies. This pilot seeks to ensure that each SHS
outpatient pharmacy offer this service during normal business hours.
Progress Report:
A. Quarterly progress:
Goal
Measure(s)
Improve women's access to Number of prescriptions
hormonal contraceptives
Monthly pharmacists

Activities
All outpatient pharmacists
have completed the
training to prescribe birth
control

Decrease barriers to
contraception

Provide this service at each
SHS outpatient pharmacy

Service available at Geary
Street and Lebanon
pharmacies

Reduction in Increase in
unintended pregnancies in
the SHS service area
Decrease healthcare costs
by providing a more
convenient, less expensive
alternative to a doctor visit
Develop Action and
Communication plan for a
closed-loop referral
process with
Obstetrics/Gynecology
(OB-GYN) or Primary Care
Provider offices

Increase in effective
contraceptive use (CCO
incentive metric)
Measure the difference in
cost of a Primary Care
Physician (PCP) visit versus
the cost of a pharmacist
Action and Communication
plan completed that
describes how clinic staff
will be engaged and the
workflow established for
the closed-loop referral
process with PCPs/OBGYNs

No progress to report

Create tracking system for
IHN-CCO members to
determine utilization of the
pharmacy contraceptive
services

2018 Quarter 1

# of closed loop referrals
that provide information to
PCPs/OB-GYN clinics
Number of IHN-CCO
members to receive
pharmacy contraceptive
services

Results to Date
Geary Street Pharmacy
total # prescribed to date:
15
Lebanon Pharmacy total #
prescribed to date: 5
Elm Street and Corvallis
Pharmacy not yet able to
prescribe
Service available at Geary
Street and Lebanon
pharmacies since March
2017
Unable to ascertain at this
time

No progress to report

Office visit charge - $40
X20

A process for a closed-loop
referral has been created
with the help of medical
assistants’ knowledge of
the current process

This process has been
communicated in general
membership meetings

Clinic supervisors will be
informed of the finalized
workflow to educate other
clinic staff
No progress to report
A system to track IHN-CCO
members has been
developed

Clinic supervisors notified
at Geary Street
Lebanon is also now
onboard and referral
system is in place
No progress to report
Tracking these patients
onsite; 10 of 20 patients so
far are IHN-CCO members
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B. What has been successful?
• All Samaritan prescribing pharmacists have taken the required training to prescribe and administer DepoProvera (medroxyprogesterone) and will be able to start January 2, 2018, along with prescribing vaginal rings.
C. What are the challenges and how are you addressing them?
• The construction at two of the pharmacy sites has not yet been completed. Although there is grant funding in
place to pay for construction, SHS capital funding must be used initially for remodels/construction and then
backfilled with grant dollars.
o Corvallis plans and capital purchase was approved in March 2018. Construction date is pending.
• Implementation of a closed-loop process by utilizing EPIC is now complete.
• Marketing materials were delayed three months due to absences in the marketing department. Internal
marketing program and external marketing program, including scheduled advertising, is on hold pending
discussions with medical leaders in the Lebanon market area.
o Lebanon leadership has approved this program as of September 25, 2017 and may now move forward
with marketing.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• There have not been any significant changes to the pilot goals or measures.
E. Have there been any significant changes to your Pilot Budget? Explain.
• There have not been any significant changes to the pilot budget.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Pharmacists and pharmacies are now credentialed to directly bill open card Oregon Medicaid for patient
assessment visits.
• Regional Business Office to set up credentialing and billing for all other eligible plans by June 1, 2018.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• No progress to report.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• 100% of all visits in last 6 months were documented and e-prescribed from EPIC!
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Regional Health Education Hub
January 2018 – December 2018

Summary:
This pilot transforms the delivery of health education in the tri-county region by establishing a centralized, region-wide
health education hub. This enables community members, social service agencies, and healthcare professionals to easily
access the full range of health education offered by Samaritan Health Services (SHS), Benton County Health Services,
Linn County Health Services, and other community partners in a single location. The Hub supports collaboration and
partnerships between community service and health organizations that will result in expanded access to health
education services across the tri-county region. Improving patient self-management skills through health education has
been shown to reduce overall healthcare utilization and decrease emergency department visits, hospitalizations, and
prescription drug use.
Progress Report:
A. Quarterly progress:
Goal
Document all IHN-CCO
members served by the
pilot

Measure(s)
IHN-CCO members served
by the pilot

Actively participate in at
least 1 Delivery Systems
Transformation (DST)
workgroup; DST
recommends Health Equity
workgroup

Attend either by phone or
in person

Goal 1: By December 31,
2018, increase class
participants that are IHNCCO members to 50%
across health-education
programming in the region

The % of class participants
that are IHN-CCO members
in pilot-supported health
education classes

2018 Quarter 1

Activities
Working with SHS
Epidemiologist and
Biostatistician to develop a
systematic way to collect
information as it relates to
the Pilot and Hub

The SHS Regional Health
Education Hub (RHEH)
team regularly attends the
following workgroup
meetings:
• DST
• Universal Care
Coordination
• Social Determinants of
Health
• Health Equity (HE)
• Traditional Health
Workers
Working with SHS
Epidemiologist and
Biostatistician to develop a
systematic way to collect
information as it relates to
the Pilot and Hub

Results to Date
BASELINE = 10 IHN-CCO
members served
*These numbers only
represent classes that
happened between
October 2017-December
2017 that were captured
within EPIC
*Baseline data is based off
of the information in EPIC;
before the department was
in EPIC, there was not an
easy way to pull reports to
get relevant information
Representation at multiple
workgroups

BASELINE = 12% of overall
participation
*These numbers only
represent classes that
happened between
October 2017-December
2017
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Establish SHS processes for
all Patient-Centered
Primary Care Homes
(PCPCHs) and
Specialty clinics to refer to
health-education
programming in Benton,
Lincoln, and Linn Counties
(part of achieving goal 1)

The # of referrals to health
education classes from SHS
providers

Coordinate with SHS
Epidemiologist and
Biostatistician
Hub Coordinator meets
weekly with the RHEH
team and is establishing
regular meeting dates and
times with Oregon
Cascades West Council of
Governments (OCWCOG),
Linn County Mental Health
(LCMH), Linn County Public
Health (LCPH), and Benton
County (BC)
Met with LCMH and LCPH

Establish SHS process for
all PCPCH/Specialty clinics
to refer to health
education programming in
Benton, Lincoln, and Linn
Counties (part of achieving
goal 1)
Establish a systematic,
closed-loop referral
process between SHS
providers and LCMH (part
of achieving goal 1)
Establish a systematic,
closed-loop referral
process between SHS
providers and LCMH (part
of achieving goal 1)
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The # of SHS providers
referring to the RHEH

Documented closed-loop
referral process from SHS
providers to LCMH
The # of referrals to LCMHspecific health education
classes

Hub Coordinator meets
weekly with the RHEH
team and is establishing
regular meeting dates and
times with OCWCOG,
LCMH, LCPH and BC
3/21/18 met with LCMH
and LCPH
Linn County Health
Services MOA developed.
03/21/18 met with LCMH
and LCPH
Linn County Health
Services MOA developed

*Baseline data is based off
of the information in EPIC;
before the department was
in EPIC, there was not an
easy way to pull reports to
get relevant information
BASELINE = 245 referrals
from SHS providers
(October 2017-December
2017)
Identified key people to
referral processes within
SHS
A process established for
PCPCHs to refer via EPIC
into the hub to existing SHS
classes
Opportunities with mental
health (MH) and public
health (PH) identified and
agreed upon, staff
committed, workspace for
Hub Coordinator in place,
internet access located,
invoice process agreed
upon and documented,
and Memorandum of
Agreement (MOA) process
in place and documented
BASELINE = 54 providers
(as of December 2017)
A process established for
PCPCHs to refer via EPIC
into the hub to existing SHS
classes
LCPH and LCMH leadership
and staff committed to
pilot and identified
additional staff to
participate in pilot.
BASELINE = 0*
• Though the RHEH team
works closely with
LCMH to connect
participants to relevant
and available health
education programming
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Reestablish Tomando
Control de Su Salud in
Benton and Linn Counties
(part of achieving goal 1)
Targeted outreach to IHNCCO members (part of
achieving goal 1)

The number of Tomando
Control de Su Salud offered
in Benton and Linn
Counties
Targeted outreach to
IHN-CCO
members with chronic
conditions

MOA developed
4/5/18 meeting scheduled
with BC
RHEH team becoming a
Department within EPIC
has increased the number
of IHN-CCO members being
referred to the RHEH for
classes
General marketing has
occurred through press
releases for specific
classes, marketing material
development, etc.

Goal 2: By December 31,
2018, decrease barriers,
access to class information
and geographic proximity
issues, that exist for
members to participate in
health-education
programming options in
the region

The % of class participants
that are IHN-CCO members
in Hub-supported health
education classes

By December 31, 2018,
Creation of a single, widely
decrease barriers, access to publicized contact number
class information and
geographic proximity
issues, that exist for
members to participate in
health-education
programming options in
2018 Quarter 1

Looking to have a more
targeted strategy to move
forward working with
community partners
Hub Coordinator meets
weekly with the RHEH
team and is establishing
regular meeting dates and
times with OCWCOG,
LCMH, LCPH, and BC
Hub Coordinator meets
with community partners
regularly and barriers to
participation in health
education classes are being
identified
Contact number and email
address created
Documenting barriers
Share upcoming class
information with referred
patients via warm phone

through their current
structure, a process
does not exist at this
time to document those
referrals
• LCPH and LCMH
leadership and staff
committed to pilot and
identified additional
staff to participate in
pilot
Nothing to report at this
time
BASELINE = 12% of people
who participated in Health
Education Selfmanagement programs
were IHN-CCO members
from October 2017December 2017
*Baseline data is based off
of the information in EPIC;
before the department was
in EPIC, there was not an
easy way to pull reports to
get relevant information

Barriers identified and
documented
Transportation barrier
confirmed, via patient
experience, and
documented

Contact number and email
address created and in use
Patients connected with
classes that are a best fit
HE Hub can identify
location, dates, and times
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the region (part of
achieving goal 2)

Goal 3: By December 31,
2018, decrease
administrative burden of
offering health-education
programming

The # of health-education
classes the Hub is able to
logistically support

call; which allows the
opportunity to connect
patients with classes that
work best for them,
considering time of day,
location, and type of class
Hub Coordinator hired
2/20/18
Assistant positions posted
One assistant hired; start
date is mid-April 2018

additional classes are
needed across the region,
as well as barriers to
attendance
BASELINE = 6 total offering
supported SHS RHEH team
• 4 of the 6 classes are
group self-management
• 2 of the 6 classes are
community focused
In 2017, the RHEH team
supported the following
evidence-based health
education programming:
Group Self-Management
Classes
• Living Well with Chronic
Conditions (12 classes)
• Living well with Chronic
Pain (5 classes)
• Freedom From Smoking
(7 classes)
• PainWise First Steps (13
classes)

Goal 4: By December 31,
2018, explore the
feasibility of integrating
referrals and data from the
Hub to the RHIC
Goal 5: By December 31,
2018, payment model
established for healtheducation programming
throughout the region

A documented plan is in
place to work towards
integrating referrals and
data from the Hub to the
RHIC
Funding models are
explored/pursued
(alternative payment
methodology, cost sharing,
or direct billing options)

4/5/18 meeting scheduled
with Regional Health
Information Collaborative
(RHIC)
Payment models being
identified

Community Focused
Classes
• Mental Health First Aid
(50 classes)
• Question, Persuade,
Refer (20 classes)
No progress to report

No progress to report

B. What has been successful?
• The bilingual-required Regional Health Education Assistant position that was posted through the pilot was
one of the first bilingual-required positions that SHS has posted. Through the process of posting the
requirement of being bilingual and the support/guidance from community partners, a testing vendor and
testing process has been established.
2018 Quarter 1
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•

C.
D.
E.
F.

G.
H.

Hired RHEH coordinator who was familiar with the project, community partners, and the region. Positioned
the team well to have someone that has established relationships with main community partners involved.
• One of the RHEH Assistants jobs has been offered and accepted. Start date is mid-April 2018. This position is
critical to the success of the Hub as it is responsible for all of the logistics of getting participants into classes,
making reminder calls, helping coordinating class logistics etc.
• A standard data collection process has been created and continues to be refined to help best capture data
relevant to the project.
• The relationships between participating organizations have been strengthened. MOAs have been drafted
and are going through appropriate approval processes.
• The MOA template is being used as a template for other groups (THW Workgroup MOAs).
• The RHEH Coordinator is working with all partners to develop shared language and vision for the Hub work.
• Supported pilot partners to identify current organizational assets and barriers, specifically as relates to Goals
2, 3, and 5.
What are the challenges and how are you addressing them?
• Though a bilingual-required position is posted, it’s difficult getting qualified applicants. The RHEH team is
working on identifying different strategies to help fill this gap.
Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• Nothing to report at this time.
Have there been any significant changes to the Pilot Budget? Explain.
• Nothing to report at this time.
Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• The core team continues to have conversations around sustainability and has identified that there will likely
have to be different approaches to sustainability, depending on the type of health education programming
that is being implemented. Some of the funding models discussed have been alternative payment
methodologies, cost-sharing models, participating in health education programming that is already
reimbursable, and continuing to seek funding opportunities to support the implementation of classes that
fall outside of the scope of payment models listed above.
Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• Nothing to report at this time.
Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues the DST should be aware of, etc.).
• Transportation is a documented barrier to class attendance.
• Hiring bilingual/bicultural staff barriers.

2018 Quarter 1

59 of 76

Social Determinant of Health Screening with a Veggie Rx Intervention
July 2017 – December 2018

Summary:
This pilot assesses food security for engaged IHN-CCO patients, assigned but unengaged IHN-CCO patients, and non-IHNCCO patients. This pilot will increase capacity for food screening in the Patient-Centered Primary Care Home (PCPCH)
and will partner with local food agencies, programs with efforts to provide food security resources to those with food
security needs. The pilot is also creating a Veggie Rx service model that is accessible and affordable to clients, replicable
at other sites, and financially sustainable. The Veggie Rx model increases the availability of fresh fruits and vegetables to
meet the daily needs of individuals and families.
Progress Report:
A. Quarterly progress:
Goal
Document all IHN-CCO
members served by the
pilot

Measure(s)
IHN-CCO members served
by the pilot

Activities
Those who are screened
are sorted by insurance
type

Utilize Protocol for
Responding to and
Assessing Patients’ Assets,
Risks, and Experiences
(PRAPARE) food security
screening questions in the
Electronic Health Record
(EHR)

Number of patients
screened and documented
in the EHR

Achieve closed-loop
referrals for food insecure

Number of completed
follow-up calls to those
referred to food resources

Health navigators and staff
utilize training to assist
with screening and
referrals

Number attending
conferences, trainings,
workshops and how they
share this information with
peers, teams, and our clinic
system

PRAPARE screening is
happening in 1 clinic for
well-child checks and in
another clinic for patients
who are 55 years or older
(This criterion was selected
for ‘rollout’ by the clinics to
learn about workflow and
staffing needs as the tool is
integrated into ongoing
and regular practice)
The Health Navigator (HN)
calls patients back 1-2
weeks after being screened
with PRAPARE to learn how
the shared resources/
information were useful
and/or if they need
additional follow-up or
assistance
Members of the Social
Determinants of Health
(SDoH) team have
attended the following
events/trainings:
• Oregon Primary Care
Association (OPCA)
01/25/18- presented
Health Navigation
model and the IHN-CCO
pilot
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Results to Date
76% (16) of those screened
to date are Coordinated
Care Organization (CCO)
members; 9 are IHN-CCO
members and 7 are Trillium
CCO members
21 patients have been
screened using the full
PRAPARE tool; looking at 8
areas of potential social
determinant needs, gaps,
assets, and strengths

Closed-loop referrals have
been completed for
roughly a quarter (24%) of
the patients screened

Successful presentations at
both the OPCA event and
the CCO Oregon Winter
Conference
Feedback, ideas, and
connections through the
Food Summit and Veggie
Rx Network conferences
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• CCO Oregon Winter
Conference 01/31/18participated in a panel
and created a poster
specifically about the
pilot/learnings/process
• Mid-Valley Food
Summit 02/3/18learned about local
food systems work in
the Mid-Willamette
Valley
• Oregon Veggie Rx
Network Training
02/19/18- learned
about Veggie Rx models
throughout the state

Local connections and
prevention of overlap of
project and collaboration
on objectives at the CHIP
workgroup meetings
Cohesion of the team while
working to rollout the
PRAPARE tool and support
team-based, patientcentered practices with
measurement and use of
SDoH knowledge

Community Health
Improvement Plan (CHIP)
workgroup meetings; to
talk with others in the local
food ecosystem about the
work and opportunity for
connection and prevention
of overlapping
programming

Create a replicable model
for a Veggie Rx service in
Benton and Linn counties

Number of clinics
interested in offering a
Veggie Rx service in 2017

Increase access to
affordable, fresh fruits and
vegetables for IHN-CCO
members

Comparison of number of
promotional vouchers
handed out to the number
of vouchers redeemed

Increase in resources for
IHN-CCO serving agencies

2018 Quarter 1

Number of patients
repeatedly accessing fresh
fruits and vegetables at the
produce stand
Toolkit creation

The SDoH HN assisted in
training during team
meetings to support and
engage patients in the
screening process
SDoH team attended the
Oregon Veggie Rx Summit
02/19/18 to connect with
stakeholders statewide

No progress to report

Tools used to develop
programs, results from
those programs, and
common sticking points
were shared for
consideration in the local
project development
No progress to report

Stand to begin in Spring
2018

Stand to begin in Spring
2018

No progress to report

No progress to report
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to implement SDoH
screening and referrals
B. What has been successful?
• Collaboration with the Corvallis-Albany Farmers Market has been seamless; which is encouraging, not only
for this pilot project, but for sustaining Veggie Rx in our community.
• Health navigation coverage has been consistent at the sites that are rolling out the PRAPARE tool, which was
found to assist with the implementation of the screening procedure (through the Plan-Do-See-Act Quality
Improvement process).
• Clinical staff have designated populations to screen; patients 55 years and older in one site and well-child
checks in another. This has made rollout manageable for the team as they learn about how to formalize and
integrate the SDoH work.
C. What are the challenges and how are you addressing them?
• Implementing screening within each clinical team comes with its own set of challenges and solutions. In
order to better understand the needs of the clinical staff, HN coverage has been increased, provided an
avenue for feedback, solidified lines of communication, and provided support/training materials to the
clinical teams.
• Closed-loop referral continues to be a challenge, with 75% of people not answering calls or letters. Clinic
policy is to call twice and send a letter requesting they contact the clinic for follow up. Even with recentlyverified contact information, people are not reached, picking up, or contacting the clinic to do additional
follow up. A conversation about this took place at the Universal Care Coordination workgroup of the IHNCCO Delivery System Transformation, acknowledging the shared challenge, and brainstorming ways to do
this better. Will continue to think about the need, value, and ways in which follow up with patients is one to
two weeks after PRAPARE screening as planned.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• Began with, and are currently using, the entire PRAPARE tool to screen patients for SDoH needs; not just the
food security questions within this tool. Will continue to do this in the system at large, but will focus only on
the food security questions in the coming months (three questions out of the PRAPARE tool) in order to
support the Veggie Rx portion of the pilot at the largest clinic.
E. Have there been any significant changes to your Pilot Budget? Explain.
• No.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• The SDoH team met with Veggie Rx stakeholders statewide to discuss Veggie Rx in Oregon and possibilities
for sustained programming across the state.
• The HN program of the Community Health Centers of Benton and Linn County extended an internal funding
opportunity to continue the role of the HN through the end of the pilot in December 2018 (covers HN
staffing through the no-cost, time-only extension and shows understanding of the value of support in the
critical rollout period for this work).
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• The pilot presented at a face-to-face gathering of the OPCA.
• Was part of a panel and had a poster at the CCO Oregon Winter Conference in Salem.
• Will have a poster at the Annual Regional Community Health Summit in Lebanon, Oregon on April 18, 2018.
• Taking part in a research project conducted by the University of California, San Francisco, to share how
Medicaid funding is utilized locally to address social needs. Will not be named in this report but will
represent work in Oregon.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• Nothing to report at this time.
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The Warren Project: Nature Therapy
November 2016 – April 2018

Summary:
Olalla Center for Children and Families, a mental and behavioral health provider, in collaboration with Community
Services Consortium, is piloting The Warren Project: Nature Therapy, an outdoor-based therapeutic care model. This
model integrates physical and mental health therapies with experiential learning in a natural setting and offers early
intervention strategies for adolescents and families. The program works through an equity lens and move towards
overcoming health obstacles such as poverty and literacy, while utilizing culturally appropriate methods, bilingual and
multicultural staff and partners with specialized training in family dynamics, adolescent and Lesbian Gay Bisexual
Transgender Queer/Questioning (LGBTQ) needs, all in a very rural and underserved county.
Progress Report:
A. Quarterly progress:
Goal
Serve 56 youth in the first
year of program
Decrease client safety risk
factors

Measure(s)
Number of youth served by
The Warren Project
Child & Adolescent Needs
& Strengths
Comprehensive (CANS)

Activities
16 new
22 referred
Modified to initial
assessment rather than
outcome measure

Improve client’s strengths

CANS

Modified to initial
assessment rather than
outcome measure

Improve client’s ability to
function well in life
domains

CANS

Modified to initial
assessment rather than
outcome measure

Improvement in client’s
connection with their
culture

CANS

Modified to initial
assessment rather than
outcome measure

Decrease in client’s
emotional/ behavioral
needs

CANS

Modified to initial
assessment rather than
outcome measure

Aggregate CANS scores of
program participants will
show a 75% improvement
in all domains as compared
to non-program
participants
Work with PatientCentered Primary Care
Homes (PCPCHs) to
encourage the utilization of

Aggregate CANS scores of
clients and aggregate CANS
scores of non-clients across
the State of Oregon

Unable to access state
scores

Results to Date
55 served
74 referred
14 improved
7 Declined
3 Neutral
7 left program
8 insufficient data
15 Improved
7 Declined
2 Neutral
7 left program
8 insufficient data
15 Improved
8 Declined
1 Neutral
7 left program
8 insufficient data
7 Improved
4 Declined
11 Neutral
7 left program
10 insufficient data
17 Improved
6 Declined
7 left program
9 insufficient data
Unable to access state
scores

Number of referrals from
PCPCH

3

5
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a standardized health
questionnaire such as the
Patient Health
Questionnaire (PHQ-9)
Work with local community
members to provide
employment in the health
field, exiting Temporary
Assistance for Needy
Families (TANF) and
increasing their ability to
maintain healthy homes
and general wellness
Parent reports positive
outcomes

Number of referrals using a
standardized health
questionnaire

Increased Love and
Forgiveness
Increase Quiet Mind,
Presence and Creativity

Attributes of Connection
Scale (ACS)
ACS

Increase Inner-Happiness

ACS

Discontinued this quarter

Increase Vitality
Increase in helping others
and paying it forward
Increase Empathy and a
Respect for Nature
Increase in Being Truly
Helpful, Gifts, and Noticing
When Others Need
Assistance (creating vision)
Increase in a Fully Alive
Affect and Persona (e.g. when they sing, they
REALLY sing)

ACS
ACS

Discontinued this quarter
Discontinued this quarter

ACS

Discontinued this quarter

ACS

Discontinued this quarter

3 improved
2 neutral

ACS

Discontinued this quarter

3 improved
1 declined
1 neutral

2-4 low income
participants will gain job
skills as Qualified Mental
Health Associates (QMHAs)

None

2 referrals (both with
conflicts of interest)

Outcome Rating Scale

10 improved
2 declined
4 insufficient data
Discontinued this quarter

17 improved
3 declined
8 insufficient data
5 improved

Discontinued this quarter

3 improved
1 declined
1 neutral
4 improved
1 neutral
5 improved
3 improved
2 neutral
5 improved

B. What has been successful?
• Going into year two, the flow and routine of each week’s work is much more organized and rhythmic, mostly
due to the same staff working together from the beginning.
• An office building has been put on the Oregon Coast Community Forest property to allow for individual
sessions to be done on the property.
• Clinical sustainability has been met while keeping individual caseloads around 15 clients per clinician, on
average. Smaller caseloads allow for all the systemic support for which this program, and The Olalla Center,
are so well known. Youth are supported individually, in family settings, with child welfare, at court, in school
and so on.
• The Warren Project has increased the number of community partners with which they work.
• Existing partnerships have become more solidified. For example, Newport Rotary continues to help with
projects done on the properties used by the program. In addition, the members, most of whom are very well
connected in the community, are helping to spread community awareness and create a buzz about the
program.
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•

Community partners include: Rotary of Newport, The Elks in Newport, Yaquina Bay Yacht Club, Bike of
Newport, Harmony Yoga Center, Dancing Moon Press, Seal Rock Stables, Oregon Coast Community Forest,
Evergreen Community Fishing Club, Sea-Fern Nature Printing, Floweree Community Center, Children’s
Theatre of Toledo, Newport Recreation Center, Lincoln County School District, Salon Ethos, Mo’s Restaurant,
Ossie’s Surf Shop, Prana, Oregon Coast Aquarium, Lincoln County Juvenile Department, Developmental
Disability Services of Lincoln County.
• Using amount of time in services prior to discharge as a measure; Warren Project clients continue to show
progress comparable to, or exceeding, all other outpatient programs The Olalla Center offers even though
the Warren Project’s clientele are much more high-needs on average.
• Clients with travel restrictions are being served, either by picking the client up for groups or by the clinician
going to the client’s and their family’s home for sessions.
• Families have attended the family groups regularly and report they really enjoy them. Family participation is
much greater in this program than any other Olalla Center program; likely due to having all groups on
Saturdays, thus removing another treatment barrier.
• There has been zero staff turnover, maintaining two licensed clinicians and all Qualified Mental Health
Associate (QMHA) support staff.
• Referrals from Department of Human Services (DHS) have increased due to staff members going to DHS’s
weekly meetings where they hand out service referrals.
• Attendance of individual sessions and groups is higher than any other Olalla Center outpatient program. The
reason is believed to be all the ways the program tries to eliminate the traditional barriers to treatment.
• Staff morale at The Olalla Center has increased due to the Warren Project using staff from other Olalla
Center programs and taking the entire Olalla Center staff out to put them through the same process the
clients go through; which the staff loves. The day treatment staff and children also really enjoy days they are
brought out to the Warren Project at Forest Hill and have their own day in the program. Working in concepts
from the program’s model into the other programs also energizes staff.
• The youth with mentors have made faster improvements than those without. The mentoring program
should be replicated everywhere and be a part of every mental health program.
• A partnership with Developmental Disability Services of Lincoln County has been made to produce a weekly
summer surfing group for autistic youth which will focus on social skills, mindfulness, and sensory
integration. There are already four volunteers, including two certified surfing instructors, and Ossie’s Surf
Shop is donating the equipment.
• Umpqua Bank donated $2,500 to the mentoring program and offers employees paid time off to spend
mentoring.
• After working with three different outcome measures, clinicians settled on the Outcome Rating Scale, which
has greatly simplified data collection and overall time spent on paperwork.
• Healthy food choices have been introduced and embraced by the youth due to cooking many of the items
over a fire. The result has been open dialogue about nutrition and health in a positive, receptive context.
• Administrators have a very clear picture of annual expenses and are comfortable that the future of the
program will be very successful. The flexibility of the program is another unforeseen benefit.
• The model used has produced positive outcomes for autism, anxiety, Post-Traumatic Stress Disorder (PTSD),
adjustment disorders, and depression. Many of the clients with positive outcomes have multiple diagnoses
and/or a developmental disability. The success with clients having communication challenges and/or low
cognitive
functionand
is one
ofare
theyou
unforeseen
outcomes,
C. What are
the challenges
how
addressing
them? though much celebrated.
• Being able to maximize group size AND provide transport. The program has a 15-passenger van and a 7passenger van used to transport. Since there is really only one four-hour group time each week, on
Saturdays, all youth in the group have to make it to that group time. The program tested shorter weekday
groups, which was not practical. Groups on Sunday do not happen, because of staffing. That leaves the
Saturday group, which has a cap of 18 members, making for a 6:1 staff ratio. If there is an extremely highneeds member, an additional staff is added. There are pickup spots in Siletz, Toledo, and Newport. Transport
from Lincoln City is available but no clients in the group live there. If all 18 members show, that leaves 4

2018 Quarter 1

65 of 76

D.

E.
F.

G.

spots for staff in the 2 vans. There is more demand for group participants, but, as one can see, it is not
practical at this time.
• Most youth in the program are very high-needs. Several have been bounced from school to school in the
county and are on the verge of expulsion. Two had level-two threat assessments to check for their threat
level to their school and classmates, one attempted suicide, half are foster youth, and four receive
Developmental Disability Services. Luckily the program has two licensed clinicians with years of daytreatment experience, which makes them comfortable with this population. One has extensive experience in
an outdoor-residential treatment program as well. Though this is an “outpatient” level program, several of
the youth could use day treatment; which is not an option for teens locally. This program is helping keep
them in the community and out of detention.
• Getting enough mentors continues to be a challenge. Without a consistent influx of mentors, it is hard to get
any kind of rhythm or flow to the program, including those working on the program. Right now people are
pulled from other Olalla Center outpatient programs to do very part-time work, which is inefficient. More
funds are needed to appoint someone to run and promote the program full time. It has made a staggering
difference in the youth with a mentor. The program may add more individual-therapy clients to offset the
costs. The community awareness brought by the all-girls group and the autism surfing group will also open
up a new community of people through which to recruit mentors (surfing community).
• The mentoring program was using DHS for background checks for the mentors; which is backed up with over
a three-month wait, effectively crippling the mentoring program. The program is now finalizing a deal with
Oregon State Police to do the background check, which will be faster and free.
• Outcome measures are greatly skewed by youth who have very volatile and uncertain home lives. Many of
the youth have extreme trauma histories combined with the Lincoln County version of Oregon’s Child
Welfare system. The result is a constant feeling of uncertainty and fear in these youth; leading to the
consequences of their behavioral challenges at home, the school, and the community. Though this program
provides more support services than any other program and the clinicians have good working relationships
with Child Welfare case workers, it seems like a challenge that cannot be won much of the time. In the spirit
of true science, the data for these clients becomes useless in the context of whether the pilot program is
effective. There are no other programs like this to compare data to and there are no other local programs
serving this population. There is no way to quantify the effects of these life events on the data beyond each
individual case.
Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• Program leaders got overzealous and began using three different outcome measures; one of which was a
test measure (not previously validated). This proved to be more cumbersome and confusing than helpful, so
the test was dropped (Attributes of Connection Scale) and will be used again beginning summer 2018. A
modified CANS is now used as the initial assessment. The Outcome Rating Scale is now the sole measure of
progress, which is MUCH simpler.
Have there been any significant changes to your Pilot Budget? Explain.
• None other than weaning off of pilot funds.
Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• The clinical side of the program is currently sustainable but the mentoring side is not. There is not enough of
a donor base to cover the expenses of the mentoring program. Those costs may have to be shifted to the
clinical side and covered by additional clients on caseloads through billable service hours; which may
compromise quality of care some.
Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• The pilot has presented regularly at a local level but none this quarter on a state or national level. Locally,
the program was presented to; DHS Child Welfare, Lincoln County Juvenile Department, Children’s Advocacy
Center, Inter-Agency Planning Team, Lincoln County Schools.
• In addition, presentations were made to Hatfield Marine Science Center and National Oceanic and
Atmospheric Administration (NOAA) working to collaborate on group and individual mentoring options.
• Rotary presentations regarding mentoring and general program status/support announcements made to
groups of 40-50, two to three times. They are helping to distribute information too.
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Philanthropic Educational Organization (PEO) Women's Group of about 30 women of diverse professional
backgrounds regarding recruiting mentors and program support. Two became donors that night, many
(maybe 6) asked about mentoring. In the process of following up with each. Some will most likely end up
being mentors while others may be channeled into other volunteer activities.
• Gathering for Laughter And Meaningful Sisterhood (GLAMS) - Local Professional Women's group.
Presentation was cancelled (organizer had the flu), but distributed information to group of 36 via email.
• Trinity United Methodist Church Pastor is joining the board. He represents the LGBTQ community and faith
community and has shared with his congregation the Warren Project info and mentor recruitment.
• New mentor brochures complete and being distributed around town at likely spots; Surf shops, Hatfield
Aquarium, Oregon Coast Community College (OCCC), Hospitals/doctors, schools, partner agencies, and retail
community bulletin boards.
• Five radio stations are running public service announcements.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• It is hard to overstate the gap this program is filling in Lincoln County. It is one of only two mental health
programs for teens; the other being the Dialectical Behavior Therapy (DBT) program through Lincoln County
Health and Human Services. The Warren Project breaks down so many barriers with the therapists willing to
go anywhere in the county; the groups on Saturdays; the monthly family gatherings catered by local
restaurants; the support in schools, court and DHS Child Welfare; and the mentoring program. So many of
the youth in the program are the ones who fell through the cracks of “the system” due to inaccessibility or
were in day treatment as younger children and find familiarity and comfort in touching up their skills in an
Olalla Center program. Lincoln County is a tough county and these are the forgotten youth.
• A surfing themed all-girls group was started with the goal of increasing confidence and strength in young
women while developing a sense of sisterhood and a relationship with the ocean. The group was facilitated
by six strong female volunteers from Lincoln County; including a teacher, nurse, two marine biologists, a
geologist, and a world travelling women’s workshop leader who are all surfers. The group had products
donated by Prana and lunch catered by Mo’s Restaurant and was held at Otter Rock State Park. Four girls
attended the initial group and two of them had significant clinical gains in the areas of anxiety and
depression after a single group; which have been maintained for three months now.
• One client with a well-known long history of refusing to get out of bed for school (now homeschooled),
appointments (services ended by multiple providers), and even weekends is now getting up on his own and
waking his mom up so he can get to groups on Saturdays. People that know the client find it completely
unbelievable.
• Two youth in the program, one of whom attempted suicide in December 2017, say the program has literally
saved their life.
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Traditional Health Worker Hub
July 2017 – December 2018

Summary:
This pilot creates a Traditional Health Worker (THW) Training Hub in Benton County to train and supervise Community
Health Workers (CHWs) and Health Navigators (HNs) for primary care and community agencies in the IHN-CCO region of
Benton, Lincoln, and Linn Counties. The Hub trains and supervises the CHW/HNs, monitors curriculum and THW program
fidelity, provides technical assistance in how to incorporate CHW/HNs into a hiring agency (primary care or community),
and maintains a local CHW/HN Support Network. The THW Hub is a collaborative approach based upon a Collective
Impact model to facilitate change in the healthcare delivery model with coordination of multiple organizations. With
Benton County Health Services as the backbone organization, other smaller agencies and/or agencies outside of the
medical system that lack capacity can access training and support in developing CHWs and HNs across the tri-county
area.
Progress Report:
A. Quarterly progress:
Goal
By June 30, 2018, engage
additional agencies
working with underrepresented IHN-CCO
populations in developing a
plan for CHWs
By April 15, 2018, provide
state-approved CHW
curriculum workshop

Measure(s)
Number of agency
meetings

By June 30, 2018, provide
state-approved CHW
training
By June 30, 2018, provide
state-approved CHW
trainings in Benton,
Lincoln, and Linn Counties
By June 30, 2018, prepare
CHWs to enroll in the state
CHW registry by Oregon
Health Authority (OHA)

Number of trainers
completing the course

Number of Survey
Monkeys returned (if used)
Number of attendees and
course evaluations

Number of workshops

Activities
Pilot funding and goal
extended to December 31,
2018 due to external
circumstances

Results to Date
All focus for 2018 Quarter
1 has been on adapting
and preparing CHW
curriculum for submission
to Oregon Health Authority

To submit CHW training
curriculum to Oregon
Health Authority for
approval by April 15, 2018
Preparation for the “Trainthe Trainer” facilitation
course are in process
No progress to report

The curriculum is on target
for being submitted by
April 6, 2018

Pilot funding and goal
extended to December 31,
2018

No results at this time

Train the Trainer course
will be held on March 27
and 28, 2018
No progress to report

Number of attendees
Number of attendees who
successfully receive
completion certificate

B. What has been successful?
• Benton County Health Services (BCHS), as the “backbone agency” has taken the lead on adapting the
curriculum and planning for the “Train-the-Trainer” workshops for the curriculum facilitators.
• Family Tree Relief Nursery, CHANCE, Willamette Neighborhood Housing, and Linn County Mental Health are
all involved in reviewing and editing curriculum and will be sending their staff to the training as facilitators.
• BCHS is in process of developing a Memorandum of Understanding for each agency.
C. What are the challenges and how are you addressing them?
• There is potentially a 90-day turn-around time for curriculum approval, which will impact the timing of the
actual workshops. We are addressing this by working diligently to have the curriculum ready to submit by
April 6, 2018; which will allow enough time to have the Linn/Benton workshop in July/August 2018, and the
Lincoln County workshop in September/October 2018.
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D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• The major change has been to the timeline. All deadlines have been extended 6 months.
• There is a major change to goal #2 due to the need to revamp the CHW curriculum. By April 15, 2018, to
submit CHW training curriculum to Oregon Health Authority for approval.
E. Have there been any significant changes to your Pilot Budget? Explain.
• No significant change.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• All focus in the last quarter has been toward the CHW curriculum.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• Not at this time.
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• Nothing to report at this time.
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Veggie Rx in Lincoln County
January 2018 – December 2018

Summary:
This pilot allows Lincoln County Public Health and the Lincoln County School Based Health Centers to develop a
screening and subsequent referral process to Food Share of Lincoln County for families experiencing food insecurity.
Food Share then provides nutrition education through seasonal toolkits and Cooking Matters classes to families who
screen positive and redeem their Veggie Rx vouchers. In addition to assisting with the development of nutrition
education toolkits, the pilot assists its partners in developing and strengthening partnerships with local growers. The
pilot also works with marketing and recruiting volunteers who would continue the gleaning, food distribution, and
nutrition education work started by the partnership.
Progress Report:
A. Quarterly progress:
Goal
Document all IHN-CCO
members served by the
pilot

Measure(s)
IHN-CCO members served
by the pilot

Actively participate in at
least 1 Delivery System
Transformation (DST)
workgroup; DST
recommends Social
Determinants of Health
(SDoH) Workgroup
High voucher redemption
rate

Attend either by phone or
in person

High food-insecurity
screening rate

Percentage of clients
screened for food
insecurity through SchoolBased Health Center
(SBHC) staff
Percentage of participants
enrolled in Cooking
Matters courses who
complete at least 4 courses
Percentage of clients
prescribed vouchers who
are not already enrolled in
Food Share programs that
enroll

High graduation rate from
nutrition-education
courses offered through
pilot
Increase enrollment in
Food Share
resources/programs

Number of vouchers
redeemed out of vouchers
prescribed

Activities
Screening has begun;
Electronic Health Record
(EHR) utilized to track IHNCCO member use rate
Attended first SDoH
workgroup meeting in
person, second by phone

Results to Date
Screening has started

Student screening has
begun, have not yet
utilized redemption
processes
Screening students began
late in 2018 quarter one

No progress to report

First nutrition class
scheduled; volunteers and
participants recruited

First nutrition education
class scheduled

Flyers posted, volunteers
recruited, cooking class
participants recruited

Positive screened students
receive verbal referral

All meetings attended

Student screening has
started

Students who screen
positive are verbally
referred

B. What has been successful?
• Coordinating with partners, planning, and creating new partnership with School District.
C. What are the challenges and how are you addressing them?
• Community partners believed that students would not use vouchers to collect their food. The program has
been adjusted to screen students and refer them into Veggie Rx without the use of vouchers. There have
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D.

E.
F.
G.
H.

been challenges reaching the necessary partners within the school district but meetings were held and
partnerships were made, leading to successful advancement of the program.
Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• Location of Veggie Rx food was a concern, as Food Share did not have room to store the food at their
location and it was believed to be a barrier to students if the food was far away. Measure of voucher
redemption rate was changed from the use of vouchers to the use of verbal referrals. Numbers will still be
tracked from how many students screen positive for food insecurity compared to how many students utilize
Veggie Rx food. No changes to goals.
Have there been any significant changes to the Pilot Budget? Explain.
• No changes.
Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Permanent food storage plans have been made to make fresh food available after funding runs out.
Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• No.
Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues the DST should be aware of, etc.).
• Veggie Rx has had a late start with slight modifications, but is soon to be fully up and running.
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Youth & Children Respite Care
October 2016 – March 2018

Summary:
Morrison Child and Family Services provides planned and crisis respite services in Benton, Lincoln, and Linn Counties to
the target population of IHN-CCO member children (ages 3 to 17) identified as needing stabilization through Planned
and Crisis Respite Services. This pilot expands upon our existing respite services in Multnomah, Clackamas, and
Washington Counties to address the need for respite providers in Benton, Lincoln, and Linn Counties. The overall project
aim is to stabilize families at risk of disruption, which will be met by recruiting 15 new respite provider families and of
those recruited families, successfully certifying at least 10 providers by the end of the funding period.
Progress Report:
A. Quarterly progress:
Goal
Recruit 15 new families to
provide respite by March
2018

Measure(s)
The 15 new families will be
counted and their
information entered into
Evolv, the electronic health
record

Activities
Over 20 foster home
applicants recruited; 5
have been certified but 1
home has closed;
therefore, 4 certified foster
homes as of December 1,
2017
3 recruited applicants in
certification process
3 additional applicants
scheduled for January 2018
foster care cohort

Results to Date
Over 20 foster home
applicants recruited; 7
have been certified (1
home has closed) as of
March 31, 2018
6 applicants in the foster
parent training cohorts for
first quarter 2018 which
Includes 3 applicants in
March 2018; 2 began
training in February 2018
and 1 began training in
January 2018

Recruiter assessed 3
interested applicants from
Lincoln County and 1 of the
applicants
scheduled/started foster
care pre-service training
Coordination of January
2018 foster care
certification/applicant
training for a specific
interested applicant
Morrison recruiter
attended the Benton
County Every Child Event
on January 18, 2018
February 2018 radio ads
Run weekly Craigslist ads
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Morrison recruiter
coordinated and attended
March 10, 2018 Volunteer
Fair for Newport 60+
Activity Center
Coordinated and invited to
attend Developmental
Disability Services Lincoln
County Resource Fair April
28, 2018

Certify 10 new families by
March 2018

The 10 new families will be
counted, recorded, and
enrolled in certification

Confirmed Democrat
Herald will conduct a
follow-up interview with a
respite provider/foster
home in April 2018
Screened potential foster
care applicants to attend
February 2018 foster care
certification cohort
Scheduled Lincoln County
foster care applicant for
foster care certification;
training to take place
February 17, 2018 and
February 24, 2018

Certified 2 foster homes
this quarter; a 1-bedrom
foster home on January 30,
2018 and a 2-bedroom
foster home on February 1,
2018

Provided one-on-one
foster care certification
initial training with
interested applicants:
• Linn County: January 9,
2018, January 20, 2018,
and February 1, 2018
• Lincoln County:
February 17, 2018 and
February 24, 2018
Conducted home visits to
complete initial foster
home certifications
3 families are in process for
certification and just began
foster parent individual
training; projected
completion for 1 in the
beginning of February 2018

2018 Quarter 1

73 of 76

Develop authorization, and
billing system to
coordinate referrals with
IHN-CCO

System is established &
accepted by all parties;
tracked on program
spreadsheet

Orientation of respite
services to clients and their
caregivers

Each client that has
completed intake will
receive an orientation to
respite services

Respite providers are
representative of
population/culturally
competent

Provide respite services to
IHN-CCO members to
stabilize families

Continue to develop
working relationship with
Albany Department of
Human Services (DHS) on
occupancy and shared
resources

2018 Quarter 1

Compare demographic
data of the geographic area
with voluntary identifying
information collected
during
recruitment/certification.
Client/respite provider
satisfaction surveys
Number of respite nights
provided and
client/caregiver
satisfaction

Measure number of
community partners and
resources provided
Outcomes will be
measured by enhancing
resource network

and 2 others for mid to late
spring 2018
Respite authorization
requests via One Health
Port for IHN-CCO members

Processed intake referrals
for IHN-CCO members

Collected demographic
data, including cultural
competence of interested
foster parents, as part of
recruitment

Coordinated respite
requests and placements
with caregivers, therapists,
and child welfare
caseworkers

Authorization and billing
system are developed and
implemented
Respite authorization
requests via One Health
Port for IHN-CCO members
March 2018:
• 13 referred IHN-CCO
members for respite
services
• 12 of the 13 referred
have completed
program intake and
orientation to respite
services
January through March
2018: Total of 19 program
intakes of IHN-CCO
referred members
Maintain collected
demographic data of
certified foster parents

Served 41 respite nights for
13 unique IHN-CCO
members during first
quarter 2018

See sustainable outcome
for others served
Prepared for and met with Program referral outreach
3 community partners and with the Linn-Bentonresources; Linn-BentonLincoln Regional Systems of
Lincoln Regional Systems of Care Wraparound Steering
Care Wraparound Steering Committee on January 5,
Committee, Linn Council
2018
for Integrated Child and
Family Services, and Linn
Program referral outreach
County Child Outpatient
with Linn Council for
Services
Integrated Child and Family
Services on January 12,
Joined Social Determinants 2018
of Health Workgroup;

74 of 76

attended via conference
call January 23, 2018
Created a PowerPoint
presentation and
scheduled program
presentation at Community
Engagement Taskforce
meeting on April 25, 2018

Create sustainable and
supported satellite office

Cost, staff satisfaction, and
ability to complete tasks
Include estimate of costs
savings from youth not
going into a higher level of
care

Increase stability of foster
families

Developed by pilot

Scheduled to attend
Developmental Disability
Services’ Lincoln County
Resource Fair on April 28,
2018
Respite Case Manager
resigned on February 2018
but pilot plans to wait until
services increase for rehire
Will attend outreach
meetings and schedule
April 2018 meeting to
increase client referrals
and respite requests
Conducted outreach
meetings to increase client
referrals and connect with
community
Contacted IHN-CCO respite
client caregivers and/or
therapists to generate
respite placement requests

Program referral outreach
with Linn County Child
Outpatient Services on
January 31, 2018
Called into Social
Determinants of Health
Workgroup meeting on
January 23, 2018

Respite Case Manager
resigned on February 2018
Program to wait until
respite services increase to
rehire Case Manager
position
Served a total of 78 respite
nights for 19 unique clients
Attended outreach referral
and resource meeting in
January 2018
Scheduled outreach
referral and resource
presentation to attend in
April 2018

B. What has been successful?
• Morrison Child and Family Services Planned and Crisis Respite Care Program maintained six certified foster
homes to provide respite care; providing nine respite beds.
• The foster home certification process during this quarter had six applicants in the foster parent training
cohorts, which included three applicants in March 2018; two applicants in February 2018 and one applicant
in January 2018.
• The biggest success over this quarter is that, during quarter four of 2017, there was a total of 28 respite
nights and, this quarter, there was a total of 78 nights served.
C. What are the challenges and how are you addressing them?
• Morrison respite team continues foster parent recruitment efforts and respite request/client referral
outreaches to generate respite placement with the ultimate goals of stabilizing the placements that the
children are living at for consistency and emotional regulation, along with a host of other benefits. However,
the request for respite placement has increased this quarter, as has the number of unique clients served.
• One challenge was retaining a Respite Placement Case Manager. Currently, the program plans to replace
this position once the respite services increase. In the meantime, the Portland-based respite team continues
to process client intakes and authorizations and coordinate and case manage respite placements. The
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D.
E.
F.

G.

H.

Albany-based Foster Care Coordinator/Certifier staff continues to certify incoming applicants and supervise
the foster homes in the Mid Valley region.
Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• None.
Have there been any significant changes to your Pilot Budget? Explain.
• None.
Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Morrison certified two foster homes this quarter: a foster Home with one bedroom on January 30, 2018 and
another foster Home with two bedrooms on February 1, 2018.
• As of March 31, 2018, Morrison has a total of six foster homes with nine respite beds to provide respite care
in the Mid Valley region.
• Respite referral from IHN-CCO members and Department of Human Services has increased over this quarter,
compared to previous quarters during the pilot.
Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• Presented the pilot to meetings in the local area to generate client referrals for respite services and
presented the pilot to the following local meetings during this quarter; Linn-Benton-Lincoln Regional
Systems of Care Wraparound Steering Committee, Linn Council for Integrated Child and Family Services, and
Linn County Child Outpatient Services.
Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• None.
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