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Introduction
The InterCommunity Health Network Coordinated Care Organization (IHN-CCO) Transformation Pilot Summary
Report Quarter 2 2018 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 IHNTogether.org for more information.
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IHN-CCO Transformation Pilots
Current as of July 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
by CHIP Area and by County
8
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Benton County
Lincoln County
Linn County
Total

6 6
3 3
1 1

Access
(A)

Behavioral
Health
(BH)

3 3
1 1

Child
Health
(CH)

2 2 2

3

Chronic
Disease &
Prevention
(CD)

1 1

2 2

Maternal
Health
(MH)

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 July 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 – December 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, healthcare, 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 July 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 July 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.

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 continue 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 July 2018

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.

Social Determinant of Health Screening with a Veggie Rx Intervention
Date range: July 2017 – December 2018
Location: Benton and Linn counties
Sites: Community Health Centers of Benton and Linn counties
and Corvallis Environmental Center
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.
For more information email transformation@samhealth.org or visit IHNtogether.org
Page 8 of 53

IHN-CCO Transformation Pilots
Current as of July 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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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 successfully
breastfeeding their children through the placement of a Spanish-speaking International Board-Certified Lactation
Consultant (IBCLC) in the Samaritan Mid Valley Pediatric office in Lebanon and by expanding breastfeeding support
services in Linn County WIC clinics. With 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 recommendations that breastfed babies be seen within three to five days of birth.
Progress Report:
A. Quarterly progress:
Goal
Maintain exclusive
breastfeeding.

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

Use of infant formula at 2
months of age.

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

Number of referrals made
to IBCLC by PCP.

Increase number of IHNCCO members receiving
lactation support services
in Samaritan Mid Valley
Pediatrics clinic.

Number of IHN-CCO
members receiving
lactation support services
in Samaritan Mid Valley
Pediatrics clinic.

Breastfeeding Support Services
2018 Quarter 3 Report

Activities
IBCLC has provided over 79
client consultations from
June-September 2018 and
has collected data about
breastfeeding rates.
Appointment schedules
have remained full.
IBCLC has provided over 79
client consultations from
June-September 2018 and
has collected data about
breastfeeding rates.
Appointment schedules
have remained full.
The pediatric providers
refer to the IBCLC, and
sometimes call the IBCLC in
to meet with their patients.
Accurate data is difficult to
collect given the nature of
our scheduling system.
Samaritan Mid Valley
Pediatric Clinic 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. Posters
are also displayed in the
Lebanon pediatric and
obstetric offices.
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Results to Date
See attached data sheet.

See attached data sheet.

There was 1 known referral
from Samaritan Lebanon
Health Center Pediatric
providers from 6/14/18 to
9/25/18.
Number of lactation
consultation sessions
provided to IHN-CCO
members:
June 2018: 20
July 2018: 18
August 2018: 13
September 2018: 24 (as of
9/25)
Total: 75 clients
Last quarter was an
average of 20 clients per
month. This quarter was an

average of 17 clients per
month.
This is a 15% decrease
from last quarter, likely
explained by IBCLC’s 2week vacation, and week
away for continuing
education.

Achieve PCP satisfaction
with lactation support
services in Samaritan Mid
Valley Pediatrics clinic.

PCP feedback on lactation
support services.

IBCLC continues to send
staff messages to providers
when she sees their
patients and providers
normally respond with a
“thank you” or a brief
comment.

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.

IBCLCs are in contact with
the provider
reimbursement
coordinator at Samaritan
Health Plans and working
towards becoming
credentialed providers.

An additional 5 non-IHNCCO clients were seen for
consultation.
Comments from
September 2018 survey
include “I love it when she
can see patients the same
day. Parents think she is
great.” “Often when she is
in clinic we will send a
warm handoff to her and
she is able to resolve issues
on same day.”
Both IBCLCs are 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 2018 continues to be
facilitated by one IBCLC. Numbers of mothers reached have increased from 2 at the first meeting to 8+ at
the most recent ones.
• Grant-funded IBCLC is 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. This
weekly support group reaches 1-5 families each week for weight checks and breastfeeding support.
• IBCLCs are 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 Oregon Health Plan (OHP) and IHN-CCO.
C. What are the challenges and how are you addressing them?
• It has been very difficult to figure out how to become credentialed providers for IHN-CCO, but we have
finally made contact with the provider reimbursement coordinator at Samaritan Health Plans and have an
appointment scheduled for October 3, 2018 to meet about this.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• No
E. Have there been any significant changes to your Pilot Budget? Explain.
Breastfeeding Support Services
2018 Quarter 3 Report
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• No
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• We are in the process of becoming credentialed as providers with IHN-CCO, and we hope to be able to
sustain this position through Linn County Department of Health Services and Samaritan Lebanon Health
Center.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• We report monthly at the Linn Benton Lincoln County Breastfeeding Coalition meetings about our progress.
• We plan to present at local conferences once we have billing in place so that other programs can benefit
from the information and get more programs going.
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.).
• We are ending the grant without having the final goal of billing in place. WIC has decided they have budget
for the position through October 2018. If we have billing in place by that time the position will continue. If
not, it could end.
• The Operations Manager for the Samaritan Lebanon Health Center has told us that when we begin billing for
lactation services, they will begin charging WIC to rent the space the IBCLC uses. She has said they will wait
to hear what the rate of reimbursement will be before deciding what the rent rate will be. Depending on the
rate they charge, sustaining the position in the Samaritan Lebanon Health Center may become unfeasible.

Breastfeeding Support Services
2018 Quarter 3 Report
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Data for September 2018 Quarterly Report:
Breastfeeding Numbers:
Newborn Feeding
Numbers
April
May
June
July
August

Breastfeeding

Mixed Feeding

Formula Feeding

25.0
31.0
21.0
25.0
11.0

7.0
4.0
1.0
6.0
3.0

2.0
0.0
2.0
1.0
2.0

2 Month Feeding
Numbers
April
May
June

Breastfeeding

Mixed Feeding

Formula Feeding

20.0
20.0
14.0

7.0
9.0
1.0

7.0
5.0
8.0

Breastfeeding Rates:
Newborn Feeding Rates:
April
May
June
July
August

Breastfeeding %
73.5
88.6
87.5
78.1
68.8

Mixed Feeding %
20.6
11.4
4.2
18.8
18.8

Formula Feeding %
5.9
0.0
8.3
3.1
12.5

2 Month Feeding Rates:
April
May
June

Breastfeeding %
58.8
57.1
58.3

Mixed Feeding %
20.6
25.7
4.2

Formula Feeding %
20.6
14.3
33.3

Breastfeeding Support Services
2018 Quarter 3 Report
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CHANCE 2nd Chance

July 2017 – December 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.

Activities
We collect IHN-CCO
member numbers at
intake.

Provide emergency
housing support for
families and individuals.

Number of people
applying for emergency
assistance.

Provided one month rent
support to help people stay
in their home. Must
engage in services to
improve overall health.
Create a plan and budget.

Number of individuals
requesting and provided
housing support.

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
people in drug and alcohol
treatment programs.
CHANCE 2nd Chance
2018 Quarter 3 Report

Number of individuals
provided housing
assistance.

Ties into to the above
metric. All support is case
managed.

Currently working with 27
Transitional homes in
Benton, Lincoln, and Linn
(BLL) to provide emergency
assistance.
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Results to Date
We have helped 235
people with support, all
but 3 are IHN CCO
members.
Number of people
requesting application
assistance: 416 (70 current
req. and about 73 from last
report) this number is an
estimate. When we first
started, if they did not
meet the requirements we
did not count. We started
counting after last quarter.
Number of people
provided emergency
assistance this quarter: 42.
Anyone who get
assistance, must meet with
us at least once for follow
up. We work with them to
engage in service and to
create a plan, so they are
not in the same situation
again. Finding another
person (or program) to pay
the next month rent is not
acceptable and not
sustainable. They must
show self-sustainability.
Still no SO house for BLL.
Helping Hands has 15 beds
and are building a SO
house, but the need is
much, much larger.

Trying to build additional
relationship for SO (Sex
Offender) housing.

Provide emergency
transportation services.

Number of emergency
transportation requests.

Personal transportation to
and from appointments,
employment search,
interviews, food shopping,
etc. Offering bus passes on
Albany Transit, LinnBenton Loop, Lincoln
County Transit, and Coast
to Valley.

We currently have helped
8 people who are LGBTQ
(lesbian, gay, bisexual,
transgender,
queer/questioning), and 2
SOs with some sort of
temporary housing
assistance.
Our Bus Pass request has
grown, and we get about
20 request a month for bus
tickets, we have been able
to help with local passes in
Albany and Corvallis and
have purchased bulk sets
for Lincoln County and
Valley to Coast.
We still provide personal
rides on an ongoing basis
to and from doctor
appointments, court dates,
treatment, detox,
residential inpatient
facilities, and other
qualifying places like
grocery shopping or the
laundry mat. Majority of
the transportation is local,
but we do take people all
the way to Hermiston and
Portland for treatment.
We do have two fleet
vehicles that allows
additional transportation
support.

Provide support for
reintegration back into the
community.

Number of birth
certificates and IDs
(identification
documentation) provided.

Provide birth certificates
and ID for gainful
employment.

We are launching new
programs around
transportation to promote
healthy eating, stretching
food $$$ and budgeting.
Plus, so much more! :)
We have provided 21
Oregon IDs and 12 birth
certificates through the
C2C grant for people
outside of Albany.
We have a Social

CHANCE 2nd Chance
2018 Quarter 3 Report
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Accountability Grant (SAG)
through Albany General
that has allowed us to
provide support for people
in Albany. Through that
grant, we have helped 65
people with Birth
Certificates and IDs.

Provide employment
support.

Clothing vouchers
provided and resumes
completed.

Help create resumes and
provide employment
support.
Provided gift cards for
clothing.

Provide education around
budgeting, food
preparation, grocery
shopping, and healthy
living.

Number of participants
engaged in groups.

Provide education around
finding a Primary Care
Physicians (PCPs), living
with chronic issues, & using
IHN-CCO wisely.

Members assigned to PCPs.

CHANCE 2nd Chance
2018 Quarter 3 Report

Provide budget template
and support around
“adulting”.
Building a program around
healthy living and food
box.

Work with individuals to
connect with a PCP.
Attend Living Well
Workshop
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ID and Birth certificate
support is getting out and
we are seeing more and
more people from Benton
and Lincoln County seek
support.
We offer resume support
daily and help people with
applications for
employment. We connect
people with livable wage
jobs.
We have provided 31
$50.00 Walmart gift cards
for employment clothing in
Albany, Corvallis, Lebanon
and Newport.
Have been providing
transportation to local
groceries stores and
helping people shop wiser.
Kicking off new programs
that expand on this to
include food budget
planning, healthier options
and stretching your food
dollars.
When we do an intake, we
ask who their PCP is, if they
don’t have one, we call the
line or log onto
samhealth.org and help
them find a PCP. We also
have discussion around ED
visits, urgent care, and
seeing a PCP. The benefits
of a preventative
approach.

B. What has been successful?
• Rent support and application support has been a very popular program. It allows us to have another
conversation with people and work on ways to continue to support, but also show them a way to be selfsupporting and not dependent on a system.
C. What are the challenges and how are you addressing them?
• The popularity of the program has been great, we have had over 400 people apply, but not all people fall
within the population we serve. Some people saw the program as a free ticket for rent support and did not
want to connect with any type of programs or support. We had to turn some people away. We had to come
up with additional guidelines to make sure it was sustainable.
• We reviewed the goals, and one of the ideas to help it stay sustainable, was to only offer it to our peer base
of those who identify with Drug or Alcohol addiction, mental health and or are dealing with homelessness.
• Lack of housing inventory / not much that we can do until more inventory is built.
• Lack of affordable housing / advocate for those who can’t afford housing and help them find supportive
housing.
• Not everyone is eligible and that there are guidelines. Some people don’t want to work a program, and this
is not that program. We have in place a sustainability clause that they need to show us they won’t needs
funds again next month. They need to show stable employment or another stable stream of funds that
allows them to be self-supportive. We work with them to create a sustainability plan to be self-sufficient.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• When we first applied, we only had our Albany and Lebanon office. We open Newport and started to get
request from Benton and Lincoln Counties and we decided we needed to provide support to the tri county
as that is what our mission is, and we felt it the right thing to do.
• We 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. Change the way people thinking about social services and supports. It is a
hand up and temporary assistance, and not meant to be a way of life. We are helping to break the cycle.
E. Have there been any significant changes to your Pilot Budget? Explain.
• Did not lease vehicle as the terms on a vehicle were longer than the grant time frame. We felt we could not
spend the funds on a lease for a van if we did not have the grant during the entirety of the lease.
• We do have two vehicles that we purchased from other funds and are using the vehicles to provide support
that the van was intended to provide. Really does not have anything to do with the budget, just wanted to
share…
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• C.H.A.N.C.E. (all of our staff) has made the decision that we are going to allocate 5% of our Per Member Per
Month (PMPM) Budget to sustain the grant and continue to assist people at need.
• This has shown that it is sustainable and with some of the other changes we have made, we will be able to
continue providing support under this grant for years to come.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• No, but we have talked about it at local meetings, state meetings and any time we can promote the Delivery
System Transformation Committee (DST) and the grant, we talk about it.
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 following are the same as last report.
• This pilot is allowing up to make a larger impact with people, including, helping to find stable and sober
housing. After that happens, we see employment, engagement with health care and accountability for
themselves.
• We had someone who lived on the streets for 2 years, she connected with us, we found her stable housing,
got her engaged in treatment, got her rent paid, helped her with birth certificate, and ID. Talked about
starting to change her life. She got connected with a PCP, she 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
being a productive member of our community. It is because of this grant we had the funds to help her stay
focused on her recovery. She did not have to stress about staying warm or dry, or to find food. We took care
CHANCE 2nd Chance
2018 Quarter 3 Report
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•

of her basic needs and she is not striving and no longer needs assistance. This all took place in a six-month
period.
We had two brothers in Sweet Home who were facing a 72-hour eviction, they both were engaged in
treatment through a recovery center in Sweet Home and at first, they did not qualify, but after working with
them to get them some case management and to provide other support like employment resources, we
helped them find jobs. We were able to help prevent the eviction and because they are both working, they
have a way to pay rent to following month! It really changed their life.

CHANCE 2nd Chance
2018 Quarter 3 Report
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Children’s SDoH and ACEs Screening
January 2018 – December 2018

Summary:
Mid Valley 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, 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
Measure(s)
Track all IHN-CCO members IHN-CCO members served
served by the pilot by
by the pilot.
submitting diagnosis code
‘Z02.9’ on all appropriate
claims.

Activities
Coding for screening of
SDoH (Z13.9) entered by
nursing.
Coding for ACEs screening
(Z02.9) used for targeted
visits.

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.

Attend either by phone or
in person.

Attend SDoH workgroup
meeting.

Team agrees on initial
defined workflow.

Alter workflow to reflect
the revised screening for
SDoH.
Develop workflow for ACEs
screening for new
“concerning behavior/
mental health” visits

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

Tool is defined and in EPIC.

Separate tool into SDoH
and ACEs as projected has
expanded and screening
has changed.

Screening 1 pediatrician’s

% of patients screened

Expand screening of SDoH

Children’s SDoH and ACEs Screening
2018 Quarter 3 Report
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Results to Date
Nursing entering coding
when screening is done,
data not yet available.
Two different codes are
now being used as the pilot
has expanded clinic wide,
with all providers screening
for SDoH for new visits and
well child checks. All
providers screening for
ACES for visits for behavior
or mental health concerns.
Monthly workgroup
meetings attended.
Understanding of the
workgroups goals and
direction. Presented
project at MVCC.
All new patients, 15 month
Well Child Checks (WCC)
and yearly WCC from 2
years and up are screened
for SDOH.
Workflow developed for
ACEs screening for
targeted population.
Specific flowsheet
screening for SDoH in EPIC
and integrated into
provider notes.
Specific flowsheet for ACEs
(parent of child, teen and
parent of teen) in EPIC and
integrated into provider
notes.
All providers have

well-child visits of a
selected age using the
SDoH screening tool during
this pilot time frame.
Assess the tool’s user
friendliness and
appropriateness for the
selected population.

using the SDoH tool.

Identify families in need.

Track ACEs scores of
children screened at
behavioral health visits.

Provide resource
connections to families in
need.

Develop ACEs handout as a
resource for parents.

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

to all providers patients for
new visits, 15-month WCC
and every WCC from 2
years and up.
MPH intern spoke with
families following visits to
assess readability,
acceptability and
understanding of the
questions, modifications
made as needed.
Identify families with SDoH
needs using the screening
tool.

integrated the screening
into specific well child
checks.
Final tool defined and
implemented at designated
visits. Use of SDoH
screening tool and CYW
ACE-Q screening tool.
Of the patients screened
from July 2 to Sept 14,
2018, 13.8% had at least
one need (128/927)
Of those 128:
30% with food insecurity
15% with housing
insecurity
16% with difficulties paying
utilities
34% with either parent/
caregiver or child unable to
obtain medical or dental
care due to cost
11% with difficulties
receiving medical or dental
care due to lack of
transportation
46% with difficulties
obtaining child care so that
parent/ caregiver could
work/ attend school.
No results to report on
ACEs screening.

Track families in need of
the various services
screened for in the SDoH
questions.

Identify children who have
experienced trauma
through the ACE screening.

Children, with an ACEs
score ≥1 and with
symptoms, accept the
referral and meet with the
SW.

Children screened for ACEs
restarting at end of August.
Positive screens referred to
appropriate resources.

Children, who have any
positive on the SDoH
questions, accept the
referral and meet with
CHW.
Handout developed.

Families with a positive
SDoH screening referred to
CHW.

Families with need referred
to CHW.

Develop a targeted hand
out on ACEs and resilience
for all families, posters in
exam rooms.

ACES and resilience
handouts available in
English. Awaiting Spanish
translation. Handout for
younger children and older
children with specific
resilience building skills
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Assess the additional
workload placed on the
CHW and clinic SW from
use of the screening tool.

# of referrals to SW and
CHW.

Discuss referral and
increased workload with
CHW, SW and providers.

Determine improvement in
health and wellbeing based
on screening and referral.

# of children/families with
improvement in health and
wellbeing after accepting a
referral.

Initial and follow-up
surveys to be done and
data analyzed.

specific for those age
groups.
Exact numbers not
available. CHW has noted
an increase in referrals
since clinic-wide
implementation of SDoH
screening, but workload is
manageable at this time.
Questions on well-being
and awareness of clinic
services asked at initial
visit, phone call follow up
done at approximately 3
months after initial
screening.
Unable to determine
impact of screening as
well-being is too
multifactorial. All but one
family reported being more
aware of services in clinic
and willing to contact clinic
for assistance.

B. What has been successful?
• All clinic staff has become more aware of the needs of the families and the impact of trauma. Providers are
seeking additional training on trauma and resilience.
C. What are the challenges and how are you addressing them?
• Obtaining data on outcomes of families referred to CHW is challenging. Will further work with CHW to see if
data tracking is possible. Identifying that many of the families struggle with child care, it is a larger societal
issue that is challenging to address.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• As mentioned in previous report, in addition to screening, we are implementing strategies in our clinic to
help build resilience. This is being done through education of staff, handouts for families, and parenting
support within clinic.
E. Have there been any significant changes to the Pilot Budget? Explain.
• Funds were used for staff to attend parenting education and obtain parenting education resources.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• The pilot is currently sustainable. However, if one of the staff providing parenting education were to leave,
funds would be needed to train an additional staff member (minimal cost).
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.).
• N/A
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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 (CHWs), 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.

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.

Community Doula
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Activities
We are in phase III,
connecting doulas to
pregnant individuals that
are either self-referred or
referred to our program by
a clinician or social service
provider. Doulas contact
interested individuals and
after 30 weeks of
pregnancy, provide two
informational prenatal
visits, labor and birth
support, and two
postpartum visits per OHA
guidelines.
Since January 2018, at least
one 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
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Results to Date
50 referrals to date:
13 came from clinical
providers
20 came from maternity
care coordinators
3 from a labor & delivery
unit (woman arrived in
labor with no support)
5 came from professional
support services
9 were self-referrals

18 DST workgroups
attended
3 THW workgroups
attended
4 Health Equity
workgroups attended

March 3-8, 2018: 18
completed a birth doula
training.
April 7, 2018: 56
participated in a one-day
training relevant to topics
required for the state

maternal and child health
THWs.

registry – including
interprofessional
collaboration, HIPPA, and
trauma-informed care.
April 19-22, 2018: 15
completed a birth doula
training.
April 24, 2018: 30 attended
an optional, one-hour
placentophagy community
education course.
April 28, 2018: 46
completed a 6-hour
cultural competency
training.
May 12, 2018: 49
completed a 3-hour OHAapproved oral health
course, a 1 hour safety in
home visiting course we
require for our program
participants, and an
optional 3 hour course on
how to market one’s doula
practice.
May 25, 2018: 35
participated in an adult and
infant CPR course.
May 31, 2018: 7 attended
our first program peer
review – we require
program participants
attend at least 8 while
enrolled in the program.
They are offered on the
second Monday from 6:30
to 7:30 p.m. and the fourth
Thursday from 12 to 1:00
p.m. each month.
June 11, 2018: 18 attended
our second peer review.
June 14, 2018: 3 completed
their applications for the
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traditional health worker
registry, submitted on June
15, 2018. 2 more have
completed their last
requirements and will
submit to the registry
before the end of the
month.
June 26, 2018: 5 attended
our third peer review.
July 9, 2018: 15 attended
our fourth peer review.
July 26, 2018: 8 attended
our fifth peer review.
August 13, 2018: 7
attended our sixth peer
review.
August 23, 2018: 15
attended our seventh peer
review.
September 10, 2018: 12
attended our eighth peer
review.
September 13-16, 2018: 14
attended our third birth
doula training in Newport.
September 27, 2018: 10
attended our ninth peer
review.
September 29, 2018: 19
attended our second
offering of Oral Health and
Safety in Home Visiting.
Upcoming trainings:
October 6 & 7, 2018:
HIPPA/Trauma-Informed
Care/Inter-professional
Collaboration. One set of
courses (October 6, 2018)
offered in Corvallis, one set
Community Doula
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of courses (October 7,
2018) offered in Newport.
November 10, 2018: Adult
and Infant CPR in Corvallis.
Additional upcoming
trainings:
TBD: Cultural Competency.
TBD: Postpartum doula
care and lactation support
training.
Ongoing – peer review
sessions, 2x each month.

Client satisfaction with
Community Doula
program.

Doula satisfaction with
training and support.

Community Doula
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Reported satisfaction with
doula experience.

Reported satisfaction
participating as a doula.

Develop/adapt materials to
measure client satisfaction
via maternal autonomy
and maternal satisfaction
scales and exit interviews.
Our 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 open-ended exit
interviews with doulas to
reflect on their experience
about training in the
program.
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- Various CEU courses
relevant to serving women
of size, high-risk clients and
care for clients with an
epidural are under
consideration.
The materials have been
developed and validated.
We have just received a
grant from the American
Institutes of Research to
implement their use. Our
earliest referrals will
complete client satisfaction
reports this fall – as soon
as OSU’s IRB approves our
program research protocol.
Note: We are pursuing IRB
approval, so we will be
able to publish findings.
18 evaluations completed
at the March 5-8, 2018
birth doula training
46 evaluations completed
at the April 7, 2018 training
on HIPPA, Traumainformed care, and Interprofessional collaboration.
15 evaluations completed
at the April 19-22, 2018
birth doula training.

17 evaluations completed
at the April 24, 2018 course
on placentophagy42
evaluations completed at
the April 28, 2018 training
on cultural competency.
42 evaluations completed
at the May 12, 2018
training on Oral Health,
Safety in Home Visiting and
business development
courses.
29 evaluations completed
at the May 25, 2018
training on Adult and
Infant CPR.
14 evaluations completed
for the September 13-16,
2018 birth doula training in
Newport.
18 evaluations completed
for the September 29, 2018
Oral Health training.
19 evaluations completed
for September 29, 2018
Safety in Home Visiting
training.

Improved health outcomes
compared to non-doula
group.

Birth outcomes
(prematurity, cesareansection, pain medication
use).

Develop tools to measure
outcomes of doula care
using MANA Stats data
collection tool. Provide
doulas with a training and
materials to adequately
collect outcomes data.

We are currently awaiting
IRB approval from OSU for
the exit-interview guide
that we will use with the
birth doulas.
56 doulas trained at the
April 7, 2018 training on
how to use the MANA Stats
data collection tool – an
additional 11 will be
trained on the weekend of
October 6 and 7, 2018.
52 enrollment forms were
submitted to MANA Stats
in May of 2018. We
anticipate up to 11 more
enrollment forms after the
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trainings offered on
October 6 and 7, 2018.
21 clients have received a
full course of care and their
doulas are currently
entering their data into the
MANA Stats data collection
platform.
10 clients have opted out
of having a doula or could
not be reached after
receiving a program
referral.
B. What has been successful?
• We currently have 67 doulas serving in our program.
• Nine of our doulas have completed all the training and done enough births to be registry eligible. Of these
nine, one has successfully made it on to the registry and the other eight should be able to do so in the near
future.
• We have had 50 referrals, 21 deliveries, and only one of these was by cesarean for a cesarean rate of less
than 5 percent. If the comparison group has an estimated cesarean rate of 30 percent, this is our program’s
first preliminary indication that doula care may be highly cost-effective. A larger sample size is required to
more reliably estimate cost savings; hence our program will be applying for a one-year no-cost extension to
allow for an additional year of data collection.
• We submitted a full proposal to the Social Accountability Fund at Good Samaritan Reginal Medical Center
for $12,000. The goal of the fund is to address health equity. Our program has identified training needs
specific to the postpartum period. The current THW registry-required courses are heavily focused on
prenatal and intrapartum services, yet, there is a growing awareness that multiple, critical, yet under
supported processes occur in the first six weeks following birth. Our doulas have expressed the need for
additional training to more effectively identify and support IHN-CCO members struggling with postpartum
mood disorders, breastfeeding problems, attachment disorders, and family planning concerns including
long-term contraception. This grant will enable us to provide 6 to 12 additional contact hours of training
related to the above topics all within the scope of postpartum doula care services as defined by DONA
(Doulas of North America) International – the primary professional organization for doulas in the United
States.
• We know we have made the first cut for this grant and have been asked to present on October 11, 2018.
• We have trained 80 doulas, 9 or 11.2 percent have attritioned out of the program so far in the first year. We
count this as a success because doula care typically has a high rate of turn-over/attrition; it is hard for
individuals to anticipate the demands of being on-call.
• We have recruited an additional Mandarin-speaking doula into our program. We have also doubled the
number of doulas that can serve in Lincoln county.
• We have a meeting scheduled for October 24, 2018 with members of the Regional Health Information
Collaborative to assess the feasibility of using electronic health records to connect our doulas with social and
clinical services.
C. What are the challenges and how are you addressing them?
• We are smoothly and regularly getting referrals at a manageable rate from all hospitals and other referrers
in the service area with the exception of Samaritan Albany General Hospital. We have only received one
referral from Albany hospital and we are currently working to improve collaborative relationships between
our program and this facility.
Community Doula
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•

D.
E.

F.

G.

The low volume of referrals from Albany may also be partially due to the fact that clients appear to be
choosing to deliver at other hospitals in the service area. Approximately 20 percent of clients served in our
Community Doula Program live in Albany but only one of the nine has delivered at the Albany hospital.
• We are learning that it can take several months to get on the Traditional Health Worker (THW) registry.
• We have trained 80 doulas, 9 or 11.2 percent have attritioned out of the program so far in the first year. We
count this as a challenge because we want to find ways to minimize attrition. Three of these 9 moved and 6
were cut from the program because they were non-responsive. We’ve reviewed our communication
materials to be sure that our expectations around communication and responsiveness are clear. However,
we understand from other community doula programs that some level of attrition is unavoidable.
Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• None.
Have there been any significant changes to the Pilot Budget? Explain.
• There has been one significant change to the pilot budget. We had initially planned to collaborate with the
THW Training Hub so that our doulas could get some of the state-required trainings through that program.
However, because our doulas needed the training before the curricula for the Training Hub was available
our program moved funds from translation services and research assistantships to training resulting in
training costs of $15,000 over the anticipated budget line. In addition, some of the materials developed for
the Training Hub do not align with the requirements for doulas as THWs. For example, doulas are required
to take six hours of Cultural Competency training for maternal and child health service professionals and the
training developed by the Hub is a three-hour training in cross-cultural education. Our programs continue to
work together to ensure that required trainings will eventually be available locally.
Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Currently we have two undergraduate interns from Oregon State University (OSU). The interns are critical to
refining our web-presence, training planning, organization and scheduling, grant-writing, data entry, and
other last-minute requests. We anticipate having 1 to 2 more interns join our project this fall.
• We are re-submitting a letter of intent to the Spirit Mountain Community Fund.
• We have acquired funding to allow the Community Doula Program to run in its current form for two years.
As soon as sufficient data are available to evaluate the effectiveness of the program we plan to submit a
Robert Wood Johnson Foundation grant for $250,000 that would enable program coordination to move
from our non-profit to existing maternity care coordination positions within the public health departments
in the three counties. This grant will be written collaboratively. Our non-profit will continue to train and
refresh the doula pool for all three counties. The movement of coordination into existing structures will help
to insure the program’s sustainability.
Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• On October 4, 2018 Community Doula Program staff will be giving a presentation about the program to the
Early Learning Hub Governing Board at the Old Mill Center.
• We were invited to give two presentations at the Harding Center. The first one is on contraception options
and the second one is a panel titled “From Birth Plan to Life Plan” that focuses on doula support for birth
and parenting among young mothers.
• Our program champion will discuss some of the preliminary program successes and challenges during her
plenary address at the Midwives Alliance of North America conference in October of 2018 in Portland,
Maine.
• The program champion and program coordinator have been invited to share information about the
Community Doula Program at a graduate-level reproductive epidemiology class at OSU.
• In the spring of 2019, Community Doula Program staff will share program outcomes at OSU’s Anthropology
program lecture series.
• The program champion submitted an abstract to the Society for Applied Anthropology, scheduled for the
spring of 2019, to participate in a session on health equity and the quantification of maternity care
outcomes in Portland, Oregon.
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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.).
• We’ve received three hand-written letters from clients since the last reporting period thanking us for the
program and talking about the positive ways doula care transformed their birth experiences. One client said
that if it had not been for the doula, she would have had no help with her other children during the birth.
• Another client described being able to recover from the trauma of a previous birth through the loving
support of one of our doulas.
• Multiple referrers have reached out to tell us how important the program has been for many of their clients
and to express their gratitude.
• A common theme during peer review is transformation among the doulas themselves. One doula in
particular shared the ways that caring for a client who was underhoused transformed her views of people
living in poverty and made her an advocate around homelessness.
• Due to all of this positive feedback we are in the process of creating a space on our website where clients,
referrers and doulas can share their stories.
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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 (THWs), 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;
allowing 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.

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
Reached out to
stakeholders who
volunteered to be on the
steering committee.
Convened with the Health
Equity Workgroup for
guidance and feedback on
regularly scheduled
meetings.
Lincoln County Summit was
hosted on May 4, 2018.
Linn and Benton Counties
Summit was hosted on
May 18, 2018.
(Sign in sheets previously
sent; survey results
attached).

Improved provider and
organizational awareness
and knowledge around
health equity.

Health Equity Summits and Trainings
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Collected anonymous preand post-summit surveys
during both health equity
summits (survey results
attached).
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Results to Date
Hosted one conference call
with stakeholders.
Collected input digitally
through emails.
Sought guidance at two
separate Health Equity
Workgroup meetings.
Lincoln County: 59
participants registered, 39
attended; 31 completed
surveys, 24 of whom were
from organizations that
serve IHN-CCO members.
Linn and Benton Counties:
65 participants registered,
47 attended; 34 completed
surveys, 28 of whom were
from organizations that
serve IHN-CCO members.
Lincoln County: 48.4% of
participants who
completed surveys had
received prior equityrelated training; 84% of
them would like additional
training. On a scale of 1-7,
participants who
completed surveys rated
their understanding of
health equity on average at
4.1 before the summit, and
5.5 after the summit

Increased opportunities for
collaboration and
partnership among local
organizations.

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

# of participants attending
health equity trainings.

Improved provider and
organizational self-efficacy;
implementing health
Health Equity Summits and Trainings
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Collected anonymous preand post-summit surveys
during both health equity
summits (survey document
previously sent).

We have collaborated with
Corvallis School District,
the Boys and Girls Club,
OSU Extension, and the
Corvallis Public Schools
Community Foundation to
bring the Beyond Diversity
Training to the Benton
County community.
We have contracted with a
facilitator to deliver
trainings in Linn, Benton,
and Lincoln Counties in
November; promotional
materials will be released
this week. We expect 6075 participants to attend
these trainings.
Pre-and-post training
surveys are under
development.
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Linn and Benton: 58.8% of
participants who
completed surveys had
received prior equityrelated training; 85.3% of
them would like additional
training. On a scale of 1-7,
participants who
completed surveys rated
their understanding of
health equity on average at
4.2 before the summit, and
5.7 after the summit.
Most participants who
responded to surveys were
aware of local partners and
collaborators who were
interested in equity prior
to the summit (85% in Linn
and Benton, and 64.5% in
Lincoln).
Due to participating in the
summit, most participants
reporting making new
connections/collaborations
(61.7% in Linn and Benton,
and 77.4% in Lincoln).
Beyond Diversity
Courageous Conversations:
90 individuals attended
representing a variety of
sectors in our community
(attendance sheet
attached); an evaluation is
forthcoming.

In progress

By December 15, 2018,
provide technical
assistance to 6+ local
healthcare or social service
organizations, to include
their administrators or
other decision makers.

By December 31, 2018,
complete a pilot
evaluation.

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 health
equity 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.

Pre-and-post training
surveys are under
development.

In progress

Organizations that
participated in the Health
Equity Summits were made
aware of the opportunity
for technical assistance.
We will follow up with
them during the trainings
as well.
In progress

In progress

In progress

In progress

In progress

In progress

Evaluations were collected
during the summits, during
the Beyond Diversity
Courageous Conversations
Training, and will be
collected at additional
trainings.
In progress

In progress

In progress

In progress

B. What has been successful?
• Feedback received from the two regional summits and the Beyond Diversity Courageous Conversations
trainings has been overwhelmingly positive. Most participants appreciate the opportunity to attend these
events and report having learned something from the experience. These events also function as excellent
networking and collaboration opportunities for professionals from different sectors to touch base with each
other and learn from each other.
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C. What are the challenges and how are you addressing them?
• It has been a challenge to find trainers willing to come to our region. We have approached many trainers,
but most are based in Portland and often their schedules are quite busy. We are happy with the ones that
we have contracted with so far, but the delays in the search have affected the timeliness of our pilot.
• It is still a challenge to reach out to physicians and other medical professionals. We are looking into the
possibility of offering a “mini-training” at meetings that they already attend with certain regularity.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• We are starting to be concerned about our ability to complete the evaluation component by the end of
2018. The person responsible for the evaluation (Clarice Amorim Freitas) has a baby due in mid-late
December, and the evaluation is dependent upon getting all the surveys back from participants and entering
the information into a database, which takes a little time. We are trying to figure out how to address this
issue.
E. Have there been any significant changes to the Pilot Budget? Explain.
• None to report.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• We are exploring models to offer the summit using a participation fee-based system.
• The successful collaboration with other agencies to offer the Beyond Diversity Courageous Conversations
training has taught us a lot about how to secure resources from foundations and how to harness interest in
funding initiatives like these.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• Not yet.
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.).
• We will be sharing evaluation reports with the DST by the end of the pilot.
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Pre-Summit Evaluation Results
County
Linn/Benton
Lincoln
Combined

QUESTION 1
County
Linn/Benton
Lincoln
Combined

QUESTION 2
County
Linn/Benton
Lincoln
Combined

QUESTION 3
County
Linn/Benton
Lincoln
Combined

# of Surveys
34
31
65
Have you previously received any training in subjects related to
health equity?
Yes
20
15
35

No
14
16
30

No Answer
0
0
0

% Yes
58.8
48.4
53.8

How would you rate your current knowledge of health equity as a subject area?
Mean
4.2
4.1
4.2

Median
4.0
4.0
4.0

Mode
5.0
4.0
4.0

High
6.0
6.0
6.0

Low
2.0
2.0
2.0

Are you aware of any local Partners or
collaborators with whom you can collaborate to
work toward health equity goals?
Yes
No
No Answer
29
4
1
20
11
0
49
15
1

QUESTION 4
County
Linn/Benton
Lincoln
Combined

Does your organization serve current IHN-CCO OHP members?
Yes
No
Not sure
N/A
28
0
2
3
24
0
3
1
52
0
5
4

No Answer
0
0
4

QUESTION 5
County
Linn/Benton
Lincoln
Combined

Does your organization serve potential IHN-CCO OHP members?
Yes
No
Not sure
N/A
24
1
4
3
17
0
8
1
41
1
12
4

No Answer
2
5
7

QUESTION 6
County
Linn/Benton
Lincoln
Combined

How would you rate your organization's current knowledge?
Mean
Median
Mode
High
4.8
5.0
5.0
7.0
4.6
5.0
4.0
7.0
4.7
5.0
4.0
7.0
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Low
2.0
2.0
2.0

Post-Summit Evaluation Results
County
Linn/Benton
Lincoln
Combined

# of Surveys
34
31
65

QUESTION 1

Would you like to receive additional training in
subjects related to health equity?

County
Linn/Benton
Lincoln
Combined
QUESTION 2
County
Linn/Benton
Lincoln
Combined

QUESTION 3
County
Linn/Benton
Lincoln
Combined
QUESTION 4
County
Linn/Benton
Lincoln
Combined
QUESTION 5
County
Linn/Benton
Lincoln
Combined

Yes
29
26
55

No
1
0
1

No Answer
4
5
9

% Yes
85.3
83.9
84.6

After attending the summit how would you rate your knowledge of
health equity as a subject area ?
Mean
Median
Mode
High
Low
5.7
6.0
6.0
6.5
5.0
5.5
6.0
6.0
6.5
4.0
5.6
6.0
6.0
6.5
4.0
Due to attending the summit have you
learned of any local Partners or or with
whom you can collaborate to work
toward health equity goals?
Yes
21
24
45

No
7
4
11

No Answer
6
3
9

Please rate the quality of the information and presentations offered
in this summit.
Mean
6.2
6.5
6.3

Median
6.0
7.0
7.0

Mode
7.0
7.0
7.0

High
7.0
7.0
7.0

Low
3.0
5.0
3.0

Please rate the quality of the materials and handouts provided
during the summit.
Mean
Median
Mode
High
Low
6.0
6.0
7.0
7.0
2.5
6.4
7.0
7.0
7.0
5.0
6.2
6.0
7.0
7.0
2.5
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Post-Summit Evaluation Results

County
Linn/Benton
Lincoln
Combined

Please rate the quality of of discussions and exercises conducted
during the summit.
Mean
Median
Mode
High
Low
6.2
6.0
6.0
7.0
4.0
6.5
7.0
7.0
7.0
5.0
6.3
6.0
7.0
7.0
4.0

QUESTION 7

Please rate the quality of the facilities where we hosted this event.

QUESTION 6

County
Linn/Benton
Lincoln
Combined
QUESTION 8
County
Linn/Benton
Lincoln
Combined
QUESTION 9
County
Linn/Benton
Lincoln
Combined

Mean
6.1
6.7
6.4

Median
6.0
7.0
7.0

Mode
7.0
7.0
7.0

High
7.0
7.0
7.0

Low
4.0
6.0
4.0

Please rate your agreement with the statement: This summit has
met my expectations.
Mean
Median
Mode
High
Low
6.3
7.0
7.0
7.0
3.0
6.5
7.0
7.0
7.0
5.0
6.4
7.0
7.0
7.0
3.0
Please rate your agreement with the statement: I would
recommend the summit to a colleague.
Mean
Median
Mode
High
6.5
7.0
7.0
7.0
6.7
7.0
7.0
7.0
6.6
7.0
7.0
7.0

Health Equity Summits and Trainings
2018 Quarter 3 Report

Page 36 of 53

Low
4.0
5.0
4.0

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 12/31/2018, 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.

Measure(s)
Identification and
engagement of 2 new
agencies working with
identified populations that
are interested in using
PWSs in service delivery.

Activities
Family Tree Relief Nursery
(FTRN) as part of the THW
workgroup completed 2
meets and greets in Lincoln
County for CHWs, Peers
and Peer Support
Specialists.

Results to Date
2 meets and greets held
Discussion with state Relief
Nursery association about
Peer Wellness Support
Training.

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.

Attend either by phone or
in person.

Executive Director (ED) and
Program Director (PD) of
FTRN attends THW
workgroup.

Create curriculum.

Develop Curriculum based
upon Multnomah Counties
CHW curriculum.

Submit curriculum for
accreditation.
Completed PWS training
workshop in Linn-Benton
County.
Completed training
workshop in Lincoln
County.
# of certified PWS who
have completed a local
workshop.

No action yet.

FTRN Executive Director
attended 3 THW meetings
this quarter.
FTRN Executive Director
attended 4 DST meetings
this quarter.
Completed 10 out of 30
curriculum components.
Anticipate completion of
curriculum by 11/30/2018.
No action yet.

No action yet.

No action yet.

No action yet.

No action yet.

No action yet.

No action yet.

By 12/31/18, 2 stateapproved PWS workshops
will be completed, 1 in
Benton or Linn County and
1 in Lincoln County.
By 12/31/2018, 20
attendees will have
completed local stateapproved PWS workshops
and be eligible to apply for
enrollment into the state
THW registry by the
Oregon Health Authority
(OHA).
Peer Wellness Specialist Training
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B. What has been successful?
• Held two successful meets and greets in Lincoln County regarding interest in Peer Wellness training.
• We have completed 1/3 of the curriculum competencies.
C. What are the challenges and how are you addressing them?
• Curriculum development is taking longer than the original estimates.
• Plan on completion by end of November 2018.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• Goals and measures have not changed. The timeline is taking longer than originally anticipated.
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.
• Once curriculum is complete, we will plan training program and assess pricing for training sessions.
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.).
• Based upon the time it is taking to develop the curriculum we anticipate asking the DST for a time only
extension into 2019.

Peer Wellness Specialist Training
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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 one 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.

Regional Health Education Hub
2018 Quarter 3 Report

Activities
Data collection.

The SHS Health Education
team regularly attends the
following workgroup
meetings:
• Delivery System
Transformation
• Universal Care
Coordination
• Social Determinants of
Health
• Traditional Health
Workers

Results to Date
BASELINE: 10 IHN-CCO
Members enrolled.
AUGUST 2018: 89 IHN-CCO
Members enrolled.
Representation at multiple
workgroups.

BASELINE: 12% of overall
participation (10 IHN-CCO
Members).
AUGUST 2018: 22% of
overall participation (89
IHN-CCO Members).

Lincoln County committed
to pilot and presentations
to leadership, program
managers, and all staff
being planned.

Lincoln County MOA
established.

Hub Coordinator, Health
Education Supervisor, Linn
County Healthy
Communities Coordinator

Linn County MOA
established.
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and IT presented Hub
roadshow to Linn County
Public Health all staff.
Hub and referral
information shared in
person with:
• Live Longer Lebanon
champion
• Old Mill Center Healthy
Families Program
Manager
• Centro de Ayuda
• OSU Extension
All workshop information
flyer and contact cards
developed. Flyers shared
with partners.
Partnership with Albany
Housing to host workshops
in community room onsite.

Part of achieving Goal 1:
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.

The # of referrals to health
education classes from SHS
providers.

Promote workshops and
HUB work with Siletz Tribe.
Hub information and
referral process shared in
person with SHS
respiratory therapist.

AUGUST 2018: 523
Referrals.

Attend SHS Care
Coordination meetings.

The # of SHS providers
referring to the Regional
Health Education Hub.

Referral process shared
with clinic managers, care
coordinators and in
provider newsletter.
Hub information and
referral process shared in
person with SHS
respiratory therapist.
Attend SHS Care
Coordination meetings.
Referral process shared
with clinic managers, care
coordinators and in
provider newsletter.

Regional Health Education Hub
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BASELINE: 54 SHS providers
referring
AUGUST 2018: 118 SHS
providers referring

Part of achieving Goal 1:
Establish a systematic,
closed-loop referral
process between SHS
providers and Linn County
Mental Health (LCMH).

Part of achieving Goal 1:
Reestablish Tomando
Control de Su Salud in
Benton and Linn counties.

Documented closed-loop
referral process from SHS
providers to LCMH.

The # of referrals to LCMHspecific health education
classes.
The number of Tomando
Control de Su Salud offered
in Benton and Linn
counties.

Monthly meetings.
Care Everywhere Referral
Management development
meetings and build
beginning.
LCMH connected to
Yamhill County Mental
Health to learn of health
education and billing
opportunities.
No progress to report.
Monthly meetings
between SHS and Benton
County.

Linn County MOA
complete.

No progress to report.
No progress to report.

Weekly meetings within
SHS.
Program workplan
developed and being
implemented.
Program marketing plan
developed, and materials
created.
Met with Familias en
Accion in Portland to
identify promising/best
practices related to
program implementation.
Leaders and leader training
identified.

Part of achieving Goal 1:
Targeted outreach to IHNCCO members.

Regional Health Education Hub
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Targeted outreach to
IHN-CCO
members with chronic
conditions.

Self-management referral
pathway development.
Connected with
Transformation Team to
identify opportunities.
Outreach to organizations
listed in Goal 1.
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BASELINE: 12% of overall
participation were IHNCCO members (10 total
members).
AUGUST 2018: 22% of
overall participation (89
IHN-CCO Members).

Goal 2: By December 31,
2018, decrease access
barriers 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.

Hub Coordinator meets
weekly with the Health
Education Department
Team and monthly meeting
dates with Linn County
Mental Health (LCMH),
Linn County Public Health
(LCPH), and Benton County
(BC).
Meeting with Lincoln
County Public Health
leadership.
Developed and
implementing referral
process to free
transportation for IHN-CCO
members through Oregon
Cascades West Council of
Governments (OCWCOG).

BASELINE: 12% of overall
participation were IHNCCO members (10 total
members).
AUGUST 2018: 22% of
overall participation (89
IHN-CCO Members).
August 2018: 2 participants
utilized transportation
service.
August 2018: 35 surveys
sent via email and 6
returned.

Attrition survey and
implementation plan
developed.

Creation of a single, widely
publicized contact number.
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.

SHS is currently in the
process of setting the
schedule for 2019. With
the goal of having a
complete 2019 schedule by
the end of November. The
team is working hard to
offer all workshops in all 3
counties (more specifically
all 5 hospital communities).
All workshop and training
Contact number and email
flyers developed
address created and in use.
advertising the contact
number and email address.
SHS is currently in the
process of setting the
schedule for 2019. With
the goal of having a
complete 2019 schedule by
the end of November.
The team is working hard
to offer all workshops in all
3 counties (more

Regional Health Education Hub
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specifically all 5 hospital
communities).
SHS Health Education
Team roles and
responsibilities identified
and implemented.

Goal 4: By December 31,
2018, explore the
feasibility of integrating
referrals and data from the
Hub to the Regional Health
Information Collaborative
(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).

Met with RHIC to identify
areas of opportunity,
specifically as Care
Everywhere Referral
Management moves
forward for SHS and the
counties.
OCWCOG leadership and
SHS leadership agreed to
explore Oregon Wellness
Network contract and are
beginning contract
development.

YTD 2018: Group SelfManagement
Workshops:
• Pre-Diabetes
PreventT2 (2 started)
• Living Well with
Chronic Conditions
(10)
• Living well with
Chronic Pain (0)
• Freedom from
Smoking (7)
• PainWise First Steps
(11)
Community Focused
Classes:
• Mental Health First
Aid (26)
• Question, Persuade,
Refer (10)
No progress to report.

No progress to report.

SHS: Continues to meet
with appropriate partners
to discuss different
payment models for this
work.
Planning for strategic
planning meetings in
November/December
2018.
B. What has been successful?
• Addressing the transportation barrier for IHN-CCO members.
• Leaders to be trained in Tomando Control de su Salud and a referral process being developed with Benton
County.
Regional Health Education Hub
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C. What are the challenges and how are you addressing them?
• Bi-lingual assistant accepted an opportunity out of the region. SHS and Benton County identified the need
for a bi-lingual health educator position and the position will be posted.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• N/A
E. Have there been any significant changes to the Pilot Budget? Explain.
• N/A
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Oregon Wellness contract being developed.
• Closed loop referral pathways being developed.
• Care Everywhere Referral Management to facilitate closed loop referrals from counties to SHS being built.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• RHEHub pilot shared with Oregon Health Authority via phone conference.
• Oregon Public Health Association abstract accepted. Present October 8, 2018 1:15-2:30.
• Place Matters poster proposal accepted. Present October 29, 2018 1:00-2:10.
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.).
• The Hub regularly receives positive feedback about workshops. This quarter the Hub received a hand-written
letter from one of the Living Well with Chronic Conditions participants.
“I am writing this letter to express how much I appreciate the opportunity to attend this class on dealing with
chronic conditions.
I learned many things in the last 6 weeks but most important was to listen to and be around others who struggle
just like we do. The class showed us different things we can do to make our lives more productive by looking at
the things we can do not so much about what we can’t do. By setting action plans it helped us develop a habit
each week to try something. We learned we didn’t always make it but that was okay because we have another
chance to try again.
The book gave so much good information and was a big help. The best part about the class helped us be active.
To get up and be around others. Thank you for providing this Class.” –Living Well with Chronic Conditions
participant in Corvallis.

Regional Health Education Hub
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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
We continue to screen
patients in two clinics with
the full PRAPARE (Protocol
for Responding to and
Assessing Patients Assets,
Risk, and Experiences) tool
and in one clinic with the
food security questions
only.

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.

We continue to screen
patients in two clinics with
the full PRAPARE tool and
in one clinic with the food
security questions only.

Social Determinant of Health Screening with a Veggie Rx Intervention
2018 Quarter 3 Report

Page 45 of 53

Results to Date
Due to continuing
challenges with our data
system, we are not
entering this data into
OCHIN, our Electronic
Health Record, at this time.
We have been working
with the software folks to
determine a ‘fix’ or next
step. This is moving along
nicely, and it seems
promising that we’ll be
able to enter existing data
in the coming month.
However, as this is not yet
resolved, please wait until
next quarter for complete
and accurate data results.
Due to continuing
challenges with our data
system, we are not
entering this data into
OCHIN, our Electronic
Health Record, at this time.
We have been working
with the software folks to
determine a ‘fix’ or next
step. This is moving along
nicely, and it seems
promising that we’ll be
able to enter existing data
in the coming month.
However, as this is not yet
resolved, please wait until
next quarter for complete
and accurate data results.

Achieve closed-loop
referrals for food insecure.

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

We do not currently have
the bandwidth, with
departure of the dedicated
Health Navigator who
worked on this project
until June, to spend much
time on tracking down
referrals beyond the typical
scope of our work.
We are also not able to
track the referrals provided
at this time, given our data
entry challenge (see first
two goals comments).

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.

In the results to date
column, you will see that:
We are still engaged in
trainings, in person and
virtually where available,
for those involved in this
pilot work.
We continue to find value
in sharing and hearing
feedback about our work
and this process from the
community.
We are at the table for
important conversations
about larger systems
change, consideration of
investments, and are
waiting to respond to
direction about CCO 2.0 as
it related to Social
Determinants work.

There is good involvement
on this project team in the
local Social Determinant of
Health workgroup and the
Universal Care
Coordination workgroup.
Both are involved in
discussing and problem
solving around a system
wide approach to
integrated tracking of
referrals.
As this is a systems level
challenge that may not
benefit from only human
resource investment, we
continue to track referrals
made, but are not investing
heavily into tracking down
the outcome, at this time.
Attendance at:
Community Health
Improvement Planning
(CHIP) workgroup
meetings.
Oregon Community Food
Systems Network (OCFSN)
Veggie Rx phone calls.
Universal Care
Coordination and Social
Determinants of Health
workgroup meetings.
Presentation to the Benton
Local Advisory Committee
about pilot.
Presence at the Albany and
Corvallis Farmers’ Markets
for Health Center month,
sharing information about
pilot.
Alternative Payment Care
Model (APCM) forum,
focus on CCO 2.0 with
conversation about Social

Social Determinant of Health Screening with a Veggie Rx Intervention
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Determinant of Health data
and utilization, with
Oregon Primary Care
Association (OPCA) in
Lebanon August 16, 2018.
Oregon Community Health
Worker Association
(ORCHWA) training and
workforce development
opportunity in Eugene
August 17 and August 18,
2018.

Create a replicable model
for a Veggie Rx service in
Benton and Linn counties.
Increase access to
affordable fresh fruits and
vegetables for IHN-CCO
members.

Number of clinics
interested in offering a
Veggie Rx service.
Compare number of
promotional vouchers
handed out to the number
of vouchers redeemed

No progress to report.

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

150 tokens, or $300, were
redeemed at the Corvallis
Farmers Market. 122
tokens, or $244 were
redeemed at the Benton
Health Center Farm Stand.

1000 tokens were
distributed (bags of
$20/person/month) at the
clinics to date.

Social Determinant of Health Screening with a Veggie Rx Intervention
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Consideration of this
project as a new way of
thinking/working/collaborating at the Benton County
Public Health strategic
planning process, the
Community Health
Centers’ Health Resources
and Services
Administration (HRSA)
presentation, at the Lincoln
County Traditional Health
Worker Meet and Greet,
an upcoming segment of
Leadership Corvallis
training on Health Care
Day- highlighting
partnership on the pilot,
from InterCommunity
Health Network in our
community.
No progress to report.
Tokens are distributed at
the Benton Health Center
by all clinical teams and the
Women, Infants, and
Children (WIC) program for
those who qualify.
The fruit and veggie stand
is at the Benton Health
Center two days a week,
until the end of October to
redeem tokens. They are

Increase in resources for
IHN-CCO serving agencies
to implement Social
Determinant of Health
(SDoH) screening and
referrals.

Toolkit creation.

The deliverable from this
project is under
consideration as to what
will best meet the needs of
InterCommunity Health
Network, health care
partners, and social service
agencies actively engaged
in the broader Social
Determinants work in our
community. In the last two
years (since we began
planning and implementing
this project) resources,
needs, and CCO mandates
have evolved. We hope to
provide a deliverable that
is most useful given this
evolution and current
need!

also accepted at the
Corvallis Farmers’ Market.
Review of existing toolkits
and publically shareable
resources.
Consideration of guidance
and training documents
that would be helpful for
Social Determinants work
in our communities.
Engagement with Oregon
Primary Care Associations
Social Determinants of
Health manager about
resources they have access
to, cultivate, and create for
sharing and tailoring in our
region.

B. What has been successful?
• A transition in staffing and bandwidth has forced us to slow this work down a bit on the rollout side and
allowed us to engage in exciting things that are coming up in our Electronic Health Record.
• An exciting change in the visual display of Social Determinants information in our EHR will require additional
staff training but promises to be a great way to make the information we are collecting visual, useful, and
accessible to teams. We are waiting one final change before we start training with clinical staff.
• Continuing to be present, present, and talk about our project in the community as a way to highlight the
collaborations between IHN-CCO, Benton and Linn counties, Federally Qualified Health Centers, and more.
C. What are the challenges and how are you addressing them?
• The Electronic Health Record (EHR) transition from the PRAPARE tool flowsheet to an Accountable Health
Communities (AHC) tool has prevented us from entering our screening data into the OCHIN, our EHR, since
mid-May. Manual entry is possible, but vulnerable to error, and not sustainable. We hope to regain the
ability to enter data in the next month. We continue to screen patients and retain that data for entry at a
later date. Resource sharing and assistance can be provided without EHR entry, so that continues.
• Our dedicated Health Navigator moved on from this pilot in June. Though that has caused us to rethink
some of the work assignment, it has helped us engage in thoughts about the longer-term integration, team
investment, and workflow for our system, rather than having much of the work rest on one person. We
continue to do this as we train and engage the final clinics in our system with this work.
• For the Veggie Rx program, one of the challenges that we have faced, is low redemption rates compared to
the number of tokens that have been distributed. We have begun discussing the possibility of conducting an
additional follow-up with participants of the program.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• The focus on closed loop referral has waned a bit. We are still providing referrals and there is organic follow
up, through relationships with care teams, and ongoing conversation with Health Navigators, about how
well people are meeting their needs. This said, the formal tracking, multiple calls/letters- hasn’t proven to be
a meaningful exercise for anyone. It’s costly for staff, it yields little communication and engagement from
patients, and our systems internally and with health and social service partners are not open, linked, nor
sophisticated enough to meaningfully track this information. We will continue to refer, track, and build
Social Determinant of Health Screening with a Veggie Rx Intervention
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E.
F.

G.

H.

relationships with patients. We are not currently dedicating much staff time to tracking down referrals just
for the sake of saying we’ve closed a loop. We are present, invested, and interested in the greater
community conversation about how we handle referrals, meaningful follow up, and tracking with our
community members and patients as they interact in health care settings.
Have there been any significant changes to your Pilot Budget? Explain.
• No.
Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Integration of the Social Determinants work at the CCO level, with CCO 2.0 requirements to act and work in
this space, as well as the local work by the SDOH workgroup, are promising in terms of the need to actively
learn from and continue to build investment and momentum in our pilot space.
• An upgrade in OCHIN that visibly, pictorially represents the Social Determinants flowsheet results helps us
train and orient teams to the past screening and potential assets and risks for their patients. This has huge
potential and we’re waiting to really harness the benefit of this upgrade. Its presence in our system
reinforces the commitment of the health care system of tracking, seeing, and using this data for
engagement and patient care improvement.
Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• Nothing formal, this quarter. We continue to promote the pilot at spaces like: Health Center month
presentations/staffing at the Corvallis and Albany Farmers’ markets, as participants on the Oregon
Community Food Systems (OCFSN) monthly calls, the Oregon Community Health Workers Association
(ORCHWA) conference, the Oregon Primary Care Association (OPCA) CCO 2.0 forum in Lebanon, and at the
Benton County Community Health Improvement (CHIP) workgroup meetings.
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 at this time.
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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 collectiveimpact 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 December 31, 2018,
engage additional agencies
working with underrepresented IHN-CCO
populations in developing a
plan for CHWs.

Measure(s)
Number of agency
meetings.

Activities
Working with the THW
Subcommittee, BCHS had
two “THW Meet and
Greet” events in Lincoln
County in September– one
in Lincoln City and one in
Newport.

Number of Survey
Monkeys returned (if
used).

By April 15, 2018, provide
state-approved CHW
curriculum workshop.

Number of attendees and
course evaluations.

Completed.

By December 31, 2018,
provide state-approved
CHW training.
By December 31, 2018,
provide state-approved
CHW trainings in Benton,
Lincoln, and Linn counties.

Number of trainers
completing the course.

This goal has been
completed.

Number of workshops.

First “Tri-County CHW
Training” was provided in
Benton County.

Number of attendees.

CHW Training coordinator
and intern are currently
getting ready to start the
next class in October 4th,
2018 in Newport.
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Results to Date
We had a total of 30
participants at the two
events, from a total of 20
agencies. The majority of
the agencies were in
Lincoln County.
These two events were
VERY successful and
resulted in at least 10
CHWs signing up for the
Lincoln County CHW
training in October.
BCHS received notification
from the Oregon Health
Authority, Office of Equity
and Inclusion that TriCounty CHW curriculum
was approved on July 24,
2018.
This goal has been
completed.
A total of 25 individuals
started the training and 17
completed it on August 15,
2018.
6 more individuals will
complete the training
during the Lincoln County
training.

By December 31, 2018,
prepare CHWs to enroll in
the state CHW registry by
Oregon Health Authority
(OHA).

Number of attendees who
successfully receive
completion certificate.

A total of 17 participants
received their completion
certificates.

It can take up to 2 months
to receive notification of
CHW Certification from the
Oregon Health Authority,
so all participants are
currently waiting to hear
about their status.

B. What has been successful?
• The Tri-County CHW Training Curriculum was approved on July 24, 2018!
• A total of 25 participants were registered for the initial training in Benton County, 17 participants completed
all sessions and 6 more will be completing their work at the Lincoln County training.
• Each training session was evaluated by the participants, and the training coordinator and interns did an
excellent job of taking that feedback and using it to improve the next week’s session. The overall evaluations
were positive, with many participants stating that they enjoyed the interactive “popular education” teaching
style, discovering new learning techniques, and developing relationships with other CHWs.
C. What are the challenges and how are you addressing them?
• It has been challenging to develop the connections in Lincoln County for the next CHW training session, but
that is coming along, thanks to our Lincoln County partners and the “THW Meet and Greet” event.
• Retaining facilitators for the second workshop session is turning out to be a challenge. Because this is the
first training in Lincoln County, there is not a cohort of trainers available yet…but we expect that will change
after this first Lincoln County training!
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• No significant change.
E. Have there been any significant changes to your Pilot Budget? Explain.
• The major change has been to the timeline. All deadlines have been extended 6 months.
•
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• BCHS has begun developing the work and budget plans for ongoing quarterly trainings as the next step in
the sustainability development
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• Yes, the CHW Training Hub Pilot was mentioned on training materials at the Oregon Community Health
Worker Association Conference.
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 (SBHC) 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 nutritioneducation 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.

Activities
Outreach and program
development.

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

Attend either by phone or
in person.

Participated in the Social
Determinants of Health
Workgroup.

Number of vouchers
redeemed out of vouchers
prescribed.

No vouchers yet being
redeemed. Plan to roll out
vouchers after summer
break.

Vouchers have been
developed and will be used
at the beginning of the
new school year. Waiting
on a contract to legally be
able to order food from
Food Share.

High food-insecurity
screening rate.

Percentage of clients
screened for food
insecurity through SBHC
staff.

School Based Health
Centers are screening
students for food
insecurity

Since the School Based
Health Centers are
currently screening as part
of the program, we have
worked on back-up food
options since Veggie Rx is
still working towards roll
out. We have been
referring students to the
back-pack program and
working with the Waldport
food bank since there is
not a backpack program in
that school. This is a stopgap until we are able to
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Results to Date
Pilot is still in development
stage, plan is to begin
serving clients in October
2018 and request a nonfinancial extension for the
project.
Attended all meetings to
date.

High graduation rate from
nutrition-education
courses offered through
pilot.

Percentage of participants
enrolled in Cooking
Matters courses who
complete at least 4
courses.

Marketing for classes has
been rolled out widely
throughout schools in the
district. Interest has been
limited so far, so other
marketing strategies are
being explored.

Increase enrollment in
Food Share
resources/programs.

Percentage of clients
prescribed vouchers who
are not already enrolled in
Food Share programs that
enroll.

Students screened for food
insecurity are referred to
Food Share.

distribute the fruits and
vegetables.
Alternate strategy has
been developed to actually
go in to classrooms and
educate students about
Cooking Matters classes.
Outreach is being
conducted to develop
partnerships with teachers
interested in this.
Since the vouchers are not
yet being distributed, we
do not yet have data.

B. What has been successful?
• Screening of students has begun. Getting a method of food storage has been accomplished and a lot of
marketing has rolled out for Cooking Matters classes.
C. What are the challenges and how are you addressing them?
• We had a lot of key staff turnover/hiatus over the summer in this program. Also, there is a new school
superintendent, so we had to duplicate a lot of the “getting off the ground” work with new staff. How to
screen students to ensure they have appropriate storage methods if we are sending them with perishables.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• None, but we will be filing for an extension.
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.
• Dedicated spaces are now in each high school for fresh food storage. We are working on a sustainable
delivery system with community partners.
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.).
• The schools district staff are very excited to have this as a resource for students who are hungry in the
county. We think this will compliment rather than compete with the backpack program.
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