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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 Fall 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.
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reflect the Outcomes and Indicators Concepts outlined in the CHIP Addendum – January 2016.

For more information email transformation@samhealth.org or visit IHNtogether.org
4 of 47

IHN-CCO Transformation Pilots
Current as of Fall 2018

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.

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

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.

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

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.

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

A

CD

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

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

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.

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

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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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 number 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.

CHANCE 2nd Chance
2018 Quarter 4 Report

Provide emergency hotel
vouchers for those who
need shelter until
permanent housing is
available (strict guidelines).

Ties into to the above
metric. All support is case
managed.
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Results to Date
We have helped 278
people with financial
assistance support totaling
near $47,000 all but 4 are
IHN-CCO members.
Number of people
requesting application
assistance: Total 536 (25
for application fees and 22
for rent support this
quarter).
Two people received an
emergency hotel voucher
over the holidays. They
were staying in their car,
we assisted until their
house was ready on
December 31, 2018. Hotel
for 6 nights.
Number of people
provided emergency
assistance this quarter: 49.
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 have to
show self-sustainability.

Provide transitional
housing for hard-to-house
individuals; not limited to
people in drug and alcohol
treatment programs.

Provide emergency
transportation services.

Number of individuals
provided housing
assistance.

Number of emergency
transportation requests.

Currently working with 28
Transitional home in L.B.L.
to provide emergency
assistance. Trying to build
additional relationship for
SO (Sex Offender) housing.

Personal transportation to
and from appointments,
employment search,
interviews, food shopping,
etc.
Offering bus passes on
Albany Transit / Linn
Benton Loop / Lincoln
County Transit and Coast
to Valley.
Provide transportation
outside of region for Detox
of inpatient.

Still no SO house for Linn/
Benton/Lincoln. Helping
Hands has 16 beds and are
building a SO house, but
the need is much, much
larger.
We currently have helped
9 people who are LGBTQ
(Lesbian, Gay, Bisexual,
Transgender,
Queer/Questioning), and 2
SO’s with some sort of
temporary housing
assistance.
Our Bus Pass request has
grown, and we get about
20 requests a month for
bus tickets. We purchased
bulk passes from Albany
Transit, Linn Benton Loop,
Lincoln County Transit and
Coast to Valley.
Bot Bus or Amtrak Case by
case, we will purchase
tickets for out of region
request when we don’t
have a vehicle or driver
available. The individual
must have a place they are
going to and/or be
treatment or medical
related.
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 our out of region
transport is becoming
more and more requested.
We do have two fleet
vehicles that allow

CHANCE 2nd Chance
2018 Quarter 4 Report
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additional transportation
support.
We do provide
transportation anyplace
state wide for detox or
inpatient treatment. We
don’t want the
transportation to be the
barrier.
We have launched new
programs around
transportation to promote
healthy eating, stretching
food $$$ and budgeting.
Plus, so much more! :)
Provide support for
reintegration back into the
community.

Number of birth
certificates and IDs
provided.

Provide birth certificates
and ID for gainful
employment.

Through this DST grant, we
have provided 26 Oregon
IDs (identification) and 12
birth certificates for people
outside of Albany.
We had a Social
Accountability Grant (SAG)
through Albany General
that has allowed us to
provide support for people
in Albany. Through that
grant, we have helped 92
people with Birth
Certificates, IDs and
background checks.

Provide employment
support.

Clothing vouchers
provided and resumes
Completed.

Help create resumes and
provide employment
support.
Provided gift cards for
clothing.
Provide Food Handlers
Cards.
Provide Basic tools
required for job (boots,

CHANCE 2nd Chance
2018 Quarter 4 Report
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The ID and Birth certificate
program has become one
of our top requests, next to
applications and rental
assistance.
We offer resume support
daily and help people fill
out applications for
employment.
We help connect people
with livable wage jobs.
We have provided 35, $20
and $50 Walmart gift cards
for employment clothing,
boots, necessary supplies
and tools for people in

scrubs, tape measure,
hammer (job specific).
Provide education around
budgeting, food
preparation, grocery
shopping, and healthy
living.

Number of participants
engaged in groups.

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

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

Members assigned to PCPs.

Work with individuals to
connect with a PCP.
Attend Living Well
Workshop.

Albany, Corvallis, Lebanon
and Newport. Totaling
$1600 in gift cards.
We provide transportation
to local groceries stores
and helping people shop
wiser. Kicking off new
programs January 2019
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 a OHP (Oregon Health
Plan) Application Assister
from our Partner, Benton
County Health, that helps
people choose a PCP. We
have discussion around
emergency department
visits/urgent care and
seeing a PCP. The benefits
of a preventative approach
versus emergency care.
Change in shift of thinking
and learned generational
habits.

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.
• The ID and Employment program has been very successful. Offering the support around basic needs to be
self-supportive is life changing.
C. What are the challenges and how are you addressing them?
• The popularity of the program has been great, we have had over 600 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.
CHANCE 2nd Chance
2018 Quarter 4 Report
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•

D.

E.

F.

G.

H.

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 need to
request 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 selfsufficient.
• Several people were over income, so we had to be flexible and offer case by case. While they might be over
income, if we look at them as a whole and take in account for other variables. Sometime the $40 app fee or
the $39.50 ID is the item that causes the struggle.
• About 80% of the people who requested support, smoke. They can afford cigarettes, but did not want to
give up smoking, we have fairly serious conversations around smoking and that in a year, if they quit, not
only can they afford the app fee, or ID, but they can save $2190.00 in a year. They could buy a CAR! Show
them they can buy things themselves if they gave up a habit.
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 opened 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 depend on
a “system” for major support. Change the way people think about social services and supports. It is a hand
up and temporary assistance, and not meant for a way of life. We are helping to break the cycle of
generational poverty and helping people be more accountable for their health and their personal needs.
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.
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) made the decision that we are going to allocate 5 to 6% of our PMPM (Per
Member Per Month) Budget to sustain the grant and continue to assist people that need the support while
continuing to provide case management and to refer to community partners.
• This 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.
Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• We got to participate in the Oregon Health Policy Board presentation with IHN-CCO. We were able to
present with our amazing partners, Willamette Neighborhood Housing, Family Tree Relief Nursery and
Benton County Health along with the Samaritan Health Plans leadership.
Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).
• This pilot is allowing us 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
of her basic needs and she is striving and no longer needs assistance. This all took place in a 6-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

CHANCE 2nd Chance
2018 Quarter 4 Report
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•

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.
We had a couple living in their car, CSC called us and asked if we could help with a Hotel Voucher. After
talking about it, we found out the male had chronic health issues, connected them to a SHS (Samaritan
Health Services) clinic, got some medications they needed. The couple had a Section 8 housing voucher
effective January 1, 2019 and a place to move into. Provided 6 nights/7 days in a hotel that allowed them to
get off the street and have a warm, safe place for the Holiday while they waited for their new home to be
ready on the 1st.

CHANCE 2nd Chance
2018 Quarter 4 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
Entering code Z02.9 for
ACEs screening and Z13.9
for SDoH screening.

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.

Participate in monthly
SDoH workgroups.
Participate in Care
Coordination workgroup.

Team agrees on initial
defined workflow.

Ongoing workflow
monitoring and
improvement.

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

Tool is defined and in Epic.

Screening 1 pediatrician’s
well-child visits of a
selected age using the
SDoH screening tool during
this pilot time frame.

% of patients screened
using the SDoH tool.

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

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

Children’s SDoH and ACEs Screening
2018 Quarter 4 Report

Results to Date
Difficult to track results
based in coding as those
codes serve multiple
purposes. Rather, data is
pulled from information in
documentation flowsheets.
Numbers for fourth quarter
are pending.
Attended SDoH
workgroups, attended twoday Care Coordination
meeting.

Workflow well established,
however, continuing to
look for opportunities to
streamline and ensure all
children/ families are
screened.
No further work during this Tools have been
quarter.
implemented, integrated
into Epic and results linked
into providers notes.
Screening all children for
80% of those children who
SDoH as first visit (newborn should be screened for
or new patient), 15-month SDoH have been screened,
visit and annual visits from all MVCC (Mid Valley
age 2 and up.
Children’s Clinic) providers
are screening for SDoH.
No further assessment
Completed assessment of
during this quarter.
the tools by the second
quarter.
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Identify families in need.

Provide resource
connections to families in
need.

Develop ACEs handout as a
resource for parents.

Track ACEs scores of
children screened at
behavioral health visits.
Track families in need of
the various services
screened for in the SDoH
questions.
Children, with an ACEs
score ≥1 and with
symptoms, accept the
referral and meet with the
SW.
Children, who have any
positive on the SDoH
questions, accept the
referral and meet with
CHW.
Handout developed.

Identify families/ children
in need and connect with
proper resource (CHW for
SDoH and Social Worker
for concerning ACE scores.

Referral process to the
CHW and SW have been
well defined.

Children with symptoms of
trauma are referred to
CHW or other mental
health professional.
Children who have any
positive of SDoH screening
referred to CHW.

Providers are consistently
referring to CHW for SDoH
needs. Referrals for
symptoms related to
trauma are being referred
to SW in clinic or outside
mental health
professionals. Families are
also offered parenting
assistance for behaviors
related to trauma.
Handout developed and
available through the
document center.

Work with marketing to
develop age appropriate
handouts on ACEs and
resilience in Spanish and
English.
Reports from SW and CHW
on additional work load
due to the screening.

Assess the additional
workload placed on the
CHW and clinic SW from
use of the screening tool.

# of referrals to SW and
CHW.

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

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

No activities during the
fourth quarter.

Verbal reports from CHW
and SW indicate the
number of referrals has not
greatly impacted their
workloads. Specific
numbers are not available
at this time.
Follow up was done during
the first quarter,
improvement in well being
is multifactorial and we are
unable to assess the
independent impact of this
screening on well being.

B. What has been successful?
• Providers have been accepting of the importance of screening for SDoH and ACEs. Clinic has become more
trauma informed.
C. What are the challenges and how are you addressing them?
• Screening for ACEs has been challenging. Establishing a workflow was more difficult and this has been
addressed by working with clinic staff to ensure the forms are provided to the families. Although screening
for ACES ideally should be done for all children, the time it takes to fill out the forms and the busy pace of
the clinic makes this a challenge. We will solidify the process for screening the selected population first
before adding additional populations to screening.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• No.
Children’s SDoH and ACEs Screening
2018 Quarter 4 Report
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E. Have there been any significant changes to the Pilot Budget? Explain.
• Funds were shifted to assist with parenting education, no additional funds were needed.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• No additional work was needed to ensure sustainability.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• Presentation at the Community Engagement meeting on December 5, 2018.
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.).
• One parent reported to nursing staff “I am so glad you are asking these questions; these issues are so
important in looking at the whole child.”
• A provider reports that when reviewing the ACEs screening form and discussing the impact of trauma on
health, the mother began crying and said, “It all makes so much sense now. I thought something was wrong
with me, now I know it’s not just me. I see how my issues affect my child and how my childhood has affected
my health.”

Children’s SDoH and ACEs Screening
2018 Quarter 4 Report
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Community Doula

January 2018 – December 2019

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:
• 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
2018 Quarter 4 Report

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. We’ve intend to
begin attending SDOH
meetings starting January
2019.
Prepare, coordinate, and
provide birth doula
trainings and additional
registry-required course
trainings for all program
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Results to Date
91 referrals to date:
19 came from clinical
providers.
43 came from maternity
care coordinators.
5 from a labor & delivery
unit (woman arrived in
labor with no support).
13 came from professional
support services.
11 were self-referrals.

24 DST workgroups
attended.
3 THW workgroups
attended.
1 THW meeting attended
in Newport on 9/14/2018.
Two of our doulas
participating on the THW
panel for both the Lincoln
City and Newport
meetings.
4 Health Equity
workgroups attended.
March 3-March 8, 2018: 18
completed a birth doula
training.

participants who are
becoming birth doulas and
maternal and child health
THWs.

April 7, 2018: 56
participated in a one-day
training relevant to topics
required for the state
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.
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June 11, 2018: 18 attended
our second peer review.
June 14, 2018: 3 completed
their applications for the
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.
October 6 & 7, 2018: 22
attended our
HIPPA/Trauma-Informed
Community Doula
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Care/Inter-professional
Collaboration training. One
set of courses (October 6,
2018; 12 attendees) was
offered in Corvallis, one set
of courses (October 7,
2018; 10 attendees) was
offered in Newport.
October 8, 2018: 14
attended our tenth peer
review. Began virtual
attendance option with
GoTo Meeting.
October 25, 2018: 9
attended our eleventh
peer review.
November 10, 2018: 11
attended our Adult and
Infant CPR course in
Corvallis.
November 12, 2018: 5
attended our twelfth peer
review. Online option not
available this day.
November 29, 2018: 9
attended our thirteenth
peer review.
December 8, 2018: 14
attended our postpartum
doula and lactation
support training in
Corvallis.
December 10, 2018: 8
attended our fourteenth
peer review.
December 13, 2018: 8
attended our first data
entry party. Attendees
organized their paperwork
for clients they have served
and entered data into an
online database called the
Midwives Alliance of North
Community Doula
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America (MANA) Statistics
Project. This is a validated
online data collection tool
for maternity care
providers that autocalculates aggregate
statistics for the CDP.
Additional upcoming
trainings:
January 12, 2019: Cultural
Competency.
TBD: Caring for women of
size.
TBD: Adoption options and
doula care.
Ongoing – peer review
sessions, 2x each month.
Ongoing- data entry party,
1x 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
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Various CEU courses
relevant to serving highrisk clients, clients who are
homeless or underhoused
and care for clients with an
epidural are under
consideration.
The materials have been
developed and validated.
Our earliest referrals will
complete client satisfaction
reports this winter. There
are two IRB protocols
under review at OSU
related to this project. One
has been approved and the
other is pending.
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.

conduct open-ended exit
interviews with doulas to
reflect on their experience
about training in the
program.

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 placentophagy.
42 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.
18 evaluations were
completed for the October
6 and 7, 2018
HIPPA/TIC/IPC training.
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11 evaluations were
completed for the
November 10, 2018 CPR
training.
We are currently in the
process of collecting
evaluations for the
December 8, 2018
postpartum doula and
lactation education course.

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.

IRB approval is pending for
the exit-interview guide
that we will use with the
birth doulas. The IRB
protocol for studying the
effects of doula care on
client perceptions of
autonomy and respect
during the provision of
maternity care has been
approved.
56 doulas trained at the
April 7, 2018 training on
how to use the MANA Stats
data collection tool – an
additional 22 were trained
on the weekend of October
6 and 7, 2018.
52 enrollment forms were
submitted to MANA Stats
in May of 2018. 22
enrollment forms were
submitted after the
trainings offered on
October 6 and 7, 2018.
42 clients have received a
full course of care and their
doulas are currently
entering their data into the
MANA Stats data collection
platform.
22 clients have opted out
of having a doula or could
not be reached after
receiving a program
referral.
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•

•

•

What has been successful?
• The CDP was awarded a no-cost extension from the DST for one year with a new project end date of
December 31st, 2019. This will allow us time to obtain more referrals for the program to conduct a robust
health-cost savings analysis. Our goal is to have a total of 200 to 300 clients served through this program.
• We currently have 68 doulas serving in our program.
• Nine of our doulas have applied to the THW registry 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. By March 1, 2019 – we will have 11
more doulas who will be eligible to apply for the THW registry; 5 of them are doulas of color.
• We have had 91 referrals, 42 deliveries, and three cesareans for a cesarean birth rate of 7 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. This is why our program applied for a one-year no-cost extension to allow for an
additional year of data collection.
• We have trained 81 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 three additional Spanish-speaking doulas and one Native American doula into the
program.
• Clients who have received care in our program have started to post their positive experiences to social
media resulting in an increase in the number of self-referrals to our program who cite a friend’s experience
for why they are seeking doula services.
• We completed our first CEU course on postpartum doula care and lactation support education and have
plans to offer two more, one on caring for women of size and one on adoption in the next grant reporting
period.
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 Lincoln county. We have not received a referral from Lincoln county
since September of 2018 and we are planning to improve collaborative relationships between our program
and this county starting in 2019 given the volume of IHN-CCO clients in this area.
• Our primary contact in Lincoln county has been on medical leave – following the transition to new facilities
after the first of the year, our team will revisit all of the referral sites in Lincoln county.
• As we enter the second year of this project we are reflecting back on the parts of our program that pose the
greatest challenges to sustainability. There are four things we have identified: 1) best practices for data
collection in community doula programs results in a too high paperwork load for most community doulas.
Our sustainability team will pare back data collection forms to a minimum after the first of the year; 2) The
workload for Spanish-speaking doulas is too high. Additional Spanish-speaking doulas need to be recruited
from all three counties; 3) Bilingual doulas are in practice serving as medical interpreters because clients
prefer to speak to their doulas rather than use the blue phone. Our doulas require additional training as
medical translators. We are also concerned that they are not being reimbursed for these services but also
for their doula care. A working group has been convened to research potential solutions to this problem; 4)
The workload associated with doula communications (i.e. checking to make sure they have contacted their
client, finding out when the birth has occurred, getting paperwork back from doulas, etc.) is significantly
higher than anticipated. In order for this project to be sustainable, a person who can perform these duties
(currently managed by the program coordinator) will need to be identified and funding acquired.
• We are learning that it can take several months to get on the Traditional Health Worker (THW) registry – as
two of our doulas who applied in June have had no communication from the state. The other six have been
waiting for two months. We’ve contacted the Oregon Doula Association to ask for some supports to help
navigate the registry process.
Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• No.
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Have there been any significant changes to the Pilot Budget? Explain.
• No.
Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Currently we have seven undergraduate interns and one graduate intern 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.
• 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.
• We’ve identified three community doulas who have shown enormous promise in the areas of coordination
and administration. We have started succession planning by training these three doulas as paid staff
members to learn components of the coordinators job.
Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• In the spring of 2019, Community Doula Program staff will share program outcomes at OSU’s Anthropology
program lecture series.
• On March 15, 2019 the program champion will present at the Oregon Midwifery Council spring conference.
• In April of 2019, the program champion will present at the Association of Texas Midwives Conference.
Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues the DST should be aware of, etc.).
• Recent individuals who have self-referred have indicated that they have heard about our program through
word of mouth on social media – sharing that they are grateful that this program exists. One mom shared
how she wished this program was available when she had her first baby three years ago.
• Doulas who attended our recent data entry party shared how much they enjoyed this event and that it was
critical to helping them check-in and stay on track with paperwork and data collection for the program.
• We know that word of this program is spreading because the program champion has been contacted by
public health professionals in Marion, Jackson and Lane counties with the request to replicate the program
in additional counties. In addition, the state of New Jersey and New York have reached out for help in
implementing community doula programs based on our model.
• Our program has made a firm commitment to democratizing knowledge, and we are currently setting up a
repository of all program materials, so they may be shared freely with other states and counties considering
implementation.
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Health Equity Summits and Trainings
January 2018 – September 2019

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 and survey
results previously sent).

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.

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.
To date we have brought
the workshop, Internalizing
and Applying an Equity
Lens, once each to Linn,
Benton and Lincoln
counties. Due to the level
of interest in the class in
Linn and Benton counties it
will be offered a second
time in each county in
February.
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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.
Internalizing and Applying
an Equity Lens: 65
individuals attended so far
(summary of evaluations
attached). Additional
trainings are scheduled to
be offered in February in
Linn and Benton counties.
An implicit bias trainer has
been identified to possibly
offer a training in Lincoln
County.

Improved provider and
organizational self-efficacy;
implementing health
equity skills in jobs or
organizations.

Increased intention to
develop action plans to
address health equity in
their job or organizations.

We are currently working
on bringing a training on
implicit bias to Lincoln
County to be held in
March.
Collected anonymous posttraining surveys during all
trainings offered so far
(available survey
documents have been
attached).

Collected anonymous posttraining surveys during all
trainings offered so far
(available survey
documents have been
attached)

Final training analysis will
be compiled once all
training opportunities are
offered and all data is
collected.
Linn and Benton: of the 33
people who completed the
surveys so far, 58%
indicated that their ability
to take action regarding
health equity in their jobs
and organizations was
better than average or
excellent.
Lincoln: of the 12 people
that completed the survey
(so far), 92% indicated that
their ability to take action
regarding health equity in
their jobs and
organizations was better
than average or excellent.
Final training analysis will
be compiled once all
training opportunities are
offered and all data is
collected.
Linn and Benton: of the 34
people who completed the
surveys so far, 94%
indicated that their interest
to apply these tools in their
jobs and organizations was
good or excellent.
Lincoln: of the 12 people
that completed the survey
(so far), 100% indicated
that their interest to apply
these tools in their jobs
and organizations was
good or excellent.
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By December 15, 2018,
provide technical
assistance to 6+ local
healthcare or social service
organizations, to include
their administrators or
other decision makers.

# of organizations
requesting technical
assistance.

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

In progress

We are working on
outreach material for
organizations that have
participated in summits
and/or trainings to identify
those interested in
engaging technical
assistance.

By December 31, 2018,
complete a pilot
evaluation.

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
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We are also in
conversations with one of
our trainers to offer
technical assistance to
local organizations wishing
to implement her health
equity checklist to their
internal policies.
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

31 of 47

In progress

how the technical
assistance helped them
develop action plans.
B. What has been successful?
• Feedback received from the three Internalizing and Applying an Equity Lens trainings held in November was
extremely positive. Two out of the three sessions offered (those in Linn and Benton counties) were full and
had participants on a waitlist, which let to us requesting an extension, so we could offer more sessions.
Several organizations indicated interest in implementing the trainer’s health equity checklist internally to
evaluate their health equity policies. Interest and readiness was a little lower in Lincoln county; it led us to
the conclusion that we should offer an alternative training in that region, and we are considering offering an
implicit bias training instead.
C. What are the challenges and how are you addressing them?
• Outreach to medical professionals has been harder than outreach to social service agencies. One way to
address this challenge is to go where the medical professionals already are. We have investigated a few
ongoing meetings attended by medical professionals in our region, and we are working with an implicit bias
trainer to prepare a short talk that can be delivered at these meetings during the spring.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• To address some of the challenges we have encountered during the pilot we requested and received an
extension on the grant; this will allow us to offer additional trainings beyond what we had originally
envisioned and to conduct a more thorough evaluation of the pilot, with no additional costs incurred.
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 summits and trainings 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?
• Nothing to report
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues the DST should be aware of, etc.).
• We will be sharing evaluation reports with the DST by the end of the pilot.

Note: for detailed documentation of training evaluations, please email Transformation@samhealth.org.
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Peer Wellness Specialist Training
January 2018 – December 2019

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.

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.

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
Peer Wellness Specialist Training
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Activities
Discussed possible link
with Linn County Mental
Health for PWS training.
Discussed possible
collaboration with CHANCE
(Communities Helping
Addicts Negotiate Change
Effectively) for PWS
training.
Attend DST meetings.

Results to Date
Follow up with Linn County
Mental Health
Follow up with CHANCE.

Create curriculum.

Research curriculum topics
Develop curriculum
components.

Developed 15 of 30
curriculum components.

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 progress to report.

No action yet.

No progress to report.

No action yet.

No progress to report.

No action yet.

No progress to report.

No action yet.
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FTRN (Family Tree Relief
Nursery) Executive Director
attended 3 DST meetings,
2 THW meetings.

Oregon Health Authority
(OHA).
B. What has been successful?
• The collaboration with the other community organizations in the THW workgroup is the strongest part of
this work.
• Presenting our work to the OHA and sharing our collaboration and outcomes for members.
C. What are the challenges and how are you addressing them?
• Developing the curriculum has been slow as we have not been able to find a consultant to assist us and are
using in house staff to complete the project.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• We are behind in completing the curriculum and courses. We submitted a request for time only extension
to complete the project.
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 the curriculum is complete it will be sustainable based upon the registrations for the trainings.
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.).
• None
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Regional Health Education Hub
January 2018 – September 2019

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.

Activities
Data collection.

The SHS Health Education
team regularly attends the
following workgroup
meetings:
• Delivery Systems
Transformation
• Universal Care
Coordination
• Social Determinants of
Health
• Traditional Health
Workers
Health Education Manager
participating on Oregon
Cascades West Council of
Governments (OCWCOG)
Advisory Council.
Lincoln County all staff
Public Health and
Developmental Disabilities
presentation rescheduled
for January.

Results to Date
BASELINE: 10 IHN-CCO
members enrolled.
DECEMBER 2018: 110 IHNCCO members enrolled.
Representation at multiple
workgroups.

BASELINE: 12% of overall
participation (10 IHN-CCO
Members).
DECEMBER 2018: 21% of
overall participation (110
IHN-CCO Members).

Outreach/marketing plan
development.
Workshop landing pages
on SHS internet created.
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samhealth.org/ChronicCon
ditions

Promotional materials
updated and shared.

samhealth.org/FreedomFr
omSmoking
samhealth.org/PreventT2
samhealth.org/PainSolutio
ns

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.

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.
Regional Health Education Hub
2018 Quarter 4 Report

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

SHS internal meetings to
promote RHEHub and
referral process:
• Clinic Manager’s Meeting
(Newport)
• Good Samaritan Regional
Medical Center
Admitting Department
• Samaritan General
Membership Meeting
(Corvallis)
• Samaritan Quality
Council
• Samaritan Health
Promotion

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

See directly above.

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

SHS to present to LCMH in
January.

samhealth.org/ChronicPain
BASELINE: 245 referrals.
DECEMBER 2018: 783
referrals.

BASELINE: 54 SHS providers
referring.
DECEMBER 2018: 134 SHS
providers referring.
No progress to report.

Attendance at Care
Everywhere Referral
Management and Unite Us
meetings.

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

SHS regular attendance at
Delivery System
Transformation meeting.
No progress to report.
Tomando Control leaders
trained.
Additional funds leveraged
through OCWCOG to
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No progress to report.
No progress to report.

support Tomando Control
de su Salud.

Part of achieving Goal 1:
Targeted outreach to IHNCCO 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.

SHS bilingual coordinator
job description developed,
posted and first round of
interviews scheduled.
SHS, Transformation Team
targeted IHN-CCO member
outreach brainstorming
session scheduled for
January.

Targeted outreach to
IHN-CCO
members with chronic
conditions.

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

2019 workshop schedule
developed.
Attrition surveying
implementation.
Meeting with Siletz Tribe
and invite to strategic
planning meeting.

Identify transportation as a
need through registration
process and referrals to
free transportation
referrals completed for
IHN-CCO members.

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

Regional Health Education Hub
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Creation of a single, widely
publicized contact number.
The # of health-education
classes the Hub is able to
logistically support.

Complete
2019 workshop schedule in
place. Workshops to be
offered in all 3 counties.
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BASELINE: 12% of overall
participation were IHNCCO members (10 total
members).
DECEMBER 2018: 21% of
overall participation (110
IHN-CCO Members).
BASELINE: 12% of overall
participation were IHNCCO members (10 total
members).
DECEMBER 2018: 21% of
overall participation (110
IHN-CCO Members).
September 2018 sent 63
surveys with 8 responses.
Transportation referral, for
IHN-CCO members, process
in place.
December 2018: 3
participants utilized
transportation service to
date.
Contact number and email
address created and in use.
YTD 2018: Group SelfManagement Workshops
• Pre-Diabetes PreventT2
(2)
• Living Well with Chronic
Conditions (16)
• Living well with Chronic
Pain (0)
• Freedom from Smoking
(7)
• PainWise First Steps (13)

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.

RHEHub participation at
Care Everywhere Referral
Management all day
meeting.
Applied for Data Across
Sectors for Health grant to
identify platform and plan
for implementation. Grant
not received.

Funding models are
explored/pursued
(alternative payment
methodology, cost sharing,
or direct billing options).

Attend Unite Us and
Delivery System
Transformation meetings.
Share information with
RHEHub partners.
Additional funds leveraged
through Oregon Cascades
West Council of
Governments (OCWCOG)
to support Tomando
Control de su Salud.
OCWCOG Ride Line
proposes to establish a
support network of
additional referral points,
provide leaders, and direct
transportation resources to
IHN-CCO members.
OCWCOG and Oregon
Wellness Network contract
development.
SHS: Continues to meet
with appropriate partners
to discuss different
payment models for this
work.
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Community Focused
Classes
• Mental Health First Aid
(43)
• Question, Persuade,
Refer (14)
• Connect (1)
• Trauma Informed Care
(6)
In progress.
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In progress.

First strategic planning
meeting November 28,
2018.
Agenda included: Purpose,
mission, goals, outcomes,
decision making structure,
and adjustments needed.
Second strategic planning
workshop session
scheduled for February
2019 and first prep
meeting complete.
Participate in quarterly
state wide selfmanagement calls, led by
HealthInSight.
B. What has been successful?
• Strategic planning to solidify vision and work plan to support.
• Care Everywhere Referrals Management / Unite Us options (even though they have not been implemented,
they show there are options for referrals).
• The first strategic planning meeting was very successful. It was an excellent opportunity to have all of the
partners at the table and discuss what has been going well and what changes need to be made. It was also a
great time to talk about sustainability of the program and how people envisioned it fitting in to their
organization in the future. We also had robust discussions about data and how to use the data gathered so
far to increase buy-in.
C. What are the challenges and how are you addressing them?
• Getting a good referral mechanism in place and having key partners involved (Samaritan Primary Care
Providers). Meetings are helping breakdown these barriers.
• We are a little bit behind here in working to incorporate the RHEHub into the electronic referral process.
Once we are able to electronically refer it will be easier for our (Lincoln County) providers and clients to buy
in.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• No.
E. Have there been any significant changes to the Pilot Budget? Explain.
• No.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• The first strategic planning meeting was a huge step forward towards sustainability. Also having discussions
with stakeholders about the RHEHub to make them aware of the services offered and how to refer.
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• Presented at Oregon Public Health Association Conference October 8, 2018.
• Presented poster at Place Matters in Portland on October 29, 2018.
• Additional requests for presentations from partners in Oregon working on coordination of health education
programming. Presentation to Good Shepard Health Care System being scheduled.
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
Regional Health Education Hub
2018 Quarter 4 Report

39 of 47

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
Screened patients were
sorted by insurance type.

Results to Date
Full Social Determinant of
Health/PRAPARE (Patients’
Assets, Risks, and
Experiences) screening
took place for 43 patients
this quarter in Alsea and
Monroe.
Food security screening
took place for 88 patients
this quarter at the Benton
Health Center with 3 care
teams, inclusive of the High
Complexity Care team.
Overall breakdown:
• 41% Medicaid (49 IHNCCO members, 5 Trillium
members)
• 20% Medicare
• 19% private
• 14% self-pay
• 6% other (VA (Veterans
Administration),
unknown)

Utilize Protocol for
Responding to and
Assessing PRAPARE food
security screening
questions in the Electronic
Health Record (EHR).

Number of patients
screened and documented
in the EHR.

Screening patients with the
full PRAPARE tool took
place at Alsea and Monroe
Health Centers.
Patients at the Benton
Health Center were
screened for food security
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This is consistent with the
demographics between
these 3 clinics.
Our data entry challenge
has not been resolved
since May 2018.
Conversations with OCHIN
have resulted in updates to
the system as far as SDOH
go, but the existing data

only, as part of the
PRAPARE tool.
Screened patients were
sorted by insurance type.

collection doesn’t match
the patient facing data
form.
We expect that we will
have to adjust our patient
facing form (confirmation
we’ll hear on 1/15/19)
going forward.
We will enter past data in
the fields where it is
available after
confirmation that we don’t
have any other options.

Achieve closed-loop
referrals for food insecure.

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

No updates.

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.

Participation in
community-based work
around Social
Determinants work as it
relates to CCO 2.0, referral
systems, food landscape,
and in general with IHNCCO were core places of
connection to the
community.

We are not attempting
closed-loop referrals at this
time.

Education at Linn-Benton
Community College and
within the Community
Health Centers around
what SDOH and why
medical personnel might
care about it, also took
place.
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All data to date is also
tracked in an Excel
spreadsheet for analysis.
The Universal Care
Coordination group
facilitated a conversation
about how to do this at a
community level. IHN-CCO
is involved in this
conversation with Unite
Us.
We participate in the
following spaces:
• Social Determinants of
Health Workgroup (IHNCCO)
• Delivery Systems
Transformation meetings
• Oregon Community Food
Systems Network
(OCFSN)
• Community Health
Improvement Planning
(CHIP) in Benton County
• Linn Benton Health
Equity Alliance Equity
Training
• Regional Health Equity
Coalition/ Developing
Equity Leadership
through Training and
Action training
• Return on Investment
webinar series from the

California Health Care
Foundation
• UniteUs community
planning/conversations
• Universal Care
Coordination meetings
and coordination summit

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.

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

Number of clinics
interested in offering a
Veggie Rx service.
Compare number of
promotional vouchers
handed out to the number
of vouchers redeemed.
Number of patients
repeatedly accessing fresh
fruits and vegetables at the
produce stand.
Toolkit creation.

No updates.

We facilitated training for
Medical Assistant students,
as part of their Continuing
Education series at LinnBenton Community College
and within the Community
Health Centers around
what SDOH and why we
collect this information.
No updates.

Offered twice weekly
produce stand through
Nov. 1 at the Benton
Health Center.

A total of 402 tokens were
redeemed throughout the
entire produce stand
season, between the
Health Center Produce
Stand and Corvallis
Farmers’ Market.

No updates.

No updates.

B. What has been successful?
• Participation in local activities through the IHN-CCO- Social Determinants and Universal Care Coordination
workgroups (which have been hosted in tandem with Health Equity and Traditional Health Workers
recently), conversations around the developing Unite Us (closed loop referral) software, Health Equity
Alliance trainings, and OCFSN systems of food networks in our state.
• The opportunity to develop and test training materials for Medical Assistants in the community and within
our clinic.
• Continued screening of clients for food security and with PRAPARE.
• Alignment of this topic with CCO 2.0 to think about future work and sustainability.
• Our partnership with the Corvallis Farmers Market was more successful than we had anticipated, having
76% of tokens distributed, redeemed at the Farmers Market.
C. What are the challenges and how are you addressing them?
• Data entry continues to be an issue- we hope to move forward with a new plan mid-January when we talk
with our Electronic Health Records (EHR) team in person. We continue to capture data but are not able to
connect it to insurance status, health status, or other demographics without a lot of effort and time.
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•

D.
E.
F.

G.
H.

We need to assess, once we know the capacity of our EHR (mid-January), the specific screening questions
we will continue to ask patients. The SDOH workgroup has suggested a focus for the CCO on housing,
transportation, and food. While we have many more opportunities to ask additional questions, we will be
sure to prioritize these as the first topics to spread.
• There are still tokens that have been distributed, that were not redeemed. We are waiting to see if tokens
come through during the Corvallis Winter Market, or even in the 2019 downtown market season.
Have there been any significant changes to your Pilot Goals and Measures? If so, why?
• No.
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.
• CCO 2.0 is a significant piece of support we have to look forward to in continuing the SDOH work. Our
learning and experience has been part of the recommendation the SDOH workgroup provided to IHN-CCO
for the Request for Application (RFA) application.
• Unite Us has some potential to help us focus on and put energy into the closed-loop referral effort we didn’t
pursue at the organization level. Depending on how that plays out, however, we do have an internal GIS
based resource guide we may continue to develop in-house.
• We are exploring the possibility of contracting with the Corvallis Environmental Center for additional health
center based markets (Benton and Lincoln Health Centers) and providing tokens to patients for use there
and/or at the Corvallis Farmers’ Market AND Albany Farmers’ Market.
Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• We have provided updates at the Benton County CHIP Food Systems Workgroup, and the Oregon Veggie Rx
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.).
• We are presenting our pilot and learnings about collaboration and community-based organization
networking to the 2019 Leadership Corvallis cohort on January 10, 2019.
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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.
By April 15, 2018, provide
state-approved CHW
curriculum workshop.
By December 31, 2018,
provide state-approved
CHW training.
By December 31, 2018,
provide state-approved
CHW trainings in Benton,
Lincoln, and Linn counties.
By December 31, 2018,
prepare CHWs to enroll in
the state CHW registry by
Oregon Health Authority
(OHA).

Measure(s)
Number of agency
meetings.

Activities
Completed

Results to Date
Completed

Number of attendees and
course evaluations.

Completed

Completed

Number of trainers
completing the course.

Completed

Completed

Number of workshops.

2 workshops were held; 1
in Benton/Linn and 1 in
Lincoln County.

Total of 42 participants
enrolled, 33 finished.

Total of 33 CHWs received
their certificates of
completion; 17 in
Benton/Linn and 16 in
Lincoln County.

It can take up to 2 months
to receive notification of
CHW Certification from the
Oregon Health Authority,
and we have no formal way
to track who receives their
CHW Registry enrollment
certification from OHA.

Number of SurveyMonkeys
returned (if used).

Number of attendees.
Number of attendees who
successfully receive
completion certificate.

B. What has been successful?
• The first Lincoln County training was very successful. The participants formed a tight-knit group and were
eager to get started.
• Having two part-time interns to assist the Training Coordinator was critical for the success of this training,
due to the logistical challenges and barriers presented by distance, travel, and location.
• The changes and “tweaks” made to the curriculum and to the facilitation that had been based off of the
feedback from the first workshop in Benton/Linn made the second workshop so much better. The feedback
from the Lincoln County workshop was positive and helped improve the workshop even more.
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C. What are the challenges and how are you addressing them?
• The logistical challenges of working across the Coast Range created some stressors, as well as not being
super familiar with the resources in the area. We relied on local expertise to guide us and will continue to
build on the relationships formed during the first workshop in Newport.
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.
• No new changes.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.
• Language specific to the criteria for CHW training has been added to contracts with IHN-CCO for anyone
wanting to use a CHW.
• Budget for 2019 is being developed, with scenarios for different pricing structures.
• BCHS is developing the “Clinical CHW Curriculum” that will be needed for any CHW that is integrated into a
primary care setting. (The current curriculum is intended for community health and social service settings,
and is not intended to train a CHW to step into a clinical care team.)
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?
• Not in the last quarter.
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 at this time.
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Veggie Rx in Lincoln County
January 2018 – June 2019

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 winter
break.

High food-insecurity
screening rate.

Percentage of clients
screened for food
insecurity through SBHC
staff.

School Based Health
Centers (SBHCs) are
screening students for food
insecurity.

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.
Interest has been limited
so far. Other marketing
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Results to Date
Pilot is in final stages of
development. Plan is to
begin serving clients in
January 2019, once the
legal contract is finalized. A
non-financial extension has
been granted for the
project.
Attended all meetings to
date.

Vouchers have been
developed and will be used
once the project begins.
Waiting on a legal contract
to be able to order food
from Food Share.
Since the SBHCs are
currently screening as part
of the program, we have
been referring students to
other options (backpack
programs and food bank)
as a stop-gap measure until
we are able to distribute
the fruits and vegetables.
Marketing has continued.
Informational flyers about
Cooking Matters courses
will be distributed with
fruits and veggies once
program is up and running.

Increase enrollment in
Food Share
resources/programs.

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

strategies are being
explored.
Students screened for food
insecurity are referred to
Food Share.

Since the vouchers are not
yet being distributed, we
do not yet have data.

B. What has been successful?
• Health services advocates, who will be coordinating the program at each school, have been very supportive,
innovative, and helpful. Additional school staff, including the new superintendent, have also been
supportive.
• Food Share has worked with us extensively to determine delivery options that work well for everyone and
will be sustainable after the pilot is over.
• Permanent locations have been found in each of the schools for Veggie Rx fridges and supplies.
C. What are the challenges and how are you addressing them?
• We are waiting on the legal team at the county to finalize the contract with Food Share before we can start
ordering food. Nicole has stayed in contact with members of the legal team throughout the process and
communicated the importance of implementing this program as soon as possible.
• Finding delivery options for some schools proved challenging. We initially hoped to partner with the
backpack programs in the county, but this proved unfeasible for various reasons. Food Share worked with us
to determine alternate delivery options.
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why?
• We were granted a non-financial 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.
• A sustainable delivery system has been created 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.).
• School staff are eager to get this program going and see it as something that could help meet a need in their
schools. School staff in Waldport are particularly excited to get the program started, as this school currently
does not have a backpack program.
• In two of the schools (Lincoln City and Toledo), we will be unable to do a weekly food delivery, at least for
now. Lincoln City will get deliveries every other week and Toledo will get deliveries every month. While this
is not ideal, it was what worked best for our community partners and, as such, is a compromise that will
allow the program to be sustainable after the pilot is over.
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