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Transformation Area 1: Integration of Care
Benchmark 1

How Benchmark will be measured (Baseline to
July 1, 2015)
Milestone(s) to be achieved as of July 1, 2014

Hospital to Home (H2H) Care Transition Pilot:
Evaluate Member needs for mental health and chemical dependency services, with an
emphasis on services for Members with serious and persistent mental illness, as well as
physical health related needs upon discharge.
Data reports support that H2H, mental health and alcohol and drug intervention as a
package provide a more comprehensive intervention and reduce hospital readmission rates
for the same diagnosis in a 30 day period.
 Number of Members assessed.
 Care coordination of additional services through Linn County.
 Develop and report on readmission data.



Benchmark to be achieved as of July 1, 2015




Contractor ensures that policy, procedure, data systems and coordination operational
for all aspects of the H2H Care Transition Pilot.
Contractor ensures that 40% of eligible Members participate in H2H Care Transition
Pilot; of those Members, 75% will not readmit to inpatient for the same diagnosis within
30 days.
Contractor attains 8% increase over Baseline in Member participation in H2H Care
Transition Pilot. Baseline and method of calculation to be determined and mutually
agreed upon between Contractor and OHA.
Contractor attains 10% decrease from Baseline in H2H Care Transition Pilot Members’
readmission rates to inpatient for same diagnosis within 30 days. Baseline and method
of calculation to be determined and mutually agreed upon between Contractor and
OHA.

1. a) Please describe the actions taken or being taken to achieve milestones in this transformation area. For each activity, describe the
outcome and any associated process improvements.
Activity
(Action taken or being taken to achieve
milestones)
Increased FTE dedicated to Hospital to
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Outcome
to Date
153 total participants, 52 participants IHN-

Process Improvements

Regular visits and/or calls with discharge

Home (H2H) Program as of April 2014.

CCO dual eligible.
Prior to 2009 when H2H started
readmission rates for targeted diagnosis at
local hospitals ranged between 17-25%.
To date participants in H2H have a
readmission rate of less that 10%.
Monthly H2H coach meetings held to
update established policies, procedures,
and review data.

planners to increase referrals, support care
coordination, and problem solve issues.
Development of new brochures/
information and distribution plan to create
a new push of outreach to communities.
Ability to sort and pull data that is more
manageable and informative to share with
partners.

Continued marketing across Linn and
Benton Counties.

Bi-monthly meetings with staff of Samaritan
Lebanon Community Hospital, Samaritan
Albany General Hospital, and Good
Samaritan Regional Medical Center.
Increased coordination of care continues to
be a priority.

Development began on extending
populations to be served.

Consideration being given for expansion to
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Recruitment of practicum student with
statistical and data management
experience.
Ongoing discussion about process
development, strategies, and barriers.

Mental Health (MH), Alcohol and Drug (AD),
IHN-CCO and H2H staff meet regularly and
discuss support of each other in serving
consumers.
Communication with hospitals, IHN-CCO
staff, MH and AD staff, and Patient
Centered Primary Care home staff to
identify how to “widen the net” and serve
more consumers.
Completing proposal for acceptance of

Expansion of referral criteria.
Clarification and streamlining of procedures.

Though existing contracts are ending, plans
to continue meeting are developing as it
supports services to all consumers and
strong inter-agency work.
Identification that criteria need to be
loosened to meet more need.
Expansion to meet needs of those most at
risk for readmission and support partners
like hospitals, IHN-CCO, and MH/AD staff.
Ability to use knowledge of previous

Lincoln County.

evidence based program expansion funds
through Aging and Disability Resource
Connection (ADRC) expansion.
Contract discussions evolving with potential
agencies that would provide care transitions
work in Lincoln County.

expansion into other counties to expedite
future expansions.
Can use lessons learned from previous
experiences.

1. b.) Please describe any barriers to achieving your milestones in this Transformation Area.
 Coordination management of post hospital discharge when multiple agencies are involved can be cumbersome and confusing for
consumers – e.g. Home Health and Hospital to Home Coaches.
 Periods of low referral numbers based on hospital staff turnover and workload.
 Lack of resources that support consumers in managing short term barriers during their time of crisis – such as an inability to get to the
pharmacy to pick up medications.
1. c.) Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA
(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies.
 Planned meetings with partner agencies which serve the same populations to discuss care coordination.
 Worked with the IHN-CCO Transformation Manager to identify data regarding frequent readmission to identify ways to expand program
parameters in the most useful way.
 Development of proposal for funding to provide more hands on support for consumers with barriers to accessing services because of
short-term crisis.
1 d.) How was the Community Advisory Council involved in the activities for this transformation area?
 Reported through the IHN-CCO information sharing network.
1 e.) How was the CAC informed of the outcomes for activities in this transformation area?
 The Community Advisory Council’s Coordinator regularly attends IHN-CCO Stakeholder meetings where information is shared.
Transformation Area 2.1: PCPCH
Benchmark 2.1
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Patient Assignment and Engagement Pilot – Phase 1
Use pilot sites panel of Members as a focus group to assess Emergency Department
(ED) utilization and identify opportunities to enhance appropriateness of ED utilization.

How Benchmark will be measured (Baseline to
July 1, 2015)
Milestone to be achieved as of July 1, 2014



Benchmark to be achieved as of July 1, 2015





Through analysis of claims data, demonstrated decrease in inappropriate
utilization of ED.
Contractor develops data reports identifying Members who have utilized the ED
more than six times in the prior year or for non-emergency purposes.
Contractor ensures that Members will be redirected to the PCPCH; Contractor
attains a reduction in ER usage by this group of Members by a measurement
factor of 20%

1. a) Please describe the actions taken or being taken to achieve milestones in this transformation area. For each activity, describe the
outcome and any associated process improvements.
Activity
(Action taken or being taken to achieve
milestones)
Map the desired process for patient assignment,
identify key strategies for improvement, and
identify desired outcome & metrics.

Outcome
to Date

Process Improvements

Established baseline for matching
PCP assignment between pilot
sites & IHN-CCO.

Established and implemented criteria for initial
assignment when member does not select a
PCP. Criteria include; 1) If a member was on
OHP within the last 3 years, they will be
reassigned to previous PCP. 2) Match the
member to the closest open PCP in their area of
residence.
The portal is accessible and being used by clinic
site staff. Overall the functionality is good.
There needs to be improvement in consistency
of having contact information (phone & address)
available through the portal.

Baseline PCP discrepancy was 4%,
36%, & 24% for the 3 pilot sites.
Establish & test a web portal that allows pilot
clinics to see current PCP assignments, identify
newly assigned members to the pilot clinic, and
support the ability for members to change PCP at
the pilot clinic.

Web portal is in place and tested.

There is still inconsistency in matching the
clinic’s list of patients on their PCP panels with
the IHN-CCO PCP assignment list.
Discussion has started regarding readiness to
open the portal to other PCP sites. Further
discussion needs to occur regarding reconciling
lists before opening the portal and potentially
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creating a lot of change requests. One
suggestion is to review previous utilization to
see whether or where members have been seen
in the past to further refine accuracy in
assignment. A meeting is scheduled with IHNCCO enrollment staff to discuss further.
Establish & test an engagement strategy for
newly assigned IHN-CCO members.

Requested but not received a
report to benchmark the current
length of time for new members
from enrollment to first visit and
where the first visit occurred (ED,
Urgent Care, PCP).

The engagement process was developed by a
work group of RN Care Coordinators. The initial
engagement visit is designed to include
obtaining a health history, a brief risk
assessment and screening, and an introduction
to the medical home, including encouragement
to call the PCP first for non-emergencies.
An initial test of the strategy has occurred over
an 8 week period. Anecdotal results of one test
week are as follows:






From a list of 142 names; 50% did not
have a phone # available through the
portal so unable to call the member and
10% were already enrolled and being
seen by the pilot site.
Of the 35 patients called; over 50% were
not interested or confused with the
suggestion to schedule an engagement
visit, 15% stated they had a different
PCP, and 2 scheduled and completed a
visit
Of the 2 patients receiving a visit that
week, staff & patient felt it was helpful
and ‘patient-centered’.

The RN group will be reconvening to discuss
their experiences. It is expected that alternate
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strategies will be suggested, which may include:
Connecting the RN visit with a brief provider
visit/check-in, using THW/Navigators to reach
out to new members to explain the engagement
approach, and developing a
communication/awareness strategy stressing
the importance of establishing care with your
PCP before an illness or condition occurs.
Initial data collection to identify members who
have utilized the Emergency Department (ED)
more than 6 times in the prior year for nonemergency issues.

Initial report received for each
pilot site which needs refinement.

This information was difficult to retrieve from
IHN-CCO system. Very preliminary review of
data suggests that a high percentage of those
individuals visiting the ED frequently had comorbid, mental health, addiction, & chronic
medical conditions.

Meeting with Emergency Department staff and
pilot steering committee to discuss potential
strategies for minimizing ED use for nonemergent issues.

Meeting occurred.

There are some challenges in implementing
communication strategies to the PCP when an
ED visit occurs. Some of the barriers include:
Until the assignment process completes its work
on increasing accuracy there will be
discrepancies in the information available; an
automatic alert when a patient uses the ED is
available within the Samaritan system but not
readily available to providers outside the
system; challenges in implementing checking
PCP assignment within the work flow of the ED
if it requires additional steps.
Strategies will be discussed that are both
proactive (i.e. member communication about
when to use the ED) and reactive (i.e. next day
follow-up by the PCP) when it is known a patient
used the ED.
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1 b.) Please describe any barriers to achieving your milestones in this Transformation Area.
 There were no significant barriers; the primary challenge is the ability to move forward in a timely manner due to staffing and reporting
capacity constraints.
1 c.)Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA
(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies.
 There were no barriers identified to date that required intervention at the state level. All trouble-shooting to this point has happened at
the local level.
1 d.) How was the Community Advisory Council involved in the activities for this transformation area?
 The Pilot Project Coordinator attended a Benton County Community Advisory Committee meeting to gain input regarding the
assignment matching criteria and input regarding the initial engagement visit. Their suggestions were incorporated into the
development of pilot strategies.
1 e.) How was the CAC informed of the outcomes for activities in this transformation area?
 The Community Advisory Council’s Coordinator regularly attends IHN-CCO Stakeholder meetings where information is shared
Transformation Area 2.2: PCPCH
Benchmark 2.2
How Benchmark will be measured (Baseline to
July 1, 2015)
Milestone to be achieved as of July 1, 2014

Benchmark to be achieved as of July 1, 2015
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Integration of Mental Health, Addictions and Primary Care Pilot – Phase 1
Improve access to Behavioral/Mental Health Services
 Contractor will measure the length of time from identification of Member need
for behavioral or mental health services to the time when the Member is seen for
an appointment.
 Contractor establishes a Baseline from the time the Member with a need for
behavioral or mental health services or with severe and persistent mental illness
is identified to the time of actual implementation of services.
 Contractor develops mechanism to record and report monthly on pilot progress.
 Contractor achieves improved timelines to access services over the course of the
pilot for Members with severe and persistent mental illness.

1. a) Please describe the actions taken or being taken to achieve milestones in this transformation area. For each activity, describe the
outcome and any associated process improvements.
Activity
(Action taken or being taken to achieve
milestones)
Metrics established and data spreadsheet
established.
Data coordinator role defined.
Recruitment for Phase I providers has been
processed.
Phase II of the project was developed and
approved.

Outcome
to Date
Built
Administration approved
Psychologist hired in April 2014 and working
in Lincoln County.
Approved 01/2014, and in development
stage.

Process Improvements

Improved Metrics
Project staffing in progress
Improving Access
Improving Access

1 b.) Please describe any barriers to achieving your milestones in this Transformation Area.
 We lost our project sponsor in early 2014. This created a resource issue and slowed down the project.
 A provider that was recruited and hired in late 2013 left the position after only 3 months.
1 c.)Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA
(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies.
 A new psychologist was hired in April 2014 and is now working in Lincoln County.
 Pilot group meetings are now occurring again and work is being done towards the requirements.
1 d.) How was the Community Advisory Council involved in the activities for this transformation area?
 Reported through the IHN-CCO information sharing network.
1 e.) How was the CAC informed of the outcomes for activities in this transformation area?
 The Community Advisory Council’s Coordinator regularly attends IHN-CCO Stakeholder meetings where information is shared.
Transformation Area 3: Alternative Payment Methodologies
Benchmark 3
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Develop a performance based reimbursement model which pays Samaritan Health Services
(SHS) Participating Providers a quality bonus for achieving or exceeding identified
Benchmarks, and a model that reimburses SHS specialist Participating Providers through
bundled payments for specific types of services rendered.

How Benchmark will be measured
(Baseline to July 1, 2015)




Milestone to be achieved as of July 1,
2014
Benchmark to be achieved as of July 1,
2015





Contractor will use known and measured Health Plan Employer Data and Information
Set (HEDIS) Benchmarks to establish a Baseline.
Contractor will measure claims data before and after implementation of the bundled
payments.
Contractor implements the bundled payment software and begins bundling payment
to a small set of SHS specialist Participating Providers.
Contractor compares utilization data on related services from Participating Providers
who are not included in the model to those that are being bundled.
Contractor begins working on non-SHS Participating Provider contracts to implement
performance based reimbursement.

1. a) Please describe the actions taken or being taken to achieve milestones in this transformation area. For each activity, describe the
outcome and any associated process improvements.
Activity
(Action taken or being taken to achieve
milestones)
The IHN-CCO Alternative Payment
Methodologies Sub-Committee has
reviewed and provided feedback to the
Delivery Systems Transformation (DST)
Committee on two Alternative Payment
Methodology proposals that are both set
to go-live July 1, 2014.

Finishing up contract signatures to go live
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Outcome
to Date
The DST accepted feedback, and in both cases
revised the pilot to take community-wide
knowledge, developed through the subcommittee attendance, into consideration.

Process Improvements

Obtaining data from the state upon
request for member’s and information
identified.

We have shared with other CCO’s, through our
Innovator Agent, our approach to building
community sub-committee’s to move forward
with Transformation.
IHN-CCO also attended the OHA’s Innovative
Payment Tools Project preliminary Findings
Presentation in May 2014, and engaged in
conversations regarding challenges, barriers
and findings to implementing an Alternative
Payment Methodology.
All parties are set to go-live on July 1, 2014.

Share risk stratification models that

with a Pediatric Holistic Home Pilot that is
supported by a global alternative
payment methodology with incentives
for providers to risk stratify patients, subcontract with high volume pediatric
referral providers and county case
managers, manage pediatric patients
through care management models based
on risk stratification, and support
Interdisciplinary Team meetings.
Finishing up contract signatures to go live
with a Primary Care Psychiatric
Consultation Pilot that is supported by a
global alternative payment methodology
to develop collaborative primary care
management of psychiatric problems.
Samaritan Mental Health (SMH) will
make psychiatric services available to
clinics serving IHN-CCO clients. The
consulting psychiatrist will conduct a
chart-based assessment, using the
evaluations of Medical Homes’
psychologists as well as the primary-care
providers notes and input. The
psychiatrist will make recommendations
based on that information.
Developed a pay for performance
method for distributing the quality pool
funds to providers that helped obtain the
performance standards.

The Alternative Payment Methodology
Sub-committee has increased its
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have proven to be effective.
Systems have been tested to ensure data is
captured to measure success, and to incentivize
appropriately.

This method has been statistically proven to
lower costs, inpatient stays, and increase better
health outcomes.

Support us in developing reports at
our request to help in measuring
quality.
Share information regarding best
practices on clinic administration
proven to help care holistically, and
create better health outcomes.
Share average costs across CCO’s for
specific services.

All parties are set to go live on July 1, 2014.
Systems have been tested to ensure data is
captured to measure success.

Received quality pool final findings, and
developed the calculation for distribution.

Share best practices and known models
that support increase performance.

Waiting for final approval to move forward with
distributing the fund by the end of summer
2014.
We are collaboratively moving forward in
analyzing the outcomes of a robust medical

Share best practices and known models
that support increase performance.

membership to include resources from
the community that have experience in
medical home models that can provide
insight, analytics, challenges/barriers,
experience, and feedback on final APM
solutions that work for our community.

Create an Alternative Payment
Methodology with our Non-Emergent
Medical Transportation (NEMT) Services
Brokerage.
Oregon Cascades West Council of
Governments (OCWCOG), through its
brokerage, Ride Line, has been providing
NEMT services for IHN-CCO members
since July 1, 2013.
Ride Line ensures quality, reliability, and
availability of transportation while
working to lower or contain the cost of
providing transportation access to
medical services. The OCWCOG and
NEMT Brokerage are focused on
providing the right ride, at the right time,
to the right service.

home in our community from a clinic
operations level, production level, financial
level, and member outcomes level.
Clinic operational options that have proven to
be effective to increase efficiencies.
Delivery models that are proving to be
effective.
IHN-CCO and the NEMT Brokerage executed a
contract that allowed transportation savings, if
achieved by the Brokerage, to be re-invested
back into the transportation system.
Transportation savings were achieved and IHNCCO and the NEMT Brokerage are entering into
an agreement that allows for the re-investment
of funds back into the transportation system.
This re-investment enhances Ride Line services
to IHN-CCO members.
The goal is to coordinate transportation access
services and efforts to meet the health needs
of IHN-CCO members and achieve the
improved health outcomes envisioned by the
“Triple Aim.”

1 b.) Please describe any barriers to achieving your milestones in this Transformation Area.
 Getting all of the details analyzed in order to feel comfortable about the methodologies being implemented.
 The Pediatric provider set to go-live is also going through an EHR implementation, and is moving to an entirely new medical
documentation and billing database.
 Developing a risk stratification methodology that is proven to be effective.
 Working out the mechanisms that will capture the data necessary to measure effectiveness.
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Getting providers to share risk.
Waiting for data requested from DMAP.
PCP Assignments

1 c.)Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA
(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies.
 The subcommittee invested time into researching alternative payment methodologies in order to become educated.
 Working through our Innovator Agent, WVCH CCO was willing to share their quality pool funds distribution method with IHN-CCO. IHNCCO used this as a base to develop its own method.
1 d.) How was the Community Advisory Council involved in the activities for this transformation area?
 Reported through the IHN-CCO information sharing network.
1 e.) How was the CAC informed of the outcomes for activities in this transformation area?
 The Community Advisory Council’s Coordinator regularly attends IHN-CCO Stakeholder meetings where information is shared
Transformation Area 4: Community Health Assessment and Community Health Improvement Plan
Benchmark 4

How Benchmark will be measured (Baseline to
July 1, 2015)

Milestone to be achieved as of July 1, 2014
Benchmark to be achieved as of July 1, 2015
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Collaboration with local public health and mental health authorities, professionally and
culturally diverse community based organization, hospital systems(s), the Contractor
Community Advisory Council (CAC) and Community partners and stakeholders to prepare
strategies for development of a shared health assessment and improvement plan that serves
as a strategic population health and health care system service plan for the Communities
served by Contractor.
 Use the information gathered from Community participants to determine the strategic
issues that must be addressed in order to reach Contractor vision.
 Specify goals, objectives, strategies, budget and leadership for the strategic issues
identified.
 Describe the scope of the activities, services and responsibilities that Contractor
considers upon implementation of the shared health assessment and improvement
plan.
 Contractor completes Community Health Assessment Plan (CHIP).
 Contractor measures health improvement against the Baseline and reports the results

of its health improvement efforts to the Community.
1. a) Please describe the actions taken or being taken to achieve milestones in this transformation area. For each activity, describe the
outcome and any associated process improvements.
Activity
(Action taken or being taken to achieve
milestones)
A Community Health Improvement Plan
(CHIP) workgroup, appointed by the IHNCCO Community Advisory Council (CAC)
Chair and consisting of equal representation
from Benton, Lincoln and Linn counties met
7 times in 6 weeks to prioritize 3-5 goals per
Health Impact Area for the CHIP. This
process is described in the CHIP.
These meetings were staffed by the IHNCCO CAC Coordinator, IHN-CCO CEO, and
the OHA IHN-CCO Innovator Agent.
The IHN-CCO CEO worked with staff, the
counties, and the IHN-CCO CAC Coordinator
to propose strategies and activities to
achieve the CAC’s 14 goal
recommendations.
The IHN-CCO CAC Coordinator composed a
draft CHIP (Some of the goals become
Strategies or Activities in the CHIP) and
received feedback on this from the CHIP
workgroup in meetings and via email.
The IHN-CCO Regional Planning Council
endorsed the CHIP.
The IHN-CCO Board of Directors approved
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Outcome
to Date

Process Improvements

The CHIP Workgroup recommended a total
of 14 goals to the CAC.
The CAC accepted these goals with a few
minor adjustments. (03/03/2014)

The CHIP workgroup recommended the
CHIP to the CAC and the CAC adopted the
CHIP. (05/12/2014)

Completed 05/15/2014
Completed 06/11/2014

The CHIP will benefit in the future from
access to more IHN-CCO specific data and
with further collaboration with the LinnBenton Health Equity Alliance.

the CHIP.
The IHN-CCO CHIP submitted to OHA.

Completed 06/27/2014

1 b.) Please describe any barriers to achieving your milestones in this Transformation Area.
 There are no new barriers to report during this reporting period, except that additional time would have allowed for additional
community input.
1 c.) Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA
(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies.
 More time would have allowed for additional community input. The OHA Innovator Agent attended most CHIP workgroup meetings and
provided ongoing support for the process.
1 d.) How was the Community Advisory Council involved in the activities for this transformation area?
 The CAC was involved in all aspects of developing the IHN-CCO CHIP.
1 e.) How was the CAC informed of the outcomes for activities in this transformation area?
 The CAC was involved in all aspects of developing the IHN-CCO CHIP.
Transformation Area 5: EHR, HIE and meaningful use
Benchmark 5.1

How Benchmark will be measured (Baseline to
July 1, 2015)
Milestone to be achieved as of July 1, 2014
Benchmark to be achieved as of July 1, 2015
Benchmark 5.2
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Contractor agrees to participate in OHA’s upcoming process to assess the next phase
of statewide Health Information Exchange (HIE) development (including assessing the
scope, financing, and governance of statewide HIE services). In particular, Contractor
will make appropriate executive and staff resources available for an interview with an
OHA consultant, and will participate in brief stakeholder workgroup meetings if
requested by OHA. After the OHA process concludes and the next phase of statewide
HIE services are defined, Contractor will update this HIE component of its
transformation plan at the next update cycle.

Development and implementation of Electronic Health Records structure, policy and
workflows to support an electronically accessible Care Plan for all Participating

How Benchmark will be measured (Baseline to
July 1, 2015)
Milestone to be achieved as of July 1, 2014

Benchmark to be achieved as of July 1, 2015

Providers involved in a Members care.
 Utilization of chosen Electronic Health Records structure by Participating
Providers in the care of Members.
 Contractor develops roadmap for implementing Health Information Technology
(HIT) in its Service Area.
 Contractor gives access to case management staff to evaluate and educate
Participating Providers.
 Contractor pilots Epic Care Link usage between Contractor and a select
Participating Provider panel.
 Contractor establishes a shared Electronic Health Record system for Participating
Providers and partners to access in its Service Area, to enable a “community care
plan”.

1. a) Please describe the actions taken or being taken to achieve milestones in this transformation area. For each activity, describe the
outcome and any associated process improvements.
Activity
(Action taken or being taken to achieve
milestones)
IHN-CCO implemented a community wide
Health Information Technology (HIT)
Workgroup.
March 2014 - Requests for Information (RFI)
was developed based on direction from
outside consultants and sent to 20+ health
information technology vendors. 11
responded.
April 2014 - Requests for quotes (RFQ) were
sent to 6 vendors and 5 vendors were invited
to provide demos to the provider groups of
the IHN-CCO.
May 2014- InterSystems was the chosen
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Outcome
to Date
The HIT Workgroup has met twice a month
for the past year.
Vendor Selection is complete.
Project requirements documented.
Phase 1 providers are identified.

Process Improvements

vendor to implement a Regional Health
Information Collaborative (RHIC) for the IHNCCO members.
Project resourcing and timelines are being
created to have 6 providers fully integrated
by June 2015.
We have been working to push Epic Care Link
out to participating providers.
We are developing a plan for Case Managers
to educate providers on ways to access
available information.

Several providers have started using the
product.

We need to assess who is currently not
using and focus our efforts on assisting
those providers.

All IHN-CCO Case Managers have been
trained and use the product.
We are now in the initial stages of developing
a process to work with providers on an
ongoing basis.

1 b.) Please describe any barriers to achieving your milestones in this Transformation Area.
 n/a
1 c.)Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA
(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies.
 n/a
1 d.) How was the Community Advisory Council involved in the activities for this transformation area?
 The IHN-CCO CAC has been involved through their participation on the Delivery Systems Transformation Committee. The HIT
Workgroup reports directly to this Committee.
1 e.) How was the CAC informed of the outcomes for activities in this transformation area?
 The Community Advisory Council’s Coordinator regularly attends IHN-CCO Stakeholder meetings where information is shared.
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Transformation Area 6: Communications, Outreach and Member Engagement
Benchmark 6

How Benchmark will be measured (Baseline
to July 1, 2015)
Milestone to be achieved as of July 1, 2014

Benchmark to be achieved as of July 1, 2015

Mental Wellness Literacy Campaign Pilot:
Increase awareness amongst Primary Care Providers (PCP), community and faith-based
organizations, and local schools in Linn County, and the Contractor organization as a
whole, of the ways all parties can take action to improve the wellness of people with
mental health problems.
 Focus groups comprised of community and faith-based organizations, educators,
Contractor staff, and PCP’s.
 Member, stakeholder, and local resident surveys.
 Contractor offers an online learning and resource center in multiple languages.
 Contractor offers Community education campaign in culturally and linguistically
appropriate ways.
 Contractor targets an education campaign for community and faith-based
organization, and local schools.
 Contractor ensures that 100% of Contractor staff and PCPs are aware of the
online learning and resource center and have knowledge of its purpose.
 Contractor ensures that participants in focus groups indicate awareness of the
community education campaign and knowledge of its purpose through a
measurement tool.
 Contractor ensures that 35% of those surveyed indicate awareness of the
community education campaign and knowledge of its purpose.

1. a) Please describe the actions taken or being taken to achieve milestones in this transformation area. For each activity, describe the
outcome and any associated process improvements.
Activity
(Action taken or being taken to achieve
milestones)
Online Learning and Resource Center

Outcome
to Date
90% complete

Process Improvements

On-line training platform developed.
Online training developed—Understanding Mental Illness.
Training available online (Target date – June 30, 2014)
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Education Campaign: Today I Am

Launched May 1, 2014

Conducted community survey, including attitudes about
mental illness.
Conducted focus group sessions, including attitudes about
mental illness.
In response to data from above, developed media
campaign (Today I Am) focused on Eight Dimensions of
Wellness, including mental wellness.

Education Campaign: Observance of Mental
Health Awareness Month 2014.

Completed

Media campaign included website, billboards, poster,
flyers, display materials at community events and within
community organizations, newspaper and mall ads, outside
banners, online advertising, local magazine articles,
interviews with local/regional newspapers, presentations at
seminars.
Hosted community training, Taming the Epidemic of
Youthanasia, with Dr. Embry on May 14, 2014 (Attendance
233).
STAND (Students Taking Action Not Drinking), school-based
mental health awareness campaign: Included nine Linn
County high schools (Albany Options, Central Linn JR/SR
High, Harrisburg High, Lebanon High, Santiam Canyon High,
Scio High, South Albany High, Sweet Home High and West
Albany High schools). Activities included dissemination of
posters, video and other promotional incentives bringing
awareness to the eight dimensions of wellness

Campaign posters were available in Spanish
City Proclamations
Provided both Adult and Youth Mental Health First Aid
community training.
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Coalition of Local Health Educators

On-going

Collaborative planning with Linn County Mental Health
Advisory Board.
Key partners identified.
Local data gathered.
Orientation meeting planned for June 25, 2014.
Coordination with Regional Healthy Communities Steering
Committee for Mental Health Promotion and Prevention
Grant, with common Linn County Steering Committee.

Grassroots Outreach
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On-going

Funding provided for prevention curriculum Botvin’s
LifeSkills Training to additional 4th & 6th grades throughout
county.
 May 2, Linn Benton Community College Diversity Fair
 May 5-9, Samaritan Albany General Hospital Table Event
 May 7, Linn Benton Community College Health & Safety
Fair
 May 12-16, Samaritan Lebanon Community Hospital
Table Event
 May 13, Linn Local Alcohol & Drug Planning Committee
 May 14, Sweet Home Library
 May 17, Live Well Expo – Albany
 May 19, Albany and Lebanon Outreach –Public libraries
and senior centers
 May 20, Brownsville Library and Senior Center
 May 20, Harrisburg H.A.R.T Center and Harrisburg Library
 May 22, Family Tree Relief Nursery – Albany
 May 26, Albany and Lebanon Outreach –Faith-based
organizations
 June 5-8, Strawberry Festival – Lebanon
 June 21, Brownsville Farmer’s Market

1 b.) Please describe any barriers to achieving your milestones in this Transformation Area.
 Difficulty finding Spanish translation resources that provide both appropriate education level and dialect.
 Difficulty determining the best way to deliver educational campaign in culturally appropriate way for Spanish speakers in the service
area, which represent several different dialects widely dispersed across large rural areas
1 c.)Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA
(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies.
 Project team has worked through IHN-CCO’s Innovator Agent to connect with the Oregon Office of Equity and Inclusion to better
understand best practices, standards and resources for addressing language and cultural barriers.
 Project team will be collaborating with the Linn County Hispanic Advisory Committee and the Linn-Benton Regional Health Equity
Coalition to address language and cultural barriers.
1 d.) How was the Community Advisory Council involved in the activities for this transformation area?
 IHN-CCO CAC members participated in the focus groups that helped form the messages and strategies for the education campaign.
 Quarterly updates were presented to the IHN-CCO Delivery Systems Transformation committee (DST), attended by the CAC Coordinator.
1 e.) How was the CAC informed of the outcomes for activities in this transformation area?
 Updates and drafts of the elements of the education campaign and online learning resource were presented for review and comment
during the IHN-CCO CAC public meetings.
Transformation Area 7: Meeting the culturally diverse needs of Members
Benchmark 7

How Benchmark will be measured (Baseline to
July 1, 2015)
Milestone to be achieved as of July 1, 2014

Benchmark to be achieved as of July 1, 2015
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Contractor staff and Participating Providers receive annual trainings that focus on but
are not limited to health equity, health literacy, cultural competence, cross-cultural
communication, working with non-traditional health care workers in clinical teams,
diversity, and cultivating a diverse workforce.
 Training process is developed.
 New employees receiving trainings within 6 months of hire.
 All employees receiving trainings on an annual basis.
 Contractor develops a process for delivery and documentation of training.
 Contractor ensures that identified staff and Participating Providers have received
trainings focused on topics identified in this Benchmark.
 Contractor ensures that 100% of Contractor employees and Participating

Providers have completed annual trainings that assist in assuring that the
culturally diverse needs of Members are met.
1. a) Please describe the actions taken or being taken to achieve milestones in this transformation area. For each activity, describe the
outcome and any associated process improvements.
Activity
(Action taken or being taken to achieve
milestones)
Training delivered to all PCP’s via PowerPoint and
attestation.
Enrollment with a technology solution called
Cornerstone to deliver online trainings to all staff.
Enables method to document training.
Mental health training
Cultural Competence training

Translation Services

Use local resources across the state to help
promote equitable health for communities of color,
and other multi-cultural groups.

Partner with local health equity groups.
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Outcome
to Date

Process Improvements

Completed

Disseminate to all staff.

Ongoing

Development of further modules,
other formats.

Ongoing
IHN-CCO’s Chief Medical Officer presented a
training titled “Cultural Competency in
Medicine” in April 2014.
This training was provided for physicians,
providers, residents, medical students and
other interested staff.
Implemented a best practice of ensuring all
IHN-CCO sponsored community meetings are
staffed with a translator.
IHN-CCO staff met with the Oregon Office of
Equity and Inclusion.
IHN-CCO Communications Manager and the
IHN-CCO Transformation Manager are
creating strategies that will promote health
literacy in CCO communications.
IHN-CCO is working collaboratively on several

IHN-CCO’s will continue to work

projects with the Benton-Linn Health Equity
in collaboration with Benton-Linn
Alliance, including a project that is focused on Health Equity Alliance.
IHN-CCO members that use tobacco
products.

Benton-Linn Health Equity Alliance can assist IHNCCO in reaching and better serving under-served
populations (race/ethnicity, age, gender, location,
disability, sexual orientation, etc.) to meet the goals
of the Triple Aim. They are unique in their ability to
access a certain population and engage them to
address issues such as language and
comprehension.
Communications reviewed by community
IHN-CCO regularly requests review of
stakeholders.
materials and solicits feedback from
community stakeholders.

1 b.) Please describe any barriers to achieving your milestones in this Transformation Area.
 Major barrier is in documentation as well as development of new materials to engage providers and staff.
1 c.)Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA
(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies.
 Purchasing a technology solution called Cornerstone has been the primary method of facilitating further expansion.
1 d.) How was the Community Advisory Council involved in the activities for this transformation area?
 Reported through IHN-CCO information sharing network
 The IHN-CCO Community Advisory Council Coordinator is involved in the tobacco focused project that includes Benton-Linn Health
Equity Alliance.
1 e.) How was the CAC informed of the outcomes for activities in this transformation area?
 The Community Advisory Council’s Coordinator regularly attends IHN-CCO Stakeholder meetings where information is shared.
Transformation Area 8: Eliminating racial, ethnic and linguistic disparities
Benchmark 8
How Benchmark will be measured (Baseline to
July 1, 2015)
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Contractor will document the ethnicity data of its Members and will identify if there
are any disparities in access based on ethnicity.
 Baseline – No data to date.
 Contractor researches and documents the ethnicity of its Members.

Milestone to be achieved as of July 1, 2014



Benchmark to be achieved as of July 1, 2015



Contractor gathers Member ethnicity data either from state data or by
contacting its Members.
Contractor identifies any disparity in access based on ethnicity.

1. a) Please describe the actions taken or being taken to achieve milestones in this transformation area. For each activity, describe the
outcome and any associated process improvements.
Activity
(Action taken or being taken to achieve
milestones)
IHN-CCO gathers member ethnicity data
either from state data or by contacting its
members.
Identification of any access issues based on
ethnicity.

Outcome
to Date
Member ethnicity is obtained by the state
during the enrollment process and is part of
the information IHN-CCO receives from the
state through its enrollment file.
Data reports are being drafted so that
research can be conducted.

Process Improvements

Verified that ethnicity data is obtained
from the state on each member and is
automatically downloaded into the
IHN-CCO’s operating system.

1 b.) Please describe any barriers to achieving your milestones in this Transformation Area.
 IHN-CCO experienced a delay in report completion but was able to obtain information prior to the milestone date of July 1, 2014.
1 c.)Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA
(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies.
 No alternative strategies needed at this time.
1 d.) How was the Community Advisory Council involved in the activities for this transformation area?
 The IHN-CCO CAC Coordinator is a member of the Race and Ethnicity sub-committee. The Coordinator reports to the CAC and brings
their recommendations to the Race and Ethnicity sub-committee. An update is also provided to the IHN-CCO Transformation Manager
every two weeks for report to the Delivery System Transformation Steering Committee.
1 e.) How was the CAC informed of the outcomes for activities in this transformation area?
 The CAC Coordinator is a member of the Race and Ethnicity sub-committee. This individual shares information with the IHN-CCO CAC.
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